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GOOD:

Hello, and welcome to this special satellite broadcast and web cast, Working with Communities for Environmental Health. I’m Cynthia Good your moderator for this program coming to you live from the Centers for Disease Control and Prevention in Atlanta, Georgia.

We have with us today two individuals, who each have extensive experience in dealing with various issues in public and environmental health.  Marshall KREUTER has been a leader in the field of health promotion for nearly 40 years, and recently retired as a Distinguished Scientist/Fellow at the Centers for Disease Control and Prevention.  He’s the co-author of Health Promotion Planning: An Educational and Ecological Approach.  This publication, now in its third edition, describes the PRECEDE-PROCEED model for planning, implementing, and evaluating health education and promotion programs.  We’ll take a closer look at that model in today’s program.

Also joining us is Donna Garland, Director, Office of Scientific and Public Health Practice Resources, in the Public Health Practice Program Office at CDC. Donna has worked extensively in the communications field in both the private and public sectors. Prior to her current position, Donna worked at the Agency for Toxic Substances and Disease Registry.
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Welcome to you both.  Almost every day we encounter new concerns about the environment. Along with this, we can become even more concerned about how all these changes may affect our health and the health of our children.  This bewildering array of information related to the environment and health can become overwhelming pretty quickly.  Let’s listen in to responses from a few individuals as Teresa Nastoff, a health educator with ATSDR, finds out how they’ve dealt with any environmental health concerns they’ve encountered.

GOOD:

From what we’ve just seen, it’s apparent that there is a need to make environmental health information and education readily available and accessible.  Trying to figure out where to find accurate information to environmental questions can be challenging.

Our overall goal today is to enhance your ability to plan, implement and evaluate effective environmental health education activities.  This will help improve the capacity of individuals and communities to make informed decisions about behavioral, environmental, and policy actions that can improve health and quality of life.

In order to reach that goal, we hope to accomplish three key objectives. By the end of the program, you should be able to do the following:  Identify three benefits that community participation contributes to environmental health education programs; define ways in which the evaluation process becomes more practical and effective by using the PRECEDE-PROCEED model; and, describe how the use of PRECEDE-PROCEED improves the planner’s ability to tailor health education programs to community-specific needs.

So, as our objectives clearly show, the focus of this program is on how to use a planning model in addressing health education and promotion issues in the community, specifically related to the environment.  Developing an effective community-based strategy to improve health is no small task.  So Marshall, where do we start?

KREUTER:

I think we need to start by recognizing what we all know intuitively – that communities are unique. I spend quite a bit of time in Atlanta, Georgia and Bigfork, Montana.  Obviously, these two places differ dramatically in size and geography, but also in economic resources and employment patterns.  They also differ in their racial, religious and political makeup.

From the very beginning of our planning, we need to be mindful of these differences.  And that is why, when developing community-based health programs, the “one size fits all” approach isn’t very effective.  A strategy that works for Bigfork, Montana for example, may not be appropriate for a neighborhood in Atlanta or vise versa.
In public health, the idea of “one size fits all” or “magic bullet” approach comes from our successful experiences with vaccines.  We develop a vaccine that literally works every time, on every person, regardless of their race, sex, or where they live.  To prevent measles in your community, all you need to do is get immunized and you are protected.  But there are no vaccines or magic bullet solutions for environmental health problems like exposure to asbestos, mercury, or pesticides because their causes are multiple and complex.

GOOD:
One of the goals of science is to demonstrate effective methods so that they can be replicated. Are you saying that a program shown to be effective in one community cannot be replicated in another?
KREUTER:

That’s a great question! It is certainly possible that a program shown to be effective in Wichita, Kansas can also be effective in Salinas, California -- but that will depend upon the extent to which those two communities share common indicators.  What IS replicable is the planning process. A process where decision-making is based on a combination of good science and community participation and where strategies are tailored to local needs and circumstances. 

GOOD:

All right Marshall. So, learning about a community is the first step to take if we want to figure out how to work with and educate communities effectively?

KREUTER:

Correct SEQ CHAPTER \h \r 1.  Whether the “community” in question is a hospital, school, worksite, neighborhood, or an entire city, we need to take time to assess the needs and capacities of that community, and to learn about its history, dynamics, and traditions.  By taking this time, we’re not only practicing good science, we’re also accomplishing something else: earning the respect of the community.  How many of us would allow outsiders to come into our neighborhoods and tell us what needed to be done without first seeking our input?  My experience is that, in the absence of a respectful relationship between health workers and the community, community-based work has little chance of succeeding, let alone being sustained over time.

GOOD:
Marshall, this idea of assessing a community sounds complex. Tell us a bit more about how we would go about it.

KREUTER:

I think it starts by developing what I call a community health attitude. That attitude has two complementary parts.  The first part lies in recognizing that your job is to help improve the health and quality of life of LARGE numbers of people. Let me use a metaphor.
If a movie director was asked to characterize our traditional view of health, he or she might give us a close-up shot of a physician treating a patient with a specific ailment or disease.  But, to get a population perspective the director would have to zoom out in order to get a much wider shot.  This broader perspective helps us appreciate how large numbers of people relate to one another and to their social and physical environment.  A community’s history, its employment and unemployment levels, the types of housing available to residents, its parks, threats to its environment . . . all of these “big picture” or ecological factors influence health.  They all count!

The second part of the community health attitude is reflected in our understanding that communities simply CANNOT exist in the absence of relationships.  People and organizations vary in their connections to one another.  Some may have a history of mutual support and others may not.  Meaningful community change requires a change in the way people and organizations relate to one another.  Therefore, it’s imperative that we’re sensitive to those relationships and remain honest and transparent about our intentions when we work with others outside our immediate circle. If there’s one key word to highlight here, it’s RESPECT.

GOOD:

We have a video segment that illustrates how respect for others is taken into account. Can you tell us what we’re about to see in this clip?
KREUTER:

Sure, Cynthia.  In East Harlem, New York, one in every four children has asthma and household exposure to pests is known to be a major source of triggering asthma attacks.  Information like this inspired the development of an integrated pest management project in Lehman Village, a public housing complex located in East Harlem, New York.  In this project, health professionals and researchers from Hunter College, the local housing authority, and the local health department, teamed up with the Lehman Village residents and the public housing tenant’s association.  Throughout the development and implementation of this project, the project team ensured that community members were actively involved in the entire process.  Let’s take a look as Nick Freudenberg, from Hunter College, and his colleagues describe the principles they followed.

KREUTER:

In addition to what we’ve just learned about “respect,” there’s one other important point to make about this “community” or “population” approach to health.  It doesn’t REPLACE a focus on individuals, it COMPLEMENTS and SUPPORTS it.
GOOD:

Now that we have a good idea about what a community health “attitude” is, tell us about the model we’re going to use to guide our planning process. 

KREUTER:

It is based on a model that Doctors Larry Green, Kay Partridge, Sigrid Deeds, and I first published in 1980 and is now in its third edition under the title:  Health Promotion Planning: an Educational and Ecological Approach.  Since 1980, over 2,000 applications of the model have been published, and those applications have been a primary source of the continuous evolution of the model.  I think of the PRECEDE-PROCEED framework as a set of guideposts that help us make informed planning decisions.

GOOD:
Marshall, before we go further can you tell us what PRECEDE-PROCEED stands for?
KREUTER:

You may be sorry you asked because it’s pretty academic!  PRECEDE stands for Predisposing, Reinforcing, and Enabling Constructs for Educational Diagnosis and Evaluation.  PROCEED stands for Policy, Regulatory, and Organizational Constructs for Educational and Environmental Development.  Actually, you’ll see these terms crop up as we go through the process. 

Let’s walk through the steps of the model to see how it works and then we can go into greater detail on key aspects later.  Here is a diagram of the framework.  Even though many of us are used to reading from left to right and the arrows also go in that direction, the planning steps are in the reverse order because our starting point is actually the outcome we are trying to accomplish.

In planning a health program, you need to keep focused on the goal which is the community’s health and, consequently, its quality of life.  Whether the problem is 20 years of exposure to asbestos, the inappropriate application of pesticides, mercury pollution, or the exposure to lead paint dust, all have a direct and dramatic impact on quality of life.  Once you have a fix on the outcome you are seeking to achieve, the next thing you want to know is what factors are most likely to influence the attainment of that outcome?  Your ability to design an effective community environmental health program depends in large part on your understanding of the connections between the outcomes and the many factors that influence those outcomes. 

And, that’s the next step.  In this planning model, the factors that influence health are divided into two general categories: behavioral factors and environmental factors.  Let’s take the behavioral factors first.  For health problems like heart disease and cancer, risk behaviors like physical activity, diet, and smoking often surface as priority targets for intervention as do the counseling behaviors of physicians and nurses, and the supportive behaviors of family members and friends.  When the health problem is exposure to lead paint hazards, behaviors might include: (1) the disclosure of lead paint problems by property owners before sale or lease, (2) compliance with, and enforcement of, lead safety laws by local authorities, or (3) participation in prevention programs by parents with young children who live in high risk areas.

An assessment of relevant environmental factors would certainly generate a wide range of potential program targets including: exposure to allergens like cat dander, mold, dust mites, and cockroach droppings; indoor and outdoor air pollution (like second hand smoke, or automobile emissions); and contaminated water or soil may also emerge as important environmental factors.  Once planners have generated lists of behavioral and environmental factors, they go through a process that will help them select those factors that, if changed, are likely to have the largest impact on the health problem. We’ll go through that process later in the program.

That brings us to the point in the model we call the education and ecological assessment phase. Here we are basically asking:  “what lies behind these behaviors and environmental factors?”  Or, put another way, “what’s causing the causes?”  To help answer those questions, the model asks us to sort the potential causal factors into three categories: (1) Predisposing factors, (2) Reinforcing factors, and (3) Enabling factors.  Predisposing factors include knowledge, attitudes, beliefs and perceptions one may have about a behavior or environmental factor. 

Reinforcing factors basically refer to the positive or negative feedback that occurs after an act is performed. When you say to a colleague, “good job,” it’s a reinforcing factor.  Enabling factors usually refer to those conditions in the environment that make actions more or less possible.

GOOD:

This list could get long. Will the planners winnow down these predisposing, reinforcing, and enabling factors to a more manageable list?

KREUTER:

Yes they will.  Let’s go back to the pest control project in East Harlem, they used a similar planning process.  Recall, they determined that the cockroach infestations were contributing to triggering asthma attacks.  They discovered that the use of pesticides was not particularly effective and, more importantly, exacerbated the asthma problem.  So the behavioral factor of interest was: “the use of alternative methods to control cockroaches.”  This led the team to seek insights to the following questions:  Were pesticides being used because that is what the residents had always done?  Did the residents realize that using pesticides could actually worsen the symptoms of asthma?  Or, was it because they believed that alternative approaches to controlling roaches didn’t work or weren’t feasible?  Answers to those questions led the planning team to develop a health promotion intervention which is Phase 5 of the model.  The center piece of that intervention consisted of residents, supported by the housing authority, taking action to eliminate the habitat for cockroaches.  All of this led to a reduction in incidence of asthma attacks. Cynthia, that’s a brief snapshot of how the model works.

GOOD:

OK, so now that we have a better understanding of the concept, what are some of the benefits of using this type of planning model?

KREUTER:

Well, Cynthia, there are essentially four.  First, it provides a structure to identify desired outcomes.  It facilitates the identification of what we want to accomplish and recommends a participatory process of collaboration and consensus.  Second, evaluation, which too often is added on after the fact, is built into the planning process.  In each step of the process, planners spell out measurable objectives.  Because evaluation is integrated into the planning process, you will have a constant source of feedback to make necessary adjustments in your program.  The third benefit is that the process promotes the development of tailored change strategies that best fit a given problem, population or circumstance.  Finally, there’s a very practical, real-world benefit.  Our colleagues in states and localities don’t have enough time, personnel, or resources to do everything!  This model helps us identify the issues that are MOST IMPORTANT and MOST CHANGEABLE ─ and those become the primary targets for the program.
GOOD:

All right, so now that we understand the benefits of the PRECEDE-PROCEED model, let’s see it in action. I believe that Donna has some experiences to share that will show us how to do that.

GARLAND:

I certainly do, Cynthia.  I’ve worked with a lot of different communities and so I’ve created a composite example of experiences pulled from some of these real communities and their real concerns and issues.  For the rest of the program, we’ll call this hypothetical community “Springfield”.  Springfield is a community facing some complicated environmental issues.  Many of the environmental issues in this community involve the Springfield Mining and Processing Company, or SMP, which for years was the town’s main employer.  SMP operations consisted of mining and processing lead.  These operations produced significant dust and huge piles of waste material, referred to as mine tailings; some were a hundred feet high.  Shortly after the company closed down, the plant grounds and much of the surrounding area were found to be highly contaminated, particularly with lead and arsenic.  As a result, the plant was designated as a Superfund site.

Superfund sites are the most contaminated, hazardous waste sites in the country.  Once the community learned about this, there were lots of strong reactions and feelings expressed.  Many community members became concerned about their health; some became resentful of how a “Superfund" designation affected the value of their homes and properties.  Some people became more distrustful of both the government and SMP. Many had worked at SMP for decades.  Now, suddenly they were learning more about this “dust” they had become so accustomed to.  And they began to learn about how lead and arsenic could affect their health and the health of their families -- especially their children.

For example, lead poisoning is known to cause delays in a child’s developing nervous system and can affect a child’s learning ability.  Lead poisoning can also cause kidney and other problems in adults.  Arsenic is also poisonous and known to cause cancer.  So in order to begin working with this community, I knew I needed to gain a clearer understanding of the community, their concerns about these issues, and the capacities the community had to respond to the issues so that I could develop a plan that would work effectively.
GOOD:

Marshall, at this point, what phase of the planning process is Donna working in?

KREUTER:

The Social Assessment Phase.  This phase underscores how important community participation is in conducting effective public and environmental health education programs.  Active participation of members of the target audience in defining their own priorities and desired outcomes is more likely to result in desired changes.  It is also important for community members to be treated as partners in developing and implementing solutions.  This principle of participation facilitates achieving commitment from stakeholders and community members because they realize they are an essential part of the process.  Again, we have a short video from the integrated pest management program at Lehman Village in East Harlem, New York that reinforces this very point.  Here are Nick Freudenberg and Sergio Matos, another Urban Public Health colleague, talking about how they worked to promote ownership, collaboration, and partnerships in the community.

GOOD:

That’s a very interesting perspective – that of a real partnership with the community.  Now Donna, in doing the social assessment phase, how did you approach the community?  How did you find out who the community members were and what was important to them? 
GARLAND:

Let me start by emphasizing that developing a partnership with the community and involving them in the process is absolutely critical to this work. Something I believe that is of equal importance to the process is gaining a true understanding of the community.  As Marshall mentioned earlier, although some communities may share common characteristics, every community is unique in some way or another.  Understanding the community’s culture, values, beliefs, and perceptions is essential to developing and employing a strategy that will most effectively suit that community.  With all of the technology that’s often available literally at our fingertips, a lot of work can be accomplished from a desk or office, but in my experience, gaining a real understanding of the community requires actually going out to the community.  Becoming sensitive to cultural diversity and how values influence individuals and communities is really important.
GARLAND:

There is a great deal of knowledge to be gained by spending time with the community and talking to and getting to know the community members.  For instance, one of the values that I learned about by spending time in Springfield was that many in the community actually had favorable opinions about the mine tailings.  They saw the mine tailings as a part of the community’s culture and heritage, a sort of historic marker.  For some, the piles even represented a higher standard of living for their families and a proud legacy of hard work in mining.  These “lead mountains” were a source of recreation with kids riding their bikes and playing games on them.

There are several helpful resources available to learn more about gaining an understanding of the community’s perspectives and about cultural competency, but there are two in particular I’d like to mention.  To begin with, I learned a lot of helpful information about culture, diversity and how to approach communities from a workshop conducted by Ira SenGupta.  She’s a leading expert with the Cross-Cultural Health Care Program. Let’s look in on a class that Ira is teaching and listen to what she has to say about building relationships with communities.

GARLAND:

As someone whose job emphasizes communications, I really appreciate Ira’s approach.  She’s warm, gracious, and at the same time, direct in explaining how to approach communities and the importance of cultural competence.  Another resource that’s helpful in understanding the community’s perspectives is Photovoice.  Photovoice, which was developed by  SEQ CHAPTER \h \r 1Caroline C. Wang and Mary Ann Burris at the University of Michigan, is a grassroots approach that enables community members to record and reflect their perspectives of the community's strengths and problems through photography.
Using this concept in the community involves providing cameras to community members who are willing to take photographs that will help explain their community.  They take photographs of their community as THEY perceive it.  Then, they select a few of the developed photographs they consider most significant, or simply like best.  Next, each person tells stories about their selected photographs and what they mean, in order to put them in context.  Finally, the main issues, themes, or theories that emerge are identified.
This concept really helps address a fundamental issue that Marshall cautioned us about earlier: what professionals, researchers, specialists, and outsiders think is important may completely fail to match what the community thinks is important. Some of the themes can be extremely insightful. For instance in Springfield, some of the pictures that were selected showed healthy retirees.

The stories told about these pictures explained that some community members were skeptical that substances from SMP operations caused health problems.  After all, their fathers and grandfathers, who also worked as miners with SMP, lived to a ripe old age and they felt their own health was good.  On the other hand, there were photographs and stories that represented concerns for the health of the children in the community because the tailing piles were often used for recreational activities.  Other photographs and stories that emerged were related to high numbers of friends and family members diagnosed with cancer. Some felt this was a direct result of contamination from the plant’s operations.
GOOD:

Donna, to provide another perspective on working effectively with communities and the importance of gaining an understanding of the community that you are working with, we talked with Dean Seneca, Director with ATSDR’s Office of Tribal Affairs and Craig Wilkins, who is with CDC’s National Immunization Program.  Let’s listen to what they have to say.

GOOD:

All of this information is very insightful when working with communities.  It is evident that factors like culture and values must be incorporated into the planning process.  Also, it sounds like professionals who work successfully in communities achieve that success because they respect the community and the wisdom of community members.  So, the Social Assessment phase provides a wealth of important information. It helps us to better understand the perspectives of a broad cross-section of community members about health and quality of life.  This seems like a strong foundation to build on when working with a community.  Marshall, what else is important to consider when working with a community?

KREUTER:

Well, Cynthia, the next phase of the PRECEDE-PROCEED process, phase 2, calls for an epidemiological assessment. In terms of planning, this assessment phase provides information that, in effect, says: “this is an important health problem or issue and it deserves attention!”  Disease or health problem specific mortality and morbidity data are typically used in an epidemiologic assessment, and the more specific the data, the more information you will have to guide and inform the planning process.  Reviewing information such as age, gender, level of education, employment status, and area of residence can provide greater insights on the factors a health program should focus on.  This kind of assessment is one of the core functions of public health - this is why states, counties and some communities routinely gather mortality and morbidity data and other health statistics.  With these data, we can monitor trends and changes to determine how we are stacking up compared with previous years, other communities like ours, or the rest of the nation.  And for planning purposes, it provides a basis for setting program priorities among the various health issues and subgroups.

GOOD:

Do planners have to gather this kind of data themselves every time they plan a program?

KREUTER:

Sometimes they do, but the major task in a community-level epidemiologic assessment is to find out what relevant data are already available.  The local health department or local community health center is likely to have a wide variety of health data and information that is potentially relevant including the prevalence of community risk factors and risk conditions.  Also, some local health departments participate in the Assessment Protocol for Excellence in Public Health, or APEX P-H. The APEX P-H is a step-by-step workbook that yields a detailed community health profile which is rich in useful data.  And other sources can also be rich in community health related information, for example, the local hospital may have helpful discharge and emergency room visit data; local environmental agencies have pertinent data on air, water, and soil quality; local school boards have pertinent educational data; the Chamber of Commerce is likely to have information on matters of employment and quality of life; and the local media often conduct community-level special interest surveys that generate very useful information.  You can also find some community data at the website of the Health Resources and Services Administration, at W-W-W- dot- community health- dot- H-R-S-A- dot- G-O-V.

KREUTER:

Throughout this process, we need to take care to present the data in a way the public can really understand.  In all of my years in public health, I can truly say that I have never seen people bored by data about the health status of their community.  People aren't bored by data; they're bored by boring presentations of those data!
GOOD:

OK, so as you found this data, Donna, what did you discover about the community? Did the data help prioritize the community’s concerns?

GARLAND:

Well, Cynthia, it was very interesting.  I began by working with an Environmental Health Scientist from my agency that was also working with the SMP site.  The Environmental Health Scientist shared environmental data with me that showed high levels of lead and arsenic in a variety of media on the site property and throughout the community.  These included soil, groundwater, surface water and household dust.  Another significant resource was the state’s surveillance data.  The state has mandated reporting for blood lead screening results and the surveillance data showed that, although there were high percentages of children with elevated blood lead levels, there were relatively few children actually being tested.

To augment the state surveillance data, we found data from a study that was done in Springfield several years ago. The data from this study showed that 50 percent of the children in the study had blood lead levels greater than or equal to 10 micrograms per deciliter, compared to 3 percent in the control area.  In children, CDC considers blood lead levels of 10 micrograms per deciliter or higher as lead poisoning.  In addition, sources of demographic data showed that Springfield had a large population of children less than 6 years old and that a significant portion of the population spoke Spanish as their primary language in the home.

GOOD:

Now how could this data help you prioritize the community’s concerns?

GARLAND:

I used a technique called nominal group process to also assist the community in determining the highest priorities.  We used multiple sources of data.  All of the data we collected about the community’s perceptions was combined with the scientific information.  This helped establish a better understanding of what’s happening in the community.  The nominal group process begins with each participant listing 3 items of highest priority on an index card. The first item listed is the most important priority.  The cards are then collected, assuring anonymity.  The rankings are then added up, where a number 1 ranking is worth 3 points, number 2 is worth 2 points, and number 3 is worth 1 point.  The highest scoring priority that emerged in Springfield from this process was protecting young children from lead poisoning.  Having a quantifiable picture of the health problems in the community was very helpful in determining this priority.

Once a top priority was identified, the next part of this assessment phase involved developing the program goal and objectives.  A program goal is expressed as a general statement about what the program hopes to achieve.  The program objectives then provide the measurable steps to achieving that program goal.  Program objectives are crucial to program direction.  They must be attainable and they should answer these questions:  Who is the intended audience or population?  Or, whose health is the focus of the program?  What health benefit will be achieved?  How much of that benefit will be achieved? And When will it be achieved?

Now let’s look at how this approach played out in the Springfield community.  Based on the identification of health and quality of life issues determined in the previous assessment phases, the goal that was selected was the elimination of childhood lead poisoning.  To develop the objectives, we answered the key questions I just mentioned.  Whose health is the focus of the program? Children less than 6 years old, in Springfield.  What health benefit will be achieved?  There will be a decrease in the percentage of children with blood lead levels greater than or equal to 10 micrograms per deciliter.  How much of that benefit will be achieved?  The percent of children with lead poisoning will be reduced from 50 percent (the current level) to 25 percent.  This measurement was based on information from the state surveillance data and the Springfield study that I mentioned earlier.  Finally, when should this be achieved?  Within 2 years.  So our program objective is: Within 2 years, the percent of the children less than six years old, in Springfield, with lead poisoning, will be reduced from 50 percent to 25 percent.  Establishing this program objective is important for two reasons: first, it gives all of those involved in the planning and program development process a clear focal point.  And, as you will see in the next steps, it provides the basis for identifying those factors and conditions contributing to our health problem.  It’s a process where we are in effect asking “what’s causing the ‘causes’ for high levels of lead poisoning?”

GOOD:

So, Marshall, what is the process that will help us discover what “causes” the causes? 
KREUTER:

It starts with the next phase of the framework we call the “behavioral and environmental assessment.”  We all know that the environment and behavior have a significant influence on health.  So once we have our measurable program objective in hand, our next task is to identify those environmental conditions and behaviors that are: (1) known to contribute to the health problem, and (2) are amenable to change.  First, let’s look at behavioral factors. I find it useful to think of two categories of “behavior.”  The first pertains to personal actions that might put us at risk such as, choosing to exercise regularly or not to smoke.  The second category pertains to the behaviors of others.  What our families, neighbors, co-workers, and health care providers do – or don’t do – can have a profound impact on the choices we make and actions we take.
For planning reasons it is important to remember the subtle distinction between these two categories of behavior.  In this phase we also assess environmental factors.  Here, we are seeking to uncover both the physical and social aspects of the environment.  The physical environment includes air, soil, and water quality or toxic agents such as asbestos or mercury.  The social aspects of the environment might include levels of income and education, the place or location where one lives, participation in health insurance plans, and access to health services, and so on.  The main point is that behavior is closely related to environmental factors and both need to be taken into account.  Recall the objective that Donna described earlier.  Within 2 years, the percent of the children less than 6 years old, in Springfield, with lead poisoning will be reduced from 50 percent to 25 percent.  Using knowledge of the relevant literature and past experience, we want to generate a list of potential behavioral and environmental factors known to put children at risk for lead poisoning. Donna, what were some of the behavioral and environmental factors that were identified in your community?

GARLAND:

Well, Marshall, some of the behavioral factors that we had to consider included whether or not routine screening was conducted, whether parents were being advised about screening young children, whether proper hand washing was followed, whether specialized cleaning to remove lead dust from homes was practiced, and whether or not suggested nutritional interventions were followed.  We also had to consider other behavioral factors like the presence of hand-to-mouth activity and pica, or eating non-food items that many children normally display.  And, as you mentioned earlier, these represent not just the behaviors of children, but also the behaviors of their parents and health care providers.  Environmental factors included: the mine tailings, lead contaminated soil and dust, availability of screening services, and an adequate public policy to address health issues associated with lead, such as mandated screening for high-risk children.

GOOD:

Identifying all of these factors does provide a lot of information to consider as potential behavioral and environmental targets for change.  At this point, we’d like to take a short break and ask you to take a few minutes to work in small groups or individually to discuss the following.

Based on a project you’ve worked on or one you’re familiar with, 

What behavioral or environmental factors have influenced your work? 

What considerations would you use to prioritize these factors?

GOOD:

Welcome back to Working with Communities for Environmental Health.  Now that you’ve considered behavioral and environmental factors that influence your projects, Marshall is going to explain how these factors can be systematically prioritized.

KREUTER:

One of the basic elements of the PRECEDE-PROCEED planning model that we mentioned earlier is the process of winnowing a long list of potential targets such that we get to those most likely to influence the program objective being sought.  This is done by rating each factor in terms of its “importance” and “changeability.”  Said another way, your program should be addressing those factors for which you have evidence that they influence the health issue you are working on, and that you can do something about changing them.

To assess the importance of a factor, planners will consider the prevalence or frequency of the factor and the evidence that it contributes to the health problem.  Here is an example of what we mean by importance. We know that smoking is clearly connected to heart disease and cancer.  We also know that smoking is shaped by a wide variety of factors including the smoker’s knowledge, attitudes and beliefs, the availability and cost of tobacco, by the behaviors of family and peers, by advertising, and by the availability of treatment for those smokers who are addicted.  In a general sense, all of these are important, but their level of importance will vary according to how relevant they are in the context of a given community. 

Let’s use an example. The literature tells us that when "sales to minors laws" are strictly enforced, smoking rates among youth become lower and this provides the evidence that we’re dealing with an important factor.  Now let’s say that 2 communities are planning tobacco prevention programs and both have "sales to minors laws" on their list of factors to consider.  In community A, those laws are strictly enforced and so it shouldn’t be surprising that sales to minors are low.  Therefore, they wouldn't be judged important because they’re already in place (in short, we don't need to spend time fixing something that isn’t broken).  However, in community B, "sales to minors laws" are not enforced and thus would emerge as a very important factor to consider.

GOOD:

How about changeability?
KREUTER:

OK. To assess the changeability of a factor, planners will consider several criteria (1) existing evidence from the literature that the factor in question is changeable, (2) how long the behavior or condition has been in place, and (3) the “cost” of the effort to create change – where cost could be assessed in terms of time, economic and personnel resources, or even political capital.

GOOD: 

Can you give us an example specific to environmental health?
KREUTER: 

Sure.  Our friends who enjoy fishing should be able to connect with this example.  In several parts of the country, fish from waterways have become contaminated with mercury.  Over-consumption of certain fish in these waterways can result in neurological damage and is especially a threat to young children and pregnant women.  To increase public awareness, program planners might consider developing and publishing fish advisories that provide people with specific guidelines and suggestions for reducing their consumption of contaminated fish that come from these waterways.  They might also consider launching efforts aimed at eliminating the sources of mercury contamination.  Both of these factors (consumption of contaminated fish and controlling the source of contamination) are important, but let me ask you Cynthia, which one is more changeable in your judgment?

GOOD:

Well, in terms some of the criteria like: personnel, resources and time, it will take quite a while to get the policies and actions in place to control the source of contamination, if that’s even possible.  Assuming there is evidence that people will act on the recommendations of the advisories, I would rate the advisories the most changeable in the short term – but would certainly support efforts to control the source, or sources, of contamination in the long run.

KREUTER:

So, both factors are important and both are changeable but, since the advisories are most likely to yield more immediate benefits, you rate them higher in changeability.  You’ve done a great job of illustrating how to use the concepts of importance and changeability.  We have found that it’s helpful to express estimates of importance and changeability visually in a simple matrix.  First, create a line that represents a continuum of importance from low on one end to high on the other.  In the mercury contamination example, raising public awareness via fish advisories, and controlling the source of waterway contamination were both deemed to be on the high end of the importance continuum.  Then, we create a changeability continuum and repeat the process. Recall that raising public awareness through fish advisories was deemed more immediately changeable than controlling the source of contamination.  If you leave the continuum for changeability in its horizontal position and place the continuum for importance vertically, you will create a matrix with 4 cells: (1) high importance/high changeability, (2) high importance/low changeability, (3) low importance/high changeability, and (4) low importance/low changeability.  Those factors that fall into the high importance/high changeability cell should be the high priority targets for your program.  Those factors in the high importance/low changeability cell are good candidates for research and testing.  Factors in the low importance/high changeability cell will be unlikely targets for any program with the possible exception of demonstrating that a program can influence change.  Incidentally, the process for estimating the importance and changeability is applicable for predisposing, reinforcing, and enabling factors just as it is for behavioral and environmental factors.

GOOD:

Donna, did you apply this process while working with the Springfield community?

GARLAND:

Yes Cynthia, I found the process Marshall just outlined to be a tremendous help.  
The factors that we identified as the most important and most changeable in Springfield included: screening conducted, especially at 1 and 2 years of age; advisement of parents about screening; proper hand washing; and special cleaning practices for lead dust in homes.  From this information, it’s easy to see how an important part of our work is done at the grass-roots level, when we get out into the community.  We take what we know from the academic or administrative world, but we adapt to the realities that influence communities.  We use the information that we’ve learned about a specific community to improve the effectiveness of outreach activities that we conduct, and do so with input from the community.  There’s a good example to demonstrate this point. Earlier, we saw segments of the community-based, integrated pest management program in East Harlem, New York. Here again is Ted Outwater telling us more about how this project worked.

GARLAND: 

It’s really helpful to take a closer look at how this type of program is implemented. I like the fact that residents were hired for key, paid positions with the project.  That goes a long way toward the community gaining ownership of the project.

GOOD:

I can really see how using the information that we’ve learned about a specific community can improve the effectiveness of activities. So Marshall, where do we go from here?

KREUTER:

 SEQ CHAPTER \h \r 1On to Phase four of the model, the Education & Ecological Assessment.  Earlier, we made the point that the factors that contribute to the behavioral and environmental conditions can be grouped into three areas: Predisposing, Reinforcing, and Enabling.  Let’s review them again.  Predisposing factors include things like knowledge, attitudes, beliefs, values, and perceptions.  Understanding these factors in the context of the local community will help planners better understand a population at risk in terms of: ‘the things they know,’ ‘how they feel’ and, ‘what they perceive and believe in.’
An understanding of predisposing factors is especially important for a process that is well recognized as an important part of environmental health education: Risk Communications.  One of the important goals of risk communication is to formally or informally persuade people to adopt self-protective behavior.  The strategic posting of “fish advisories” is a form of risk communication because it warns people of pending risks and offers them actions to avert that risk.  If people are to take action based on information they receive, that information must have meaning that is shared between those who create the message and those receive it!  A good working knowledge of the relevant predisposing factors, combined with the kind of community participation we have been emphasizing, will greatly increase the likelihood of shared meaning. It is equally true for the reinforcing and enabling factors.

Reinforcing factors are actions by others that can reward or deter a given behavior.  So, in our planning we need to determine the role that parents, family members, co-workers, peers, best friends, health care providers, and others play in supporting or encouraging a given behavior.  Media exposure can also be a powerful reinforcing factor, so we need to give similar consideration to print, film, electronic media, and of course to the Internet.  Enabling factors refer to the presence or absence of conditions in the environment that facilitate actions by individuals, groups, or organizations.  Examples of enabling factors would be: having effective policies or laws in place, having educational resources and staff, and having a skilled and trained workforce. 

In the case of childhood lead poisoning, a home risk assessment may reveal sources of serious lead exposure. Removing those sources would result in substantial health benefits, but if done improperly, could create an increased hazard.  Thus, the presence or absence of “skilled” workers, qualified to safely remove or seal sources of lead, would be an important enabling factor.  To get a sense of how to apply this level of analysis, let’s return to the objective we stated earlier:  Within 2 years, the percent of the children less than 6 years old, in Springfield, considered as having lead poisoning will be reduced from 50 percent to 25 percent.  Using our behavioral and environmental information we can now generate a list of factors that may affect or explain why such a high percentage of children may have elevated blood lead levels.  Next, we can classify those into predisposing, reinforcing and enabling factors.

GOOD:

Marshall, to provide an additional example of how these various factors relate to behavioral and environmental conditions, we talked with Ira SenGupta, who we saw teaching a class earlier in the broadcast.  She’s had some really interesting experiences and learned some important lessons.  Let’s take a look at what she has to say.
GOOD:

What a fascinating story.  That was very helpful in providing even more insight into the influences exerted on individuals and communities.  I can see why it’s important to consider these things when programs are planned and implemented.
GOOD:

Now that we’ve developed this understanding of what we WANT to do, that brings us to the Administrative and Policy part of the model. How does this phase help us in the planning process?
KREUTER:

For community health workers in the trenches, this phase helps test the realities of resources, organizational capacity and support, and sometimes political will.  Regrettably, it is often an aspect of planning that is overlooked, and can lead to what is called “implementation failure.”  Implementation failure occurs when a program which is technically sound, flounders because certain organizational, administrative, or policy factors were ignored or ineffectively addressed.  I am sure that we can all recall programs we’ve been involved with that were influenced by the presence or absence of:  economic resources, personnel, territorial issues, administrative and institutional support, and Constituency support.  An additional factor is implementation costs. There are three categories of implementation costs to take into account: Economic costs.  These include such things as salaries and benefits, materials, equipment, printing and media time.  Time costs.  Time is a cost in the sense that it is a necessary commodity for planning and preparation.  When planners don’t allow sufficient time for preparation and coordination, they put their program at risk for failure.  Key roles in project implementation need to be filled by personnel who actually have the time available to do what is needed.  Finally, opportunity costs.  When colleagues agree to lend their support for your program, that means they have to give up or lower their level of effort on something else; this is an opportunity cost.

The administrative and policy phase also helps put plans in place to overcome barriers and maximize the use of available resources.  A very good way to do that is to reach out and establish partnerships with organizations and groups whose participation can enhance your efforts.  Ideally, you will have already established these contacts and relationships in earlier phases of this model.  It goes without saying that a local health department would be in for a rude awakening if it tried to launch a breast cancer-screening program without coordinating with local volunteers from the American Cancer Society and local physicians.  Donna, I know that partnerships were an important part of your work in Springfield; can you tell us more about that?

GARLAND:

I’d be glad to, Marshall. In the Springfield community, collaborations and partnerships were built at every stage of the effort with a wide variety of organizations and programs.  These include schools, clinics, health organizations, and so on.  When the work with this community is complete,  I know that it won’t leave with our agency because the messages and efforts will be woven into the community.  This is an example of how to work toward sustainability.  The more community-based collaboration and participation you have, the more ownership and commitment you have, and the better off you are.  Of course, collaboration is not easy.  So here are a few tips on how to address challenges that can arise from collaborations.  Establish one-to-one relationships and build trust; clarify the goals each organization wants to accomplish; Ddecide on a relationship that makes sense; establish procedural ground rules, including clear lines of communication; build on points of agreement; and, above all, along the way celebrate successes, both large and small.

GOOD:

Thanks, Donna.  On that very positive note about the value of cooperation and collaboration, it looks as if we’re ready to turn the corner from PRECEDE to PROCEED.  We have learned how community-based environmental health programs can be developed effectively by using the PRECEDE-PROCEED model. Marshall, take us through the steps for putting these programs into operation and bringing about health improvement in our communities.

KREUTER:

Certainly, Cynthia.  As we begin phase six, the implementation phase of the model, we must ask ourselves, “Who do we need to reach?” and “What do we want to say?”  These two tasks are virtually inseparable.  The point is to have a clear understanding of what you want your specific audience to do in response to the education messages.  Again, your ideas about the content and the intent of the messages will be based on the information gleaned during earlier planning. 

There are a number of excellent resources to help us with risk communication and designing health messages.  One is a book titled, Designing Health Messages, of which the principle editor is Ed Maibach.  Another is Communicating Public Health Information Effectively: A Guide for Practitioners.  David Nelson is the principle editor of this publication which the American Public Health Association will be releasing in October 2002.

GOOD:

Thanks, Marshall.  Donna, you have a great deal of experience in effective communication, could you tell us more about that?

GARLAND:

Well, Cynthia, as Marshall pointed out in the very first phase of this model, respect is one of the most significant elements to communicate to individuals and communities.  In fact it’s woven into this entire process.  Respect is what enables you to build trust.  Be sure your communications are honest, open, and frank.  People can sense if you’re being evasive, skirting around difficult facts or avoiding bad news.  Ultimately, the community will have more respect for you and more trust in your dealings with them if you handle difficult information in an upfront manner.

Another important point about communication skills is to maintain an awareness of how YOU might feel if you were in a situation similar to that faced by the community.  Would you be angry if the water coming out of your faucet at home was toxic?  Would you resent the company that caused the value of your home to go down because of damage they’d done to the surrounding area?  If you were likely to lose your job because an industry was being forced to shut down by some of the actions of your neighbors, how would YOU feel about your neighbors?  About the company? And how would YOU feel if you believed something outside your control was harming your child’s health?  Remember also that the most effective methods of communicating your message will vary among communities and cultures.  So make sure you determine the most appropriate sources to make the information accessible and culturally sensitive.

In Springfield, when determining what we wanted to communicate to each audience, we assigned information to three categories:  “need to know,” “nice to know,” and “supporting” information.  The most critical messages must be developed from the “need to know” information.  The community must be involved in determining these categories- it is not a winning approach to have an outsider determine what is “needed”.

Also as Marshall just mentioned, we needed to consider our objective and figure out what we needed to say and to whom we needed to say it.  The population we wanted to affect – children less than 6 years of age – is difficult to reach directly.  So we elected to reach our audience indirectly through teachers and parents.  We also selected health care professionals serving those children.  Earlier, when we looked at the importance and changeability factors, proper hand washing emerged as a factor determined to be both highly important and highly changeable.  

Also, we learned that an effective means of reaching children with this message was through preschool and kindergarten teachers.  So, we adapted a curriculum, called ToxRAP, for these teachers to help them teach kids the concepts of exposure, hazards, and how hand washing, especially before meals and bedtime, can minimize exposure to hazards.  The ToxRAP curriculum includes experiments and games that are appropriate to the student’s age and helps explain things like exposure.

The ToxRAP curriculum and the teacher training workshops that go along with it are terrific resources that are very helpful in providing an easy to use, off-the-shelf tool for schools and other educational organizations.  It is available for different grade levels and provides a strong program for school systems to use.  The Environmental and Occupational Health Sciences Institute, or EOHSI developed this curriculum.  We recently visited EOHSI at Rutgers University in New Jersey and sat in on one of the training workshops for teachers.  Let’s listen in to Laura Hemminger as she explains more about ToxRAP and how it originated.
GOOD:

ToxRAP is a pretty impressive program.  It’s great that teachers can learn about this subject in a fun way and go back to their students with lots of ideas for teaching about the environment and showing them steps they can take to protect their health.  Donna, I noticed that you specifically talked about wanting to reach out to parents. What were the factors that you had to consider in doing that?

GARLAND:

Based on the information collected during previous phases of the process, we learned that many of the parents in this community get their information from other parents and they also have a great deal of trust in other parents.  So we decided the way to reach parents in Springfield would be through a parent-to-parent training program.  We wanted to develop a message that wouldn’t make the problem appear completely overwhelming.  We wanted to let parents know there are simple steps that can be taken to help protect their children from lead poisoning.  The program we developed teaches the parents about the importance of proper hand washing, but also about specialized cleaning techniques and nutrition interventions that help prevent lead poisoning in children.

The first step in developing this program was to work with the local parent’s association to identify a small group of parents willing to participate as the primary trainers.  We also collaborated with the neighborhood grocery stores to help promote the program.  The grocery stores donated buckets, mops and other cleaning supplies to the parents receiving the training, and in turn, the grocery stores received publicity about helping the community.  An environmental health inspector, a nurse, and parent trainers conducted the training in the homes of the parents that signed up for it.  The environmental health inspectors took dust samples to measure the amount of lead in dust found in the homes.  The nurses conducted blood lead screening tests on the children living in the home.  The results of these tests were shared with the families, and time was available to answer any questions the families had.  The parent trainers provided demonstrations of the specialized cleaning techniques that help safely eliminate lead dust.  They also provided other education about the importance of proper hand washing and frequent meals high in calcium and low in fat to help minimize absorption of lead into the body.  Follow-up dust sampling and blood screening were also conducted in the same homes six months later to determine if the interventions were effective in minimizing exposure.

GOOD:

That really sounds like a great, comprehensive program.  It is yet another example of the importance of collaborating and building strong partnerships in order to sustain your messages and efforts.  You also mentioned that you worked with local health care providers as part of this program.  Could you tell us about that too?

GARLAND:

We determined the most effective way to reach a wide range of health care providers (like physicians, nurses, nurse practitioners, physician assistants, and so on) was through in-service programs and hospital grand rounds.  We also developed an assessment tool that could be used to conduct an environmental exposure history and we provided this at the in-services and grand rounds. 

Our immediate priorities were to get the health care providers to advise parents about lead poisoning and to ensure that children were being screened for lead poisoning, especially at one and two years of age.  In the longer-term, we’re working on policy development that would mandate screening of all high-risk children at 1 and again at 2 years of age.

GOOD:

That sounds like a good way of reinforcing your community program with a variety of local health care providers.  As you may know, health care provider education and training about environmental health is increasing, especially in the medical and nursing professions.  We had a chance to look in on Dr. Howard Frumkin and a group of his students at Emory University’s School of Medicine in Atlanta during a brown bag lunch seminar on environmental exposures.  Let’s take a look at that now.

GOOD:
I can see there is a lot of information that must be considered to accurately figure out what kinds of things may affect the patient’s health.  I know Dr. Frumkin’s seminar is just one example of some of the ways that environmental health is being integrated into health professionals’ education.  This helps prepare them to identify and address harmful environmental conditions or environmental-related health concerns.
GOOD:

OK, so now you’ve implemented your program.  How do you know that you’ve accomplished anything?

KREUTER:

You know all the information Donna and I have been talking about?  You use it.  As we mentioned at the beginning of the program, evaluation is something that is addressed from the very first step of the process.  Effective program evaluation should be designed to answer the question, “HOW well is the program working?”  For example, you need to look for information that will help answer questions such as, “Are we following our intervention protocols correctly?” or, “Are we reaching our target populations?” 

PRECEDE-PROCEED is a dynamic model because it allows you to incorporate new information and make mid-course corrections.  These corrections are based on the progress you are making toward your objectives.  THIS is why stating clear, measurable objectives is so critical in the planning process.  When you’re continuously evaluating, you’re constantly learning new information about your program.

All programs will experience their share of challenges.  Effective program evaluation has to seek out the “bad” news as well as the “good”.  One of the hallmarks of an effective program is that planners take creative action triggered by the detection of challenges or problems.  The final phases of the PRECEDE-PROCEED model, Phases 7, 8 and 9, deal with Process, Impact and Outcome evaluations.  Process evaluation covers program “feedback” and expended resources.  It is usually conducted during the intervention itself, rather than after the program is completed.  Process evaluation asks the question, “did the program get implemented as planned?”  It includes implementation activities like media distributions, sponsored events, and staff visits.  For example, the percent of homes in the high-risk area that received team visits, or the percent of eligible children that received screening tests.  It can include data from focus groups as well as data on the levels of stakeholder participation.  The second evaluation measure is impact.  Impact evaluation measures the short-term effect of a program on the target populations.  For example, changes in knowledge, skills, behaviors, and social support.  Measures for these indicators are most often attained through surveys, interviews, or observational studies.  The generated program objectives provide the foundation for evaluating program impact.  Outcome evaluation refers to measures of the health or quality of life goals that were crafted in the early stages of the planning process.  The example from the Springfield community would be the elimination of childhood lead poisoning.  Where feasible, health outcome measures may include changes in mortality, morbidity, and rates of exposure.  Quality of life outcome measures might be reflected by improvements in housing or levels in educational performance.

GOOD:

Marshall, how could levels of educational performance be a measure of quality of life?

KREUTER:

I’ll give you an example.  We know that exposure to toxic substances, like mercury and lead, impair neurological development and are associated with learning disabilities.  Preventing exposure to those substances should decrease the incidence of learning disabilities, enhance educational performance and thus, the quality of life for those children and their families for the rest of their lives.  Too often this kind of beneficial effect goes undetected.  This is yet another reason why evaluation is SO important.

GOOD:

Donna, to help us understand this aspect better, would you give us some examples of how you used PRECEDE-PROCEED to develop an evaluation of the program in your community?

GARLAND:

Of course, Cynthia.  As you know, we began by identifying a priority health problem in Springfield.  The desired goal we identified was to eliminate childhood lead poisoning.  Process evaluation is conducted throughout the program.  Some examples of the factors we tracked in Springfield included the parents’ involvement in the parent-to-parent training program and the community’s participation in the planned activities.  We also conducted focus groups for the materials that we developed for both English and Spanish speaking audiences and included feedback from the focus groups as part of our process evaluation.  As far as the impact evaluation, or the short term effects of the program, we looked at things like results from pre- and post-dust wipe sampling.  We also used a simple test to check the knowledge parents had about the cleaning, hand washing and nutrition interventions before and after the training.  With health care providers, we monitored screening rates to see if they changed.  All of our efforts as a whole contribute to the outcome evaluation. Here, the key question was whether the activities at Springfield resulted in a reduction of the percentage of children less than six years of age with lead poisoning.  As you may recall, our baseline information showed that 50 percent of this population had levels at or above 10 micrograms per deciliter.  Based on the data we have so far, we’ve found that 40 percent of the children less than six have blood lead levels of 10 micrograms or higher.  So we’ve got a good start toward achieving our objective of reducing this to 25 percent within two years.

GOOD:

Well, it certainly sounds like your program is heading in the right direction and it is terrific that you are getting some data to show that.

GARLAND:

Yes, the early results are encouraging, but we still have a lot of work ahead of us.  As I mentioned earlier, our next step is policy development for mandated blood lead screening for high-risk children at 1 and 2 years of age.  Following the PRECEED-PROCEDE model has proved to be a tremendously useful tool to help prevent some mistakes, identify problem areas, and overcome challenges.  We experienced our fair share of obstacles and learned many valuable lessons along the way.  But the flexibility of this model proved to be especially beneficial.  It really combines thoughtful judgment with the freedom to use your imagination instead of being stuck with a one-size-fits-all “cookbook” kind of program.

KREUTER:
Donna, that’s a really important point.  In particular, I want to mention that the most important message of this program is not so much whether or not you decide to use the PRECEDE-PROCEED model in your program planning efforts.  The most important message of this program is that, in order to work effectively with communities for environmental health or any other health related programs, a sound, flexible planning approach must be used.  CDC has developed several other excellent planning models including PATCH, which stands for Planned Approach to Community Health, and CDCynergy.  Both of these models feature the ability to be adapted to fit the needs of your particular program.  They are intended to provide a guiding framework for planning major health outreach projects, but you will find that elements of the models are also adaptable to smaller scale projects, as well.

Well, thank you both for a most enlightening presentation.  As we’ve discovered, the PRECEDE-PROCEED model offers a dynamic and very effective way of addressing the complex environmental problems that face us in our communities today.  Now it’s your turn, as viewers, to ask questions and give us your comments on this fascinating subject.
[CALL-IN SEQUENCE]

GOOD:

I’m afraid that’s all the time we have for your calls.  However, if you weren’t able to get through to our operators or think of a question later, you can still e-mail it to the following address:  

a-t-s-d-r hyphen nurse at c-d-c dot gov.

My thanks to our panel members for joining us for this special program.  And thank you too for taking the time to be with us to discuss the important topic of environmental health education in the community.  We wish you the best of luck with your own programs.  On behalf of everyone at ATSDR, CDC, and the Public Health Training Network, I’m Cynthia Good wishing you a good day from Atlanta.
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