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Section: RESEARCH AND PRACTICE
Objectives. Weexploredthe effect of disseminating evidence-based guidelines that promotephysical activity on US health department organizational practices in the United States.
Methods. We implemented a quasi-experimental design to examine changes in the dissemination of suggested guidelines to promote physical activity (The Guide to Community Preventive Services) in 8 study states; the remaining states and the Virgin Islands served as the comparison group. Guidelines were disseminated through workshops, ongoing technical assistance, and the distribution of an instructional CD-ROM. The main evaluation tool was a pre- and postdis-semination survey administered to state and local health department staffs (baseline n = 154; follow-up n = 124).
Results. After guidelines were disseminated through workshops, knowledge of and skill in 11intervention-related characteristics increased from baseline to follow-up. Awareness-related characteristics tended to increase more among local respondents than among state participants.Intervention adoption and implementation showed a pattern of increase among state practitioners but findings were mixed among local respondents.
Conclusions. Our exploratory study provides several dissemination approaches that should be considered by practitioners as they seek to promote physical activity in the populations they serve. (Am J Public Health. 2007;97:1900-1907. doi:10.2105/AJPH.2006.090399)
Lack of physical activity is closely linked with the incidence of several chronic diseases and a lower quality of life.[ 1, 2] There is now an array of physical activity interventions that have been proven to be effective across a variety of populations and geographic settings. For example, the Task Force on Community Preventive Services has produced a set of evidence-basedguidelines for promoting physical activity titled The Guide to Community Preventive Services:What Works to Promote Health? (hereafter Community Guide).[ 3, 4]
In the Community Guide, intervention strategies that show evidence of increased physicalactivity in targeted populations are grouped into 3 categories: ( 1) informational approaches to change the knowledge and attitudes regarding the benefits of and opportunities for physicalactivity within a community among populations that state and local public health workers serve; ( 2) behavioral and social approaches to teach the targeted populations the behavioral management skills necessary for successful adoption and maintenance of behavior change and for creating social environments that facilitate and enhance behavioral change; and ( 3) environmental and policy approaches to change the structure of physical and organizational environments to provide safe, attractive, and convenient places for physical activity. Across these 3 categories, 8 specific intervention strategies were found to have sufficient or strong evidence of effectiveness.[ 3, 4]
Effective intervention strategies, such as those in the Community Guide, can be implemented in community settings through the efforts of numerous agencies, organizations, and individuals. State and local health departments are key to promotingphysical activity interventions, because of the ability to assess public health problems, develop appropriate programs and policies, and ensure that the programs and policies are effectively delivered and implemented.[ 5, 6] However, data are lacking for effective methods of disseminating suggested physical activity interventions in community settings through publichealth agencies.
Even the most innovative scientific discoveries (e.g., a new and effective intervention strategy in the Community Guide) do not become a standard of professional practice unless targeted and sustained efforts are used to enhance their dissemination.[7-11] Three reviews show the limited extent to which effective interventions were disseminated and institutionalized. In a content analysis of 1210 articles from 12 prominent public health journals, Oldenburg et al.[ 12] classified 89% of published studies as basic research and development They classified another 5% as innovation development studies, less than 1% as diffusion studies (close to our use of the term dissemination), and 5% as institutionalization studies. Similarly, Sallis et al.[ 13] conducted a content analysis of 4 journals and found that 2% to 20% of articles fell in a category defined as "translate research to practice." A recent systematic review of 31 dissemination studies in cancer control found no strong evidence to recommend any 1 dissemination strategy as effective for promoting the uptake of interventions.[ 14] A variety of organizational factors are likely to influence readiness to change and dissemination (e.g., resources, organizational capacity, time frame).[ 15]
We sought to better understand the dissemination of information regarding physical activity guidelines across the United States in state and local health departments We focused particularly on the evidence-based guidelines in the Community Guide. We describe the extent of awareness and adoption of evidence-based physical activity guidelines in state and local public health departments and examine the effectiveness of active dissemination efforts among state and local public healthpractitioners.
METHODS Design and Sample
We implemented a quasi-experimental design to examine the effect of disseminating evidence-based interventionstrategies on the promotion of physical activity in state and local health departments. The 8 study states were selected to reflect geographic dispersion and capacity to implement physical activity interventions. Capacity (i.e., existing resources, current interventions, policy environment) was estimated on the basis of our 2003 baseline survey.[ 16] The target audience for dissemination efforts was public health practitioners (i.e., people who direct and implement population-based interventionprograms in state, city, or county health departments, and their affiliated partners). The remaining states and the Virgin Islands served as the comparison group.
Dissemination Activities
We used 3 interrelated dissemination approaches: workshops, ongoing technical assistance, and the distribution of an instructional CD-ROM. To inform the dissemination approaches, formative research was conducted using 11 key informant interviews in February 2003 Each interview took approximately 30 minutes and was designed to gather information from opinion leaders within state health departments who were knowledgeable about applying data and scientific findings to physicalactivity programs and policies. Questions assessed sources of credible information, influences on decisionmaking, and familiarity with and uses of evidence-based intervention approaches such as those in the Community Guide. All interviews were taped, transcribed, and summarized.
Workshops to promote evidence-based intervention strategies. Eight workshops for state and local health departments and their partners were convened between August 2003 and March 2004. There were 200 attendees and an average of 25 attendees per workshop. Participants represented a range of professions including program managers (45%), health educators (23%), epidemiologists (2%), and department heads (2%).
The workshops had 6 objectives, which were organized around the framework shown in Figure 1: to help participants understand ( 1) the burden of physical inactivity, ( 2) state and local patterns of physical activity, ( 3) basic concepts ofevidence-based decisionmaking in public health settings, ( 4) selected tools to enhance evidence-based practice, ( 5) the Community Guide physical activity interventions, and ( 6) how the Community Guide can be used to implement and evaluatephysical activity programs and policies. In addition to hearing formal presentations, attendees participated in case study applications of interventions, which incorporated their experience and "real world" examples along with interventionstrategies from the Community Guide.
Ongoing technical assistance. After the workshops, we offered ongoing technical assistance to the state and local healthdepartments for which workshops had been conducted. Workshop attendees and others in the 8 study states could select from a list of possible technical assistance topics, including the following:
· Assistance with strategic planning that incorporated evidence-based decisionmaking regarding physical activity
· Assistance with grant writing related to evidence-based approaches for promoting physical activity
· Tuition waivers for health department staff members to attend our course, Evidence-Based Public Health[ 17]
· Phone and e-mail consultation about effective intervention planning
· Guidance on how a state health department might best work with city and county health departments to disseminate Community Guide recommendations
After the workshops, additional technical assistance was provided to 6 of the 8 study states.
Instructional CD-ROM development and distribution. In addition to conducting in-person workshops and providing ongoing technical assistance, we created a CD-ROM that would provide background on evidence-based approaches and skills and skills to enhance adoption of the Community Guide. The CD-ROM was a mini-version of the workshop and was designed to provide additional information to state and local practitioners who were unable to attend the workshop. In addition to the project team, prominent public health leaders were featured on the CD-ROM, including David Satcher, Steven Blair, and William Dietz. Because key informant interviews indicated that "tools" would be helpful, the CD-ROM also featured a resource section to help viewers put the Community Guides physical activity recommendations into practice. The resources section featured the Centers for Disease Control and Prevention's evaluation handbook, slide sets, grant-related resources, selected government reports, and selected Web sites. Dissemination of the CD-ROM began in October 2004 and included 228 individuals in the 8 studyintervention states. Recipients of the CD-ROM included workshop participants and other individuals who could help promotephysical activity in the 8 states.
Evaluation and Data Collection
According to diffusion theory, the dissemination of programs and policies usually occurs in stages.[ 18][ 19] We therefore adopted a 3-stage framework for our evaluation. The awareness stage included actions we took to make target audiences aware of the effective interventions across sites and settings.[ 20][ 21] The adoption and implementation stage is when we examined the workshop participants' "decision to make full use of an innovation as the best course of action available,"[ 18] which determined whether an evidence-based intervention was to be carried out And finally, the maintenance stage is the stage wherein we measured the extent to which there were adequate resources and policy support to sustain interventions.
Evaluation Tool
The principal evaluation tool we used was a pro- and postdissemination survey administered to state and local healthdepartments.
On the basis of our input and previous literature,[ 18][ 19][ 22-24] we developed a 46-item questionnaire. First, 5 staff members who worked in health communication research at Saint Louis University (St. Louis, Mo) pretested the questionnaire for length, clarity, and organization. By using established methods of cognitive response testing,[ 25-27] we obtained feedback and revised the instrument. After revision, the questionnaire underwent a second round of testing with mid- to senior-level employees of a large county health department. Within a 7-to 10-day period, 15 people completed the survey twice to examine test — retest properties. On the basis of these results, questions with concordance (r values) less than 0.60 were either discarded or revised. The final questionnaire included 25 questions (some with multiple parts) that covered 4 major areas:( 1) awareness and use of the Community Guide, ( 2) physical activity programs and priorities, ( 3) funding and the policy environment, and ( 4) biographical information about the respondent (the questionnaire is available athttp://prc.slu.edu/articles.htm).
At the state level, the respondent for the survey was the physical activity program contact person in the health department of each state, Guam, and the Virgin Islands. These individuals were identified by using the Centers for Disease Control and Prevention's state-based Physical Activity Program Directory[ 28] and through leadership information listed within the directory of the National Association of Chronic Disease Directors.[ 29] The role of the physical activity program contact person from each state is to lead and facilitate activities for promoting physical activity, serve as a clearinghouse for information, and develop new initiatives. The role is a set of responsibilities rather than a specific job title.
At the local level, the National Association of City and County Health Officials provided a list of 510 local health departments in the United States with jurisdictions of 100 000 or more. The baseline survey was conducted by e-mail and fax from March through June 2003. Follow-up surveys were conducted from April to July 2005. Baseline and follow-up response rates were higher among state (baseline=94%; follow-up=98%) than among local respondents (baseline=73%; follow-up=73%).
We also evaluated participant learning at each of the 8 workshops by using an evaluation tool that was similar to the pre- and post-dissemination survey described earlier. This instrument was modeled after earlier workshops conducted by members of the project team on evidence-based public health and tobacco control.[ 17][ 30] The measures assessed attitudes regarding, as well as knowledge and uses of, evidence-based approaches.
Statistical Analysis
We conducted descriptive analyses to summarize demographic variables for state and local respondents separately. We assessed pre-to postworkshop changes in knowledge, attitudes, skills, and rates of use of evidence-based approaches by organization type (local health department, state health department, other). We evaluated change in knowledge over time for each workshop learning objective in each of these groups using a paired-sample t test. We used analysis of variance to compare the degree of change across the organization types.
We used exact logistic regressions to assess the effect of the intervention on change between baseline and follow-up in awareness, adoption and implementation of the intervention, and maintenance of physical activity programs. Awareness was assessed by determining whether administrators and managers were aware of the Community Guide and 7 specific modalities of that awareness (Table 1). Adoption and implementation was assessed by the occurrence of 7 evidence-based programs and whether existing programs were modified or new programs were developed. Maintenance was assessed using 4 variables that detailed staffing, executive and legislative support, and budgetary constraints. Each of these 20 variables was entered independently into a regression equation in which the time-2 value was related to intervention status with control for the time-1 value.
We also created 2 summary-dependent variables. The first was an intervention assessment (adoption) variable in which program activity was summed over 7 evidence-based programs and policies.[ 3][ 4] These represented the 8 interventionsrecommended in the Community Guide; 2 were collapsed into a single category because of their similarity (i.e., street-scale and community-scale changes in the urban planning and policy category were combined). The second summary-dependent variable was a level of awareness variable in which 7 awareness-related factors were summed. The net difference in each of these 2 measures was then calculated to create variables that assessed the pre- to post-change in the number of interventions and awareness, which accounted for baseline differences in intervention and comparison sites, using the formula:
(1) (%intervention-post - %intervention-pre) (%[sub
 comparison-post] - %comparison-pre).
We used least squares linear regression to examine the association of these variables with independent measures ofintervention status, activity level, relative priority of physical activity to other health issues, administrative support, authority, timing, funding of programs, and executive and legislative support for physical activity interventions.
RESULTS
Before and after the dissemination workshops, change scores were compared by place of employment (state healthdepartment local health department, other; Table 2). From baseline to follow-up, knowledge and favorable attitudes increased for each of 11 characteristics. Change scores were larger for local than for state health participants in every category except methods in understanding cost. The largest increase occurred in attitudes regarding the Community Guide.
There were 154 respondents to the baseline health department survey (state n=49; local n= 105; Table 3). Follow-up rates differed by group (state=98%; local=71%). Most state respondents were program managers or administrators, whereas local respondents included more division, bureau, or agency heads and "other" positions (e.g., program planner, nutritionist). State respondents were more likely than were local respondents to have a shorter tenure in their agency, to have a master's or doctorate degree, and to personally meet physical activity recommendations.
Longer-term change was assessed among state and local practitioners from the pre- to postsurveys (Table 1). Baseline awareness rates were higher among state than among local respondents. Baseline adoption and implementation rates were closer, yet percentages were consistently higher among state respondents. Although statistically significant for 2 variables (heard of recommendations in the Community Guide and attended training), awareness-related characteristics showed no consistent pattern among state participants and a pattern of increase more among local respondents.
The 7 physical activity interventions listed within the adoption and implementation category were those recommended as effective in the Community Guide. Adoption and implementation showed a clear pattern of increase among state practitioners with mixed findings for local respondents. The maintenance variables assessed resources, financial constraints, and political climate. Among state respondents, some maintenance variables increased and some decreased. For local participants, all maintenance variables decreased.
We also examined overall predictors of change (awareness, adoption) from baseline to follow-up with pooled state and local data (not shown). For the summary awareness score, the largest effect was shown for the independent variable of whether the respondent met physical activity recommendations (B=1.71 ; P=.08). When predicting whether interventions were adopted from baseline to follow-up, the largest effect was observed for whether the respondent had authority to implementinterventions (B=0.62; P=.08).
DISCUSSION
Although there is growing evidence of the effect of clinical guidelines such as those sponsored by the US Preventive Services Task Force,[ 31-33] compelling evidence for the adoption of evidence-based guidelines in community settings is lacking. Cross-sectional research from Canada suggests that organizational decisionmakers have a positive view of the usefulness of systematic reviews and that these guidelines have had a positive effect on public health practice.[ 34]
There are a few examples of successful dissemination and institutionalization of a particular physical activity program. For example, the US Child and Adolescent Trial for Cardiovascular Health is a comprehensive, school-based physical activity and diet change intervention that has now been disseminated and sustained over time.[ 35] By contrast, the goal of our study was to promote and sustain a wide range of evidence-based intervention strategies.
Our study was among the first to apply an active dissemination approach to numerous evidence-based intervention strategies and measure changes in awareness and adoption. Although we consider our study exploratory, several themes emerged that deserve consideration. We found that baseline awareness of the Community Guide varied greatly between state and local respondents. Our analysis of longer-term change in awareness and uses of evidence-based approaches among public healthpractitioners showed positive net increases in awareness among local health departments as well as adoption and implementation in state health agencies. However, often these changes were not statistically significant partially because of the limited number of intervention states. As illustrated in Table 3, our sample of practitioners indicates a higher degree of heterogeneity in job types among local than among state health respondents This suggests that dissemination planning may need to be. tailored differently to these audiences because one's professional role and past experiences are likely to influence the way in which evidence and work-related training is assimilated. Just as behavioral interventions are often modified according to the stage of readiness,[ 36][ 37] dissemination approaches also should carefully consider stages as they are developed and implemented.
We found that respondents from state health departments were much more likely to meet the physical activityrecommendation than were those from local health departments (71% compared with 48% at baseline). The activity patterns of the people in charge of programs may influence success in implementation ("practice what we preach"). A recent study from Kansas showed that program delivery agents who were physically active were more likely to implement physical activityprograms at the local level.[ 38] Staff members who take a personal interest in physical activity may enhance uptake of effective programs and policies. Giving physical activity program coordinators adequate authority to shape priorities might also affect dissemination rates.
In cross-sectional analyses of state health practitioners from 2003,[ 16] most respondents (90%) were aware ofevidence-based guidelines to promote physical activity. However, less than half the respondents (41%) had the authority to implement evidence-based programs and policies. A minority of respondents reported receiving support from their state governor (35%) or from most of their state legislators (21%). Several key factors were correlated with the presence ofevidence-based interventions, including ( 1) the presence of state funding for physical activity, ( 2) the respondent's participation in moderate physical activity, ( 3) the presence of adequate staffing, and ( 4) the presence of a supportive state legislature. These baseline characteristics were derived from cross-sectional analyses. Factors that influence dissemination and change over time may be different. A limitation of our longitudinal analyses was the relatively small sample size. Other limitations included the lack of comprehensive process evaluation data, difficulty determining attribution, and difficulty assessing the effectsof other events in the 2-year period from baseline to follow-up. These events external to our study may have included educational campaigns or budget reductions, which could in part explain why some variables (e.g., maintenance measures among local respondents) showed a net decrease during the study period.
From our results and the existing dissemination literature,[ 8][ 10][ 39-45] several important topics emerged:
· The need for more innovative, active approaches. Many of the dissemination approaches within the US federal health system are passive" and largely ineffective,[ 8][ 14][ 46][ 47] which suggests the need for more active approaches. It is unclear whether our study approach was active enough to sustain positive changes.
· The need for better adaptation to the audience. As noted in the differences between state versus local respondents, dissemination approaches need to be informed by audience analysis and adapted on the basis of the information gathered. For example, our data showed lower baseline rates of awareness and adoption of evidence-based guidelines among local practitioners. Yet, the local audience seemed to be receptive to active dissemination according to the large knowledge change scores from our workshops State versus local dissemination approaches should be targeted appropriately. Lack of physicalactivity is closely linked with the incidence of several chronic diseases, and the relatively low capacity for many local healthagencies to control chronic diseases should be taken into account.[ 48] Our study focused mainly on state and local publichealth workers; it is important to understand effective dissemination approaches among many other partners (e.g., urban planners, community advocates).
· The need for better measures. To determine the success of dissemination approaches, we need to determine reliable and valid indicators of organizational and policy change (in addition to measuring traditional, individual level endpoints such as physicalactivity rates).[ 49] Furthermore, basic economic measures (cost of development, delivery, training) should be reported to help determine the economic efficiency of an intervention and ultimately enhance the uptake of those programs in various settings.
· Greater understanding of mediators and moderators. Little is known about the mediators (intermediate factors that lie in the causal pathway) and moderators (factors that alter the causal effect of an independent variable) of dissemination.[ 49-52] If these can be better characterized, public health researchers will likely identify the pathways that are most promising forinterventions.
There is a substantial body of interventions that effectively promote physical activity.[ 3][ 4] However, researchers and practitioners often lack the knowledge and resources to successfully implement the programs and interventions that are proven to be effective. If the needed public health effect from decades of intervention research is to be achieved, we must better understand which factors support or inhibit the uptake of effective programs and policies. Our findings suggest several dissemination approaches that should be considered by practitioners as they seek to promote activity in the populations they serve.
DIAGRAM: FIGURE 1 — Framework for a systematic approach to promoting effective physical activity programs and policies.
TABLE 1 — Change from Baseline to Follow-Up in the State and Local Health Department Survey of Physical Activity Programs, United States, 2003-2005
Legend for Chart:
A - Characteristic
B - State Respondents: Baseline Prevalence, %
C - State Respondents: Net Change,[a] %
D - State Respondents: P
E - Local Respondents: Baseline Prevalence, %
F - Local Respondents: Net Change,[a] %
G - Local Respondents: P
Awareness
A: Administrators and managers at health dept. are aware of the
   Community Guide[b]
B: 80.5
C: 28.0
D: .635
E: 10.5
F: 6.4
G: .636
Community Guide awareness
A: Heard of recommendations in the Community Guide
B: 89.8
C: 0.0
D: …
E: 29.5
F: 28.6
G: .040
A: Read or seen materials of the Community Guide
B: 85.7
C: 0.0
D: …
E: 21.0
F: 31.6
G: .260
A: Visited Community Guide Web site
B: 68.8
C: -15.4
D: .576
E: 18.1
F: 11.5
G: .808
A: Printed materials from Web site
B: 47.9
C: -23.7
D: .272
E: 8.6
F: -2.5
G: .639
A: Attended training to learn about the Community Guide
B: 20.8
C: 39.5
D: .553
E: 1.0
F: 23.7
G: .025
A: Attended professional meeting during which the Community Guide was
   discussed
B: 51.1
C: 16.5
D: >.999
E: 7.6
F: 13.6
G: .314
Adoption and implemetation
Physical activity interventions underway
A: Communitywide campaigns
B: 71.4
C: 15.1
D: >.999
E: 44.8
F: -10.7
G: .646
A: Stair-use campaigns
B: 40.8
C: 6.1
D: >.999
E: 22.9
F: -12.6
G: .607
A: School-based physical education programs
B: 73.5
C: 7.8
D: .867
E: 34.3
F: -7.8
G: .378
A: Social-support interventions
B: 71.4
C: 28.7
D: .112
E: 55.2
F: -9.9
G: .276
A: Individually adapted health behavior change
B: 61.2
C: 15.6
D: >.999
E: 42.9
F: 20.0
G: .001
A: Enhanced access and outreach programs
B: 85.7
C: 29.6
D: .884
E: 67.6
F: 23.2
G: .270
A: Urban planning and policy approaches
B: 73.5
C: 34.6
D: .132
E: 39.0
F: 17.8
G: .575
Changes occurred on the basis of the Community Guide
A: Existing programs were changed
B: 20.4
C: -0.5
D: >.999
E: 0.0
F: 12.5
G: .348
A: New programs were developed or implemented
B: 34.7
C: 9.2
D: >.999
E: 3.8
F: 21.7
G: .374
Maintenance
A: My agency's staff is adequate for developing and implementing
   physical activity interventions
B: 14.6
C: -0.3
D: >.999
E: 14.9
F: -14.4
G: .305
A: The governor is supportive of physical activity interventions
B: 35.4
C: 19.6
D: .822
E: 44.6
F: -23.2
G: .074
A: Most state legislators are supportive of physical activity
   interventions
B: 21.3
C: 34.9
D: .198
E: 15.8
F: -37.9
G: .022
A: Budget constraints have disproportionately affected programs and
   staff to promote physical activity
B: 63.6
C: -39.9
D: .109
E: 83.8
F: -19.5
G: .627
aNet percentage change was calculated using the formula (%[sub
 intervention-post]-%intervention-pre) - (%[sub
 comparison-post]-%comparison-pre).
bThe full title is The Guide to Community Preventive Services: What
 Works to Promote Health?
TABLE 2 — Pre- and Postassessment Changes in Knowledge or Skills From Workshops on Evidence-Based Decision-making, by Type of Agency: United States, 2003-2004
Legend for Chart:
A - Knowledge or Skill
B - State Health Department: (n=58), mean
C - State Health Department: P
D - Local Health Department: (n=55), mean
E - Local Health Department: P
F - Other Settings[a]: (n=80), mean
G - Other Settings[a]: P
H - Difference Between Groups
A: How to decide if an intervention is scientifically effective
B: 0.638
C: <.001
D: 1.061
E: <.001
F: 0.809
G: <.001
H: P=.043
A: How to decide if an intervention provides good economic value
B: 0.660
C: <.001
D: 0.735
E: <.001
F: 0.717
G: <.001
H: P=.915
A: How to interpret summary data from economic evaluations
B: 0.478
C: <.001
D: 0.714
E: <.001
F: 0.761
G: <.001
H: P=.254
A: How to assess advantages and challenges to using evidence-based
   interventions
B: 0.696
C: <.001
D: 1.208
E: <.001
F: 0.711
G: <.001
H: P=.013
A: How to assess advantages and challenges to using economic evaluation
   data
B: 0.698
C: <.001
D: 1.143
E: <.001
F: 0.622
G: <.001
H: P=.008
A: How to understand methods used to estimate the cost of an
   intervention
B: 0.543
C: <.001
D: 0.531
E: <.001
F: 0.422
G: .003
H: P=.789
A: How to understand methods used to compare the costs and health
   outcomes of an intervention
B: 0.630
C: <.001
D: 0.755
E: <.001
F: 0.644
G: <.001
H: P=.818
A: Where to find evidence-based physical activity interventions
B: 0.870
C: <.001
D: 1.500
E: <.001
F: 1.364
G: <.001
H: P=.015
A: Awareness of the Guide to Community Preventive Services: What Works
   to Promote Health?
B: 1.087
C: <.001
D: 1.8337
E: <.001
F: 1.977
G: <.001
H: P=.002
A: Awareness of Physical Activity and Health: A Report of the Surgeon
   General
B: 0.533
C: .003
D: 0.653
E: <.001
F: 0.696
G: <.001
H: P=.767
A: Awareness of the Guide to Clinical Preventive Services
B: 0.844
C: <.001
D: 1.367
E: <.001
F: 1.227
G: <.001
H: P=.097
Note. Value is the change in the mean value from pre- to
 postassessment, on the basis of a 5-point Likert scale.
aOther settings include health coalitions, voluntary health agencies,
 schools, and private businesses.
TABLE 3 — Characteristics of Participants In the State and Local Health Department Survey of Physical Activity Programs: United States, 2003-2005
Legend for Chart:
A - Characteristic
B - State Respondents: Baseline, %
C - State Respondents: Follow-Up, %
D - Local Respondents: Baseline, %
E - Local Respondents: Follow-Up, %
A: Total sample, no.
B: 49
C: 48
D: 105
E: 74
Job title
A: Program manager or administrator
B: 60.4
C: 60.4
D: 34.3
E: 40.5
A: Health educator
B: 14.6
C: 22.9
D: 9.5
E: 18.9
A: Program planner
B: 8.3
C: 6.3
D: 1.0
E: 4.1
A: Division or bureau head
B: 6.3
C: 2.1
D: 33.4
E: 21.6
A: Other
B: 10.4
C: 8.3
D: 21.9
E: 14.9
Years working for health department
A: <2
B: 16.3
C: 19.1
D: 13.3
E: 6.8
A: 2-4
B: 30.6
C: 29.8
D: 18.1
E: 18.9
A: 5-9
B: 14.3
C: 17.0
D: 20.0
E: 27.0
A: ≥10
B: 38.8
C: 34.0
D: 48.6
E: 47.3
Highest degree held
A: BS or BA
B: 33.3
C: 21.3
D: 27.9
E: 34.2
A: MS
B: 12.5
C: 31.9
D: 13.5
E: 19.2
A: MPH or MSPH
B: 18.8
C: 21.3
D: 12.5
E: 15.1
A: Other master's degree
B: 27.1
C: 21.3
D: 23.1
E: 19.2
A: PhD
B: 6.3
C: 2.1
D: 2.9
E: 2.7
A: Other
B: 2.1
C: 2.1
D: 20.2
E: 9.6
Meets physical activity recommendation[a]
A: Yes
B: 71.4
C: 77.1
D: 47.6
E: 52.7
A: No
B: 28.6
C: 22.9
D: 52.4
E: 47.3
aObtaining moderate physical activity 5 or more time per week, 30 min
 or more per day.
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