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PREFACE

The Rand Health Insurance Study (HIS), supported by a grant from the U.S.
Department of Health, Education, and Welfare, is a social experiment being con-
ducted in six sites across the United States to investigate the effects of different
health care financing arrangements (differing coinsurance and deductible rates and
fee-for-service practice versus prepaid group practice) on the use of personal medi-
cal care services, quality of care, satisfaction with care, and health status. Some
8000 people in 2750 families are enrolied in the experiment for periods of 3 or §
years; health status is assessed for each person on entering the experiment, annual-
ly during the experiment, and on leaving.

The development of reliable and valid measures of assessing child and adult
health status was a necessary prerequisite to an examination of the effects of health
care financing on health status in the Health Insurance Study. This report contains
detailed information on the conceptualization and measurement of the health
status of children (ages 13 and under) in terms of physical, mental, and social health
and general health perceptions. The conceptualization and measurement of physi-
ologic health for children are discussed in a forthcoming Rand study by Brook,
Goldberg, Harris, et al.,, Conceptualization and Measurement of Physiologic Health
for Children in the Health Insurance Study, R-2519-HEW.

Because physical, mental, and social health and general health perceptions
components of health are assessed most comprehensively in enroliment question-
naires fielded after the first site (Dayton, Ohio) became operational, the analyses
are based primarily on data from the remaining five sites: Seattle, Washington;
Fitchburg and Franklin County, Massachusetts; and Charleston and Georgetown
County, South Carolina. For analytic purposes, Fitchburg and Franklin County
were combined, as were Charleston and Georgetown County. Although the concep-
tual framework for measurement and for analyses was essentially the same for
Dayton as for subsequent sites, the Dayton data are analyzed and presented sepa-
rately in Appendix A of this report.

Conceptualization and measurement of the health status of adults (aged 14 and
older) enrolled in the experiment are discussed in the eight-volume Rand report
R-1987-HEW. Two volumes in this series (R-1987/2 and 3) present data on the
physical and mental health status of adults upon enrollment in the experiment at
only the first site (Dayton, Ohio) and revisions made in measures of health status
for repeated use in Dayton and other study sites. Subsequent reports will present
results of revised measures of physical, mental, and social health status and general
health perceptions for adults currently in use in the Health Insurance Study.
Measurement of physiologic health is discussed by Brook, Goldberg, Lohr, et al. in
Rand's forthcoming R-2262-HEW series, which has the overall title Conceptualiza-
tion and Measurement of Physiologic Health for Adults in the Health Insurance
Study.

Every effort was made to write the child health report so that it could be read
without reference to the volumes of the R-1987-HEW series regarding adults.
Volume | of that series (R-1987/1-HEW) describes the HIS background, design,
data collection methods, model of health adopted for use in the study, measurement
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strategy, and criteria for selection of measures, as well as other material pertinent
to the conceptualization and measurement of child health. So that the present
report would be self-contained, several sections of that volume are incorporated
here with only slight modification in the first six sections of Chapter 1. The interest-
ed reader is urged to consult other portions of R-1987/1-HEW that describe the
methods used in the Study to construct health status measures and study their
reliability and validity. In addition, the authors of this report were able to use the
conceptual and organizational frameworks developed for reviews of the physical
and mental health literature for adults that are reported in R-1987/2 and 3, respec-
tively. The HIS general analysis plan and construct validation approach for chil-
dren’s data, which are described in this report, are based on a similar approach and
techniques used for adults in Volumes I and VI of the R-1987 series.

Additional Rand reports and journal articles discuss other design and measure-
ment issues related to the Study. A preliminary report of issues in health status
assessment appeared in Arnold I. Kisch and Paul R. Torrens, “Health Status As-
sessment in the Health Insurance Study,” Inquiry, Vol. 11, 1974, pp. 40-52.

The experimental design for estimating the effects of financing on demand for
care is described in Joseph P. Newhouse, “A Design for a Health Insurance Experi-
ment,” Inquiry, Vol. 11, March 1974, pp. 5-27; and in J, P. Newhouse, The Health
Insurance Study: A Summary, R-965/1-OEQ, March 1974. Features of the design
that enable estimation of the effects on utilization behavior attributable solely to
participation in the experiment are discussed in Joseph P. Newhouse, Carl N.
Morris, Kent H. Marquis, et al., “Measurement Issues in the Second Generation of
Social Experiments: The Health Insurance Study,” Proceedings, Social Statistical
Section, American Statistical Association, 1976.

The logic and techniques used to determine optimum sample sizes for the
Health Insurance Study and to assign individual families to experimental plans are
described in Carl N. Morris, "A Finite Selection Model for Experimental Design of
the Health Insurance Study,” Journal of Econometrics, 11:43-61, 1979.

The first in a projected series of reports dealing with measurement of consump-
tion of medical services in the Health Insurance Study is The Methodology Used
To Measure Health Care Consumption During the First Year of the Health Insur-
ance Experiment, by Kent H. Marquis, R-2126-HEW, August 1977. The application
of reliability theory to evaluation of the quality of survey data such as those in the
HIS is discussed in Survey Measurement Design and Evaluation Using Reliability
Theory, by M. Susan Marquis and Kent H. Marquis, R-2088-HEW, June 1977.

Other methodological issues related to techniques for obtaining precise,
unbiased estimates of medical care expenditures are examined in The Measure-
ment of Expenditures for Qutpatient, Physician, and Dental Services: Methodologi-
cal Findings from the Health Insurance Study, by Kent H. Marquis, M. Susan
Marquis, and Joseph P. Newhouse, R-1883-HEW, April 1976.

An overview of Health Insurance Study publications is found in a Rand paper
by the same title written by Joseph P. Newhouse and Rae W. Archibald, P-6221,
December 1978.



SUMMARY

In the Health Insurance Study (HIS), ratings of physical, mental, and social
health and general health perceptions for children aged 0-13 are obtained annually
from parents {proxies} by questionnaire to test hypotheses regarding the effects of
differences in health care financing arrangements (i.e., differing coinsurance and
deductible rates, and fee-for-service versus prepaid group practice) on health
status. This volume discusses the conceptualization and measurement of health of
children in general populations based on HIS enrollment questionnaire data; other
HIS health status measures for children (e.g., enrollment physical examinations,
health diaries, etc.) will be reported elsewhere. This volume includes: (1) A review
of the literature to identify conceptual and methodological issues that needed to be
addressed during development of HIS measures of physical, mental, and social
health and general health perceptions, and to provide a framework for better
understanding the strengths and shortcomings of HIS health status measures for
children; (2) a description of the conceptualization and measurement of children’s
health status adopted in the HIS and of the results of administering these measures
at enrollment in all six sites; (3) a discussion of the findings as they relate to pre-
vious literature, and sugpestions regarding work that is needed to clarify their
meaning and how they could be used in other studies.

Literature Review

The literature review focused on the measurement of each of the health dimen-
sions selected for the HIS (i.e., physical, mental, and social hezlth) and on general
health perceptions. It was confined to studies conducted by investigators who devel-
oped survey measures of children's health status that were completed by a parent
{(rather than physicians, teachers, or others), were appilicable to general (rather
than clinical or chronically ill) populations, and for which empirical data regarding
prevalence, reliability, or validity were available. The review of children’s health
status measures concentrated on the following issues: (1} similarities and differ-
ences in content of items designed to measure specific health constructs (e.g., func-
tional limitations, anxiety), (2} whether investigators developed scaling strategies
for their measures and whether assumptions underlying scoring methods were
well-founded, (3) whether measures had sufficient variability to be useful as out-
come indicators of health status in general populations of children, (4) whether
measures met minimum standards of reliability, and (5) whether measures were
valid indicators of the specific health status constructs they were intended to mea-
sure,

CONTENT

Content analyses indicated that physical health and general health perceptions
were the only dimensions of children’s health status about which there was general
consensus regarding content of measures. Physical health measures contained simi-



lar items to define each of five major categories of functioning (i.e., self.care activi-
ties, mobility, physical activities, role activities, and leisure activities), whereas
measures of general health perceptions used single-item ratings of the child’s gen-
eral health in terms of excellent, good, fair, or poor. No clear consensus was evi-
denced on either conceptual or operational definitions of mental health for children.
Mental health measures for children focused primarily on overt, tangible behaviors
that mix behavioral, psychological, and physical aspects of health status. There
were few instruments intended to measure children’s mental health that dealt
exclusively with mental (as opposed to physical and social) health content. Social
health was rarely distinguished as a separate heaith component or measured inde-
pendently of mental health or behavior problems. The measures identified in the
literature review for children assessed social health constructs as generally defined
for adults (i.e., measures pertaining to interpersonal interactions and social partici-
pation).

SCALING

Only one investigator who developed scale or index measures of health status
for children reported tests of the extent to which items in each scale measured the
same construct and whether assumptions underlying scoring methods were appro-
priate. The appropriateness of combining items within specific health dimensions
and of aggregating items covering several constructs remains to be confirmed by
more extensive studies of the theoretical and empirical assumptions underlying
scaling schemes.

VARJABILITY

Estimates of the central tendency and variability that can be expected in health
status measures in general populations of children varied considerably, depending
on the item content, age ranges of children studied, and scoring algorithms used
to define health status measures. In general, scores were skewed toward the posi-
tive end of the distribution on all measures, suggesting that most of the children
in general populations are reported to be in good health. None of the investigators
directly addressed the issue of precision of measurement; thus, it is not clear under
what circumstances published measures of children’s health status have sufficient
power to test hypotheses regarding the effects of differing health insurance ar-
rangements,

RELIABILITY

Few investigators appeared to be concerned about the issue of the reliability
of their health status measures. When reported, however, reliability estimates did
appear to be adequate for purposes of group comparisons. Much more empirical
work needs to be done on the reliabilty of specific health status measures before
they can be used with any confidence.
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VALIDITY

Published information about the validity of children’s heaith status measures
was limited chiefly to construct validity issues. Measures of functional status for
children have not been well-validated, but there is some evidence of a relationship
between measures of functional status and other physical health constructs. The
construct validity of mental health measures, although more extensively studied
than that of physical health, has been limited to whether the measures assess
mental health. Evidence about what specific aspects of mental health are measured
was sparse. Clarification of the operational definitions of mental health constructs
and specification of their theoretical interrelationships would aid in evaluating the
validity of children’s mental health measures. Construct validity evidence pertain-
Ing to social health and general health perceptions was also infrequent, but tended
to support the validity of items as measures of social and general health. Again,
more validity studies are needed before these measures can be used confidently in
general populations.

His Health Status Measures

In the HIS, four batteries of questions measured children’s physical, mental,
and social health and general health perceptions on the Medical History Qustion-
naire administered at enrollment in five of the six sites. An abbreviated child health
battery was administered in the original site {Dayton, Ohio) and was analyzed
separately because it differed substantially from those fielded in the other sites.
Questionnaire items were adapted from those used for persons 14 and older in the
HIS.

Content and Scaling

Four functional status measures were constructed for children 04 vears oid:
two single-item scores pertaining to physical activity limitations and self-care activ-
ity limitations and two dichotomous scores pertaining to role activity limitations
and total functional limitations {one or more limitations of any kind). Similarly,
four functional status measures were constructed for children 5-13 years old: three
dichotomous scores {i.e., role-activity limitations, self-care/mobility limitations and
total functional limitations) and one Physical Activity Scale based on scalogram
analyses. Scores on each measure were computed for children with chronic limita-
tichs (limited for more than 3 months) and for children with limitations of any
duration. :

Three summated rating scales were constructed from the mental health battery
representing the three dimensions of mental health for children aged 5-13: Anxiety,
Depression, and Positive Well-Being. In addition, a combined Mental Heaith Index
(the sum of the three specific constructs} based on summated ratings was construct-
ed. A single Social Health summated ratings scale was constructed for children
aged 5-13 from the three social health items. Three summated ratings scales were
constructed from the general health ratings items representing three dimensions
of general health perceptions for children in both age groups: Prior Health, Current
Health, and Resistance/Susceptibility to Iliness. In addition, a seven-item summat-
ed ratings scale, the General Health Ratings Index (a summation of the three



dimensions) was constructed. Finally, one Satisfaction with Development Scale,
based on summated ratings of four items, was constructed for children 04 years old.
This scale represented aspects of the child’s development for which parents might
express satisfaction or concern.

DESCRIPTIVE STATISTICS

Distributions of item scores for HIS children’s health status measures (except
most of those representing physical health) indicated item variability sufficient to
test hypothesized item groupings. HIS measures for children aged 0-13 tended to
yield skewed score distributions; consistent with the literature, they suggested that
most HIS children have favorable health status across all dimensions of health.

RELIABILITY

Reliability was estimated for HIS measures of mental and social health, general
health ratings, and satisfaction with development using internal-consistency coeffi-
cients. For data combined across the five sites, reliability estimates indicated suffi-
cient true score variance for their planned use in the HIS, i.e., to make group
comparisons. In the individual-site analyses, reliability coefficients tended to be
lower for respondents in South Carolina, where the sample was composed of a large
proportion of disadvantaged persons (with respect to education and income). Relia-
bility estimates for the Physical Activity Scales for clder children were based on
coefficients of reproducibility, and thev too were satisfactory for HIS purposes.

VALIDITY

Content validity was judged adequate for most of the HIS children’s health
status scales and measures. Among physical health measures, all categories of
activities limitations were represented in the HIS items, although leisure activities
were not fully differentiated from role activities. The enrollment HIS mental health
battery for older children, along with the fifteen-item battery relating to behavior
and conduct problems (fielded after the fall of 1978), represent the major mental
health dimensions found in the children’s literature. Together they should provide
a comprehensive mental health battery for use in general populations of children
such as those involved in the HIS. The sccial health measure focuses on interper-
sonal relations, which is one of the two main content areas of importance. Although
the second content area (social activities and participation} was not assessed at
enrollment, some social participation information will be obtained from socially
oriented items that are included in the fifteen-item battery relating to behavior
problems. Finally, the HIS general health ratings measures are more comprehen-
sive than the single-item ratings usually reported in health surveys for children.

Construct validity for HIS children’s measures was estimated from associations
among measures of the same health components (i.e., within menta) health and
within general health perceptions), associations among measures of physical, men-
tal, and social health and general health perceptions, and associations among
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health status measures and other health-related variables (e.g., number of chronic
or serious illnesses reported). Generally, such studies provide good support for the
HIS muiticomponent model of child health and for the construct validity of HIS
measures. The patterns of associations were as hypothesized; several associations
were substantial: and results were consistent with the objective that each scale
reflect primarily one health component (e.g., mental health, social health) or multi-
ple components (e.g., general health perceptions). There were, however, exceptions
to the overall pattern of successful construct validity findings. For example, it is not
clear whether HIS social health items adequately represent the social aspect of
health; they may be assessing a positive aspect of mental health. Further analyses,
which include social participation questions, are needed before the nature of the
relationship between social and mental health for children can be clarified.

FURTHER ISSUES AND STUDIES

Several issues pertaining to the validity of children’s health status measures
for general populations remain to be studied. These include the use of children (e.g.,
8 vears of age and older) as primary respondents regarding their own health, the
evaluation of effects of response biases (e.g., social desirability and acquiescent
response sets), and questionnaire and response category wording on measured
health status. In addition, several cross-sectional and longitudinal analyses will be
performed to increase the understanding of scale scores in terms of (a) validity in
relation to other information about child heaith status developed in the HIS {(e.g.,
enrollment and exit physical examinations, biweekly health diary data), (b} predic-
tion of health and illness behavior (e.g., consumption of medical care services), and
{c) changes in child health over time.
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Chapter 1
INTRODUCTION

This volume discusses the conceptualization and measurement of health for
general] populations of children (aged 0-13 years} in developed countries. It is based
on HIS questionnaire data collected from parents (proxies) at enrollment. It does
not include a discussion of physiologic health (the status and functioning of specific
organ systems) or other HIS health status measures for children. Chapter 1 de-
scribes the HIS background, study design, instruments used to collect data on
health status, approach to conceptualization and development of measures of
health status, and analytic methods used to study the adequacy of HIS health
status measures. Readers who might wish details about the conceptualization and
measurement of children's physiologic health and findings from the enrollment
physical examination are referred to Brook, Goldberg, Harris, et al. (forthcoming);
other health status measures for children will be reported subsequently.

Background’

The HIS is a social experiment in which representative samples of persons in
different communities are assigned, by means of a nonbiased selection process, to
several different health insurance plans (including a prepaid group practice). The
experiment is designed to determine how varying the cost of health services to the
patient and providing services in either the fee-for-service system or a prepaid
group practice will affect the use of services, quality of care, patient satisfaction,
and health status. The products of the research should prove useful to decisionmak-
ers and the public in setting future health policies, particularly those relating to
national health insurance.

To accomplish study objectives, a key step in the research was to develop
reliable and valid health status measures that could be used as outcome measures
to detect small but important changes in the health status of enroliees sampled from
general populations. This report summarizes the progress that has been made in
measuring child health status in the HIS.2 The information presented here may
prove helpful to those who are interested in knowing how health status is being
measured in a social experiment such as the HIS, and to those who are involved
in selecting child health status measures for use in other policy studies on the
medical care system.

Selection and development of HIS health status measures for adults and chil-
dren began in 1972. One health status battery for children, designed to measure
physical health, was administered on the Baseline Interview in the summer of 1974,
approximately 4 months prior to enrolling the first HIS sample in Dayton, Ohio.
The first health questionnaire—the enrollment Medical History Questionnaire
{(MHQ}—was fielded in Dayton between November 1974 and February 1975. That
questionnaire contained batteries of items specifically designed to measure physi-
cal and social health constructs for children. Between the fall 0f 1975 and the winter
of 1977, enrollment MHQs containing expanded and revised batteries of items



designed to assess physical, mental, and social health, and general health ratings
for children were fielded in five additional sites across the country: Seattle, Wash-
ington, Fitchburg and Franklin County, Massachusetts, and Charleston and
Georgetown County, South Carolina.

Health Insurance Study Design

To accomplish the objectives of the HIS, a sample of about 8000 people in 2750
families has been enrolled at those six sites. The sites were chosen (a) to represent
the four Census regions of the country and an urban-rural mix, and (b} so that the
amount of stress on the ambulatory medical care system would vary (at some sites,
there are long delays for new and return appointments; at others, there is little
delay}.

Families are enrolled in one of the HIS plans for either 3 or 5 years (approxi-
mately 70 percent and 30 percent, respectively). Low-income families are oversam-
pled. Eligibility for participation in the HIS is quite broad; the only ineligible
persons are heads of household 61 years of age and older at the time of enrollment,
members of the military, people confined to various institutions, and people eligible
for Medicare (the Medicaid population is eligible). From each site, a clustered
random sample of roughly 6000 families is chosen. These families are given a
screening interview to determine eligibility. Using this information, a subset of
2000 families is chosen to receive a lengthy baseline interview. These families are
selected in accordance with the Finite Selection Model developed by Morris (1979).
The baseline interview verifies the information from the screening interview and
asks gquestions about prior utilization and insurance. From the 2000 families given
baseline interviews in each site, approximately 500 are chosen for enroliment and
300 are assigned to the control group. When families enroll, they assign their own
health insurance benefits (if they were previously enrolled in a health insurance
plan) to the HIS for the duration of their enroliment. If participation under these
conditions could make a family worse off financially, the family is paid an amount
of meney sufficient to ensure that it will not lose by participating. Policies assigned
to the HIS are maintained in force, and the HIS returns them to the families at the
end of their participation in the experiment.

The families are assigned to one of 16 different insurance plans. Each family
is assigned to its plan by a complex statistical model that helps to ensure that the
families in each plan are as similar as possible and that assignments are nonbiased
(Morris, 1979). The 16 experimental plans include

1. One plan in which care is free to the family.

2. Three plans with 25 percent coinsurance (i.e., the family pays 25 percent
of its medical hills).

3. Three plans with 50 percent coinsurance (two of these only in Dayton),

4. 'Three plans with 50 percent coinsurance for denta! and outpatient mental
health services and 25 percent for all others (all sites except Dayton).

5. Three plans with 95 percent coinsurance (100 percent in Dayton during
the first year of the experiment).

6. One plan with 85 percent coinsurance up to a maximum expenditure of
$150 per individual (or $450 per family) per year and no coinsurance above
that. In this plan only, the coinsurance applies solely to cutpatient expen-
ditures; inpatient expenditures are not subject to coinsurance.



7. One plan that assigns some of the Seattle participants to a prepaid group
practice {(Group Health Cooperative of Puget Sound} in that site.

8. One plan (a control group) that is a sample of people already enrolied in
the Seattle prepaid group practice {to study whether those who have
self-selected a prepaid group practice are systematically different.

All plans except 1, 6, 7, and 8 have an income-related ceiling on annual out-of-pocket
expenditures paid by the family i.e., 5, 10, or 15 percent of annual family income.
The maximum out-of-pocket expenditure per year per family is $1000 for the 50 and
95 percent coinsurance plans and $750 for the 25 percent plans (the latter only in
Massachusetts and South Carolina). All plans have an identical benefits package
that is extremely comprehensive, covering both ambulatory and hospital care, pre-
ventive services, all dental services except orthodontia, prescription drugs and ap-
pliances, certain over-the-counter drugs, psychiatric and psychological services,
and virtually all other personal medical care services, mcludmg care delivered by
chiropractors and Christian Science healers.

During the study, data are collected on demographic and socioeconomic vari-
ables, use of medical, dental, and menta) health services, types of providers seen
for care, health status, patient satisfaction, and a variety of other attitudinal vari-
ables (e.g., acceptance-rejection of the sick role) that may be useful in understand-
ing differences in medical care consumption. Demographic and socioeconomic data
are collected by interview prior to actual enrollment in the HIS and at periodic
intervals thereafter. Data on use of services comes from claims submitted (chiefly
by the provider) for reimbursement of services rendered and from health reports
filed by each family (which also provide information on health status). Sources of
health data are described more fully below.

Data Collection Methods

The HIS has several sources of data on the health status of individual enrollees,
including the following:

+ Baseline Interview--an interviewer-administered questionnaire given
primarily to determine if the family is eligible for enroliment in the HIS.
The Baseline was completed in the respondent’s home approximately 4
months prior to possible enroliment in the experiment. Respondents were
the heads of households; one head of the family could answer for the other
if the latter was unavailable. Each family head received $5.00 for complet-
ing the Baseline Interview.

« Enrollment Medical History Questionnaire (MH@)—a selfadmlmstered
questionnaire specific to three different age groups (14 and older, 5 to 13,
and 0 to 4) and completed in the respondent’s home at enrollment. Adults
complete the MHQ for children under 14. Because of its length, the MHQ
was divided into two parts: in Dayton, Form A was completed by (or for)
all individuals at enrollment and Form B by a random sample of enroliees
selected to receive a multiphasic screening examination. In all other sites,
both forms are completed by {or for) all enrollees at the time of enrollment.

« Health Reports—a biweekly questionnaire, completed by a head of
household (generally the femaie head), that covers, on a person-by-person,
day-by-day basis, the occurrence of restricted-activity days and bed dis-



ability days, and the use of medical and dental services. The family re-
ceives $4.00 for completing the Health Report.

» Health Questionnaire—a self-administered guestionnaire completed by
the individual enrollee (or a parent as proxy respondent) annually, close
to the anniversary date of enrollment in the HIS. Batteries of items in-
cluded in the Health Questionnaire are identical to those in the MHQ.
Respondents receive $5.00 per family head for compieting the Health
Questionnaire.

» Exit Medical History Questionnaire—a self.administered questionnaire
similar in content to the MHQ used at enroliment. Adults complete the
questionnaire for children under 14. All persons complete Forms A and B,
and are compensated in conjunction with completion of the exit screening
examination.

s Multiphasic Screening Examination—a medical screening examination
given to a randomly selected sample of families on enrollment and to all
families on exit from the study.

Structured response choices (rather than open-ended questions) are used for all
health status items in the above questionnaires, All questionnaires are checked for
missing items. In administering the Baseline Interview, the trained interviewer
probes for responses instead of just accepting missing data. For the self:-adminis-
tered MHQ, telephone calls are made to respondents if responses are missing for
more than six items {out of many hundreds), and the missing information is ob-
tained over the telephone. If the respondent has a problem with vision or in under-
standing the questions, the usually seifadministered guestionnaires {(e.g., the
MHQ) are interviewer-administered and the difference in administration is noted
in the data bank. Data are processed by using standardized coding procedures and
are then “cleaned” by a computer program that checks for possible coding errors
and assigns a data status indicator describing the quality of data for each item in
the questionnaire,

Conceptual Framework for Measuring Health Status

The designers of the HIS view health as a multidimensional concept. Following
the definition of health proposed by the World Health Organization {(WHO, 1978)—
that “health is a state of complete physical, mental and social-well being and not
merely the absence of disease or infirmity”—three of the dimensions identified for
measurement were physical, mental, and social health. One aspect of physical
health—that of physiologic health (the status and functioning of specific organ
systemsj—was singled out as a fourth dimension; the way in which it has been
operationally defined and measured for children in the HIS is discussed by Brook,
Goldberg, Harris, et al. {forthcoming). An integrative concept not specified by the
WHO—general health perceptions—was zlso included among HIS health status
measures because it was believed to reflect all four health status dimensions and
to contain unique subjective information about health.

Although the WHO specified health status dimensions of importance, it did not
offer operational definitions. Adoption of specific operational definitions for each
dimension, and selection of constructs within each dimension for measurement, had
to take the particular research context of the HIS into account.



HIS Measurement Strategy

A number of features of both the HIS study design and the planned use of
health status measures had implications for the health status measurement strat-
egy. The primary reason for developing health status measures in the HIS was to
provide data for use in determining how changes in the quantity and quality of
personal medical care services provided by the various health insurance plans
would affect the health status of a general population. Because of the interest in
analyzing the effects of differences in health care financing on specific dimensions
of health, the HIS focused on measuring each dimension as separately as possible
and tried to minimize any overlap in the operational definitions of each dimension
and construct. The operational definitions of physical, mental, and social health
status constructs that were deemed appropriate for HIS use were therefore not as
comprehensive as others found in the literature; also, they may not be useful for
all research purposes, nor as the basis for clinical sereening instruments. In particu-
lar, medical history items were not developed to serve as a screening device and
were not intended to provide information regarding specific diagnoses or prognosis
of particular conditions.

Whether items and measures ultimately prove useful as screening instruments
is an empirical question. Regardless of initial purpose, measures that assess the
outcome of an experimental program in a general population of children (or adults)
who are relatively healthy are likely to be quite different from those used to assess
a special population screening instrument or a specific treatment/drug regimen in
a particular diagnostic/disease category. For example, in the former case, great
emphasis i1s placed on the measures having sufficient statistical power to detect
small but meaningful differences in health status as a function of experimental
conditions (e.g., differing health care financing arrangements in the HIS). In the
latter case, the instrument’s ability to discriminate between clinical and nenclinical
populations or between those whao received a specific treatment or drug from those
who did not is of primary importance. The main consideration in the HIS has been
to select or develop measures capable of serving as meaningful outcome indicators.

However, batteries of items used to measure aspects of physiologic health for
children do provide diagnostic information regarding a select group of diseases
{Brook, Goldberg, Harris, et al., forthcoming). In addition, information about indi-
vidual health habits is collected during the HIS and can be used for prognostic
purposes (Stewart, Brook, and Kane, 1979). Ddata on heaith status are collected
several times during the HIS, and the ability to compare scores on health status
measures over time decreases the need to build prognostic information into the
health status measures. '

In selecting constructs within each dimension for measurement, emphasis was
placed on those that would be relatively common in general populations of children,
and that might show change as a function of differences in the quantity and quality
of medical services consumed during the 3- to 5-year duration of the HIS. Although
some health and behavior problems are common in general populations of children,
analvses of the effects of differences in health care financing on health status
required that the constructs selected for measurement reflect changes in health
that might result from changes in the use of services covered by health insurance
plans differing in the amount of ocut-of-pocket expenditures required.

The HIS was not limited to the construction of a health status measure that



would yield one number representing an individual's overall health status. For
each health status dimension included in the HIS (i.e., physical, mental, social, and
general health perceptions), a battery of many items was used. Within each battery,
items were included to measure more than one construct (e.g., within the battery
used to measure menta! health, items were included to measure anxiety, depres-
sion, and positive well-being). If analyses indicated that the information provided
by the multiple measures of health status could be summarized in a smaller number
of scores without significant loss of information, such a composite or aggregate
measure could be constructed subsequently.

Constraints on data collection {e.g., the sensitive nature of questions and cost)
indicated that self-administered questionnaires were preferred. This strategy was
adopted when it became clear that reliance on self:administered questionnaires
with appropriate assistance and followup when needed would yield data of accepta-
bly high quality, even among the least educated groups enrolled in the HIS. Strin-
gent edit specifications that were used when the questionnaires were still in the
field identified gross problems in data quality while there was still an opportunity
to correct them by recontacting the respondent.

Finally, the HIS required that, wherever possible, measures be selected from
those previously fielded in studies of general populations {(or that they be adapted
from such measures). This requirement will permit HIS health status measures to
be compared with those used in previous national probability sample surveys, such
as the National Health Interview Survey.

Criteria for Selecting HIS Measures

To ensure that HIS measures of child health status would be most useful for
their intended purpose—providing data for analyzing the effects of different health
insurance plans on health status—the measures had to meet the following criteria:

» The measures should be in agreement with contemporary conceptualiza-
tions of the dimensions of child health and of constructs within those
dimensions.

» The operational definitions of each dimension and construct, as refiected
in the items included in HIS questionnaire batteries, should reflect mea-
surement state of the art as defined in the literature.

« The items used to measure each construct should be combined in such a
way that the number of variables {or scores) used to define health status
on that construct is reduced as much as possible without substantial loss
of information,

» Score distributions for each measure should have sufficient variability so
that they are useful in detecting actual differences in the health status of
children in a general population for whom repeated measures are avail-
able (i.e., they should permit hypotheses about differences in health status
to be tested as a function of differences in health insurance plans).

« The measures should be substantially free of error (i.e., they should be as
reliable as necessary) to permit average levels of health status within
groups to be estimated confidently and comparisons to be made among
plans or between disadvantaged and nondisadvantaged groups.

» Each measure should provide information about the particular health



dimension or construct it was intended to measure (i.e., it should be valid)
without duplicating information obtained from other HIS heaith status
measures.

In evaluating the extent to which HIS child health status measures met these
criteria, emphasis was placed on the “worst case of measurement”; i.e., these
criteria had to be met in subgroups of the HIS sample for whom data quality could
be expected to be poorest, such as enrollees who were disadvantaged in terms of
education and income.

The following paragraphs describe the constructs chosen for measurement
within each of the four major health status dimensions after consideration of the
preceding measurement criteria.

PHYSICAL HEALTH

In the HIS, physical health has been operationally defined in terms of func-
tional status. Functional status refers to performance or capacity to perform a
varniety of activities that are normal for an individual in good health. A review of
the literature {see Chapter 2, Sections B and C) on measures of physical health in
terms of functional status identified five categories of activities for which perfor-
mance or capacity {ability or inability to function) has been assumed to reflect
primarily a child’s physical, as distinct from mental or social, health. These include
self-care activities (e.g., feeding, bathing); mobility (e.g., confinement indoors);
physical activities {e.g., walking, running); role activities (activities typical for an
individual of a specified age and societal level, such as school); and leisure activities
{e.g., hobbies, sports}. Measures of performance and/or capacity in all five catego-
ries of activities have been included in HIS batteries of items hypothesized to
measure physical health for children in all sites starting with Dayton.

MENTAL HEALTH

A review of the literature on measurement of mental health for adults (Ware,
Johnston, Davies-Avery, et al., 1979) identified four constructs that met the criteria
previously outlined: anxiety, depression, positive well-being, and self-control. Oper-
ational definitions of these mental health constructs in the HIS focused chiefly on
psychological states (i.e., affective/mood and feeling states), rather than on a combi-
nation of psychological and somatic states {i.e., physical manifestations of anxiety,
depression, positive well-being, or self:control); both unfavorable and favorable
aspects of these states were studied. In contrast, the literature review of children's
mental health measurement {(see Chapter 2, Sections E and F) identified primarily
problem constructs relating to behavior and conduct, such as hyperactivity, aggres-
sion, and antisocial behavior rather than anxiety and depression constructs. Oper-
ational definitions of children’s mental health problems found in the literature
review focused more on tangible, overt behaviors and actions (e.g., fighting, steal-
ing) than on psychological states (e.g., depression); almost no measures of favorable
aspects of a child’'s behavior and psychological state {e.g., happiness, enjoyment)
were found in the literature reviewed.
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For several reasons, including concern about whether the medical care system
could affect children’s behavior problems (e.g., antisocial or delinquent actions) and
a (_iesire to concentrate mainly on psychological aspects of mental health, rather
than mix psychological and somatic aspects, it was originally decided to focus on
measuring psychological states for children in the HIS. Thus, a purely psychologi-
cal mental health battery was included in the enrollment MHQ for all sites except
Dayton {(where no mental health measures for children were fielded at enrollment);
this battery was added to all subsequent Dayton health questionnaires. Because of
recent advances in the treatment of children’s behavior problems, and no indication
of trends toward more psychologically oriented measurement, thinking has
changed with respect to complete reliance on psychological item content. As a
result, a battery of mental health and behavior problems has been added to annual
health questionnaires fielded after the summer of 1978. Item content focuses on
four behavior areas: aggressive, delinquent, hyperkinetic, and socially withdrawn.

SOCIAL HEALTH

Social health has been viewed in the literature (Donald, Ware, Brook, et al.,,
1978} both as a dimension of health status (i.e., as a dependent variable) and in
terms of social support systems that modify the effect of the environment and
stressful life events on physical and mental health (i.e., as an intervening variable).
The literature on conceptualization of social health for adults indicated less consen-
sus on specific activity categories that reflect primarily an individual's social health
than did the literature on physical health. There appeared to be some consensus,
however, that social health could be operationally defined in terms of interpersonal
interactions {e.g., visits with friends) and activities indicative of social participation
{e.g., membership in clubs). There was no such general consensus with respect to
social health for children. In fact, no specific discussions of social health were found
in the literature reviewed (see Chapter 2, Sections H and I). In the absence of
agreed upon definitions, social health for children was operationalized in terms of
the quality of interpersonal interactions with significant persons in the child’s
environment. A short battery of items hypothesized to reflect primarily social
health was given to the Dayton sample at enrollment. Subsequently, some items
were revised, others were deleted, and a second, smaller battery was included at
enrollment in each of the other sites and in later administrations in Dayton.

GENERAL HEALTH PERCEPTIONS

Measures of general health perceptions differ from other measures of health
status in that they do not focus on a specific dimension of health status {i.e., physi-
cal, physiologic, mental, or social). Instead, such measures ask parents (proxies} for
an assessment or rating of their children’s health in general. In theory, this differ-
ence in measurement makes it possible to assess both the objective information
people have about their children’s health and their evaluation of that information.
In the HIS, general health percepticns for children have been defined with respect
to time (perceptions of prior and current health) and with respect to two other
constructs indicative of general health perceptions, the ¢hild’s resistance or suscep-



tibility to illness, and his or her pain and distress due to health problems. Both
favorable and unfavorable definitions of health are included in the operational
definitions of these general health perception constructs. Also, a general evaluation
of the child’s health (in terms of excellent, good, fair, or poor) was included. A
comprehensive battery of general health perception itemns was not included in the
Dayton enrollment MHQ, but a separate battery of items designed specifically to
assess the above aspects of general health perceptions was administered at enroll-
ment on all HIS MHQs fieided following the Dayton enrollment MHQ and subse-
quently in Dayton,

Organization of the Report

Chapter 2 includes a literature review that describes the ways other investiga-
tors have conceptualized and measured children’s physical, mental, and social
health, and general health ratings, and critically evaluates the measures in terms
of their apparent usefulness as indicators of health status in general populations
of children. The review deals with several issues:

» Similarity and dissimilarity in content of items designed to measure spe-
cific health constructs.

» Whether investigators developed scaling strategies for their measures
and, if so, whether tests were made of the assumptions underlying the
strategies.

» Whether measures have sufficient variability to be useful as indicators of
heaith status in a general population.

« Whether measures meet minimum standards of reliability in all popula-
tion subgroups of interest.

« Whether measures are valid indicators of the specific health status con-
structs they are intended to measure.

Chapter 3 describes the content of health status measures fielded for children
in the HIS, summarizes demographic and sociceconomic characteristics for chil-
dren and their families in HIS sites, and outlines the plan of analysis used to scale
measures and study their reliability and validity. Chapter 4 presents the results of
HIS scaling analysis for children, including descriptive statistics for scale scores,
reliability and validity of the scales that were developed, and sociodemographic
correlates of health status®. Finally, Chapter 5 discusses the findings of children’s
HIS measurement studies as compared with those reported in the literature, de-
scribes additions to the HIS mental health battery, and suggests further analyvses
and refinements in measurement of child health status in general populations of
children.

FOOTNOTES

1. Much of the content of this and succeeding sections of Chapter 1 was
originally presented in Voiume I, Chapters 1-4, of the R-1987-HEW series, (see
Ware, Brook, Davies-Avery, et al., forthcoming}.
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2. For documentation of the health status measures used for adults in the HIS,
see Donald, Ware, Brook, et al,, 1978; Stewart, Ware, Brook, et al,, 1978; Ware,
Johnston, Davies-Avery, et al., 1979.

3. Results from the Dayton site are analyzed and reported separately in Appen-
dix A because a complete battery of physical, mental, social, and general health
perceptions items was not fielded there and data are not strictly comparable to
enrollment data collected at subsequent HIS sites. ‘



Chapter 2
LITERATURE REVIEW

Background

Following adoption of the WHO multicomponent conceptualization of health as
a framework for operationalizing and then selecting or developing appropriate
outcome measures of children’s health status for use in the HIS, the relevant
literature was reviewed for each component—physical, mental, and social health
and general health perceptions. These reviews were used to determine how other
investigators have measured health status, to identify issues that needed to be
addressed in selecting and constructing HIS measures, and to provide a backdrop
for better understanding the strengths and shortcomings of HIS health status
measures. They focused on developments in the state of the art of measuring each
of these dimensions over the past 20 to 25 years. Literature pertaining to measure-
ment of physiologic health and normal growth and development of children (aged
0-13) will be reviewed in Brook, Goldberg, Harris, et al. (forthcoming).

Articles were identified by reviewing HIS files that contain some 500 to 600
articles and are updated by periodic screening of some 25 Jjournals that frequently
publish articles on conceptualization and measurement of health status variables.
Candidates for inclusion in the various reviews were restricted to studies conducted
by investigators who developed survey measures of physical, mental, social, or
general health. Instruments reported in these studies had to be completed by a
parent (rather than a physician, teacher, mental health worker, or other health
personnel) and had to be applicable to a general population, such as that enrolied
in the HIS, or to have been standardized on general or nonclinic populations. In
addition, empirical data regarding prevalence of physical, mental, or social health
problems, reliability, or validity of the instruments had to be reported or readily
available. Thus instruments and data from several child health projects currently
in progress (e.g., Guttmacher, Garbowski. and Elinson, 1978, and Zill, forthcoming)
were not included in these reviews. Work reported by investigators who developed
or used multi-item and potential outcome measures were of special interest.

A. Introduction to Physical Health

PHYSICAL HEALTH IN TERMS OF FUNCTIONAL STATUS

Functional status refers to the performance of, or the capacity to perform,
activities that are normal for children in good health. Measures of how well an
individual functions can refer either to abilities and limitations in the performance
of these activities, or to changes in usual daily activities. Several normal activities
can be identified in which performance or the ability or inability to function (capaci-
ty) may chiefly reflect a child’s physical health {e.g., inability to walk due to health).
Distinctions between items worded in terms of capacity {e.g., could this child walk
one block) or performance {e.g., did this child walk one block last week) were not

11
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made in the literature reviewed for children. Findings from measures of adult
functional status suggest that the relationship between performance and capacity
measures 1s very strong, with some differences in performance among those with
unlimited capacity (see Stewart, Ware, Brook, et al., 1978). It is not known whether
these differences reflect individual preferences or interests rather than diverse
health states.

MEASURES OF ACTIVITIES INDICATING FUNCTIONAL STATUS

Measures of activities indicating functional status are included in this section
if the child’s physical health appears to be a major, if not the primary, factor in
performance or capacity to perform. Measures of five types of activities are dis-
cussed:

1. Self-care activities: dressing, bathing, and going to the toilet.

2. Mobility: getting around indoors, outdoors, or in the community.

3. Physical activities: using stairs and hard exercise.

4. Role activities: activities typical for a child of a specific age (e.g., play or
going to school).

5. Leisure activities: athletics, games, etc.

In general, measures focus on limitations in performance of activities either within
one of these categories or across categories. They may also concentrate on changes
in usual activities without specifying the abilities necessary to do these activities
(e.g., measures of disability days).

These five categories all reflect physical health but differ somewhat in the
extent and levels that are represented by activities in each category. Some of the
activities are better indicators of physical health than others. For example, in an
activity such as hard exercise, physical health is the major influence, but activities
such as school performance also reflect substantial influence of nonhealth variables
(e.g., cognitive abilities). Most investigators who have measured physical health in
terms of functioning have established two categories of activities: those involving
individual capacities and those involving role capacities. In general, individual
capacities (e.g., moving about, bathing) refiect physical health to the greatest ex-
tent, and role capacities (e.g., school performance) to a lesser one.

Another distinction between the categories is the levels of physical health that
each measures. For each of the above categories, many activities can be defined and
ordered on a continuum ranging from those most essential or easy to perform to
those less essential or more difficult to perform. For example, only a fairly narrow
range of activities can be included in self-‘care and mobility. These represent very
basic functions {e.g., dressing oneself, going outdoors) that most children can nor-
mally do unless they are seriousiy ill or disabled. The most positive health state that
can be described by measures of self-care or mobility is absence of limitations in
essential activities. The categories of physical, role, and leisure activities are broagd-
er in range. They may refer to walking a short distance or to strenuous athletic
exercise. Such a range permits description of both limitations or absence of limita-
tions in basic activities, as well as more positive states of physical health.
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B. Approaches to Measurement of Physical Health

Information regarding studies conducted by four groups of investigators who
developed physical health measures is summarized in Table 1, including the year(s)
the study was conducted, its purpose, age range of the sample, location of the study,
type of sample, and methods of data collection. It should be noted that several
investigators who developed survey measures of functional status applicable to
adults and children are not included in the review (e.g., Patrick, Bush, and Chen,
1973; Roghmann, 1975; Kohn and White, 1976}, because they did not report empiri-
cal findings separately for children.

Several measures of functional status contain only items within a particular
category (e.g., the National Health Interview Survey’s Mobility Scale), whereas
two studies combine items across categories to make an aggregate measure. Three
investigators measured activities within one or more categories. Measures are
reviewed in terms of content, level of measurement {nominal or ordinal) assumed
in computing scores if items were aggregated, and the empirical methods used to
define scales (e.g., to determine appropriateness of item groupings or ordering of
items in terms of severity} if reported.

MEASURES OF SPECIFIC CATEGORIES

Self-Care Activities

The self-care activity category includes activities pertaining to feeding, dress-
ing, bathing, going to the toilet, and continence. Only one study included self-care
item content. Table 2 is a summary of items included by Reynolds, Rushing, and
Miles (1974). Self-care activities were conceptualized as a component of the Role
and Other Activities Scales but were scored separately to compute their aggregate
measure (the Function Status Index).

Mobility

The mobility category was conceptualized in terms of both range of travel (e.g.,
confinement to bed or house or ability to get around freely) and dependency in
getting around (e.g., independent, independent but has difficulty getting around,
and dependent on others). Mobility measures developed for children by two inves-
tigators are summarized in Table 3. Four general levels of severity are represented:
{1) mobile, not limited; {2} limited in mobility, independent; (3) limited in mobility,
needs assistance; and (4) generally immobile. These levels of severity are similar
to those identified for adults (see Stewart, Ware, Brook, et al., 1978). Neither the
National Health Interview Survey (NCHS, 1971a} nor Reynolds, Rushing, and
Miles (1974} reported testing the assumption of ordinality in their measures, but
there was substantial conceptual agreement across the studies with respect to the
content and ordering of levels in terms of severity.

Physical Activities

Measures of physical activities for children found in the literature are summa-
rized in Table 4. The physical activity category includes such activities as walking,
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Table 2

SUMMARY OF SELF-CARE ACTIVITIES MEASURES

Reynolds, Rushing, and Miles

(1974}
Level of measurement Dichotomeous
Scaling methed None teported
Number of items 1
Item name Component of Role and Other

Activity Secale?

Response categories Required assistance with self-
care activities:
Needed help from others in
looking after personal care,
such as dressing, bathing,
eating, and other activities.

Not independent in feeding, con~
tinence, transferring, going to
toilet, dressing and bathing.

a

This was conceptualized as a component of the Rele
and Other Activity Scale but was scored separately to
compute the Function Status Index.

climbing stairs, use of special aids to walk, moving one’s body in a variety of ways,
and hard exercise or play.

Two types of physical activities have been included: (1) ambulation (climbing
stairs, hard exercise) and {2) body movement (lifting, stooping, bending). Physical
activities were conceptualized in terms of either ability to perform activities or
extent of need for assistance in performance. The National Health Examination
Survey (1973} focused on ability to perform specified activities, whereas Reynolds,
Rushing, and Miles (1974) concentrated on ability, the extent of need for assistance,
and aspects of mobility. In the latter case, need for assistance appeared to represent
amore severe limitation than having difficulty with an activity. Both investigations
emphasized ability to perform an activity rather than whether or how often a
person actually performed it; no studies that based scores on reports of actual
performance were identified.

There were few types of physical activities represented for children in contrast
to the range reported for adults (see Stewart, Ware and Brook, 1978). Empirical
tests of assumptions underlying the ordering of limitations in terms of severity
were not identified in published reports. Such tests would be useful in confirming
one questionable assumption—whether confinement to bed and moving indepen-
dently in a wheelchair should be included in the physical activities categery estab-
lished by Reynolds, Rushing, and Miles (1974) (see Patrick, Bush, and Chen, 1973).

Role Activities

Role activities pertain to activities typical for children of a specified age. Major
role activities are defined as those occupying a substantial part of a child’s day, such
as school for school-age children and play for younger children. Role activities
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Table 3

SUMMARY OF MOBILITY MEASURES

National Health Interview
Survey (NCHS, 1971a)

Reynolds, Rushing, and
Miles (1974)

Level of measurement
Scaling method
Number of iltems

Item namefcategory

Mobile, not limited

Limited in mobility
but independent
{has difficulty)

Limited in mobility,
needs assistance

Generally immobile

Nominal/ordinal®
None reported
1

Chronic Mobility Limitatioms

Is not iimited iwm mobility:
Not limited in any of the
ways described below.

Fas trouble getting aroumd
freely:

Does not need the help of
another person or a special
aid but has trouble in get-
ting around freely.

leede help getting around:
Able to go outside but needs

the help of another person or

of a special aid, such as a
cane or wheelchair, in get-
ting around.

Stays iv the house:

Must stav in the house, but
not in bed, all ar most of
the time.

Staye in bed:
Must stay in bed all or most
of the time.

Ordinal

None reported
1

MobLlity

Traveled freely:

Able to go outside the home with-
out help from another persom; able
to use buses, trains, or other
public transportation without help
from others.

Traveled with diffioulty:
Not able to do the above.

Iy house:

Neadad human assistance to go
cutside the home; had to stay in
the house all or mest of the time.

In hospital:

Hospiral day--day in which person
iz confined to the hospital.

Iv gpectal wnis:

In special unit.

a . .
Item was treated statistically as nominal but appears to be ordinal.
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Table 4

SUMMARY OF PHYSICAL AcTiVITIES MEASURES

National Health
Examination Survey
{1973)

Reynolds, Rushing, and Miles
(1974)

Level of measurement
Scaling method
Number of items

{1) 1Item name

Response categories

{2) 1tem name

Response categories

Nominal {dichotomous)
Wot applicable
2

Exeroise Regtrictions

Kept from hard exer-
cise or play (now),

wereise Festrictions

Kept from hard exer-
cise or play (ever).

Ordinal
Hone reported
1

Fhysieal Aetivity

Walked freely:

Able to lift and carry weights, sit,
stand, stoop, kneel, crouch, use stairs
or inclines, walk, reach, handle, and
write. Walks without any aid.

Walked with limitations:

Not limited in walking but limited im
tifting, stooping, or using stairs:
walked with difficulty; used mechanical
appliance or special aid, such as a
wheelchair, braces, crutches, artificial
limbs, hearing aid, or guide dog. Can
walk with a cane or crutches: can walk
with meckanical aids; can walk only
short distances; can walk without aids
but takes longer.

voved independently in wheelchair:
Moves independently in a wheelehair.

Iv bad or chair:

Must stav in bed all or most of the
time. Can sit unaided in a wheelchair,
but cannct propel self; does not sit
without suppert. Bed-disability dav:
person stavs in bed all or mos:t of the
dav because of specific illness or in-
jury.
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appear to be defined in terms of inability to do major activities, limitations in types
of major activities, and difficulty performing major activities.

Conceptualizations of role activity measures are summarized in Table 5. In
general, conceptual schemes distinguished three levels of limitations: (1) no limita-
tions, (2} some limitations, and (3) cannot perform major role activity at all. Al-
though there were no empirical studies of the ordering identified, there was sub-
stantial consensus regarding the ordering of the three general levels of limitation
in role (school, play} limitations.

Leisure Activities

Leisure activities include activities other than those defined in terms of major
roles {e.g., participation in athletics, games, hobbies). The two investigations that
measured this category used the same item, with Reynolds, Rushing, and Miles
(1974) borrowing from the National Health Interview Survey’s Chronic Limitations
Scale (see Table 6) . Both also included it as a component of an aggregate measure
(discussed below).

MEASURES THAT AGGREGATE CATEGORIES OF ACTIVITIES

Role and Leisure Activities

One study (NCHS, 1971a, 1977a, 1977b) combined categories of activities into
a multi-item measure. Measures of role and leisure activities were combined to
define the Chronic Activity Limitations Scale. Four levels were defined for school-
age children: (1} inability to go to school, {2) limited to certain types of schools or
in school attendance (e.g., needs special school or special teaching or cannot go to
school full time or for long periods at a time), (3} not limited in going to school but
limited in participation in athletics or other extracurricular activities, and (4) not
limited in activities. Although leisure activities were presented as being less severe
than limitations in role activities, neither this assumption nor the scalability of the
items was tested.

Self-Care, Role, and Leisure Activities

Reynolds, Rushing, and Miles (1874} combined measures of self-care, role, and
leisure activities into a single scale (see Table 7). School activities were included
only as a major role activity for school-age children; children 2-5 vears old were not
specifically excluded, but their primary role activity was not identified; and young-
er children (0-2 years) were excluded from consideration. Revnolds et al. assumed
that need for assistance in self-care activities was the most severe limitation and
that limitations in role activities were more severe than limitations in leisure
activities, these assumptions were not tested empirically.

Self-Care, Mobility, Physical, Role, and Leisure Activities

One investigation (Reynolds, Rushing, and Miles, 1974) led to our combining
information from all five categories of activities for children over 2 years of age (i.e.,
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Table 6

SUMMARY OF LEISURE (OR "OTHER”} ACTIVITIES MEASURES

National Health
Interview Survey
(NCHS, 1971a, 1977a)

Reynolds, Rushing, and Miles
(1974)

Level of measurement
Scaling method
Number of items

Nominal
None reported
(Component of scale)

SCHOOL-ACE CHILDRENW

Component of Chromie
Limitations Seale

Application

Item name

Response categories ot limited inm activities,

Limited (e.g., limited in
athletiecs or other extra-
curricular activities}.

Ordinal
None reported
{Component of scale}

SCROOL~AGE CHILDREN

Component of Fole and Other
fAetivity Seale

Limited in other activities:
School-age-~linited in partici-
pation in athletics or other
extracurricular activities.

Table 7

AGGREGATE MEASURES oF SELF-CARE, ROLE, AND LEISURE

{OR "OTHER™) ACTIVITIES

Scale Lewvel

Role and Other Activity Scale
{Reynolds, Rushing, and Miles, 1974)
Definition

Performed major
and other activ-
ities

Performed major
activity but
limited in other
activities

Performed major
activity with
limitations

Did not perform
major activity
but performed
self-care
activities

Not limited in aotivities:
School-age~-not limited in school.

RNot limited in mafor activity but othervise
{imited:

School-age children--not limited in going to
school but limited in participation in athletics
or other extracurricular activities.

Limited in the amount or kind of major aectivity
performed:

School-age children~-limited to certain types of
schoels or in school attendance, e.g., need spe-
cial schools or special teaching, cannct go te
school full-time or for long periods at a time.

Unable to earry om major activity for the day:
School-age children--inability to go to school.
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3-15). The Function Status Index indicated the number out of four categories of
functioning—role and other (which included school and leisure activities}, self-care,
mobility, and physical—on which a proxy respondent reported any limitation for
the child. Scores ranged from 0 (no limitations in any category} to 4 (one or more
limitations in all four categories).

Summary

There appears to be agreement among investigators as to the types of items
used to measure different categories of limitations for children. This agreement
tends to reinforce the validity of individual items to the extent that they appear
to assess the physical health constructs they were intended to measure. However,
in the literature review, items identified for children tended to be less comprehen-
sive than those identified for adults (see Stewart, Ware, Brook, et al., 1978). The
measures for adults appear to reflect a wider variety of physical activities, such as
the ability or inability to run, lift, pull, and push. It may be that some of these more
strenuous activities were not included in early scales because they are less easily
measured for children who are at lower levels of physical development.

Investigators who constructed aggregate measures of functional status tended
to combine items across categories without having empirical evidence or, at times,
a theory to support such schemes. A disadvantage to aggregation across categories
of activities to achieve an overall measure is the potential loss of information about
performance of specific activities. It would be difficult to interpret an aggregate
score if many different patterns of functioning resulted in the same score. The
literature review did not identify any studies that addressed the question of which
categories are most appropriate to combine and how they should be combined. It
appears that empirical studies are needed to aid in determining which categories
should be aggregated, as well as to test assumptions underlying the specific order-
ing of activities categories.

MEASURES OF DISABILITY DAYS

In this section, we will focus on ways to measure changes in a child’s usual
activity in terms of the number of days on which changes occurred. These measures
differ from those discussed above regarding functioning because the abilities neces-
sary to do these activities are not always specified. Examples of such measures are
questions about the number of days a child cuts down on activities because of
illness, or the number of days that the child spends in bed. Changes in activities are
measured primarily in terms of duration. Disability measures can also be broken
down in terms of the extent of changes involved, i.e., the number of days that the
child (1) feels less well than usual, (2) functions less well than usual, (3} restricts
activity (cuts down on the amount of time of activity), (4) does not attend school or
is not active, and (5) stays in bed.

An advantage of measures of disability days over previously discussed mea-
sures of physical functioning is that the former concisely identify changes in func-
tional performance. They are most appropriate for measuring functional status on
a day-to-day basis or for measuring short-term changes in activities. A disadvan-
tage of these measures is that they do not identify a limitation unless it is a change.
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For example, children who have permanently reduced their usual activities be-
cause of a chronic condition might not report any restricted-activity days during
a 2-week period if a day is not unusually restricted. Thus, the absence of restricted-
activity days does not necessarily imply normal heaith. Another threat to the
validity of measures of disability days is that such measures may reflect the influ-
ence of nonhealth variables, as, for example, the willingness of the child to accept
the sick role. One child with a cold may continue usual activities whereas another
may accept the sick role and spend z day in bed.

Six investigators constructed measures of disability days. These measures are
summarized in Table 8 according to the types and extent of changes involved.

The Canadian Sickness Survey (1960) measured disability days in terms of
three types of changes in activity. The complaint period referred to times when
children felt less well than usual. The disability and bed periods defined inability
to perform usual activities at all. Changes in activity were measured for an entire
year by means of a day-to-day record of sickness filled out by a proxy respondent
for each child.

The Commission on Chronic Illness (1857) and Trussel and Elinson (1959) mea-
sured the complaint "feeling less well than usual” along with three types of activi-
ties loss: day of disability, day in bed, and day kept indoors. They also constructed
a summary indicator that combined all three types of disability. Questions were
asked with three recall periods: past 12 months, past 4 weeks, yesterday. Respon-
dents also indicated if symptoms of specific chronic diseases had caused any of the
three types of activity loss during the past 4 weeks or bed or disability days during
the past vear.

The National Health Interview Survey (NCHS, 1978) defined a disability day
as a short-term reduction in activity resulting from acute or chronic conditions. The
survey measured three types of disability days for children: {1) restricted activity,
(2) bed disability, and, (3} school loss. It also defined two summary indicators: (1}
a person-day, summarizing across various types of days for each person, and (2) a
condition-day, summarizing all types of days of changes in activities for any one
condition. All questions referred to the 2 weeks preceeding the interview,

The Isle of Wight study {Rutter, Tizard, and Whitmore, 1970} included two
types of disability measures: (1} the number of days during the last vear in which
the children showed at least a moderate handicap—i.e., when they were substan-
tially impaired in their ordinary daily activities—and {2) the number of half-days
absent from school in the previous school year.

Schach and Starfield {1973) developed several measures of short-term disability
defined as any temporary reduction of activity as a result of an acute or chronic
condition. Disability was measured by days spent in bed and days of reduced
activity in a 2-week period. However, Schach and Starfield felt that these types of
measures might be of limited usefulness for very voung children because of a lack
of clarity about what a bed day is or what it means to be restricted in activity. They
therefore developed three specific disability indicators: (1) eating problems in a
2-week period, {2} sleeping problems in a 2-week period, and (3) irritability in a
2-week period. A summary indicator was also constructed that measured sickness
in a 2-week period (any child with one or more bed days, one or more restricted
activity days, or another health problem).

Haggerty, Roghmann, and Pless (1975} included several individual-item mea-
sures of disability in the Rochester Chiid Health Survey. These items referred to
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the number of days lost from school or play because of illness in the last 2 weeks
and the number of days the child had to stay in bed because of illness during the
last 2 weeks.

Both specific measures of disability (e.g., bed days) and summary measures of
disability that combine items reflecting the extent of changes in activities have been
constructed for children. Although differing recall periods (e.g., 2 weeks, 4 weeks,
1 year) have been used by the investigators, the measures are, in general, quite
similar across investigations. If only single days of change are counted, it is possible
to order these changes in terms of increased severity. For example, a day of re-
stricted activity can be considered a less severe limitation than a day of activity
loss, whereas a day of activity loss may be considered less severe than a day spent
in bed. It is more difficult to order combinations of days {e.g., 2 or more restricted
activity days versus 1 day of activity loss) according to severity of limitation. In
addition, there may be a loss of information when disability measures are combined
into summary indicators, because several different types of activity change could
result in the same score.

C. Empirical Studies of Physical Health Measures

This section summarizes the results of empirical studies identified in the litera-
ture review that report on the prevalence of physical limitations, on the reliability
and validity of measures, or on associations between measures and demographic
and socioeconomic characteristics. Results are not given here for measures of
disability days because they will be discussed in depth when HIS measures of
disability days for children are described in a subsequent study.

PREVALENCE

Prevalence data indicate the percentage of physical health problems and levels
of functional limitation defined in terms of specific or aggregate categories in gen-
eral populations. They will be useful in comparing the prevalence of functional
limitations reported for general populations of children with that assessed using
HIS functional status measures. Table 9 summarizes the percentages of children
from general populations reported in five published studies as having one or more
limitations in functioning. These percentages are based solely on reports by proxy
respondents (generally a parent). Information regarding prevalence was available
for three categories of functioning and for two aggregate indicators.

Two factors should be kept in mind when interpreting and comparing the data
in Table 9: (1) The age ranges on which estimates were based vary across studies.
{2) Differences in the definitions of categories of activities or in overall indices make
strict comparisens between studies difficult.

For children in general populations, limitations in physical activities ranged
from 1.5 percent to approximately 11 percent as a function of the reporting periods
used to measure the activity and the age of the children {see Table 9). There was
also variation in estimates of role activity limitations (ranging from less than 2
percent to 7 percent}. There were no studies identified that measured mobility or
self-care activities limitations in general populations of children and reported
prevalence rates for children separate from those of adults. Estimates of prevalence
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Table 8

SUMMARY OF PREVALENCE OF LIMITATIONS IN FUNCTIONING
IN GENERAL PoPULATIONS oF CHILDREN

Percent
Limited Sample/Date
Category at All Measure/Scale Name Studied Investigator/Study
Physical metivity 5.4 Exercise restricted-—ever Ages 6-11 NCHS (1973}
N=711%
(1963-65)
1.5 Exercise restricted--~now Ages 6-11 NCHS {1973}
N=711%9
{1963-65)
11,1 Exerczise restricted--ever Ages 12-17 NCHS (1973)
N=G768
(1966-70)
4.6 Exercise restricted--now Ages 12-17 HCHE {1973)
N=6768
(1966-70)
Role activities 2.0 Activity-limiting {mpairment Ages D=4 Schach and Starfield {1973}
or chronic disease Wa=357
(1968-196%)
4.0 Activitv-limiting impairment Ages 5-9 Schach and Starfield (1%73)
or chronic disease N=366
(1968-196%9)
/.0 Activitv=limiting impairment Ages 10-14 Schach and Srtarileld {1973}
or chronic disease N=330
(1968-196%}
4.0 Acrivity-limiting impairment Apes (-14 Schach and Starfield (1973)
or chrenic disease N=1103
(1968-196%}
2.3 Majer activity component of Ages < A Keus (1977a)
Chronic Activity Limitations N=19 7R3
{1974)
1.7 Major actlwvity component of Apes 6-14 WCHS {1977a)
Chronic Activicy Limitatioms H=43, 174
{1974}
1.9 Yajor activicy component of Ages < 17 NCHE (1977a)
Chromic Activicty Limitations N=62, 957
(1574
1.9 Major activiry component of Ages < 17 KCHS (1377}
Chrenic Activity Limitations H=60,591
(1976)
Leisure activities 2.6 Other activiry component af Ages &-15 KCHS (197720
Chrenie Activity Limitations N=41,174
{1874)
1.8 Other acrivity component of Ages < 17 KCHS (1977a)
Chronic Activity Limigarions H=62.457
(1974}
Agpregate activities 7.0 Function Status Index Ages I-5 Reynoelds, Rushing, and Miles (1974)

k=not given

(197%-19713)

9.0 Funetion Status Index Ages 6-13 Revnolds, Rueshing, and Miles (1974)
W=not given

(1572-1973)

2.3 Chronic Activity Limitations Ages <€ B NCES [(1977a)
N=19,783
(1974)
4.3 Chronic Activity Limitations Ages 6-16 NCHE {(1377a)
k=41, 174
(1974)
3.7 Chronic Activiry Limitations Ages ¢ 17 NCHS {1977a)
N=62, 0957
{1974)
3.7 Chrondc Activicy Limitations Ages < 17 RCHE (1977hb)
N=641,891

(1976}
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of these limitations when measured by aggregate activities measures (the Function
Status Index and the Chronic Activities Limitation Scale) ranged from approxi-
mately 2 percent to 9 percent (see Table 9).

In summary, the percentage of children limited at all is quite small in general
populations of children. The maximum prevalence of any limitation reported was
about 11 percent (NCHS, 1973). This figure was for “ever restricted” exercise,
which may not be a current measure of limitation and probably involves a less
severe limitation category (i.e., physical activities). Based on these data, it is expect-
ed that large samples will be required to achieve precision of measurement of these
limitations in hypothesis-testing situations unless repeated measurements are
available in studies.

RELIABILITY

Reliability of measurement refers to the extent to which measured variance is
due to true score (rather than random error}. Reliability is a prerequisite to the use
of a score for any purpose. None of the studies reported reliability estimates for any
of the items or scales. Because investigators did not address reliability issues when
measuring physical health in terms of functioning, it cannot be determined whether
problems of reliability may exist for some or all of the measures. This uncertainty,
in turn, clouds the validity of measures.

VALIDITY

Knowing that a measure is reliable, i.e., that it contains information about
something as opposed to random error, is not enough. It is also necessary to know
that the measure is valid. Validity refers to the extent to which measures assess
what they were intended to measure. In the case of health status, validity refers
not only to whether each measure reflects differences in individual health but also
to the extent to which the intended health construct is measured. Unless the mea-
sure is valid, scores cannot be interpreted or used to study relationships between
the measure and other variables of interest. For example, unless a measure con-
structed to assess some aspect of physical health is valid, scores on that measure
cannot be interpreted as reflecting any information about physical health, nor can
they be used to study the relationships between physical health and other health
status dimensions or other variables (e.g., generosity of health insurance).

Several methods are used to evaluate validity. To make an evaluation, one
must synthesize information across these methods and formulate a judgment as to
what construct(s) the measure reflects most. A successful evaluation will indicate
two things: that the scale measures the one construct it was designed to measure
most, and that it does not measure any other construct. The American Psychologi-
cal Association’s guidelines {APA, 1974) on how the validity of measures should be
evaluated provided the framework for this review. Three types of validity evidence
are identified by the American Psychological Association: criterion-related validity,
content validity, and construct validity.
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Criterion-Related Validity

Criterion-related validity is assessed when a respondent’s score on one measure
is used to predict that respondent’s score on another measure of the same construct.
The score being predicted is referred to as the criterion; it is either a measure for
which validity has already been demonstrated or an independent assessment of the
construct. For example, a criterion measure of physical health couid be a previously
validated measure of physical health or a valid medical assessment of an individ-
ual’s physical health status. Because well-validated measures of health status for
children were not available, and because physician assessments may not be valid
or practical for HIS purposes, criterion-related validity studies were not possible
for child HIS measures.

Content and Construct Validity

Content validity refers to whether items in a given battery adequately repre-
sent all relevant constructs of interest, and can be evaluated at two levels. First,
within a specific dimension of health status (e.g., physical health), at least one item
should represent each construct included in that health dimension (e.g., physical
and role activities); second, within each relevant construct, enough items should be
included to sample all aspects adequately (i.e., within role activities, items referring
to aspects such as school, leisure, etc.). Reynolds, Rushing, and Miles (1974)
reviewed measures and items from previous studies of physical functioning
{primarily for adults) and selected items from these sources to correspond to the
functional levels defined by Patrick, Bush, and Chen (1973). The other investigators
did not discuss the origin of their items or their intent with respect to item content.

Reynolds, Rushing, and Miles {1974} appear to have developed items that repre-
sent the universe of possible areas of functioning that might be influenced by
changes in the health status of children. Other studies covered fewer categories, but
within a specific category they appeared to represent important areas of function-
ing.

Studies of construct validity are very useful in helping one to understand the
meaning {validity) of a score when no adequate criterion measure exists, or when
content validation is unreliable. Several different approaches can be used to assess
construct validity; in essence, they involve studies of the relationships between the
measure of interest and other variables that the measure would be expected to
relate to if it measured the construct it was intended to measure. Based on findings
reported in the literature for adults and on theoretical considerations, hypotheses
regarding the strength and direction of relationships that might be expected are
proposed {e.g., that measures of childrens’ physical health reported by parents
should correlate with physicians’ ratings after clinical examination). To the extent
that relationships conform to hypotheses, they support both the construct validity
of the measure and the theory underlying the relationships.

Validity of Measures of Physical Functioning

What little evidence of validity was available in published studies of measures
of children’s functional limitations is best interpreted within the framework of
construct validity. Data reported in the literature that could provide evidence of



29

construct validity involved relationships between measures of functioning and
other health constructs or sources (e.g., clinical examination findings).

If measures of physical functioning are valid indicators of physical health, the
following relationships would be hypothesized: {1) very strong associations (r's >
0.60) among measures representing different categories of activities {e.g., physical,
self:care, role); (2) substantial associations (r's > 0.40) between measures of func-
tional status and other physical health construets {e.g., number of chronic or serious
conditions); {3) substantial associations between measures of functional status and
ratings of general health; {4) significant (but not substantial} associations (r's such
that p < .05) with mental and social health constructs and with the use of health
care services; and (5) substantial correspondence between proxy and physician
assessments of functional status.! These hypotheses are suggested because physical
health measures should be most related to other physical health measures, next
most related to measures of other health status constructs, and least related to
variables that only indirectly reflect health status (see findings for adults in the HIS
in Stewart, Ware, Brook, et al., 1978}. The published findings for children relevant
to these hypotheses are sparse. Only two general population studies reported data
concerning relationships between their measures and other health constructs, but
Reynolds, Rushing, and Miles (1974) did not report their validity findings separate-
ly for children.

In the National Health Examination Survey (NCHS, 1973), children (aged 6-11)
and youths (aged 12-17) whose exercise was restricted at the time of medical exami-
nation were substantially more likely (in terms of percentages) to be found physi-
cally abnormal (i.e., to have some chronic ailment) on examination than those
whose exercise had previously been restricted but was not so at the time of the
examination. For children, but not for youths, physical abnormality findings were
also significantly higher for those whose exercise was restricted currently than for
those who had never been restricted.

It appears, from the little evidence available on validity, that there is some
relationship between measures of functioning and physical examination findings.
However, no studies of associations among measures representing different catego-
ries of activities, between measures and general health ratings, or between mea-
sures of functioning and health-related variables, such as use of medical services,
were found in the literature. It is clear that published measures of physical func-
tioning for children have not been well validated.

Functioning and Demographic and Socioeconomic Characteristics

For children aged 0-13, associations between functional limitations that are
attributable to health (as distinct from physical developmental immaturity} and
age, sex, income, and race are not considered evidence of validity for physical
health measures; they are summarized here for information purposes only.

Age. Functional limitations generally increase with age. Schach and Starfield
(1973) showed activity-limiting impairments increasing from 2 percent at (-4 years,
t0 4 percent at 59 years, to 7 percent at 10-14 years. Similarly, the National Health
Examination Survey (NCHS, 1973) showed exercise restrictions increasing slightly
over the years (approximately 1 percent for 6-year-olds to approximately 3 percent
for 11-year-olds); whereas limitations in total activity {e.g., limited participation in
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athletics, in extracurricular activities, and in kind or amount of play, or limited to
certain types of schools or in school attendance) increased from about 2 percent
among children under 6 to about 4 percent among children aged 6-16 according to
the National Health Interview Survey (NCHS, 1977a). These differences tended to
disappear when measures focused primarily or limitations in major activities (e.g.,
ability to engage in school or preschool activity). Reynolds, Rushing, and Miles
(1974) found a slight age trend in their aggregate measure of all activities catego-
ries (the Function Status Index). For analytic purposes, children 2-5 years and 6-15
years were grouped together; data on children 0-2 years were not collected. Func-
tional limitations in at ieast one activity category were present for approximately
7 percent of the children 3% years old (i.e., midpoint of the group 2-5 years old) and
for approximately 9 percent of those 10% years old (i.e., midpoint of the group 6-15
vears old}.

Sex. In the National Health Examination Survey (NCHS, 1973), boys tended
to show more exercise restrictions {present now or ever) than girls. Similarly, boys
under 17 years of age tended to show slightly more limited total activity because
of chronic conditions than did girls in the National Health Interview Survey
(NCHS, 1977a). On the other hand, when the measures focused primarily on limita-
tions in major activities, there appeared to be no sex differences in 1974 or 1976
data (NCHS, 19773, 1877b).

Race. There appeared to be no race difference with respect to limitation in the
amount or kind of total or major activity according to the National Health Inter-
view Survey (NCHS, 1977a). Similarly, no consistent trend was seen between exer-
cise restrictions and race in the National Health Examination Survey (NCHS,
1973).

Income. Based on data reported in the National Health interview Survey
(NCHS, 1977a), there appeared to be a slight trend toward more limitations in the
amount of total activity in children whose family income was low {about 5 percent)
than in children whose family income was high (about 3 percent). This same trend
occurreqd for present exercise restrictions among youths 12-17 vears old, but not
among children 6-11 years old examined in the National Health Examination Sur-
vey (NCHS, 1973).

D. Defining Mental Health

For adults, operational definitions used to assess mental health in general
populations have been shifting in recent years (see Ware, Johnston, Davies-Avery,
et al,, 1979). Early measures, reflecting older definitions, assessed both physical and
psychological manifestations of health states. More recent measures for adults
concentrate almost exclusively on psychological states and include a more compre-
hensive set of psychological symptoms. In addition, measurement of mental health
in general adult populations has expanded from an almost exclusive focus on assess-
Ing negative states or symptoms {e.g., sadness, tension} to include positive states
(e.g., happiness, interest in life) as recommended by the WHO. This broadening of
the operational definition of mental health relates to the growing interest in assess-
ing the quality of life among those who are otherwise free of overt psychiatric
Impairment that inhibits performance of their major activities. Thus, general popu-
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lation measures of mental health for adults can be classified on a continuum be-
tween assessment of positive and negative states: The majority still emphasize the
negative end of the continuum, others represent a mixed focus, and a few concen-
trate on the positive end of the continuum {see Ware, Johnston, Davies-Avery, et
al,, 1979).

For children, these trends in the operational definitions of mental health con-
structs are not apparent in either the mental health literature or mental health
instruments. In fact, mental health has not been conceptualized, operationalized,
or measured as "mental health” in the children’s literature. Instead, it is referred
to by a variety of other terms and concepts: abnormal behavior, psychiatric disor-
der, psychiatric impairment, emotional disorder, and behavior problems. In gen-
eral, these alternatives focus on behaviors that affect a child’s ability to perform
or adjust adequately in different contexts or relationships (e.g., home, school, comn-
munity) and that deviate from (i.e., exceed) age-specific normative behavior.

As discussed in greater detail in Sections E and F, mentat health measurement
for children has focused primariiy on overt, tangibie behavioral acts {e.g., temper
tantrums, bedwetting, speech problems, fighting, stealing) that mix behavioral,
physical, and psychological aspects of health status. Generally, the emphasis on
problem behavior and psychopathology has been at the expense of more balanced
psychological assessment involving both positive and negative feeling states (e.g.,
happiness, sadness, ability to relax, tension), as well as positive and negative ac-
tions. Even very recent child behavior checklists that have begun to assess positive
attributes, such as social competence (e.g., Achenbach, 1978), do not address more
positive feeling states, such as happiness or sense of positive well-being. In effect,
there appears to have been little or no interest in operationalizing the notion of the
quality of life for children. Thus, by standards for adults, definitional issues in the
children’s mental health literature remain largely unsettled and operational defini-
tions are negatively oriented.

E. Approaches to Measurement of Mental Health

Unlike the mental health measurement literature for aduits, there are only a
few studies that focus on measuring the mental health of children in general
populations. In all studies identified, a parent (proxy} was the primary respondent
for the child; no studies reported children under 14 years of age as the primary
respondent. The review considers three general types of measures: (1) overall
mental health measures designed to yield a single screening score indicating either
the need for further psychiatric evaluation or the amount of behavior deviance
relative to other children of the same age and sex (i.e., normative assessment), (2)
construct-specific measures of mental health that yielded only one score on that
construct (e.g., anxiety) to be used for either screening or normative assessment
purposes, and {3) single mental health items designed to provide normative data
on aspects of children’s behavioral and psychological development. Problem behav-
ior inventories, a subgroup of construct-specific measures, are discussed separately
as a fourth type of mental health measure because they appear to differ conceptual-
ly from other construct-specific measures. These inventories are designed to pro-
duce empirically determined and named scales through techniques such as factor
analysis, instead of measures based on a priori item groups that were designated
by the investigator. They appear to be more oriented toward research and, poten-
tially, outcome studies rather than screening or normative assessment.
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Investigators who developed multi-item measures, those whose instruments
contained anxiety, depression, and positive well-being items, and those whose in-
struments could potentially serve as outcome measures were of special interest.
Given the HIS measurement strategy and the desire to include those three con-
structs in the mental health battery, this approach seemed most appropriate. Six
studies that were conducted in general populations to measure children’s mental
health and were published between 1964 and 1978 are summarized in Table 10. It
should be noted that both the purposes and age ranges studied vary considerably;
most investigators lumped wide ranges together, using the same instrument(s).

OVERALL MEASURES

Three mental health measures found in the literature were designed to yield
a single screening score indicative of potential psychiatric disorder or impairment,
or that was indicative of behavior deviance (in a normative sense). All three were
to be used in general populations of children:

1. The Psychiatric Disorder Index developed by Rutter (Rutter, Tizard, and
Whitmore, 1870) and originally used as a screening instrument for all
children 11 and 12 years old in the Isle of Wight, Great Britain, study.

2. The children's Behavior Deviance Index developed by Shepherd, Oppen-
heim, and Mitchell (1971) for use in the countywide study of the mental
health of children 5-15 vears old in Buckinghamshire, Great Britain.

3. The 35-item psychiatric screening instrument derived by Langner, Gers-
ten, McCarthy, et al. (1976) as part of a New York City household inter-
view study of children at potential risk of a psychiatric disorder.

CONSTRUCT-SPECIFIC MEASURES

Two investigators constructed five construct-specific measures for assessing
abnormality (in a normative sense) or potential psychiatric disorder; these mea-
sures were for use in general populations of children:

1. Lapouse and her associates (e.g., Lapouse, Monk, and Street, 1964) devel-
oped three scales for use in their general population survey of children
6-12 years old in Buffalo: the Personal Behavior Area Scale, the Adjust-
ment Scale, and the Fears and Worries Scale.

2. Rutter, Tizard, and Whitmore (1970) derived Neurotic and Antisocial sub-
scales from items in their overall mental health screening measure by
selecting the five items that best distinguished neurotic and antisocial
children, respectively, in a confirmed population of clinic children.

PROBLEM BEHAVIOR INVENTORIES

Achenbach (1978) and Achenbach and Edelbrock (1979) constructed a Child
Behavior Checklist (CBCL) consisting of 118 child behaviors and problems for use
in classification, diagnosis, research, and outcome work in children’s mental health
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settings. The items completed by parents of clinic-referred children were factor
analyzed separately for boys and girls at several age levels. The resultant scales
were then standardized on a general household sample of children at the same age
levels from the Washington, D.C., area.

SINGLE-ITEM MEASURES

The National Health Examination Survey (NCHS, 1971b) constructed a series
of single items to provide normative data regarding behavior problems as part of
a comprehensive survey fielded to determine the health status of a representative
sample of U.S. children. Items in the Medical History Questionnaire completed by
the mother or a mother-substitute covered a variety of behaviors relating to the
mental health of children aged 6-11 years.

CONTENT ANALYSIS: OVERALL MEASURES

Our content analysis of items in overall mental health measures addressed a
number of important issues:

» Face validity: the extent to which items in the measures appear to assess
the mental health constructs they were intended to measure.

« Content validity: whether items represent all the important aspects of
mental hezalth that might be included to measure a particular construct.

« Polarity: whether the content of items includes descriptions of both nega-
tive and positive aspects of the mental health construct being measured.

All investigators briefly discussed what they considered to be the appropriate
content of general population mental heaith measures for children; none did so in
terms of a specific theory of child development, etiology, or psychopathology. Rut-
ter, Tizard, and Whitmore (1970) selected items for their Psychiatric Disorder
Index that they believed parents could reliably report, that required a minimum
of inference, that occurred with relative frequency, and that represented the kinds
of problems for which children at these ages (10 and 11 years} attend child guidance
clinics. The content of Shepherd, Oppenheim, and Mitchell’s {(1971) Behavior Devi-
ance Index was thought to represent a broad range of behavior problems, to lead
to relatively objective reporting by parents, and to exclude items that might result
in families refusing to continue in the study (e.g., questions concerning the child’s
overt delinquent, aggressive, and sexual behaviors}). Langner, Gersten, McCarthy,
et al. {1976} intended to construct items with content that was descriptive rather
than interpretive, that was predictive of psychiatric impairment across a broad age
range (6-18), and that represented several types of behavior disorder and several
contexts of functioning.

In general, the criteria for selection of content discussed by these investigators
have substantial relationship to traditional concerns regarding content validity of
measures (e.g., sampling a broad range of behavior problems that interfere with
adequate functioning or are indicative of clinic populations’ behavior). However,
some criteria focused on more pragmatic matters (e.g., ensuring adequate reliabili-
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ty by not including items requiring much parental inference, or not alienating
parents in order to prevent sample attrition}. Adherence to these criteria suggests
that pragmatic issues were as important as traditional content validity (i.e., ade-
quate representation of a universe of possible items assessing children’s psychologi-
cal well-being) in making final content decisions. These criteria may have posed
unnecessary restrictions on item selection because no empirical evidence was iden-
tified suggesting that parents rate behavioral items more reliably than psychologi-
cal items, or suggesting differential sample attrition as a result of “sensitive”
survey subject matter.

The content of items used in the three mental health measures that yield a
single overall score are summarized in Table 11. These measures are identified in
the columns of the table. We have divided item content into four major categories:
psychological (e.g., affect, feeling states), nonpsychological (e.g., physical symp-
toms), behavioral {e.g., observable actions), and social relations. Items in the psy-
chological category are further categorized in terms of the specific construct they
describe: anxiety, depression, or “other.” Items in the nonpsychological category
refer to physical or psychosomatic symptoms. Social relations items are categorized
separately (a) because social health is a major component of health status in the
HIS and {b) to note the mental and social relations content in several mental health
measures for children. Table 11 illustrates the relative reliance of each measure on
the four major categories, and the general scope of items focusing on psychological
or nonpsychological manifestations of mental health, behavior deviance, or social
relations.

Four general trends in the content of these overall mental health measures are
supported by the information in Table 11. First, all measures concentrate on the
negative end of the mental health continuum; each assesses children’s mental
health by asking the proxy (parent) to indicate the child’s behavioral, psychological,
physical/psychosomatic, and social relations problems or difficulties. There are no
positively worded items in these screening instruments.

Second, assessment of mental health and social relations for children in each
of the overall measures is primarily in terms of behavioral items (i.e., tangible,
overt behaviors or actions} that require relatively little inference on the part of the
respondent. Even within the psychological category {e.g., anxiety and depression
areas), many items have tangible referents or antecedents {(e.g., fear of new people,
animals, new situations; suicidal talk). Most of the items in each scale concern body
control, acting out, conduct, or antisocial behaviors, as distinct from the more
aftective/mood, or feeling-state-oriented questions that require a certain amount of
inference by the rater.

Third, two measures—Rutter, Tizard, and Whitmore’s (1970) Psychiatric Disor-
der Index and Shepherd, Oppenheim, and Mitchell's (1971} Behavior Deviance
Index——contain physical symptom items that give some weight to the assessment
of mental health in terms of physical rather than psychological or behavioral
symptoms.

Fourth, the measures of Rutter, Tizard, and Whitmore (1970) and Langner,
Gersten, McCarthy, et al. (1976) include items designed to assess aspects of chil-
dren’s social and interpersonal relations, as well as psychological and behavioral
content. Thus, these measures do not appear to distinguish mental from social
health as defined in the HIS.
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These generalizations have implications for content validity. If one accepts the
proposition that a valid measure of children’s mental health should assess both the
positive and negative ends of the mental health continuum, should focus primarily
on psychological (rather than behavioral) phenomena, and should deal exclusively
with mental (as distinct from physical and social} health content, each overall
measure reviewed is questionable on validity grounds.

Score distributions on these mental health measures are bound to be highly
skewed in general populations of children because they assess the presence or
absence of negative states and problem behaviors exclusively, rather than both
positive and negative levels of well-being. This is unfortunate because assessment
of both positive and negative mental health states would facilitate interpretation
of the continuum defined by any construct and the meaning of scores. Inclusion of
both types of measures would also increase variability of scores and allow investiga-
tors to determine whether specific treatments differentially affect the positive and
negative ends of the continuum being studied. Moreover, emphasis on reporting
the more overt, tangible behavior problems of children may be occurring at the
expense of ignoring more subtle positive and negative intrapsychic manifestations,
capacities, and concerns of children within their families.

From the content analysis presented in Table 11, the Psychiatric Disorder
Index (Rutter, Tizard, and Whitmore, 1970) and the Behavior Deviance Index
{Shepherd, Oppenheim, and Mitchell, 1971} can be expected to perform in some-
what the same way as measures of general health and mental health; the Rutter
et al. (1970) and Langner et al. {1978} instruments, because they mix social relations
and mental health items, may perform to some extent as measures of social health.

CONTENT ANALYSIS: CONSTRUCT-SPECIFIC SCALES

Content analysis of specific mental health measures should also address the
issues of face and content validity, polarity, and operational definitions noted ear-
lier for overall measures, However, generalizations with respect to these tradition-
al content analytic concerns could not be framed because the five construct-specific
mental health measures under review varied so widely in content domain, construc-
tion, and availability of published information. In effect, usual content analytic
issues could only be addressed to Lapouse, Mank, and Street’s {1964) Fears and
Worries Scale,

Lapouse et al. and Rutter et al. alluded to what they thought to be the appropri-
ate content domain of their construct-specific measures. Again, neither formulated
their items with respect to specific developmental or psychopathological theories.

Lapouse, Monk, and Street (1964) conceived the Personal Behavior Area Index
to include the broad topics relating to the child’s body control {e.g., speech difficul-
ties, restless behavior), behavior control (e.g., “wild” behavior in the neighborhood
and at school; overactivity) habits (e.g., body functions and bedtime behavior}, and
a miscellaneous category (e.g., daydreaming). Lapouse {1965) has described the
Adjustment Scale as containing items dealing with children’s abilities in terms of
adequacy of self-concept, mastery of the skills of living, level of energy and drive,
and approaches to relationships. Rutter, Tizard, and Whitmore (197G} did not pub-
lish a discussion of their Neurotic and Antisocial subscales in terms of traditional
content validity issues, but they did suggest the value of these subscales as a means
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of further differentiating potential psychiatric disorders for children being
screened in general populations.

Table 12 presents item content from the Fears and Worries Scale (Lapouse,
Monk, and Street, 1964), which was designed to assess that aspect of anxiety. All
items appear to assess specific fears and worries (rather than generalized feelings
of anxiety), all represent feeling states, and all focus on negative states (as distinet
from such items as how much of the time has one felt calm and peaceful, or felt
relaxed and free from tension).

For the Personal Behavior Area Index and Adjustment Scale measures, general
item content, but not actual items, was reported. Judging from the information
available in published reports, almost all the items representing the Personal
Behavior Area Index are behavioral rather than psychological or physical symp-
toms, and all items appear to be negatively worded or problem-oriented. On the
other hand, the Adjustment Scale appears to have both psychological and behavior-
al items and, more interesting-—to assess both positive and negative ends of an
adjustment continuum by presenting bipolar descriptions of child behavior and
situations {e.g., generally acts independently or dependently). Unfortunately, &

Table 12

CONTENT OF ANXIETY MEASURE
Lapouse, Monk, Street 11964

Item Content

PSYCHOLOGLICAL

Fears and worries The dark
Thunder and lightning
Going into the water
Crossing the street alone
Animals
Bugs
Snakes
Going places alone
Any particular persom
People like postman, policeman, etc.
Strangers
People of different race, skin, coler, etc.
Germs
VUsing cther's glasses, etc.
Dirt
Tests at school
Lirtle cuts, bruises
Blood
Going to doctor, dentist
Getting lost
Getting sick, having an accident, dying
Own health
Family sickness, accident, dying
School marks
Being kidnapped
Being an adopted child
Fires breaking out
Wars, flood, murders
Going to schoel
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more thorough content analysis cannot be completed without more adequate infor-
mation regarding specific item content in each scale.

The remaining construct-specific measures, i.e., Rutter, Tizard, and Whitmore’s
{1970) Neurotic and Antisocial sithscales, contained five items each that best dis-
criminated previously diagnosed neurotic and antisocial children, respectively, in
a London sample of children attending a psychiatric clinic (see Table 11 for specific
items in each subscale). In the Neurotic subscale, two items relating to anxiety are
primarily psychological in content, two items are behavioral symptoms possibly
indicative of anxiety (e.g., sleeping difficulties), and one item is essentially a physi-
cal symptom. For the Antisocial subscale, all five items are behavioral, dealing with
overt, acting out {conduct} problems and aggression.

CONTENT ANALYSIS: PROBLEM BEHAVIOR INVENTORIES

A content analysis of the Achenbach Child Behavior Checklist (CBCL) items is
especially complex because the item groupings, number of scales, items per scale,
and, to a certain extent, the scale names are empirically determined for each sex
and age group (6-11 and 12-16 years) and thus vary across the four sex and age
groups studied. In order to compare overall item content with previously discussed
measures, the original 118 CBCL items have been categorized by the broad content
areas used to analyze the three overall mental health measures (see Table 13). As
can be determined from that table, more items in the psychological category are
included in this scale than in the three overall measures, but the relative proportion
of psychological to overt behavioral items is similar to that found in the three
overall measures. Consistent with the content analysis of overall measures, the
psychological category was divided among anxiety, depression, and “other” items
on the basis of manifest content (by the authors of this report}, whereas the nonpsy-
chological, behavioral, and social relations areas were not further differentiated.
Again, several generalizations can be made about the CBCL content: {1) There are
no positive behavioral or psychological items. (2) The relative emphasis is on overt,
acting out, and conduct problems. (3) Both physical symptoms and social relations
are assessed in the mental health instrument (i.e., physical, mental, and social
heaith components are likely to overlap).

Next, to explore the relationship between the broad classification of CBCL
items, based on their manifest item content, and the actual empirical groupings of
the items, based on separate factor analyses of the clinic sample parents’ responses
for each sex and age level, the major scales (factors) are presented in Table 14 by
the specific mental health constructs that Achenbach believes the item groupings
represent {e.g., aggressive, depressed, etc.). Within scales, items are listed in order
of their correlation with the factor (if equal to or greater than 0.30).

Several features of this comparative analysis are worthy of note. First, in this
clinic-referred sample, psychological item content {as categorized by the present
authors) is found primarily in Achenbach's various Depressed, Obsessive, and
Schizoid Scales. For example, the Depressed Scale for boys 6-11 years old generally
contains psychological items such as “feels worthless,” “feels guilty,” and “feels
unloved.” That particular scale contains few behavioral items (namely, “cries
much,” “sulks,” and “harms self’). Nonpsychological item content (i.e., physical
symptoms) is almost exclusively within Achenbach’s various Somatic Complaints
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Table 14

CBCL EmPiricaLLY DERIVED SpECIFIC MENTAL HEALTH SCALES,
Boys anp GIRLS, AGES 6-16

CBCL Scales
Boys 6-11
{Achrnbach, 1978}

CBCL Scalesg
Girls &-11
(Achenbach and
Edelbreck, 1979}

CBCL Scales
Boys 12-16
(Achenbach and
Edelbrock, 1979}

CBCL Scales
Girls 12-1%&
{achenbach and
E-lelbrock, 1979)

Scale Content Ttems Items items Items
DEPRESSED Depresaed Lepressed Ho scale bepregaed Withdrnaal
Feels worthless Warrying Withdrawn
Feels guilcy Feels worthless Sad
Tieeds to be perfect Anxious Secretive
Feel: unloved Feels guiley Likes tec be alone
Worrying Fears own impulses Shy, rimid
Sad &ad Slow-moving
Fears ewn impulses Feels unloved Won't talk
Suicidal talk Feels persecuted Sulks
Lonely Lanely Stubborn
Cries much Fears school Self-conscious
Anxious MNeeds tu be perfect Sleeps much
Self-conscigue Self-conscious Stares blankly
Feels persecuted Nervous fivertired
Sulks Clings cto adults
Nervous Withdrawn
Suspicious Is teased
Harms self Shy, timid
Sulks
OBSLESTVE Chppesiue- Tormuisive See Schizali-chgeseiuve Chressive-Corrulstve  Anctous-UEsessive

Strange ideas
Can't clees
Eleeps lircle
Strange behaviar
Obsessions
kalks, talks in sleep
Stares blankly
Davdreams
Twitches
Hearding
Compulzions
Overtired
Confused

Excess raly
Mightnares
Anxious

Obsessions
Compulsions
Strange ideas
Hearding

Strange behavior
Featrs own impulses
Tavdreams

Brags

Loud

Anxious

Feels guilty
Worrying

Cries much

Feels worthless
Keeds to be perfece
Fears own impulses
Lonely
Srlf-conscious
Misessions
Hightmares

Jealeous

Nervous

Feels persecuted
Lan't sigep

Fears

Slecps little
Feels unloved
Fears school

[enntinved]
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Table 14—continued

CE{L Scales
Boys 6-11
{Achenbach, 1978)

CBCL Scales
Girls 6-11
(Achenbach and
Edelbrock, 15979}

CBCL Scales
Boys 12-16
[Achenbach and
Edelbrock, 1979}

£BCL 5cales

Girls 12-16
(Achenbach and
Edelbrock, 1979)

Scale Content Items Items Items Ttems
SCHIZOID Sehizeid Schigoid~Obaessive Sehizoid Sohizoid
Auditory hallucinations Visual hallucinations Feels guilty Auditory hallucipations
Visual bhallucinations Audirery hallucinations Fears ovn impulses Stares blankly
Fears Strange behavier Tor neat Strange ideas
Fears school Srrange ideas Acts like opposite sex Daydreams
Clings Lo adults Obseasions Aunditory hallucinatiens  Strange behavior
Anxious Harms self Dizziness Sex precccupation
HWightmares Runs away Needs to be perfect Visual hallucinations
Public masturbation Can't sleep Fears school Kightmares
Shy, timid Sleeps litele Clings teo adults Fears
Sufcidal ralk Werrying
Compulaions
HYPERACTIVE Huperantive Huperaotive Hyperactive Irmature Hyperactive
Can't concentrate Can't concentrate Can't concentrate Azts Lo young
ACLs TOO YOunp AZLS [o0 Young Hyperactive Prefers younger children
Poor school work Pant schoal work Foor schonl work Clumsy
Clumsy Laydreams Bites naiis Can't concentrate
Confused Clumsy Hervaous 1s teased
Daydreams Frefers vouneer chiidrea Disobedient at school Ficking
Impulsive Impulsive Acts too young Poor peer relations
Prefers younger childrea  (onfused Clumsy Confused
Hyperactive Hvperactive Impulsive Hoarding
Speech problem Stares blanely Shows off Hrperactive
Descrovs own things iz teased Ciings to adules
Irliked Ul ikad
Lpeect pronlem Etares tlankly
Tisohecient ar school Davdreans
Taumbsucking
AGGRESSTVE

Agaressive
ATpues
Tiscbedient at home
Temper tantrums
Srubborn
Figheing
Cruel to others
Tnreatens people
Teases

Temper tantromne
AT gLt

BTy

Fig'taings

arpCEsTUe

Trhreatens people
Temper tantrums
Crue! tu orthers
Disonedient ar home
Swears

Sireams

ATRUSS

Arrarks people

AFgresgive

Temper tantrums
Lowd

Stubborn

Screams

Teases

Threatens pesple
Arpues

Demands actenticn

{eant inued!
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Table 14—continued

CBCL Secales
Boys 6-11
(Achenbach, 1978)

CBCL, Scales
Girls &-11
{Achenbach and
Edelbrock, 1979}

CBCL Scales
Boys 12-16
{Achenbach and
Edelbrock, 1979)

CBCL Scales
Cirls 12-16
{Achenbach snd
Edelbrock, 1979)

Scale Content Ttems Items Items Items
AGGRESSIVE Shows off Teases Stubborn Cruel to others
Loud Hood v Teases Dischedfent at home
Disokedient at school  Threatens people Loud Shows of f
Attacks people Poor peer relations  Jealous Excess talk
Screams Demands attengion Hoody Hoody
Swears Jeajous Hyperactive Sulks
Poor peer relations Bulks Impulsive Fighting
Sulks Shows off Fighting Brags
Braps Impulsive Sulks Attacks people
Lies, cheats Excessive talk Demands attention Jealous
Jeglous Disobedient at Nevrvaus Feels persecuted
Moady school Suspicious Syears
Demands attention Feels unloved Excess talk Suspicious
Exeess talk Whinirg Feels persecuted Feels unlowved
Unliked Unlliked
Brags
Cries much
Descroys things be-
longing te others
DELINGUERT jert Deiinouent Delinguen: D liRerns

CRUEL

Steals ocutside home

Steals ar home

Destrovs things be-
longing to cthers

Vandalism

fers fires

Truant

Huns awav

Ead friends

Lies, cheats

Destroys own things

fwears

Discbedient at
scheal

Mo scale

Steals ar home
Steals outside home
Lies, cheats

Bad friends

Runs away

Swears

Iruel
Acts like oppozice
sax
Cryel to others
Cruel to animals
Destrovs things be-
longing to others

Steals outside hame

Steals at home

Bad friends

Vandallsnm

Lies, cheats

Truant

Sers fires

lestrovs things he-
lenging €o ochers

Aleohol, drups

Dischedient at schoal

Runs awaw

Bestrovs own things

Poor scacol work

ke scale

Ead friends
Lies, cheats
Truant
Poor school work
Alcohol, drups
Dispbedient at schenl
Funs awaw
Impulsive
Steals at home
Steale outside home
IWEArs
Can't cencentrate
Disopedient at home
Secretive
Prefers alder children
Lacks pullt
True;

Gestrovse chings be=

ionging to others
Lruel to animals
Attaces pecple

[continued
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Table 14—continued

CBCL Scales
Bovs A-11
{Achenbach, 1978)

CRCL Scales

Girls 6-11
{Achenbach and
Edelbrock, 19793

CBCL Scales

Bays 12-16
{Achenbach and
Edelbrock, 1979)

CRCL Scaleg

Girls 12-16
{Achenbach and
Edelbrock, 1979)

Scale Cantent

Items

Items

Items

ltems

CRUEL (caont.)

SOMATIC COMPLAINTS

SOCTAL WITHDRAWAL

Sematio Jomplaints

Stomach problecs
Pains

Headaches

Hausea

Vomits
Constipated
Dizzingss

Sleeps much
Overtired

Saoiz] Wshkdraral
Unliked

PooT paer relations
Withdrawn

Likes te be alone

Is teased

Prefers vounger children

Feels nersecuted
Slow-mowing

Attacks people
Fighting
Descroys own things

Sorgzie Complainis
Nausea

Pains

Stomach problems
Headaches

Vonics

Dizziness

Rashes

Eve proxlems

Walks, talks in sleep
Nightmares

Allergv

Overtired

Eleens much

Sestal witkdpzial
Withdrawn
Likes to be alene
Secretive
Slow-moving
Won't talk
Sad
Sulks
Shv
Confused
Foody
Sraresz blanklwv

Zomatie Jomplaints
Hausea
Pains
Stomach problems
Headachesg
Overtired
Dizzinegs
Yomits
Rashes
Eve proklems
Slow-moving
Accident-prone
Constipated
Worryving
Anxious
frarves blankly

Sogtile wicnararal
nliked
Foor pesr relations

It teased
Feels worthless

Prefers vounger children

Feels persecuted

Withdrasm

Destroys own things

Lonely

AcCts LOD voung

testrovs things be-
lenging to ethers

Feels ynloved

Cluycsy

Fighting

Pescroys own things
Cruel to others
Fighting

Steals at home
Threatens pevple
Un)iked

Poor peer relations
Vandal igm

Feels persecuted

Somgris Jomplaints

Kausea

ftomach problems
Pains

Headaches
Dizziness

Vemics

Eye problems
Fears achool

See Lepresdscs

[tontinued]
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Table 14—continued

CBCL Scales CBCL Secales CBCL Scales
CBCL S5¢ales Girls 6-11 Boys 12-18 Girls 12-16
Boys &-11 (Achenbach and {Achenbach and {aAchenbach and
{Achenbach, 1978) Edelbrock, 1979) Edelbrock, 1979) Edelbrock, 1979}
Scale Content Items Items Items Items
UNCOMMUNICATIVE ineomramingtivg Ro scale tneommat aat{ve Ho scale
Won't talk Secretive
Secretive Shy, timid
S5hy, timid Wen't talk
Sad Withdrawn
Staras blankly Likes to be alone
Self-conscious Sad
Confused Self-conseciaus
Stubborn Starﬁs biankly
Slow-moving
Sulks
Suspicious
Srukhorm
Moody
Worrying
Canfused
IMMATITRE Ho scale Ne seale Immature See Immarure-Hyparasoive
Cries much
Whining
Clings to adults
Prefers younger children
Wets bed
lemands aftention
ACTS 0o woung
SEX PROBLEMS Ko scale Sex Froblers No =scale Ko scale

Sex preoccupation

fex problems

Prefers older children
Feele gullity

Excessive masturbation
Excessive talk
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factors. The primary content of Achenbach’s Hyperactive, Aggressive, Delinquent,
and Cruel Scales is behavioral. For example, all items in the Aggressive Scales (for
both sexes and each age group) are behavioral. However, there are behavioral
items interspersed throughout Achenbach’s other scales (e.g., Obsessive, Schizoid,
Social Withdrawal, Uncommunicative). Social relations item content is found
primarily in Achenbach’s Social Withdrawal Scales, but there is a combination of
social relations items and psychological and behavioral items in these scales (e.g.,
Hostile Withdrawa! Scale for boys 12-16 years old and Social Withdrawal Scale for
girls 6-11 years old). There is some overlap between the present authors’ broad
classification of item content and the specific empirically derived scales that Achen-
bach reports. In general, our “psychological” items are more likely to be found in
his Depressed Obsessive, and Schizoid Scales, whereas behavioral items are found
in his Hyperactive, Delinquent, Aggressive, and Cruel Scales.

Second, although the CBCL includes relatively more anxiety than depression
items with psychological manifestations, three of the four age/sex groups have
what Achenbach has labeled as a Depressed factor (scale), while only one of the four
groups has an explicitly named Anxiety factor. However, when item content is
examined in each of the scales, it appears that there is much overlap between
depression and anxiety items in all groups except boys aged 12-16 years (e.g.,
“worrying,” “anxious,” “fears own impulses,” and "nervous” are each in the De-
pressed Scales for younger children; and “‘feels worthiess,” “feels guilty,” etc., are
in the Anxiety Scale for older girls). Moreover, the Depressed Withdrawal Scale for
older girls contains only one key depression item, “sad, depressed.” The Anxious
Obsessive Scale for older girls contains several items that correlate well with those
in the Depressed Scales for younger children; in addition, the Schizoid Scales for
all ages contain several items with manifest anxiety content. To summarize, par-
ents of clinic children apparently perceived substantial overlap between indications
of anxious and depressed thought and behavior among their children, or they could
not discriminate between those constructs in practice. The issue with respect to the
content validity of empirically derived behavior preblem checklists is not that the
factor names are incorrect, but that the overlap of anxiety and depression content
in these psychological scales is apparently large and that Achenbach’s scale names
may mask this overlap.

Third, there is much consistency across sex and age groups in the emergence
of acting out or conduct factors {e.g., Hyperactive, Aggressive, and Delinquent), as
well as the leading items within these factors. For example, in the Aggressive Scale
for each age/sex group, “temper tantrums,” “argues,” “disobedient at home,”
“threatens people,” and “stubborn” are consistently among the highest correlating
items. Again, for the Delinquent Scales, “stealing” items are the leading ones for
three of the four age groups and, with the exception of older girls’ items, most of
the itemns in the Delinquent Scales assess the same content domains. Again, for the
Hyperactive Scale, “can't concentrate” is the highest correlating item with the
factor for three of the four groups (exception: girls 12-16 years old), and “acts too
young" is either second or first for three of the four groups.

Fourth, the physical symptoms factor, called Sematic Complaints by Achen-
bach, emerged for all four groups studied; the item content across groups was
remarkably similar, and the four highest correlating items with the factor were the
same ones for each group.
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Finally, it is clear that even with the use of factor analysis to aid in the develop-
ment of specific construct measures of mental health, the inclusion of items repre-
senting mental (i.e., both psychological and behavioral), physical (including psy-
chosematic), and social health components leads to the derivation of factors {scales)
that often mix components rather than separate them (e.g., the Depressed-
Withdrawal Scale for girls aged 12-16). Thus, in terms of content validity of the
specific scales derived by Achenbach, the apparent lack of a theoretical orienta-
tion makes it very difficult to compare the adequacy of the scales (factors) with
nonempirical content analyses based on traditional content validity criteria (e.g.,
representation of all important aspects of a construct, and relationship between
operational definitions and specific item content of factors). Further studies will
be required to determine which approach is more useful in assessing content
validity.

CONTENT ANALYSIS: SINGLE-ITEM MEASURES

The content of individual behavioral and mental health questions used in the
National Health Examination Survey (NCHS, 1971b and 1974) is similar to that
included in overall mental health measures (see Table 15). As shown in that table,
emphasis is again placed on behavioral rather than psychological item content, and
most of the questions included in the survey are negative or problem oriented.
Physical health item content is not represented. Items judged by the authors of this
report to be representative of social health are discussed in the Social Health
portion of the literature review (see Sections H and I). National Heaith Examina-

Table 15

SiNGLEITEM Measures oF MenTaL HeaLTh CONSTRUCTS
National Health Exatnination Survey INCHS, 1971k, 19741

Item Content

PSYCHOLOGICAL
Anxiety How relaxed/tense/nervous
Afraid te be left alone in dark
Other Anything happen that seriously
upset/disturbed child
BEHAVIORAL Wets bed

Temper/gets angrv (frequently)
Speech problems
Fussy over food
Food consumption
Unpleasant dreams/nightmares
Sleepwalking
Trouble getting child to
bed
sleep
nap {when young)
Sucks thumb/finger
Runs away from home
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tion Survey items were developed to provide normative data regarding selected
behavicral characteristics of children 6-11 years old and 12-17 years old in general
populations and not to provide psychiatric screening information (NCHS, 1971b;
1974). Within this normative framework, they were not intended to be comprehen-
sive; however, taken together, the item content does appear to overlap with content
of iterns in the overall mental health measures, and individual items would appear
to possess as much face validity as those items. Again, anxiety and depression items
are relatively underrepresented in this small set of items.

SCALING AND SCORING

Table 16 indicates the number of items in each of the overall, construct-specific,
problem behavior inventory, and single-item measures reviewed, the response
categories offered, the approaches to scoring, and the mental health construct(s} the
scale was hypothesized to measure.

Overall Measures

As shown in the fourth column of Table 16, the Psychiatric Disorder Index
(Rutter, Tizard, and Whitmore, 1970) and the Behavior Deviance Index (Shepherd,
Oppenheim, and Mitchell, 1971) are scored quite differently. For the Psychiatric
Disorder Index, responses indicating presence {and severity or frequency, if appro-
priate) are summed to produce a total score for children of both sexes and age
levels. For the Behavior Deviance Index, deviance was normatively determined.
Any item that was recorded as occurring among 10 percent or fewer boys or girls,
assessed separately, at each year of age was considered as “deviant” for children
at that specific age and sex. Then the number of deviant behaviors reported for each
child was summed, and those children exhibiting four or more deviant behaviors
were placed in the “deviant” group for their sex and age. No information regarding
the scoring and scaling of the Psychiatric Sereening Inventory was available. For
all measures, the contribution of each content category (i.e., psychological, behav-
ioral, ete.) to the determination of the overall score is influenced by the number of
items measuring each category and the categories in which problems are reported.
Thus, for all three measures, behavioral problems were given greatest weight.

No empirical tests of the scalability of items in the Psychiatric Disorder Index
or the Behavior Deviance Index were identified in the published literature. Rutter,
Tizard, and Whitmore (1970) appear to assume that items in the Psychiatric Disor-
der Index are of equal clinical significance and that grouping them together (with-
out empirical basis) and then summing responses to items will provide a meaning-
ful scale score for the child.

Shepherd, Oppenheim, and Mitchell (1871) seem to have arbitrarily selected 10
percent of the sample at each age as the cutoff for indicating that a behavior
{problem) was “deviant”’; they then decided simply to sum the number of deviant
items for each child on the Behavior Deviance Index without regard to specific item
content. Thus for both of these overalli measures, it does not seem possible to
determine a priori whether some problems endorsed are more clinically significant
predictors of potential psychiatric disorder than others, or whether higher (abso-
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lute) scores are indicative of greater potential psychiatric disorder than, say, fewer
more clinically significant items. In any case, there does not appear to be an ade-
quate empirical or psychometric basis (rationale) for combining items in these
measures or to assume that they achieved properties of scales.

Finally, the Psychiatric Screening Inventory measure of Langner, Gersten,
McCarthy, et al. (1976} was derived from a factor analysis of more than 200 items
and represents seven scales (five items per scale) that correlated well with psychia-
trists’ ratings of child pathology, based on information from the household inter-
view. Although empirical tests of item groupings were carried out (i.e., factor
analyses), the process whereby specific items were selected for the final 35-item
Screening Inventory may have precluded selection of the most appropriate items
based primarily on psychometric scaling properties. Thus, the decision to pick items
that correlated reasonably well with their specific factor and with the psychiatrists’
ratings may have weakened the resultant measure. Moreover, because the authors
did not report their precise scoring procedures, it is not possible to assess the
adequacy of their scoring system from available information.

Contruct-Specific Measures

As shown in Table 16, scores for most construct-specific measures are computed
by simply summing “presence” responses to individual items in the scales. The
exception is the Adjustment Scale, for which responses are coded on a continuum
of positivity-negativity and scores are summed to provide the child’s scale score
{high scores indicate poorer adjustment). Tests of the appropriateness of assump-
tions underlying these scoring methods were not reported for any construct-specific
scales. Had those analyses been carried out {and reported}, the adequacy of scoring
algorithms could have been assessed. This is especially true for measures that
assumed all items and problems to be equally important or clinically predictive and
simply summed items in a multi-item measure (e.g., the Adjustment Scale of La-
pouse, Monk, and Street [1964]).

Problem Behavior Inventories

The CBCL {Achenbach, 1978; Achenbach and Edelbrock, 1979} was scored by
sumining endorsed items in the factor analytically determined scales for each age
group and sex. For items to remain in a scale, they had to correlate equal to or
greater than 0.30 with the factor; inter-item correlations and internal-consistency
reliabilities were not reported for individual scales {factors).

F. Empirical Studies of Mental Health Measures

This section summarizes results of selected empirical studies of the overall,
construct-specific, behavior checklist, and single-item mental health measures de-
scribed in the preceding sections. The results pertain to descriptive statistics for
scores, reliability, and validity, as well as to associations between mental health
constructs and demographic and socioeconomic variables.
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DESCRIPTIVE STATISTICS

Estimates of central tendency and variabilty for children’s mental health or
behavior problem measures varied as a function of the purpose of the instruments
(i.e., screening or normative assessment) and of the basis for determining appropri-
ate cutting points (i.e., empirical vs. nonempirical). Thus, drawing conclusions
about population prevalence from published data was difficult because of variations
In purpose, item content, age ranges of children studied, and scoring algorithms
used to select for potential disorder or deviance across measures.

Two studies of general population samples of children reported descriptive
statistics for overall measures. Rutter, Tizard, and Whitmore (1970} found that a
screening score of 13 or more on their Psychiatric Disorder Index indicated that 6
percent of children 10 and 11 years old on the Isle of Wight could have a clinically
significant psychiatric disorder (i.e., abnormalities of behavior, emotions, or rela-
tionships that were sufficiently marked to be causing a persistent handicap in the
child and/or distress in the community). These children were given a more inten-
sive psychiatric evaluation. Estimates of behavioral deviance based on the Behay-
lor Deviance Index (Shepherd, Oppenheim, and Mitchell, 1971) showed that about
2 percent of boys and about 3 percent of girls summed over the 5-15 age range had
deviance scores of 7 or more reported for them. However, because the Index was
a normative assessment instrument, it is not clear what those (or lower} scores
might have indicated.

As with prevalence estimates based on measures of overall mental health, those
for specific constructs were not readily comparable. Lapouse, Monk, and Street
{1964) reported that based on their Fears and Worries Scale, 43 percent of children
aged 6 to 12 had seven or more fears and worries. For their Personal Behavior Area
and Adjustment Scales, these same investigators arbitrarily defined “deviant”
scores as those occurring in the upper 25 percent of the distribution.

The National Health Examination Survey (NCHS, 1971b) reported descriptive
statistics (in the form of percentages) for single-item measures. Prevalence esti-
mates of behavior problems varied considerably across items, depending on the
item content and available response categories (e.g., almost 26 percent of the chil-
dren were reported to have had a disturbing experience and less than 1 percent
were reported to sleepwalk frequently) (see Table 17). The NCHS (1974) reported
that one haif of children aged 12-17 are not nervous at all, whereas 4 percent are
very nervous. Five percent of youths were reported to have wet the bed at least
once during the year preceding their examination. Descriptive statistics were not
reported by Rutter, Tizard, and Whitmore (1970) for their Neurotic or Antisocial
subscales; nor were descriptive statistics reported for Achenbach’s normal samples
at each age and sex on the various behavior problem scales completed for standardi-
zation purposes.

RELIABILITY

Two methods are generally used to estimate the reliability of mental health
measures: internal-consistency and test-retest. The internal-consistency approach is
based on analysis of associations among items in the same scale with the assump-
tion that items are properly grouped in terms of common variance. Test-retest
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Table 17

FREQUENCY DistRisUTION FOR MENTAL HEALTH ITEMS, AGES 6-11
Naticnal Health Examination Survey (1371b)

Percent Across
Item/Response Choices Ages 6~11

Frequency of Unpleasant Dreams
Frequently
Not often
Never
Unknowm

Frequency of Sleepwalking
Frequently 0
Not often 9
Never 83.
Unknown 1

Trouble Getting Child te Bed
Trouble 2
No trouble 7
Unimown

Trouble Getting Child to Sleep
Trouble 12,2
No trouble 87.1
Unknown 0.7

Trouble Getting Child To Take a Wap When Little
Trouble 1
No trouble 8
Unknowm

Amount of Food Eaten
Eats too much 10.4
Usually eats enough 74.2
Does not eat enough 14.3
Unknown 1.0

Fussiness Over Food
Eats nearly all kinds 4
Dislikes only a few kinds 3
Somewhat fussy about kinds 1
Will not eat many kinds
Unknown

Speech Problems
Stammered or stuttered
Lisped
Hard to understand
Other
More than one
Type unknown
No preblem
Unknown

Fota QD O

¥
[ T TN B T O R
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Table 17—continued

Percent Across
Item/Response Choices Ages 6-11

Fear of Dark
Afraid 23.
Nat afraid 7
Unknown

Disturbing Experience
Ne 7
Yes 2
Unknown

Ran Away from Home
Never 97
(nce 1
Twice 0
Three times or more 0.
Number unknown 0
Unknown 8]

Frequency of Thumbsucking
Almost every day 5
Onece in a while 3
Frequency unkmown 0
Does not suck thumb 89
Unknown 0

Frequeney of Bed-wetting Reported
Several times a week 3
Several times a month 4
About once a month 1
Less often 3.
Does not wet hed 84
Unknown 0

Degree of Tension or Nervousness
Rather high strung 17.
Moderately tense 27.
Moderately relaxed 45,
Unusually calm ane relaxed a.
Unknown G.

= .00 RV By

Degree of Temper
Frequent strong temper 17.
Occasional strong temper 33.
Mildly angry once in a while 36.
Hardly ever angry 12.
Unknown 0.

R+ =T VLRI
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estimates are based on correlations between scores on the same scale administered
at two times (with the assumption that there is no change during the time interval
in the characteristic being measured).

The literature review indicated that, despite relatively frequent use of the
mental health measures reviewed here, internal-consistency and test-retest reliabil-
ity estimates have not been reported routinely. Internal-consistency reliability
estimates for the screening measure of Langner, Gersten, McCarthy, et al. (1976)
were in the moderate range {0.76); however, based on 35 items, they were not as
high as might be desired. This was due, in part, to the factor analytic scaling
techniques and the criteria used to select items (i.e., five high loading items from
each of seven scales [factors) were selected from a much larger item pool and were
combined across factors to create a 35-item scale). Internal-consistency reliability
estimates for the Psychiatric Disorder Index (Rutter, Tizard, and Whitmore, 18978)
and the Behavior Deviance Index {Shepherd, Mitchell, and Oppenheim, 1971) were
not identified in the literature. Estimates of reliability for overall measures based
on the test-retest method have been reported for the Psychiatric Disorder Index.
This coefficient was in the moderate range (r = (.74}, based on a 2-month period
between administrations. Inter-rater reliability (between mothers and fathers) for
the Psychiatric Disorder Index was in the low-to-moderate range {r = 0.63). No
test-retest reliability estimates were reported for the Behavior Disorder Index.

Internal-consistency and test-retest reliability estimates for construct-specific
measures of mental health were not reported in the literature either. However, for
the CBCL, Achenbach (1978; Achenbach and Edelbrock, 1979) reported both test-
retest and inter-rater {parent) reliability estimates for their 10-12 scales (factors)
for each age group and sex. Coefficients between time 1 and time 2 (about 7 days)
ranged from 0.72 to 0.97 for boys aged 6-11, and the mean coefficient was 0.82 for
boys 12-16, 0.88 for girls 6-11, and 0.90 for girls 12-16 across all scales. Inter-rater
reliability ranged from (.58 to 0.87 for boys aged 6-11, and the mean coefficient was
0.79 for boys 12-16, 0.63 for girls 6-11, and 0.54 for giris 12-16 across all scales. In
general, those overall measures and construct-specific mental health measures that
were tested were sufficiently reliable for use in making group comparison (accord-
ing to the 0.50 standard suggested by Helmstadter, 1964).

VALIDITY

The following kinds of information relevant to the validity of mental health
measures have been reported in the children’s literature: (1) associations between
presumed measures of different mental health constructs, (2} associations between
proxy and professional (e.g., psychiatrist's) assessments of the child’s mental
health, (3) differences among mental health scores for members of different popula-
tions (e.g., normal versus clinic-referred populations), and (4) asscciations between
mental health and measures of other health status components (e.g., physical or
social health). In most instances, the information described above was not reported
explicitly for the purpose of demonstrating validity. Thus, the methodological de-
tails necessary to make inferences about validity were often incomplete {(e.g., indi-
vidual scale reliability estimates were not usually published) and presentations of
results were sometimes difficult to interpret with validity in mind.
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Some investigators have included certain socioeconomic and demographic vari-
ables in using the construct approach to measurement validation. For example,
income and social class have been studied in relation to mental health measures for
adults on the assumption that people who are economically more advantaged and
of higher status enjoy better mental health. Although the notion that sociceconomic
status and demographic characteristics can serve as validity variables for purposes
of validating mental health measures seems plausible for adults and possibly for
children, the authors of this report prefer a more conservative stance; namely,
factors that serve as validity variables for children’s mental health measures
should be clearly and unambiguously related to mental health. Because no such
validity findings are well established with respect to children’s mental health, this
review concentrates on variables for which theory is less equivoeal {e.g., other
mental health measures, psychiatrist’s ratings). The argument made here is that
socioeconomic and demographic variables will be useful as validity variables only
after their associations with children’s mental health have been specified more
cleariy.

Validity Hypotheses

If the measures reviewed here are valid indicators of mental health, the follow-
ing general patterns of results would be hypothesized: (1) strong associations (i.e.,
r's 2> 0.60) among parental ratings of different mental health constructs, (2) substan-
tial associations (i.e., r's > 0.40) between parental and professional assessments of
mental health, (3) significant {i.e., p < .05) differences between scores on mental
health measures for members of psychiatric and normal populations, and, (4) statis-
tically significant associations (i.e., p < .05) between mental health measures and
measures of physical or social health status components.?

Construct Validity Findings

Table 18 summarizes published findings pertinent to the construct validity of
the mental health measures discussed here. To facilitate interpretation of results,
signs associated with coefficients were adjusted (when necessary) to indicate the
direction of the relationship that would have been observed if high scores had
always been assigned to responses consistent with the name of each measure. For
example, a high score on a measure of “psychiatric disorder” would indicate
greater impairment.

Associations Involving Overall Mental Health Constructs

Associations relevant to construct validity have been reported for the three
overall measures reviewed. Although no associations between different overall
mental health measures were identified, all associations between the overall mea-
sures completed by parents (proxies) presented in the first section of Tabie 18 and
mental health ratings by others were in the hypothesized direction. With the
exception of the correlation between the Psychiatric Disorder Index and teachers’
ratings of psychiatric disorder, the relationships tended to be substantial in magni-
tude. That association, although statistically significant, was low and the overlap
between the groups selected for further evaluation based on the two screening
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scales was quite small. Thus, to a large extent, teachers and the parents’ scales
selected different children as having a potential psychiatric disorder. Rutter, Tiz-
ard, and Whitmore's (1970) Psychiatric Disorder Index has also been shown to
differentiate normal from psychiatric (i.e., clinic-attending) populations, and nor-
mal from physically impaired populations. The relationship between the Psychiat-
ric Screening Inventory Score derived by Langner, Gersten, McCarthy, et al. (1976)
and their Psychiatric Impairment Rating (r = 0.69), while substantial, is probably
inflated because psychiatrists rated children on the basis of the parents’ question-
naire responses instead of on their own independent ratings.

One overall measure—Shepherd, Oppenheim, and Mitchell’s (1971) Behavior
Deviance Index—and a measure of physical health were also associated in the
hypothesized direction. Children with total deviance scores of four or more were
overrepresented in the groups of children with some degree of health problem
relative to those in the *“healthy” group. In addition, the group of children with
“major” disabilities or a history of serious illness had a greater proportion of high
deviance scores (i.e., more than 4 items) than the group with only minor disorders.

Associations Involving Construct-Specific Mental Health Measures

The second major section of Table 18 summarizes published results relevant to
the validity of construct-specific mental health scales. Correlations involving spe-
cific measures were useful in addressing the issue of whether the scales measure
mental health; however, little evidence was identified that would be helpful in
determining whether each scale actually measures the specific mental health con-
struct it was intended to measure. Also, as was the case for overall measures,
comparisons across studies and between different construct-specific scales were
rarely possible because of differences in population characteristics and validity
criteria.,

Most validity coefficients for construct-specific measures were low to moderate
in magnitude (i.e., less than 0.40). Lapouse (1965) reported that the correlation
between her Personal Behavior Area Index and her Adjustment Scale was moder-
ate {r = 0.33), suggesting that children with adjustment problemns tended to have
personal behavior problems also. Rutter, Tizard, and Whitmore (1970} reported
fairty high percentages of agreement between children defined as neurotic or an-
tisocial on their subscales and a final clinical psychiatric diagnosis of the same
population. However, unlike Shepherd, Oppenheim, and Mitchell's {1971) overall
index, Rutter, Tizard. and Whitmore’s (1970} Neurotic and Antisocial Disorder
subscales did not differentiate physically impaired children from nonimpaired chil-
dren on the Isle of Wight.

Problem Behavior Inventories

The only construct validity data reparted for the CBCL scales were related to
group differences. Achenbach (1978; Achenbach and Edelbrock, 1978} found that all
CBCL scales for each age group and both sexes differentiated normal children from
those being evaluated at community mental health clinics. In all cases, higher
scores were observed for children at community mental health clinics, suggesting
that they had more behavior problems.
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Summary of Empirical Studies

These reliability and construct validity findings suggest that overall, construct-
specific, and problem behavior inventory measures for which data are available do
appear to meet minimum reliability standards for group comparisons; they also
seem to tap aspects of mental health as defined in the respective studies. However,
the information and empirical evidence generally available from published reports
were not sufficient to assess comprehensively the reliability and validity of the
children’s mental health measures reviewed. For instance, not one overall, con-
struct-specific, or problem behavior inventory measure reported complete informa-
tion with respect to descriptive statistics for measufes, reliability estimates (e.g.,
both internal-consistency and test-retest estimates), and construct validity esti-
mates (e.g., convergent and discriminant validity). Little evidence was identified
that would be helpful in determining whether each scale measures the specific
mental health construct it was intended to measure (i.e., its discriminant validity).
Also, the important issue of whether behavioral or psychological definitions of
mental health for children discriminate best has not been addressed because items
based on each definition have not been fielded in the same study. Perhaps the HIS
can contribute to the resolution of this issue, since both behavioral and psychologi-
cal/feeling-state items are presently included in the fielded mental health battery.
In any case, data on which to base judgments of the adequacy of mental health
measures for children were generally meager or unavailable.

Mental Health and Demographic and Socioeconomic Characteristics

Associations between mental health scale scores and age, sex, and race are not
considered relevant to the validity of mental health measures reviewed here, be-
cause theory regarding these associations is not well developed. Literature findings
regarding these associations are summarized below.

Age. Associations between overall mental health scale scores and age were not
reported. Of the relationships between age and construct-specific measures re-
ported by Lapouse (1965), there appeared to be greater deviant personal behavior
in the younger age group (6-B years old} than in the older age group (9-12 vears oid).
No differences in age distribution were found in Adjustment Scale scores or in the
number of fears and worries reported for younger versus older age groups. Studies
based on the CBCL (Achenbach, 1978; Achenbach and Edelbrock, 1979) showed that
younger children within an age group (e.g., 12-16 years old) tended to obtain higher
scores than older children on the Immature, Obsessive-Compulsive, Hostile With-
drawal, and Aggressive Scales for boys {aged 12-16) and on the Schizoid Scale for
boys (aged 6-11). Similar tendencies were observed on the Aggressive, Immature
Hyperactive, and Cruel Scales of girls 12-16 years old. For girls 6-11 vears old, the
only age effect was the tendency of older girls within that age range to obtain
higher scores than younger girls on the Social Withdrawal Scale.

Reports regarding single-item behavior problems from the National Health
Examination Survey (NCHS, 1971b; 1974) indicated a general trend toward de-
creasing problems with age {e.g., speech problems, thumbsucking, bedwetting, and
fear of the dark). No consistent age differences were found for behavior ratings,
such as amount of tension, nervousness, or temper control.
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Sex. Sex differences among mental health measures were mixed. Rutter, Tiz-
ard, and Whitmore (1970) found that the proportion of boys defined as psychiatri-
cally disordered exceeded the proportion of girls so defined. It also appeared that
a greater proportion of boys exhibited antisocial problems, whereas more girls
exhibited neurotic disorders than boys. Situationapecific phobias {i.e., specific
fears) were equally frequent among boys and girls. On the other hand, Lapouse and
Monk (1959) reported significantly more fears and worries for girls than boys. No
significant sex differences were found in Personal Behavior Area Index and Adjust-
ment Scale score distributions (Lapouse, 1965), nor in the distribution of Behavior
Deviance Index scores reported by Shepherd, Oppenheim, and Mitchell (1971).

For single-item behavior problems reported in the National Health Examina-
tion Survey (NCHS, 1971b; 1974), boys were more likely to have speech and bedwet-
ting problems and to be rated as having a strong temper. Girls were more likely
to be afraid of being left alone and to have fears of the dark. Girls were also more
likely to persist in thumbsucking than boys. The proportion of youths aged 12-17
rated by nervousness varied liftle by sex.

Race. Lapouse and Monk (1959) reported that black children showed a larger
number of fears and worries than white children. The same survey {Lapouse, 1965)
also found that greater deviation in adjustment occurred among black children
than white children. This finding persisted even when statistical controls for social
class were made. Findings from the National Health Examination Survey (NCHS,
1976b) suggest that black youths aged 12-17 tend to be less tense than white youths,
whereas white youths are reported to wet the bed less often than black youths.

Income. The Nationa! Health Examination Survey (NCHS, 1975b} reported
that the percentage of youths aged 12-17 who wet the bed was lower for higher
Income groups.

G. Defining Social Health

Social health has been conceptualized as a component of health status distinct
from physical or mental health. For adults, measurement of social health focuses
on the individual and is defined in terms of interpersonal interactions (e.g., visits
with friends) and social participation (e.g., memberships in clubs). Both objective
and subjective constructs {(e.g., nutnber of friends and a rating of how well one is
getting along, respectively) are included in this definition. For children, social
health has only rarely been distinguished as a separate health component or mea-
sured independently of mental health or behavior problems in child behavior
checklists. When it has been measured separately, social health has been defined
in terms of ability to get along with others, quality of interpersonal interactions,
and quantity of participation in social events or activities.

H. Approaches to Measurement of Social Health

Two investigations specifically constructed social health measures in terms of
sacial relations and participation. The National Health Examination Survey
(NCHS, 1971b) contained several individual items pertaining to social relations and
social activities of children aged 6-11, and one item pertaining to the chiid’s ease
in making friends for children aged 12-17 {NCHS, 1974}, Achenbach (1978; Achen-
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bach and Edelbrock, 1979) developed two muiti-item measures that were aggregat-
ed to form social (health) scales indicative of social competency for children aged
6-11 and 12-16. Items pertaining to social health (according to HIS definitions) have
been included in many mental health or behavioral problem measures for children.
These were identified and discussed in the mental health literature review
presented previously.

CONTENT OF MEASURES

Social Relations

The National Health Examination Survey (NCHS, 1971b) included several indi-
vidual items designed to elicit parents’ ratings of the behavioral patterns of their
children (6-11 years). One set of items, labeled “peer relations,” appeared to assess
behavioral patterns indicative of the child’s social health. Peer relations were
defined in terms of the degree of social or other skill development of children. Items
pertained {¢ the number and age of the child’s friends, willingness to make new
friends, and the ability of the child to get along with other children (see Table 19).
There was no attempt to aggregate the separate items to develop a peer or social
relations scale. For youths aged 12-17 (NCHS, 1974), one item designed to measure
the youth’s ease in making friends was also included.

Achenbach (1978; Achenbach and Edelbrock, 1979) reported data on two social
competence scales for boys and girls, aged 6-11 and 12-18, as part of their attempt
to develop a descriptive classification system of children’s behavior disorders. The
social competence scales were designed to reflect adaptive competencies, including
children’s social relations. For this purpose, the Social Scale included items regard-
ing the number of close friends the child has, the times per week the child does
things with his or her friends, how well the child plays and works by himself or
herself {to index independent behavior), and the number of organizations of which
the child is a member and the amount of participation in them. The first three items
are most closely connected with social relations. Responses to individual items were
based on frequency (e.g., number of friends) or were norm-referenced (e.g., “above
average” participation) and were assigned 0, 1, or 2 points. A Social Scale score was
constructed by summing peints across scale items.

Social Activities

Two other groups of individual items termed “organized activity” and “use of
time” by the National Health Examination Survey also appeared to reflect aspects
of social health. Items in those categories referred to special lessons or classes,
memberships in c¢lubs or groups, and the amount of time children spent on a usual
day watching television, reading newspapers, playing with friends, chores, and a
variety of other activities. They were primarily objective measures and, again,
were scored separately, with no attempt to develop a composite scale or score
(NCHS, 1971b).

Achenbach’s (1978) Activities Scale can also be included as a measure of social
health. The Activities Scale contains information about the number of sports in
which the child engages, the amount of time spent in sports reiative to other
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children, the number of activities in which he or she participates, an evaluation of
the quality of that participation, the number of chores or jobs the child performs,
and the quality of job or chore performance. These six items are assigned points
on the basis of frequency and quality of participation, and the points are summed
across items to obtain an Activities Scale score. However, scaling assumptions and
the internal consistency of item groupings were not tested empirically for either the
Social Scale or the Activities Scale.

DISCUSSION

Conceptually, social health has not been distinguished from physical and men-
tal health constructs for children. Most often, it has been included as one aspect of
behavioral problems found in comprehensive checklists {see Section E above). Al-
though the items and scales reviewed were not labeled as social health measures,
they appear to assess social health constructs as defined for adults (i.e., measures
pertaining to interpersonal interactions and social participation} (see Donald,
Ware, Brook, et al, 1978). However, the possible confounding of social concepts
with those of mental health, and the implications of doing so, were not discussed
by the investigators who were reviewed.

Areas in which social interaction and participation are manifested were family
and home, social life (e.g., friendships}, community (e.g., ciubs), and other activities
(e.g., hobbies, interests). Measures focused on behavior in one specific area or across
several areas.

Both evaluative data {e.g., evaluations of the child’s behavior by parents) and
relatively objective data (e.g., counts of the number of friends) were combined to
construct social health measures. Only Achenbach atternpted to aggregate his mea-
sures, but he did not relate social competence scales to his Child Behavior Checklist
(CBCL) scales.

I. Empirical Studies of Social Health Measures

DESCRIPTIVE STATISTICS

Only one study reported frequency distributions for child social health items.
The National Health Examination Survey (NCHS, 1971b} presented the percent-
ages of children aged 6-11 rated by parents on the “peer relations” questions (see
Table 20) and the percentages of youths aged 12-17 rated by parents on the ease
in making friends (NCHS, 1974). Trends in Table 20 suggest that most parents view
their children as socially active. All children were viewed as having at least some
friends; very few (about 4 percent) had difficulty getting along with other children;
and less than one-fourth were rated as somewhat shy. Similarly, most youths (82
percent) were reported as making friends easily, with only 1 percent reported as
having a lot of trouble making friends.
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Table 20

FREQUENCY DISTRIBUTIONS FOR SocC1AL HEALTH ITEMS, AGES 6-11
National Health Examination Survey (1971h)

Percent Across
Item/Response Choices Ages 6-11

Number of [Child's)] Friends
None
Omly a2 few
A good number
Many children
Unknown

= L
|l T RS N Y i ]
| - = |

Are Friends Mostly--
Older
About same age B4,
Younger
Combination
Unknown

L= ]
L Ln

Willingness To Meet New Children and Make
New Friends
Somewhat shy
About average willingness
Very out-going--makes friends easily
Unknown

b bk
=R Sy
) L k3 TR

How Well Does Child Get Aleng with Other
Children
No difficulty
Liked as well as most children
Has difficulty with many children
Unknown

- b=
[ Y - RWY)
g ha ko

RELIABILITY

Only one of the two investigators who measured social health separately re-
ported estimates of reliability. Achenbach {1978; Achenbach and Edelbrock, 1979)
reported both test-retest and inter-rater reliability estimates for the social compe-
tence scales. Mothers of 12 boys aged 6-11, selected from a general population,
completed the child behavior checklist on two ocecasions about 8 days apart. A
test-retest reliability coefficient of 0.72 for the Activities Scale was reported. Actual
test-retest coefficients were not reported for the Social Scale, although they
were reported as falling somewhere in the range of 0.72 to 0.97. Test-retest coef-
ficients for boys aged 12-16 and girls aged 6-11 and 12-16 were very similar. Inter-
rater reliability was estimated by asking the mothers and fathers of 16 to 37 boys
and girls (at each age range) who attended a mental health clinic to complete the
questionnaire independently. A moderate coefficient of 0.58 for the boys’ (6-11)
Activities Scale was reported. Reliability coefficients for the other age groups
were in that range. Both types of reliability findings suggest that these measures
are appropriate for purposes of large group comparisons. However, if interparent
reliability for the Activities Scale is only 0,58, there is reason to question whether
one parent or both should be used as a source of social health data. From a valid-
ity point of view, because parents are not in close agreement, one is likely to be 2
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better rater. Thus, studies are needed to determine which parent provides the
most valid ratings,

VALIDITY

Neither investigator explicitly studied the construct validity of the social health
measures, but both reported information relevant to this type of validity. This
information pertained to (1) associations among measures of social (relations)
health, (2) associations between measures of social health and other health mea-
sures, and (3) differences among social health scores for members of different
populations (i.e., normal versus mental-health-clinic-referred populations). Associa-
tions among measures of social health should be significant and positive, reflecting
an underlying construct common to the different operational definitions used. As-
sociations between measures of social health and other health measures should be
significant, reflecting a general health construct underlying all components of
health status. Although not as clear cut as the previous hypotheses, there should
be significant differences (p < .05) among scores on social health measures for
children from psychiatric and normal populations.®

The National Health Examination Survey (NCHS, 1972} provided data rele-
vant to the first hypothesis (i.e., construct validity of selected social health items).
Significant associations were found among some social health measures. The num-
ber of friends was positively related to willingness to make new friends and the
ability to get along with others (p < .01). Involvement in art activities was positively
related to involvement in scouting groups (p < .01, for girls only) (see Table 21), The
National Health Examination Survey (NCHS, 1974) provided data relevant to the
second hypothesis. For youths aged 12-17, the difficulty the youth had in making
friends was found to be significantly related to degree of nervousness. Achenbach
(1978; Achenbach and Edelbrock, 1979) provided data on the discriminant validity
of the social competence scales. Comparisons of the scores for the Social and Activi-
ties Scales for general population children versus clinic-referral children (boyvs and
girls being evaluated in mental health settings} indicated that both scales differen-
tiated between groups. Thus, clinic children had significantly less favorable scores
than nonclinic children (p < .001) at each age level {6-11 and 12-16) and for both
sexes. Associations between the Activities and Social Scales, or among the two
social competence scales and the Child Behavior Checklist profile scores, were not
reported for clinic or nonclinic samples or across samples.

Summary of Empirical Studies

Of the few specifically social health measures for children identified, most are
single items measuring either social relations, number of friendships, or quantity
of social activities (see NCHS, 1971b; 1974). The two multi-item measures developed
by Achenbach did not test the assumptions underlying scale construction, nor were
internal-consistency reliability estimates reported for either his Social or Activities
Scales. Test-retest and inter-rater (parent) reliability estimates met minimum stan-
dards, but, for the Activities Scale, the latter was low enough (0.58) to make its
potential validity suspect, and all reliability estimates for these scales were based
an very small samples (less than 20 per test), Construct validity was not specifically
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tested for any measures; however, Achenbach’s Social and Activities Scales did
discriminate clinic from nonclinic children. Certainly more reliability and validity
studies are needed before these scales could be considered for use in general
populations.

Relationship of Social Health Measures to Sociodemographic Variables

Associations among scores for social health measures and age, sex, race, and
Income are summarized here for information purposes only. They should not be
considered evidence of validity, because theory regarding these relationships is not
well formulated.

Age. Achenbach (1978; Achenbach and Edelbrock, 1979) reported that age
differences were not significant for either boys or girls in either age group on the
Activities Scale or the Social Scale, with one exception: in the age range of 6-12
years, higher scores were observed on the Social Scale for boys aged 9-12 than for
those aged 6-8 (p < .05).

The National Health Examination Survey (NCHS, 1971b; 1974) reported age
trends for its social relations items. The proportion of children reported as having
only a few friends decreased somewhat over the age-span studied (6-11 years),
whereas the proportion with many good friends increased. The proportion with
mostly older friends decreased with age from about 10 percent at ages 6-7 to 4
percent among 1ll-year-olds. Correspondingly, the proportion with friends their
own age increased with age from 81 percent at 6.7 years to 87 percent at 11 years.
For youths aged 12-17, there was no age trend related to “trouble making friends.”

Shyness appeared to decrease with age from 24 percent among 6-year-olds to
20 percent among those aged 10 and 11 years. No age trend was seen for the
proportion of children said to be very outgoing and to make new friends easily.

The proportion of children having no difficulty getting along with others tended
to increase with age, and the proportion of those “liked as well as most children”
tended to decrease with age. No age-related trend was apparent in children re-
ported to have difficulty getting along with many children.

In terms of group activities, the proportion of children participating increased
sharply from about 16 percent among 6-year-olds to about 58 percent at age 11.

Sex. Few consistent sex differences were found among the peer relations items
reported by the National Health Examination Survey (NCHS, 1971b). For example,
slightly more girls (23 percent) than boys (20 percent) were reported to be some-
what shy. Boys (36 percent) were somewhat more likely to be rated average in
willingness to meet new children and make new friends than were girls {33 percent).
No sex differences were reported for the items relating to number of friends, age
of friends, and ability to make friends easily (see NCHS, 1971b, 1974).

Race. There appeared to be no difference between white and black yvouths
{aged 12-17} in their ability to make friends easily (NCHS, 1975b).

Income. No differences were reported in the ability of vouths aged 12-17 to
make friends as a function of family income (NCHS, 1975b).
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J, Defining General Health Ratings

This section summarizes literature pertaining to the conceptualization and
measurement of overall health for children, based on parental ratings of the child’s
general health status. Examples of these measures of health status (often referred
to as general health perceptions) include the single-item rating of health in terms
of “excellent,” “good,” “fair,” or “poor” and endorsement or nonendorsement of
statements regarding worry or concern about the child’s health. General health
ratings tend to be more subjective than those discussed thus far because they
require higher degrees of inference or are based on behavior that cannot be directly
observed. For adults, general health ratings appear to add useful information about
health to that obtained from relatively objective measures {(Ware, Davies-Avery,
and Donald, 1978). Whether this holds true for children is not known.

K. Approaches to Measurement of General Health Status

Findings regarding general health ratings were based on data from two general
population surveys (NCHS, 1973; Roghmann and Pless, 1975}. In each survey,
analyses were based entirely on single-item measures.

The content of items used to obtain general health ratings was similar in both
the National Health Examination Survey (NCHS, 1973) and the Rochester Child
Health Survey (Roghmann and Pless, 1975). Both surveys requested a parent to
choose from a number of response categories the one that best described the child’s
health. In the National Health Examination Survey, the health of children (aged
6-11) was rated on a four-point scale (very good, good, fair, or poor), whereas the
health of youths (aged 12-17) was rated on a five-point scale (excellent, very good,
good, fair, or poor). Ratings were made in terms of the child’s present health.
Parents were also asked to rate the extent of their worry about children’s health.
The Rochester Child Health Survey included a single-item general health rating of
children aged 0-17 that pertained to health over the last 12 months in terms of good,
fair, or poor.

L. Empirical Studies of General Health Ratings
PREVALENCE

The percentage of children rated in categories of general health status, as
reported in both the National Health Examination Survey (NCHS, 1973) and by
Roghmann and Pless (1975), is shown in Table 22. Because the number of response
categories between the age groups differed, the results are not strictly comparable.
Nevertheless, it is clear that less than 10 percent of the children were rated as being
in the "fair” to “poor” health categories. Thus, most children in general populations
are reported to be in “"good” or “excellent” health.

In the National Health Examination Survey (NCHS, 1973), parents of nearly
19 percent of the children and 15 percent of the vouths expressed concern or worry
about some aspect of the health of their children. Both of these figures are larger
than the percentages of children and youths rated “fair” and “poor” in terms of
general health status, suggesting that some parents worry about the health of their
children even though it is viewed as good or excellent.
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Table 22

PERCENTAGE OF CHILDREN RATED IN CATEGORIES
oF GENERAL HEALTH STATUS

{NCHS, 1973) Roghmann and Pless (1975)
Category Ages 6-11 Ages 12-17 Ages 0-17
Excellent Net included 33.0 Not included
Very good 52.0 34.0 Not included
Good 43.0 29.0 90.0
Fair 4.9 3.0 8.0 - 9,0%
Poar 0.4 0.3 1.2 - 2.0

a .
Estimated by the authors of this report from available data.

RELIABILITY

Neither study reported any type of reliability estimate for the itemns asked.

VALIDITY

The validity of the general health ratings was not specifically studied in either
investigation, although some results reported could be evaluated for this purpose.
Data pertaining to four types of hypothesized relationships were identified (the
magnitude relating to the hypothesis is given in parentheses): (1) between different
aspects of general health ratings (strong. e g., r's > 0.60); (2) between general health
and mental health ratings (substantial, e.g., r's > 0.40}; (3) between general health
ratings and physical examination Tindings (substantial); and (4) between ratings and
use of health care services (statistically significant, i.e., r's sufficient for p < .05).

Associations Among General Health Ratings Items

The National Health Examination Survey (NCHS, 1973} reported a significant
relationship {p < .01) between parents’ ratings of their children’s present health and
their ratings of health worry for both children and vouths. The percentage of
children and youths whose parents were worried about their health decreased with
each successively higher health-rating level.

Associations Among General Health Ratings and Mental Health Items

The National Health Examination Survey (NCHS, 1974) reported a substantial
relationship between parents'ratings of present health status for youths aged 12-17
and ratings of degree of nervousness. For all youths, the proportion rated as ner-
vous ranged from around 40 percent for those in excellent health to around 80
percent for those in fair or poor health.
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Associations Among General Health Ratings and Examination Findings

There appeared to be a direct relationship between parent (usually mothers)
ratings and physical examination findings for children (aged 6-11} in the National
Health Examination Survey (NCHS, 1973). Examination revealed that children
rated in “poor” or “fair” health were most likely to have a significant physical
abnormality (p < .01); this finding was also true in the case of parental worry and
physical examination results. However, in spite of this general relationship, there
was not complete agreement between parental ratings and examination findings.
For example, physical examination showed that among children aged 6-11 whose
health was rated “fair” or “poor,” only 20 or 40 percent, respectively, had signifi-
cant health problems. Moreover, only 17 percent of those whose parents “worried”
about their health were found to have a physical abnormality at the examination.
It was noted that this lack of agreement may have occurred because the clinical
examination identified primarily physical abnormalities (NCHS, 1973). This view
lends support to the notion that health should be conceptualized as multicomponent

and that each component warrants operationalization and measurement, as is done
in the HIS.

Associations Among General Health Ratings and Health Care Utilization

Roghmann (1975) presented data pertaining to the use of medical care as a
function of need factors {(e.g., general health rating}. Children rated in “poor”
health were more likely to have contact with the doctor over the last 2 weeks {p
<.06), and to have a higher use-rate of medical services over the last year (p < .001),
than were children rated in "good” health. The last visit to the doctor was more
likely to be for a preventive purpose for children in "good” health than for children
in “poor™ health (p < .05).

Summary of Validity Findings

Published findings are consistent with theory and support the validity of gen-
eral health ratings as general measures of health status. Specifically, children rated
as healthy tend to have fewer physical abnormalities, use fewer physician services,
and less often tend to be a source of parental worry.

General Health Ratings and Demographic and Socioeconomic
Characteristics

For adults, negative associations between general health ratings and age have
been considered evidence of validity based on the assumption that health deterio-
rates with age. For children, this assumption is probably not true. Thus, relation-
ships among age and general health ratings, and among sex, race, and income, were
not evaluated as evidence of measurement validity; findings are reported here only
for the purpose of providing information.

Age. No consistent trend by age was found for ratings of children’s general
health status (NCHS, 1973; Roghmann and Pless, 1975). In the National Health
Examination Survey, the health of older children (9-11 years} was significantly
more likely to be considered worrisome than that of children 8 years and under.
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A similar but nonsignificant increase was apparent for youths up to 15 years old
relative to older ones (16-17). On the other hand, Roghmann and Pless reported that
the proportion of children with a rating of either “fair” or “poor” health tended to
diminish slightly with age (from 10 percent for those under 3 years of age to 7
percent for those 12-17 years old).

Sex. Differences in ratings of general health status for boys and girls were
negligible for the younger age group (6-11), but for youths (12-17), boys were more
Likely {p < .05) to be rated in “excellent” or “very good” health (NCHS, 1973).
Roghmann and Pless (1975) reported that the proportion of children with a rating
of “fair” or “poor” health was slightly greater for boys (9 percent) than girls (7
percent).

Race. White children and youths were more likely than blacks to be con-
sidered in at least “very good” health and less likely to be in "“good” or “fair” health
(NCHS, 1973). Correspondingly, parents of black children and youths were more
frequently worried about the heaith of their children than were parents of white
children. Findings reported by Roghmann and Pless (1975) were similar: 7.5 percent
of the white children were rated in “fair” or “poor” health compared with more
than 13 percent of the black children.

Income. The proportion of children (aged 6-11) and youths (aged 12-17) whose
health was rated at least "very good” increased significantly with increasing family
income level (NCHS, 1973). This same pattern was observed for the concern/worry
item and income, although it was significant only among youths. In the Rochester
Child Health Survey (Roghmann and Pless, 1975), there appeared to be an interac-
tion between race and income such that poor blacks and poor whites had similarly
lower health ratings, but higher income blacks reported poorer child health than
higher income whites.

SUMMARY OF HEALTH STATUS LITERATURE REVIEW

The review of published literature was undertaken to clarify the state of the
art of children’s health status measurement and to identify major issues involved
in the construction of children’s health status measures. In general, measures of
health status for children have not been well-developed and validated, The review
of published physical, mental, and social health, and general health measures
identified few investigations of children in general populations that addressed
issues relevant to the reliability and validity of their measures. Findings from the
literature reviews pertaining to each of the following issues are summarized here:
(1) similarity and differences in the content of specific health status measures, {2}
the extent to which empirical tests were reported to confirm item groupings within
each health dimension and to confirm assumptions underlying scoring methods
used, (3) descriptive statistics for published health status measures, (4) the reliabili-
ty of published health status measures, and (5) the validity of measures in terms
of the health construct they were intended to measure.
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Content of Measures

The onty dimensions of children’s health status on which there appeared to be
general consensus regarding content of measures were physical health and general
health perceptions. All investigators measuring physical heaith used similar items
to define each of the five categories of functioning: self-care activities, mobility,
physical activities, role activities, and leisure activities. Similarly, both investiga-
tions measuring general health perceptions for children used single-item ratings of
the child's general health in terms of excellent, good, fair, or poor.

On the other hand, there was no clear consensus on either conceptual or oper-
ational definitions of mental health for children. Mental health measures for chil-
dren focused primarily on overt, tangible behaviors that mix behavioral, physical,
and psychological aspects of health status. There appeared to be few measures of
children's mental health that focused primarily on psychological states and dealt
exclusively with mental (as opposed to physical and social) health content. More-
over, almost all measures that were identified emphasized negative behaviors and
psychological states to the virtual exclusion of positive well-being or behaviors.

Similarly, there appeared to be no explicit conceptual agreement regarding the
meaning or measurement of social health for children. In fact, social health has
rarely been distinguished as a separate health component or measured indepen-
dently of mental health or behavior problems. Although not labeled explicitly as
social health measures, some items identified in the literature review had similar
content to those used to assess social health constructs for adults (i.e., measures
pertaining to interpersonal interactions and social participation}.

Construction of Scales and Indexes

Of those investigators who developed scale or index measures of health status
for children, only one reported tests of the extent to which items in each scale
measured the same construct and whether assumptions underlying scoring meth-
ods were appropriate. Most often, items were aggregated within specific health
dimensions without empirical justification. When summary measures were used,
little mention was made of the appropriateness of combining items covering several
constructs. In the case of physical health measures, there was some consensus
regarding which categories of activities should be aggregated. More extensive
studies of the theoretical and empirical assumptions underlying scaling schemes
are needed across all the children’s health status dimensions.

Descriptive Statistics and Prevalence

Summarizing and drawing conclusions about prevalence data for specific
health status problems was difficult because of variations in item content, age
ranges of children studied, and scoring algorithms used to define health status
measures. In spite of these differences, it appears that most of the children in
general populations are reported to be in good health {i.e., free of functional limita-
tions, socially healthy, not at potential psychiatric risk, and rated in “good” or
“excellent” general health). None of the investigators addressed the issue of preci-
sion of measurement. Thus it is not clear under what circumstances published
measures of children’s health status have sufficient power to test hypotheses re-
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garding the effects of various treatment conditions, such as those under investiga-
tion in the HIS (e.g., different health care financing arrangements).

Reliability

Few investigators addressed issues pertaining to the reliability of their health
status measures; no reliability estimates were identified for measures of physical
health or general health perceptions. Estimates of reliability, when reported, were
based primarily on testretest and inter-rater methods. In addition, one group of
mental health investigators reported internal-consistency reliability estimates for
their screening measure. Published reliability estimates appeared to be sufficiently
high for purposes of group comparisons; however, more empirica! work needs to
be conducted on the reliability of specific health status measures before they can
be used with any confidence.

Validity

What little validity evidence was available in published studies of children’s
health status measures pertained primarily to construct validity (i.e., studies of the
relationship between the measure of interest and the other variables with which
a valid measure should be correlated). Published measures of physical functioning
for children have not been well validated. Although available evidence indicates
some relationship between measures of functional status and other physical health
constructs, no studies of associations were reported among measures representing
different categories of functional status or between measures of functioning and
general health ratings or other health-related variables.

The construct validity of mental health measures has been more extensively
studied than that of physical health measures; however, evidence has usually
centered on the problem of determining whether the measures assess mental
health rather than the specific mental health constructs they were intended to
measure. Although findings tend to support published measures as valid indicators
of mental health, further studies are needed to clarify the operational definitions
of mental health construets and to specify their interrelationships before the valid-
ity of the measures can be assumed with confidence.

Finally, construct validity was not specifically assessed for either the measures
of social health or those of general health; nevertheless, some information relevant
to this type of validity was reported. Associations among social health items were
consistent with theory and thus supported their validity. Similarly, the observed
pattern of associations among general health ratings and between these ratings and
other measures of health status tended to support the validity of the ratings items
as measures of general health. For measures of both social health and general
health ratings, more reliability and validity studies are needed before the measures
can be confidently used in general populations.

FOOTNOTES

1. These hypotheses were originally enumerated and tested for adults with
functional limitations in the HIS by Stewart, Ware, Brook, et al. (1978).
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2. These hypotheses were originally developed and assessed with measures of
mental health for adults in the HIS by Ware, Johnston, Davies-Avery, et al., 1979.

3. These hypotheses were first suggested in the HIS Social Health literature
review for adults (see Donald, Ware, Brook, et al., 1978).



Chapter 3

METHODOLOGY FOR MEASURING CHILD HEALTH
STATUS IN THE HIS

This chapter presents details about sampling characteristics, data-gathering
methods, and the batieries of questionnaire items used at the Seattle, Fitchburg,
Franklin County, Charleston, and Georgetown County sites to measure children’s
health status before the HIS experiment began. It also discusses a plan of analysis
for performing empirical studies of HIS measures of children’s physical, mental,
and social health, and general health perceptions that include assessment of scaling
issues, descriptive statistics, reliability, validity, and sociodemographic correlates
of the measures.

Sampling Characteristics and Data-Gathering Methods

HIS data on children’s physical, mental, social, and general health ratings
reported in this volume were derived from Form A of the Medical History Ques-
tionnaire (MHQ) administered at the time of enrollment. At that time, self-adminis-
tered questionnaires specific to two age groups (0-4 and 5-13) were generally com-
pleted by the mother or some other proxy-respondent. These age groupings were
formed to be consistent with the beginning of school attendance for older children.
The enrollment sample differed (intentionally) from a sitnple random sampie of the
population in each site (see Chapter 1 for a detailed description of the sampling
frame),

The analyses described in this report are restricted to data on 679 children aged
0-4 and 1473 children aged 5-13 from 5 of 6 sites.’ Table 23 presents demographic
and socioeconomic characteristics of children enrolled in all 6 HIS sites. As can be
seen from Table 23, sample children (and families) differ across sites with respect
to family income, education of the family head, and race. There are fewer whites,
less-educated family heads, and more economically disadvantaged families in the
South Carolina site {Charleston and Georgetown County sites combined).

Additional data on 188 children aged 0-4 and 352 children aged 5-13 from the
sixth site (Dayton, Ohio} are analyzed separately because the current child health
battery was not administered in that site. Dayton was the first HIS site to be
enrolled, and the preliminary child health battery items administered there were
generally less comprehensive than those administered in the other 5 sites.

In addition to the Medical History Questionnaire items described above, there
are several other sources of data for children enrolied in the HIS. These sources
will be used in future validity studies and include enrollment and exit physical
examinations of children; biweekly health diary information on families, generally
completed by mothers; measures of disability days for children, also completed by
mothers; and health questionnaires, completed annually during the experiment by
a parent unless the child reaches 14 years of age.

Since data-gathering methods and operational definitions of variables can affect
estimates of central tendency, reliability, and validity, a summary list of factors
that may influence survey results is given in Table 24, along with a brief description

76
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Table 24

SUuMMARY OF METHODOLOGICAL FACTORS THAT INFLUENCE SURVEY RESULTS AND
CHaractERISTICS OF HIS DATA-GATHERING METHODS FOR CHILDREN AGED (-13

Factors

Medical History Questionnaire

Context or purpose of data collection (e.g.,
voluntary household survey or evaluation of
medical facility they use)

Method of administration

Location of interview

Respondent interest in subject matter

Sensitivity of questicnsa

Compensation

Fosition and length of the questionsa

Form of questious

Recall peried

Procedures to aid recall {e.g., use of
diaries, memory aids, time bounding)

Instrument complexity

Population group

Field edit specifications

Data preparation methods

Required of respondents enrolled in study.

Use vf proxy respondents (self-administration
with interviewer help if regquired).

Respondent 's home.

Probably high, given focus on health status
and health care delivery.

Social relations and mental health are probably
the more sensitive aspects of health status
{(i.e., more threatening), whereas general health
perceptions and physical health, In terms of
functioning, are probably less sensitive aspects
of health status.

Tuwo dollars per child (up to & maximum of $20
per family)--five dollars per child for those
who becth took the screening examination and
answered the Medical History Questionnaire.

Form &, Ages (-4: Numbers 9-12, 14-21, 334-330,
344=-34F of 33.

Form B, Ages O-4: 8, 28, 35, 42, 52, 52C, 53,
66, 69A-69F of 72.

Form A, Ages 5-13: 5-20, 35-37, 41, 42-53,
544~541, 54K-54P, 55A-55F
of 56.

Form B. Ages 5-13 23, 31, 62, 63, 76, 94, 104,

1044, 105, 118, 121A-1211
of 125.

Structured response choices.

Varies from present status, past 30 days, past
monith, past 3 months, past year, ever.

Nomne.

Mental health and social relations constructs
tend to be more complex and more abstract
(relving on proxv inferences} than other aspects
of healch (e.g., physical functioning and gen-
eral health perceptions).

Sample of children from three sites; ages 0~13;
52.1% male; 77.5% white; mean educaticonal level
of head of family, 12.3 yvears; mean family in-
come, $11,848 (1974 dollars).

Careful editing for missing items; call back
when more than six items were missing in
entire gquestionmnaire.

Standardized coding procedures.

aQuestionnaires for children were completed after the proxy respondent had filled out the

adult Medical History Questionnaire.
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of how each was handled in the HIS. These methodological details should be kept
in mind when one is interpreting the HIS results reported in this volume and
attempting to generalize them to other settings. The effects of these factors and
others on survey results are discussed in Deming (1971), Sudman and Bradburn
(1974), and U.8. Department of Health, Education, and Welfare (1975).

HIS Questionnaire Items

Several batteries of questionnaire items assessing physical health for children
aged 0-13, mental health (5-13), social health (5-13}, general health ratings (0-13),
and satisfaction with development (0-4) were fielded at enrollment in the & HIS sites
after Dayton (see Tahles 25-30 for specific items in each battery}. Because most
items are adapted from those fielded for persons 14 and older in the HIS, content
suitability for assessing health status of children under 14 years and validity are
of particular inferest in the analyses to be reported subsequently.

PHYSICAL EEALTH

HIS physical health measures focused on limitations in the performance of a
variety of specific daily activities, including self:care activities (e.g., bathing), physi-
cal activities (e.g., walking), mobility, and role activities (e.g., school work). Ques-
tionnaire items were adapted from those used for persons 14 and older in the HIS
(Stewart, Ware, Brook, et al,, 1978). Those measures were based on the work of
Patrick, Bush, and Chen (1973} and of Revnolds, Rushing, and Miles (1974}, who
focused on the functional limitations of both children and adults.

The functional status items for children aged 0-4 (see Table 25) were construct-
ed to measure three categories of limitations: (1) physical activity, (2) role activity,
and (3) self-care activity. The three role-activity items pertained to limitations in
kind or amount of ordinary play, ability to take part in ordinary play, and ability
to do anything the child wants to do. One item pertained to limitations in self-care
activities {e.g., limitations in activities such as eating, dressing, bathing, or using
the toilet). Similarly, one item pertained to physical activity: the use of supportive
devices to walk.

The HIS questionnaire items on functional status for children aged 513 were
constructed from 13 items in 4 categories of limitations: (1) mobility; (2) physical
activity; (3} role activity; and (4) self'care activity (see Table 26). Whenever a
functional limitation was endorsed, the proxy respondent rated the duration as (1)
less than 1 month, (2) 1 to 3 months, or (3) more than 3 months. Limitations present
for 3 months or less were considered acute; those of longer duratien were con-
sidered chronic. These designations were chosen to facilitate comparisons with data
from other health interview surveys that used similar durations (e.g., NCHS,
1971a).

The mability items pertained to restrictions in travel in terms of both range and
freedom to move about from place to place. The physical activity items pertained
to limitations in walking, stooping, bending, climbing stairs, running, and lifting
heavy objects. The role activity items pertained to limitations in kinds of school-
work, ability to go to school, and ability to do anvthing the child wants to do. The
self-care item pertained to limitations in activities such as eating, dressing, bathing,
or using the toilet.
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Table 25

HIS FuncrionaL Status C :cORIES AND ITEMS UseD To Assess
THE PHysicaL HEA:TH oF CHILDREN AGED (4

Category Item® Contentb

Physical activity 17 Is this child umable to walk, unless assisted by
an adult or by crutches, artificial 1limb, or braces?

Role activity 21 Does health limit this child in any way from doing
anything he or she wants to do?

20 Does this child's health limit the kind or amount of

ordinary play he or she can do?

19 Does this child's health keep him or her from teking
part in ordinary play?

Self~care activity 18 Because of health, deoes this child need more help
than usual for a child this age in eating, dressing,
bathing, or using the toilet?

“Item numbers from Form & of the Medical History Questionnaire, Ages 0-4 (see
Appendix D).

bFor each item endorsed, another question was asked to ascertain duratiom of
limitation (see Appendix D).

MENTAL HEALTH

Children’s mental health measures were designed to assess both positive and
negative states of psychological well-being (as reported by a proxy) for children
aged 5-13 (see Table 27). Items selected were based on a content analysis of mental
health survey measures of general populations and on the battery of items used for
persons 14 and older in the HIS (see Ware, Johnston, Davies-Avery, et al., 1979).
Children’s items were constructed to measure three aspects of mental health: (1)
anxiety (e.g., child seemed relaxed, bothered by nervousness, anxious, or worried),
{2} depression {e.g., child seemed lonely, depressed), and (3) positive well-being (e.g.,
child seemed cheerful or happy and to enjoy things). Operational definitions of
these mental health constructs in the HIS focused chiefly on psychological states
rather than on somatic states (i.e., depression or physical manifestations of anxiety,
such as stomach pain or headache).

The recall period for questions was set at one month prior to enrollment to
balance considerations regarding assessment of representative samples of chil-
dren’s characteristic psychological states and behavior with the potential problem
of parents’ memory decay associated with longer recall periods. Both positively and
negatively worded items were included to achieve a wide range of scores and
balanced scales. The latter minimize effects of some response biases (e.g., tenden-
cies to endorse or negate items regardiess of content). Response categories for the
12 items were based either on the frequency of the event (e.g., child felt lonely: all
of the time; most of the time; a good bit of the time; some of the time; a little of the
time; none of the fime} or on a rating of the problem’s degree of intensity (e.g., chiid
bothered by nervousness: extremely-—to the point where he or she could not go to
school or do usual activities; very much bothered; bothered quite a bit by nerves;
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Table 26

HIS FuncTioNAL StaTus CATEGORIES AND ITEMS Usep To ASSESS
THE PrysicaL HEALTH oF CHILDREN AGED 5-13

Category Itema

b
Content

Mobility 8

10

11

Physical activity 12

14

13

15

16

Role activity 17

148

19

Self-care activity 20

Does this ¢hild's health limit him or her in any way
in using public tramsportation or a bicycle?

Does this child need help in petting around the
nelghborhood because of health?

Does this child have to stay indoors most or all of
the day because of health?

Is this child in bed or in a chair for most or all of
the day because of health?

Does this child's health limit the kind or amount of
vigorous activities he or she can do, such as running,
lifting heavy objects, or taking part in strenuous
sportg?

Does this child have trouble bending, lifting, or
stooping because of health?

Does this child have trouble either walking several
blocks or climbing a few flights of stairs because of
health?

Because of health does this child have trouble either
walking cone Eloek or climbing one flight of stairs?

Is this child unable to walk unless assisted by an
adult ¢r by a cane, ecrutches, artificial limb, or
braces?

Does health limit this child in any way (from doing
anything he or she wants to do}?

Is this child unable to do certain kinds or amounts
of schoolwork because of health?

Does this child's health keep him or her from going
to schogl?

Because of health does this child need help with
eating, dressing, bathing, or using the toiletr?

a
Item numbers from Form A of the Medical History Questionnaire, Ages 5-13 (see

Appendix D}.

b ;
For each item endorsed another question was asked to ascertain duration of

limitatjon (see Appendix D}.
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Table 27

HIS Items anp Hyroruesizep CaTtecories Usep To AssEss MENTAL
Hearrs ror CHILDREN AGED 5-13

Groupings Iten® Content
Anxiety 43 How much of the time during the past meonth did
this child seem to feel relaxed and free of
tension?

46 How much of the time during the past month did
this child seem to be able to relax without
difficulty?b

47 How much did this child seem to be bothered by
nervousness or 'nerves' during the past month?

48 Buring the past month how much of the time did
this child seem to be restless, fidgety, or im-
patient?®

51 During the past mowtk did this child seem to be
anxious or worried?f

Depression 42 How much of the time did this child seem to feel
lonely during the past month?

45 How much of the time during the pasi rmonth did
this child seem to be depressed (down-hearted or
blue)??

49 buring the ;pari montsn how much of the time did
this child seem to be moody or to brood about
things?P

Positive well-being 44 During the past movth how much of the time did

this child generally seem to enjov the things
that he or she did?

50 How much of the time during the »gz: mowmth did
this ¢child seem to be cheerful and lighthearted?b

52 buring the past romt# how much of the rime did
this child seem to be a happy person?b

53 How often during the past montk did this child
seem to wake up feeling fresh and rested?P

aItem numbers from Form A of the Medical History Questionnaire, Ages 5-13
(see Appendix p).

b
Response categories were based on the frequency of the event (see
Appendix D).

c , . .
Response categories were based on a rating of the degree of intensity of
the problem (see Appendix D).
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bothered some, enough to notice; bothered just a little by nerves; not bothered at
all by nerves). Following careful review of the Medical History Questionnaire’s
battery of mental health items, fielded in each site (including Dayton’s postenroll-
ment), a 15-item behavior-problem battery was added to the annual Health Ques-
tionnaires for inclusion at each site beginning in the fall of 1978, It contained 3 or
4 items each in the areas of aggressive hehavior, delinquent/antisocial hehavior,
hyperkinetic behavior, and social withdrawal (see Appendix E},

SOCIAL RELATIONS

In the HIS, socizl health refers to the quality of the child’s interpersonal in-
teractions, defined in terms of how well the child gets along with significant others.
The three HIS items, similar to an item used in the National Health Examination
Survey (NCHS, 1971b} for children, are listed in Table 28. Items refer to the degree
to which the child has gotten along with other children, the family, and teachers.?

GENERAL HEALTH RATINGS

General health ratings for children in the HIS were selected from among items
originally constructed for adults by Ware and Karmos (1976} (but reduced in num-
ber for children) and from general health rating items used in the National Health
Examination Survey (NCHS, 1973). Table 29 presents the seven items, pertaining
to general health ratings, that were completed for all chiidren (aged 0-13). Items
have been defined with respect to time {perceptions of prior and current general
health) and with respect to resistance/susceptibility to illness. As shown in Table
29, an attempt was made to balance scales by including both positively and nega-
tively worded items. Response categories varied across items. The prior health,
resistance/susceptibility, and two of the current health items were accompanied by
five response categories: definitely true; mostly true; don’t know; mostly faise; and
definitely false. The remaining current health item asked for a rating of the child’s
health in terms of excellent, good, fair, or poor.

SATISFACTION WITH DEVELOPMENT

General health was also defined in terms of parental satisfaction with the
development of younger children {aged 0-4) in four areas of potential interest and
concern: {1) overall physical development, (2} eating habits, (3} sleeping habits, and
(4} bowel habits (see Table 30). Response choices for the four items asked for ratings
of satisfaction/worry about development: very satisfied; somewhat satisfied;
neither satisfied nor worried; somewhat worried; very worried.

Plan of Analysis

Analyses were performed (a) to evaluate scoring algerithms, (b) to determine
how well the child health status measures met the measurement criteria outlined
in Chapter 1, and (c) to examine the potential usefulness of the measures for testing
hypotheses of the effects of health care financing on health status in the HIS.
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Table 28

HIS Items DEFINING SoCIAL RELATIONS FOR CHILDREN AGED 513

Tten® Contentb

35 During the past I months, how well has this child gotten along
with other children?

35-A(36) During the past 3 months, how well has this child gotten along
with the family?

35-B(37) During the past & montss, how well has this child gotten along
in school with teacher and classmates? (Consider nursery school
or kindergarten as school.)

a
Ttem numbers from Form A of the Medical History Questionnaire, Ages 5-13
{see Appendixz D).

bThe response categories were as follows: very well, no problems; quite
well, hardly any problems; pretty well, occasional problems; not too well,
frequent problems; not well at all, serious problems: not in school (for
item 35-B(37) enlv).

Table 29

HIS Items anp HyroTHESIZED CATFGORIES USED To OBTAIN CENERAL HEALTH
RaTings ForR CHILBREN AGED 0-13

a

Croupings Item Content
Current health 14 In general, would vou say this child's health
i< vxcellent, good, fair, or poor?b
3da This e¢hild's health is excellent.®
34 T:is child seems to be less healthy than other
children T know.©
Resistance/susceptibilicy Jac This child seems to resist illness very well.©
34f When there is something going around, this
child usually catches it.©
Frior health 3h This child was so sick once 1 thought he or she
rmight die.®
e This child has never heen seriocusly 111.€

#Item numbers from Form A of the Medical History Questionnaire, Ages 0-4 (see

Appendix D).

bThe response categories were as follows: excellent, good, fair, and poor.

c . . P
The response categories were as follows: definitely true, mostlv true, don't

know, mestly false, and definmjrely falce.
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Specifically, data were analyzed to determine item central tendency and variability;
to provide an empirical test of hypothesized item groupings; to obtain descriptive
statistics for scores; to estimate reliability and validity; and to examine sociodemo-
graphic correlates of measures constructed.

Table 30

HIS Items DEFINING SATISFACTION WITH THE DEVELOPMENT
oF CHILDREN AGED (.4

a
Item Contentb

9 Consldering this child's progress in rolling over,
sitting up, walking, and talking, how do you feel
about the way (s)he is prowing up or developing?

10 How do you feel about this child's eating habits?
11 How do you feel about this child's sleeping habits?
12 How do you feel about this child's bowel habits?

2Ttem numbers from Form & of the Medical History Question-
naire, Ages 0-4 (see Appendix D).

b . for:

The response categories were as follows: wvery satisfied,
somewhat satisfied, neither satisfied nor worried, somewhat
worried, wvery worried.

SCALING PHYSICAL HEALTH ITEMS

Based on a content analysis of physical health items described in the literature,
and of empirical findings for persons 14 years and older in the HIS, the five func-
tional status items for children aged 0-4 were assigned to categories, and scale levels
(i.e., the order of items in terms of severity of limitations described) were hypothe-
sized. Categories and hypothesized levels are shown in Table 31. Scalogram analy-
ses (Guttrnan, 1944} were performed to evaluate the extent to which items in each
category defined a unidimensional scale (i.e., the same construct was measured by
the items} and were cumulative (i.e., properly ordered by degree of dysfunction
such that one pattern of item scores is associated with each scale level). Following
a successful scalogram analysis, knowledge of a respendent’s scale score would
permit prediction of the exact pattern of responses to all items in the scale.

Scaling Procedures

The coefficient of reproducibility (CR) and the coefficient of scalability (CS) were
used to evaluate each group of items according to standard scaling procedures. CR
values of 0.90 or greater were accepted as evidence of the reproducibility/reliabili-
ty of a given set of items.® CS values of 0.60 or greater were accepted as evidence
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of the scalability of a given set of items.* (For a more detailed description of
scalogram analysis, see Section I1 of Ware, Brook, Davies-Avery, et al., forthcom-
ing.} Because a very large proportion of the children in general populations are free
from limitations, CR values tend to be high regardless of whether a cumulative
scale is defined. For this reason, a more conservative evaluation of the scalability
of each group of items was peformed by conducting scalogram analyses for only
those persons having one or more limitations. This decreased the proportion of
individuals having perfect scores; however, score distributions were still highly
skewed. Also, because only a small number of children aged 0-4 had any chronic
or acute limitation (4 to 18 per site}, scalogram analyses were conducted on the
combined-sites sample of children 0-4 years old rather than within individual HIS
sites. Even when children were pooled across sites, the number of children having
at least one limitation was still very smalil.

The 13 functional limitations items for children aged 5-13 were also assigned
to categories, and scale levels were hypothesized as shown in Table 32. The same
set of criteria as that described above was used as evidence of the scalability of a
given set of items. Again, because physical limitations were rare, a more conserva-
tive approach to the scalogram analysis was adopted by studying only those chil-
dren 5-13 years old who had one or more limitations and by combining data across
sites. The CR and CS criteria described above were also applied to data for children
5-13 vears old.

In those instances in which the number of children with any limitations was too
small to test adequately for reproducible scales, dichotomous functional limitations
scores of zero {absence of limitations) or one (presence of one or more limitations
of any type and duration} for each impairment category were assigned.

Missing Data

For purposes of testing, children with one or more missing responses to physical
limitations items were eliminated. After verifying a multi-item scale, it was possible
to estimate responses for missing items in Guttman scales by reviewing completed
items in the same scale. This was done by one of the present authors in conjunction
with a staff member familiar with this area. The pattern of responses across com-
pleted items in a given scale was used to estimate missing items and the most
appropriate scale level to be assigned to the respondent. When levels could not be
estimated with confidence, the respondent was assigned a missing score and was
excluded from further analyses involving that scale.* When functional limitations
variables were scored dichotomously, respondents were assigned a missing score
under either of two conditions: (1) they were missing all the items, or (2) com-
pleted items indicated no limitations and the other items were missing.

SCALING MENTAL HEALTH, GENERAL HEALTH PERCEPTIONS,
SOCIAL RELATIONS, AND SATISFACTION
WITH DEVELOPMENT ITEMS

Eleven items for children (-4 years old and 22 items for those 5-13 years old
were hypothesized to measure mental health, general health ratings, social rela-
tions, and satisfaction with development. These items were grouped according to
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the specific content areas within the categories they were hypothesized to measure
(see Tables 27-30). The three main categories (i.e., anxiety, depression, and positive
well-being) for the 12 mental health items were based on scales constructed for
persons 14 and older in the HIS mental health battery (Ware, Johnston, Davies-
Avery, et al,, 1979). Groupings for the social relations and satisfaction with develop-
ment items were based on content analyses of items. Categories for the 7 item
general health ratings were based on content analyses of items and scales construct-
ed for persons 18 and older in non-HIS studies (Ware and Karmos, 1876).

Scaling Procedures

A modified version of Likert’s (1932) Method of Summated Ratings was used
to test the appropriateness of the various item groupings for children in the com-
bined samples and in individual sites. Several steps involving multitrait scaling and
factor analysis were followed in constructing summated rating scales from the
various items. Briefly, using multitrait scaling procedures, matrices of item-scale
correlations for each age group were evaluated according to two criteria: (1) the
Likert-type criterion, which required that each item be substantially correlated
{0.40 or higher) with the sum of other items in the same hypothesized grouping,
and (2) the discriminant validity criterion, which required that item-scale correla-
tions, corrected for overlap, be higher for the scale the item was hypothesized to
measure than for all other scales in the matrix. Each time the correlation {(corrected
for overlap) between an item and its hypothesized scale was more than two stan-
dard errors higher than the correlation with another scale, a successful discrimi-
nant validation was counted. A discriminant validity scaling error was considered
“definite” whenever a correlation (corrected for overlap) between an itern and its
hypothesized scale was two standard errors lower than a correlation between that
item and another scale. Errors were considered "probable” whenever these correla-
tions were within two standard errors of each other.

Correlations among items were further evaluated by using factor analysis to
determine whether any unhypothesized groups of items could be identified and
whether standardized items contained the same proportion of information about
the construct (i.e., whether items could all receive equal weights). Items in each
hypothesized category that met all the above tests were simply summed to derive
scale scores. (For a detailed explanation of the Method of Summated Ratings,
multitrait scaling procedures, and factor analytic techniques employed in the HIS,
see Section II of Ware, Brook, Davies-Avery, et al., forthcoming.) Finally, the 7
items rating general health (see Table 29) were combined {and recoded when neces-
sary) to form a longer General Health Ratings Index;® the 12 mental health items
were combined (and recoded when necessary) to form an overall Mental Health
Index.

Missing Data

When summated ratings scales were scored, responses for missing items were
estimated from completed items measuring the same construct. In most cases, the
subject item mean for known items pertaining to the same construct served as the
estimate of the missing item.” For instance, if responses for two depression items
were available for a given respondent {e.g., scores of three and three on five-point
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response categories), but a third depression item response was missing for that
respondent, the average (i.e., three) of the two available items was used as the
estimated value for the third item. When responses to all items in a given scale were
mussing for the respondent, the respondent received a missing score on that scale.

DESCRIPTIVE STATISTICS

After scales to measure children’s health status had been constructed, distribu-
tions of scale scores were evaluated. Score distributions should adequately repre-
sent the true distribution of health status on the particular dimension being mea-
sured, thus allowing for detection of differences in health status in the specific
population whose health status is being assessed. Descriptive statistics for chil-
dren’s health status scales were evaluated to identify those that had fairly normal
(or at ieast symmetrical) score distributions. Identification of scales with skewed
score distributions would indicate that the populations being studied were heaithy
or unhealthy (depending on the direction of skewness) or indicate where scale
revisions may be necessary. When skewed distributions are due to faulty measure-
ment, it is necessary to reduce coarseness and/or increase variability in order to
improve the ability of the measures to detect meaningful differences in health
status.

RELIABILITY OF SCALES

Reliability was estimated for the mentai health, social relations, general heaith
perceptions, and satisfaction with development scales for combined samples across
sites and for each age group within sites using an internal-consistency approach
based on Cronbach’s (1951) Alpha formula. Internal-consistency reliability is a
function of scale length {number of items) and homogeneity (average inter-item
correlation), aud is a measure of the extent to which measured variance in scale
scores is due to true score (rather than random error). Scale scores were considered
sufficiently reliable for group comparisons in the HIS when internal-consistency
estimates exceeded 0.50, a recommended minimum standard for that purpose
(Helmstadter, 1964). (For a more detailed discussion of reliability, see Section I of
Ware, Brook, Davies-Avery, et al., forthcoming.}

HOMOGENEITY OF SCALES

Estimates of item homogeneity (i.e., average inter-item correlations) were com-
puted for the mental health, social relations, general health perceptions, and satis-
faction with development scales for children aged 0-4 and 5-13, both for combined
samples and within sites. Homogeneity is a scale characteristic related to, but not
the same as, the reliability of the scale score. Briefly, estimates of homogeneity are
useful for two reasons: (1) because they indicate the extent to which scale items are
reliable measures of the same construct, and {2} because they are unaffected by the
number of items in a scale. Homogeneity estimates provide one basis for directly
comparing scales that differ in length. In other fields, coefficients of 0.30 or greater
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have served as a standard for evaluating homogeneity (see Section II of Ware,
Brook, Davies-Avery, et al., forthcoming); however, it is not clear whether this
standard should be applied to measurement of child health.

VALIDITY OF SCALES

Validity refers to the extent to which measures assess what they were intended
to assess. In the case of health status, validity refers not only to whether each
measure reflects differences in individual health, as opposed to some other concept,
but also refers to the extent to which the intended health construct is measured
(e.g., mental health as opposed to physical health). Two analytical methods were
used to evaluate validity: content validation and construct validation. (For a de-
tailed discussion of validity analyses employed in the HIS, see Section 11 of Ware,
Brook, Davies-Avery, et al., forthcoming.)

Content Validation

Content validation refers to the determination of whether items in a given
battery adequately represent all relevant constructs of interest. As a first step, HIS
child health measures were evaluated in terms of face validity (i.e., whether items
appear to describe the construct they were intended to describe). Then the repre-
sentativeness of the items in each scale was evaluated in relation to the universe
of health constructs being studied. Thus, within a specific dimension of health
status (e.g., mental health), at least one item should represent each construct select-
ed for inclusion in that dimension (e.g., anxiety, depression, and positive well-being
In the case of mental health). Moreover, within each construct selected for measure-
ment, enough items should be included to achieve reliability and validity (e.g.,
within anxiety, inclusion of items that refer to several aspects of anxiety, such as
being relaxed, nervous, or high-strung, may result in a reliable and valid score).

The empirical literature on measurement of various dimensions of children’s
health status helped to identify some relevant constructs. However, the literature
review did not yield measures that appeared to be comprehensive with respect to
a multicomponent model of children’s health status such as that adopted in the HIS.
Therefore, in assessing children’s measures, it was necessary to augment findings
from the review with results of HIS content analyses for adults and adolescents and
with physician consultants’ evaluations. For physical health measures, for exam-
ple, categories and items were reviewed by physician consultants, such as pediatri-
cians, to assess face validity and age-appropriateness of items. Thus, measures of
child health were compared with the content measures identified through several
sources to determine whether the domains (content areas) of the constructs used
were represented for children.

Construct Validation

Construct validation represents an attempt to understand what a scale mea-
sures when no adequate criterion (previously validated measure of the construct)
exists. Associations among physical, mental, and social health, satisfaction with
development, and general health scale scores, and other health variables, were
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analyzed for each age group for combined-site samples to provide additional under-
standing of the meaning of scores and to test construct validity hypotheses.

According to the construct approach to measurement validation, a measure is
presumed to be valid to the extent that the direction and magnitude of its associa-
tions with other variables corresponds to the pattern specified by theory. In addi-
tion to studying associations among children’s health status measures, six health
variables developed for the HIS were used to study construct validity:

1. Presence of Chronic/Serious Conditions: Specified by responses to ques-
tionnaire items (see Tables 33 and 34). These were problems that could
result in moderate to severe disability {e.g., heart disease, epilepsy,
chronic ear infection, asthma). Responses were summed to determine the
number of conditions (out of a possible 13 for children 0-4 years old and
18 for those 5-13 years old} reported for each child.

2. Presence of Acute Iliness/Symptoms: Specified by responses to question-
naire items {(see Tables 35 and 36). These were problems that occurred
within the last 30 days and resulted in mild to moderate discomfort (e.g.,
colds, earaches, diarrhea). Responses were summed to determine the num-
ber of conditions (out of a possible 15 for each age group) reported for each
child.

Table 33

Items DEFINING CHRONIC/SERIOUS ILLNESS INDICATORS FOR CHILDREN AGED (-4

Item® Content
8 During the past JZ montns, has a doctor ever said that this

child had & middle ear infection?

28 During the past 1Z months, has a doctor told you that this child
has anemia, or is he or she curreniiy under treatment for it?

35 Has & doctor ever said that this child had lead poisoning?

42 Has a doctor ever teld you that this child had cancer?

52 Has this child ever had a fever convulsion, that is, a fit or
seizure with a high fever?

524 Has this child ever had a convulsion, fit, or seizure without a

{53) high fever?

66 Does this c¢hild have any missing limbs--that is, arms, legs, or

fingers that are missing or have been amputated?

69 As far as vou know, during the past 12 monthe, has this child
had any of the following conditions:

694 Heart trouble or comgenital heart trouble

698 Cerebral palsy

69C Kidney or bladder trouble or urine trouble

69D Asthma

69E Mental retardation, or development delay or lag
69F Hernia, other than umbilical hernia

#ftem numbers from Form B of the Medical History Questionnaire, Ages
0-4 (see Appendix D).
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Table 34

Irems DeFINING CHRONIC/BERIOUS ILLNESS INDICATORS FOR CHILDREN AGED 5-13

Itema

Content

23

31
62

69
76

94
104

1044 (103)

118

1214
1218

121C

121D
121z
121F
121G
121H
1211

During the pagt 12 monthg, has a doctoar ever said that this
child had a middle ear infection? ("otitis media,” pro-
nounced ch-TIE-tiss MEE-dee-a)

Has a doctor ever said that this child had asthma?

During the past 12 mowths, has a doctor told vou that this
child has anemia (a-WEE-mee-a, sometimes called low blood),
or is he or she currently under treatment for it?

Has a doctor ever said that this child had lead poisoning?

Has a dnctor ever said thar this child had a kidney, blad-
der, or urine infection?

Has a doctor ever told you that this child had cancer?

Has this child ever had a fever convulsion (con-VUL-shun).
that is, a fit or seizure with a high fever?

Has this child ever had a convulsion, fit, or seizure with-
out a high fever?

Does this child have any missing limbs—-that is, arms, legs,
or fingers that are missing or have been amputated?

During the past 12 monihe, has child had arthritcis?

During the past J£ mornths, has child had chronic sinusitis
{sinus trouble)?

During the past 12 months, has child had heart trouble or
congenital heart disease?

During the past I2 months, has c¢hild had mental illness?
During the past 1f£ momths, has child had cerebral palsy?
During the past IZ monmthe, has child had frequent headaches?
During the past & monthks, has child had mental retardation?
During the past IZ months, has child had hernia?

During the past 12 memths, has child (beys only) had an
undescended testicle?

#1tem numbers from Form B of the Medical History Questionnaire, Ages
5-13 (see Appendix D).
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Table 35

Items DEFINING ACUTE ILLNESS/SYMPTOMS FOR CHILDREN AcED 04

Itema Contentb

33a Chicken pox

33B A stomachache without vomiting for less than 24 hours

3ac 4 stomach "flu" or virus, with vomiting or diarrhea lasting at
least 2 days

33D An ear infectiom or earache with fever

33E An infection on the ckin without fever

33F A sore throat with high fever or tonsillitis
336 & cough with fever for at least 3 days

331 Allergies {such as to grass or certain foods) without asthma
331 Diarrhea (loose bowel movements) lasting for at least 3 days
33 Poor eating habits

33K Accidental poiscning or eating something harmful

33L A convulsion or fit (seizure)

M Nosebleed
33K A cold or runny nose without fever

330 Head injury without loss of consciousness or vomiting

a
Iter numbers from Form A of the Medical History Questionnaire, Ages
0-%4 {see Appendix D).

bThe response categories were as follows: child did not have the
symptom at all in the past 30 days; child had the symptom, but vou did
not see a doctor about it} child had the symptom, and vou did see a
doctor about it.

3. Adult Health Status Ratings: Parental ratings of their own health. These
ratings were used as validity variables for similarly scored children’'s
scales. Scores representing perceptions of health in general (e.g., Current
Health; Health Worry, Resistance/Susceptibility, and Prior Health} and
overall feelings of psychological well-being {(mental health} were computed
for each adult rater who served as a proxy respondent for the child and
for each spouse or adult partner when ratings were available (see Tables
37 and 38}.

4.  Pain/Distress: One item pertaining to the degree of pain or distress
experienced by the child during the past 3 months.

5. Adult Worry: One item pertaining to the degree of parental worry about
the child’s health during the past 3 months.

6. Adult Worry Regarding Social Relations: One item pertaining to the de-
gree of parental worry about the child’s relations (i.e., getting along} with
others.

Summary statistics for the above validity variables, combined across sites, are
given in Table 39.
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Table 36

ITEMS DEFINING ACUTE ILLNESS/SYMPTOMS FOR CHILDREN AGED 5-13

Itema Contentb

St Chicken pox

54B Stomachache, without vomiting, for less than 24 hours

54C A stomach "flu" or virus, with vomiting or diarrhea lasting .at
least 2 days

54D An earache, or earache with fever

S4E An infection on the skin, without fever

54F Sore throat with high fever, or tonsillitis
S4G Cough with a fever for at least 3 days

541 Allergies (such as to grass or certain foods) without asthma
541 Diarrhea (loose bowel movements) lasting for at least 3 davs
547 Poor eating habits

54L & convulsion or fit (seizure)}

S4M Nosebleed

543 A cold or runny nose without fever
540 Head injurv, with loss of conscicusmess or vomiting
547 Burning or pain with urination

aItem numbers from Form A of the Medical History (Questionnaire, Ages
5-13 (see Appendix D).

bThe response categories were as follows: child did not have the
symptom at all in the past 30 davs: child had the symptom, but you did
not see a docter about it; child had the symptom, and you did see a
doctor about it.

The direction of relationships that should be observed for valid scales was
hypothesized (see Table 40). To sumtmarize: (1) Positively-defined health status
scales and variables should be positively related (e.g., Current and Prior Health).
(2) Negatively defined scales and variables should be positively related (e.g., Pain/
Distress and Acute lllness/Symptoms, or Anxiety and Depression}. (3) Positively
and negatively defined scales and variables should be negatively related (e.g.,
Current Health and Chronic Iliness, or Depression and Social Relations). To the
extent that relationships conform to hypotheses, they support both the construct
validity of the measure and the theory underlying the relationship.

With respect to the relative magnitudes of the associations defined in Table 40,
it was hypothesized that relationships among dimensions of the same health com-
ponent {(e.g., Anxiety and Depression within mental heaith) would be higher than
those among dimensions of different health components (e.g., Anxiety and Physical
Activities within mental and physical components, respectively). Based on the
assumption that aspects of general health perceptions overiap with physical, men-
tal, and social components of health, it was expected that the general health ratings
scales would be more consistently and more highly related to those scales than
physical, mental, and social health scales would be to each of the other components.
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Table 37

ConTENT oF ITEMS USED To Scorg THE ApuULT CURRENT HEALTH INDEX®

b
Item Content®
1284 According to the doctors I've seen, my health.is now excellent.
128D I feel better now than I ever have before.

1281 I am somewhat ill.

1281 I'm not as healthy now as I used to be.
128Q I'm as healthy as anybody I know.

128V My health is excellent.

1282 I have been feeling bad lately.

128DD Doctors say that I am now in poor health.

128FF I feel about as good now as T ever have.

®Items summed for scale after reversing items 1281 and 128L, 128Z
and 128DD.

5 .
Item numbers from Form A of the Medical History Questionnaire, Ages
14 and Older.

c
For each statement, the respondent answers as follows: dofinitely
true, mestly true, don't know, mostly false, definitely false.

To facilitate interpretation of correlations among health status scales and valid-
ity variables included in the construct validity matrix, a matrix of product-moment
correlations computed for children 5-13 years old was factor analyzed.® Three
factors corresponding to hypothesized dimensions of health status were extracted
by using a principal components solution {Nie, Hull, Jenkins, et al., 1975); two
factors associated with eigenvalues greater than unity and representative of physi-
cal and mental health dimensions were rotated to orthogonal simple structure
using Kaiser’s (1958) Varimax method.* The validity of each children’s health
status measure was estimated by examining the pattern of its correlations across
the two factors.

Finally, ratings of health for both parents (i.e., for both the proxy and the other
adult rater) were expected to have low, but statistically significant, relationships
with their children's health status ratings for several reasons. First, genetic factors
may influence health status correlations. Second, some illnesses and environmental
events (e.g., stress, death of family member} presumably affect all family members
to some extent. Third, the behavior of individuals within a family probably affects
that of other family members (e.g., parental behavior affects that of the child and
vice versa}. Fourth, betause the parent (proxy) provided the child ratings, some
response biases (e.g., acquiescence or socially desirable response set) might be
operating and could be correlated across sets of ratings. If correlations between
parents’ and children’s reported health statuses are low, they would tend to
strengthen the validity of child health measures because they would help to rule
out response biases as a major factor in the obtained relationships. Conversely, if
those correlations are strong, especially between like health components (e.g., men-
tal health for proxy and child), response biases could not be ruled ocut as a major
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Table 38

ConNTENT oF ITEMs Usep To Score THE ApuLt MENTAL HEALTH INDEX?

Item Content
53 How happy, satisfied, or pleased have you been with your persenal life during the past month?®
54 How much of the time have you felt lonely during the past month?d
55 How often did you become nervous or jumpy when faced with excitement or unexpected situations during
the past month?
36 Puring the past month, how much of the time have vou felt that the furuve looks hopeful and promising?d
58 How much of the time, during the past month, has your daily life been full of things that were
Interesting to you?
59 How much of the time, during the past month, did vou feel relaxed and free of tension?d
60 During the past month, how much of the time have you penerally enjoyed the things you do?
61 Puring the past month, have yeou had any reason to wonder if you were lesing vour mind, or lesing centrol
over the way you act, talk, think, or feel, or of your memory?
63 Di¢ you feel depressed during the past month?®
b4 During the past month, how much of the rime have vou felt loved and wanted?d
65 How mueh of the time, during the past month, have you been a very nervous pergon?
66 When you got up in the morning, this past month, about how often did you expect te have an interesting day?e
68 During the past month, how much of the time have wou felt tense or "high-strung"?d
a0 During the past manth, have vou been in firm control of vour behavior, thoughts, emotions, feelj_ngs?c
71 During the past month, how afren did you feel that you had nothing to look forward to?®
73 How much of the time, during the past month, have vou felt calm and peaceful?d
7h How muck of the time, during the past month, have vou felt emotionally stable?d
73 How much of the time, during the past month, have you felt downhearted and blue?d
76 How eften have you felr like cryimg, during the past month?®
78 During the past month, how eften did vou feel that others weuld be betrer off 1f vou were dead?®
79 How much of the timé, during the past menth, were vou ahle te relax without diffinulty?d
BO Buring the past month, how much of the time did you feel that vour love relatienships, leving and being
loved, were full and complete?
g1 Bow often, during the past month, did vou feel that nothing *urned cut for wou the way vou wanted it tos®
B2 How often have vou been bothered by nervousness, ot vour "nerves,' during the past month "
83 Lurirg the past month, how much of the time has living been a wonderful adventure for 3.n:n.;'_’l:1
85 How often, during the past month, have vou felt se dewn in the dumps that nothing could cheer you up?e
a7 During the past month, how much of the time have vou felt restless, fidgetv, or impatient?d
g Turing the past month, how much of the time have vou been moody or brooded about things?d
El How much of the time, during the past month, have vou felt cheerful, 1ighc-hearted?d
93 During the pas: month, have vou been anxicus or worried?"
94 During the past month, how much of the CLime were vou a happy pErSOn?d
95 How often, during the past month, did you find vourself having diffizulty trying to calm down?®
4 During the past month, how much of the time nave you been in low ar very low spirits?
98 During the past month, have vou been under or fel: vou were uncder anv strain, stress, or pressure?C

Ttems are summed for scale afrer reversing the following items: 53, 56, 58, 60, 61, 64, 6&, 69, 73, 74,

79,

BC, 83, 90, 94.

bltem numbers from Form A of the Medical Histery Questionmnaire, Ages 14 and Clder.

C . . . .
The response categories were based on a rating of the degree of intenzity of the problem.

dThe response choilces were as follows: alil of the time; most of the time; a gaod bit of the time; some of
the time; a little of the time: none of the time.

3 ; . .
The response choices were as follows: always, very often, fairly often, sometimes, almost never, never.
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Table 39

SUMMARY OF INFORMATION ABOUT HEALTH STaTUS VALIDITY VARIABLES

a Standard c
Measure Icen Mean Deviation Definition Assocelarion
Apes O=4

Painfdistress 1 .66 a.72 amount of pain orv distress caused by child's healeh -

Chronie/gerious {}lnass 13 G.38 Q.65 Presence of problems that could result in modarate -
to severe disahility (e.g., war infections, anemia,
cancer, fever convulsions)

Acute illness/symproms 13 1.77 1.49 Problems that occurred within the last 3¢ days and -
resulted in mild te mederate discomfort {e.g., ear
infection, sore throat, cold)

Adult worry 1 1.83 0.85% Amount of adult worry about child's health -

d

Adult eurrent health P 34,29 7.13 Fecling that present health is good or excellent, -
hetter than before and as healthy as anyone the
proxy respondent knows

d

Adult mental health 34 153.04 24.19 Absence of feeling of anxiety and depression and +
sresence of feelinpgs of positive well-being and
seif-control in the past month {proxy respondent)

2

dther adult current health q 35,30 h,0F Freoling chat present health s good or excellent, +
betrey chan before and #s healthv as anvone the
nrher adult in the household knows

d

Ocher adult mental health kT 162,07 1%.88 ansence of feeling of ansiety and depression and +
nresence of feelings of positive well-beinpg and
self-control an the past month (orher adult in
peu-enoldl

Aoy -3

Pain/distress 1 1.53 PR Amcunt of pain or drstress caused by child’s health -

Chronic/sericous illness 18 0.4 LR Prosonce @f nroblems that could result in moderate -
te wewvere disabilitv (¢.g., ear infections, asthma.
aneria, lead poisening, cancer)

Acute Lllnessfsvmptoms 1% 1.40 1.iH “ral jer= that occurred within the last 30 davs and -
recelted s miléd to moderate discomfort (e.g.,
cararhe, ware throat, cold)

adule worry reparding petting along 1 1.5k (I ‘s feeliug of a grear deal of warry about the -

:157s problems in gecring alomg witr others
Adult worey 1 Lk a=moam: of adele worry abeut child's health -
4

Adult current heaith” 9 3408 T.rr bevline that present healeh i+ good or excelienc, +
tosr,w enan hefore and as health. as anvonw Lhe
srox. resmandent Knows

d

adult rmontal health 34 Laa. 02 T Ty An-enee of feeling of anxietv and depression and -
crewenie of feelings of posttive well-being and
wuelf-contrel in the past menth {(proxy respondent)

:
Other adult current health® 9 e 99 P frwling chat present health is good or excellent, +
+ran befare and as healths as anvone the
ether adule in €he household knows
¢ther adult mental hcalthd 34 lea, G5 Y A avaence of Feeling of gaxietv and depression and -+

rrimvnce uf feelings of positive well-bueing and
sglf-concrel in the past montk fother adult in
Lt ruusenaldl

a,. . :
Bumber of questionnaire items,

Tiog=4% for "adult
™ Yadult worrv,'”

Lo fioih far Tajure Sllness ‘nvmptom
ral healtr™: 1-L for "paint/distress,

b .
Possible scores range from B=12 or U=18 for "chronic, =ericu
and otner adult ecurrent health'; 34-203 for "adult and ather ad

andé Madult worrv regpardine getting along '

Hypothesized direction of asseciation betweer variable amd @ ~o7r n gefaned health siatus measure.

d R . A, . : -
Seli-administered adult measares from fhe Medical History fuestiennaire for persens lé and older.
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contributor to parent-child health status relationships, and the validity of reported
ratings for children would be suspect.

Coefficients of Association

Estimates of association computed to study construct validity were based on the
gamma coefficient that is appropriate for ordinal data. Gamma is sensitive to
monotonic linear and nonlinear relationships. A gamma coefficient indicates how
much more probable it is to observe “like” than “unlike” order in two classifications
(Goodman and Kruskal, 1954). Whether an individual gamma coefficient is statis-
tically significant varies as a function of sample size and probability of ties in
ranked data (i.e., scale scores}.'® As required by the regression and factor analyses,
product-moment correlations were also computed to yield parametric estimates of
linear association for interval data and of monotonic relationships for ranked data.
With few exceptions, analysis of gamma and product-moment statistics led to the
same conclusions. Differences are noted and explained below.

Median Association

Because there were multiple measures for most health components, median
gamma associations (i.e., the middle gamma coefficient when a set of associations
areranked in order by size) were computed for all scales within a single component
of health (e.g., physical or mental health). Median gammas were also computed for
scale associations among the various components of health {e.g., between physical
and mental health scales). These median associations characterized the data and
enabled comparisons of magnitudes of scale associations within and across health
components specified for validity analyses.

SOCIODEMOGRAPHIC CORRELATES OF HEALTH STATUS

Associations between the scale scores for physical health, mental health, social
relations, satisfaction with development, and general heaith perceptions and seven
demographic and socioeconomic variables were analyzed for the total sample. The
socioeconomic and demographic variables included age and sex of the child, race
and education (highest grade completed) of the head of household, family income
(in 1974 dollars), number of children in the family, and the birth order of the child
(first/only child or later born). In the absence of agreed-upon theory, these associa-
tions were not considered as evidence of the validity of the measures but were
studied to provide more complete information about group differences in child
health.

FOOTNOTES

1. For analyses of child health, Fitchburg and Franklin County, Massachusetts,
were treated as a single site, as were Charleston and Georgetown County, South
Carolina. Thus, the major analyses focus on three sites: Seattle, Washingten, Mas-
sachusetts, and South Carolina.
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2. The original Social Health battery fielded in Dayton (first HIS site) contained
six items. Three were social relations items similar to the present social relations
battery. The remaining three items assessed parental (proxy) concern about the
child’s social relations with significant others (see Appendix Tables A.3 and A.4
for exact item content),

3. CR represents the extent to which a person’s item responses can be predicted
from knowledge of the Guttman scale score. (For further discussion, see Section II
of Ware, Brook, Davies-Avery, et al., forthcoming.}

4. CS represents the proportion of possible improvement in CR that was
achieved relative to the minimum marginal reproducibility associated with the
form (distribution) of responses to scale items. (For further discussion, see Section
I1 of Ware, Brook, Davies-Avery, et. al., forthcoming.}

5. A data status indicator was assigned to all respondents reflecting the esti-
mated accuracy of the scale scores. A zero indicated a confidently accurate scale
score; a (1) indicated an estimated score, probably accurate; a (2} indicated an
estimated score, maybe inaccurate; and a (-1} indicated a missing score on a particu-
lar scale.

8. The index was called a General Health Ratings Index, as distinct from a
General Health Perceptions Index, to indicate that these are parents’ ratings of
their children’s general health, not children’s perceptions of their own health.

7. This option was used in all scaling studies. However, a different method was
used in studying correlations among measures for purposes of measuring validity.
In that case, the sample means for the missing item became the estimate of that
item. Because of limitations in computer software, the population mean was as-
signed to persons missing all items in a given scale. This occurred in only a few
cases. For example, for the Current Health Scale for children 5-13 years old, two
out of 1473 children missed all items in the scale and were assigned the population
mean as their score. This method of assigning the population mean when all items
are missing in a scale is not the preferred practice, but given that it occurred rarely,
we are confident that it had no effect on the coefficients reported here. It certainly
had no effect on our conclusions.

8. Gamma coefficients were also factor analyzed; conclusions drawn from that
analysis were the same as for product-moment correlations, and so only the latter
will be reported. As would be expected (given that gamma coefficients for physical
health scales were higher than product-moment correlations between those mea-
sures), correlations between physical health scales and the physical health factor
were higher in the factor analysis of gamma coefficients. Because mental health
measures were not fielded for children 0-4 vears old, and a mental health factor
could not, therefore, be studied, a factor analysis of the validity matrix for that age
group was not performed.

9. Rotation of a third factor, which was also associated with an eigenvalue
greater than unity, identified a dimension of general health perceptions with high-
est loadings for scales hypothesized to measure general health and secondary
loadings for physical and (to a lesser degree) mental health scales.

10. See Appendix C for an example of the computations required to compute
significance for gamma statistics with different probabilities of ties and sample
sizes.



Chapter 4
RESULTS

Scaling Physical Health Items

Studies of the scalability of HIS items hypothesized to measure physical health
by using enrollment data from combined-site samples focused on the 5 items for
children 0-4 years old (see Table 25) and the 13 items for those 5-13 years old (see
Table 26). Results of these studies are described as follows: {1) descriptive statistics
for items, (2) scalogram analyses and definitions of derived variables, and (3) de-
scriptive statistics for derived variables.

DESCRIPTIVE STATISTICS: ITEMS

The number of children in each age group with any functional limitation(s) was
quite small (see Tables 31 and 32). For children 04 years old, the percentage
reported as having no limitations of any duration on each of the five items ranged
from 84.7 percent to 97.6 percent. From 0.6 percent to 2.4 percent of the children
0-4 years old had chronic limitations (3 months and longer); 0.0 percent tc 0.4
percent had acute limitations; and 1.8 percent to 2.7 percent had either missing or
inconsistent data. For children 5-13 years old, the percentage reported as having
no limitations of any duration on each of the 13 items ranged from 95.0 percent to
98.2 percent. From 0.0 percent to 2.2 percent of the children 5-13 years old showed
chronic limitations on each of the 13 items; 0.0 percent to 1.2 percent had acute
limitations; and 1.3 percent to 2.3 percent had either missing or inconsistent data.

SCALOGRAM ANALYSES AND DEFINITIONS OF HIS MEASURES:
OVERVIEW

Scalogram analyses were performed on hypothesized physical health scales for
combined-site samples of children aged 0-4 and 5-13. Because of the very small
numbers of children in both age groups that were reported to have one or more
functional limitations (either chronic or of any duration), all scaling results de-
scribed below should be considered preliminary. Our analyses need to be replicated
on larger samples of children with limitations. For HIS analytic purposes, dichoto-
mous (present/absent} functional limitations scores will be assigned to children in
the 0-4 age group for all physical health measures. Except for the Physical Activity
Scale, the same procedure will be followed for children aged 5-13. For that scale in
the older age-group, the sample size was sufficiently large (N = 50) to permit a
preliminary scalogram analysis of physical activity limitations, and results support-
ed construction of a cumulative scale. To facilitate future research, the next sec-
tions briefly summarize the results of scalogram analyses based on very small
samples of children. Three limitations categories (role activity, self-care activity,
and physical activity limitations) are described for children aged 0-4, and three
limitations categories (self-care/mobility, role activity, and physical activity limita-
tions) are described for those 5-13.

102
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SCALOGRAM ANALYSES AND DEFINITIONS OF HIS MEASURES:
AGES 04

The three items defining levels of the hypothesized cumulative scale for role
activity limitations and the single items representing physical activity limitations
and self-care limitations are presented in Table 31. For the hypothesized role activ-
ity scale, two sets of scalogram analyses were performed: one for children reported
to have chronic limitations only {i.e., limited for more than 3 months), and another
for children reporting limitations of any duration {i.e., acute, chronic, or both}.! The
physical activity and self:care categories, which were represented by only one item
each, could not be subjected to scalogram analysis.

Scalogram Analyses: Ages 0-4

The hypothesized cumulative scale for role activity limitations defined four
levels and ordered the items as shown in Table 31. This scale was examined in the
preliminary analysis of children having one or more limitations, both for chronical-
ly limited children (N = 8) and for those with limitations of any duration (N = 11).
A summary of results {including coefficients used to evaluate cumulative scales) is
presented in Appendix Table B.1. Because of the small number of children having
one or more role activity limitations, these tests are only preliminary and do not
constitute a basis for defining a cumulative scale.

Definitions of Physical Health: Ages 0-4

For the reason just stated (i.e., insufficient sample size), dichotomous (present/
absent) scores computed for those children with one or more chronic role activity
limitations and for those with one or more role activity limitations of any duration
have been adopted for purposes of the HIS.

The single physical activity and self-care activity items, and the very small
sample of children having limitations of any duration, precluded scalogram tests.
Two dichotomous scores (present/absent) were computed for physical activity and
self.care activity, one for children with chronic limitations and one for children with
limitations of any duration. As shown in Table 31, only four children (0.6 percent)
were reported to have chronic physical activity limitations, and six (0.9 percent)
had physical activity limitations of any duration, Sixteen (2.4 percent) were re-
ported to have chronic self-care limitations, and eighteen (2.6 percent) were re-
ported to have self-care limitations of any duration. These percentages are based
on very small numbers of children with limitations and may not be borne out in
studies with larger samples of functionally limited children. Therefore, the unex-
pected finding that the percentage of young children with self-care limitations was
larger than that of children with physical activity limitations may not represent the
true state of affairs.

Summary: Ages 0-4

Children aged 0-4 were assigned physical health scores based on four dichoto-
mous measures: role activity limitations, physical activity limitations, self-care
activity limitations, and a total liimitations score that combined one or more lmita-
tions items across all three categories. Scores on all four measures were assigned
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both for chronically limited children and for children with limitations of any dura-
tion (see Table 41 for a summary of measures constructed). Although this approach
ignores any differences in severity of limitations for children having one or more
limitations, sample sizes were too small to scale those differences. Except for mea-
surement error, we can be certain that children scored as limited are worse off than
those scored as not limited in terms of their physical health. Thus, despite its
coarseness, the dichotomous scoring method may prove useful for purposes of
hypothesis testing.

SCALOGRAM ANALYSES AND DEFINITIONS OF HIS MEASURES:
AGES 5-13

Hypothesized cumulative scales and items defining each level are shown in
Table 32. The numbers of children with limitations were large enough to permit
preliminary tests of the hypothesized scales in the physical and role activity catego-
ries, but not in the mobility category. One set of scalogram analyses was made for
each of these scales (i.e., physical activity and role activity limitations) for those
children with chronic limitations, and another set was made for each of the
hypothesized scales involving those children limited for any duration. The Physical
Activity Scales for both chronically limited children and those limited for any
duration appeared reproducible, but the role activity limitations category (and the
mobility category) did not meet minimum scalogram scaling criteria and were
scored dichotomously (present or absent) for purposes of the HIS. In addition, based
on physical health measurement findings for adults in the HIS (Stewart, Ware,
Brook, et al., 1978), the single self-care activity limitation item was combined with
the mobility limitations items to test an aggregate self-care/mobility limitations
scale, and the physical activity, mobility, and self-care items were combined to
permit examination of a more comprehensive aggregate physical health scale.
These attempts to combine items into aggregate scales were not successful for
several reasons; thus, for HIS analytic purposes, a dichotomous total limitations
score was computed, based on one or more physical, mobility, self‘care, or role
activity limitations.

Scalogram Analyses: Ages 5-13

The hypothesized four-level cumulative scales for role activity limitations were
not confirmed. Although there were sufficient numbers of children with role activ-
ity limitations to permit a preliminary test of this scale, the hypothesized ordering
failed to meet minimum reproducibility and scalability criteria, i.e., there were too
many scaling errors. A summary of results that led to this conclusion is presented
in Appendix Table B.2. In general, it appeared that children who were reported as
unable to go to school because of health were not necessarily limited in the kinds
or amounts of schoolwork they were able to do. The reverse pattern was hypothe-
sized. Moreoever, respondents who indicated a limitation in their children’s ability
to go to school, or to do certain kinds of schoolwork, did not necessarily indicate
that the children were “limited in any way by health from doing anything they
wanted to do.” This pattern was also the opposite of our hypothesis. The role
activity limitations items need to be retested in larger samples before conclusions
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can be drawn. Perhaps the items should be reworded to clarify the distinctions
between them.

Several physical activities scales were hypothesized, including a six-level
cumulative scale that ordered items as shown in Table 32. These were tested by
scalogram analysis. To combine items that assessed the same functional level and
thus minimize loss of information provided by a scalogram score, various combina-
tions of the five items were evaluated. Results for the Physical Activity Scale to be
used for analytic purposes in the HIS will be presented first.

By combining two pairs of items, a reproducible scale defining four levels was
achieved. Item 15, which pertains to trouble walking one block, and item 16, which
pertains to the use of supportive devices, were combined because they appeared to
measure the same functional level (i.e., the items appeared equal in strenuousness,
although they identified different kinds of functional limitations). Item 12, which
pertains to limitations in vigorous activities, and item 14, which pertains to trouble
bending, lifting, or stooping, were combined for the same reason. In both cases a
limitation was scored when either or both item(s) were endorsed. Children with no
limitations and with missing or inconsistent data on one or more of these items
were excluded from the scalogram analysis. The resulting four-level scale is defined
in Table 42.

Physical activity scales were also examined for two other item sequences: (1)
when the five items were scored separately, as originally hypothesized in Table
32, for children with chronic limitations or limitations of any duration (see Ap-
pendix Table B.3); and (2) when items were combined at only one end of the
distribution 2., items 12 and 14, which nertain to trouble bending, stooping, or
lifting and to limitations in vigorous activities), for children with chronic physical
limitations or limitations of any duration (see Appendix Table B.4). The cumula-
tive physical activity scale defining six levels was rejected for purposes of hypoth-
esis testing in the HIS because the measures of scalability were lower than the
final scale reported in Table 42, and the hypothesized pattern was not confirmed
for children with limitations of any duration. The scale defining five levels was
rejected because one level contained no children and, therefore, could not be
evaluated.

A cumulative four-level scale for mobility limitations was examined for chil-
dren with chronic limitations {N = 7), and for those with limitations of any duration
(N = 15} (see Appendix Table B.5). Iterm 10, which pertains to being indoors for most
or all of the day, and item 11, which pertains to being in bed or in a chair for most
or all of the day, were combined because thev appeared to measure the same
functional level. However, because of the very small number of children with
mobility limitations, the scale could not be tested and will not be scored for purposes
of the HIS.

A scale combining the single self-care limitation item and the mobility items
was hypothesized on the basis of HIS scaling analyses for adults and adolescents:
these analyses indicated that the item dealing with self-care limitations defined a
more severe limitation than the items pertaining to mobility limitations and could,
logically, be combined with other scale types (see Stewart, Ware, Brook, et al,
1978). A reproducible self-care/mobility scale defining five levels was examined for
chronically limited children (N = 7) and for children with limitations of any dura-
tion (N = 16} {see Appendix Table B.6). As was done in the mobility analyses above,
items 10 and 11 were combined after being shown empirically to measure the same
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functional level. Again, small samples precluded definitive tests, and these scales
will not be scored in the HIS.

Finally, based on HIS functional limitations analyses for adults and other adult
analyses (Haber, 1970; Nagi, 1976), it was hypothesized that an aggregate physical
health measure could be constructed by combining the physical activity, mobility,
and self-care activity items. An advantage would be that one overall score could be
computed for each child rather than a series of separate scores for each category
of limitations. Also, because the scale would be cumulative, it would be possible, by
knowing a child’s scale score, to predict the exact pattern of limitations for that
child. It was believed that the self-care/mobility limitations items define a more
severe category than the physical activity limitations items, and this formed the
basis for aggregating scales.

As shown in Appendix Table B.7, the hypothesized aggregate scale defining
eight levels appeared to meet minimum scaling criteria for 31 chronically limited
children, but not for children with limitations of any duration.

Definitions of Physical Health: Ages 5-13.

The cumulative four-level scale for Physical Activity Limitations was adopted
for HIS analytic purposes (see Table 42). Analysis of chronic physical activity
limitations was performed on 36 children and the analysis of limitations of any
duration was performed on 50 children. Once the final scales were defined, scores
were assigned to all children. This required the estimation of scores for children
whe did not conform to one of the perfect scale types (i.e., those who represented
an error pattern in the scalogram analysis or who had missing or inconsistent data).
The means and standard deviations for both the scalogram analysis and the final
scale scores assigned to all children are given in Table 41. For those children having
one or more chronic physical activity limitations (N = 386), the coefficient of re-
producibility (CR) was 0.96 and the coefficient of scalability was 0.73.2 For those
with one or more physical activity limitations of any duration (N = 50), CR was
(.96 and CS was 0.73 (see Table 43).

Scores were assigned to children who were not perfect scale types on a case-by-
case basis. Inspection of the total pattern of responses across completed items in a
given scale allowed a “best guess” regarding the appropriate scale level to be
assigned. Appendix Table B.8 presents scale scores assigned to children with miss-
Ing or inconsistent data or error patterns. For the chronic limitations and any
duration limitation Physical Activity Scales, 40 (2 with error patterns and 38 with
inconsistent or missing data) and 41 (3 with error patterns and 38 with inconsistent
or missing data) children, respectively, were assigned estimated scores. Table 43
presents means and standard deviations for scale scores based on Guttman Scalo-
gram analyses for children after missing data, inconsistent data, and error patterns
have been estimated.

Because the hypothesized pattern was not confirmed for the three role activity
itemns, these items were coded so that children reported as having one or more
limitations received a score of one (1) and children reported as having no limita-
tions received a score of zero (0). Thus, two role activity scores were assigned, one
for children reported as having one or more chronic activity limitations (2.9 per-
cent} and one for children reported as having one or more activity limitations of
any duration (4.6 percent).
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Although the hypothesized cumulative self-care/mobility scale may be re-
producible, a definitive test was not possible because of small sample sizes and
because no children were observed at two of the five scale levels. Thus, it was
decided for purposes of the HIS to score the self-care/mability scales for children
with chronic limitations and those with limitations of any duration dichotomously
(one or more limitations present or absent).

Finally, we decided not to scere children with functional limitations according
to the aggregate limitations scale because the sample was very small and results
were not consistent across groups of children having chronic limitations or limita-
tions of any duration. For HIS purposes, it is premature to suggest that the relation-
ship among these items is actually cumulative. It may be that children with an
acute disease who are defined as immobile (e.g., confined to the home because of
a contagious disease) are not necessarily limited physically {e.g., in terms of the
ahility to bend, stoop, Lift, or walk). Hence, some of the observed "scaling errors”
for children limited for any duration may reflect conceptual problems with the
scale. Until larger samples of limited children are availabie to test the most appro-
priate aggregate scale for both chronic and any duration limitations, dichotomous
scores will be assigned to children with one or more limitations in physical, self-
care, mobility, and role activities for the HIS analytic studies.

Summary: Ages 5-13

Children aged 5-13 were assigned physical health scores based on four derived
variables: Physical Activity Limitations, Role Activity Limitations, Self-Care/Mo-
bility Limitations, and Total Limitations, which combine items across all limita-
tions categories (i.e., physical, role, self-care, mobility). The final cumulative scales
for Physical Activity Limitations were based on 5 items in which two groups of
items were combined to form a four-level scale (see Table 42). The three remaining
limitations measures were scored dichotomously based on those children with one
or more limitations and those with no limitations. For HIS hypothesis testing,
scores on all four measures were computed for chronically limited children and for
children with limitations of any duration (see Table 41 for a summary of the scales
and measures constructed).

Scaling Mental Health, Social Health, General Health Perceptions,
and Satisfaction with Development Items

Studies of the scalability of HIS items hypothesized to measure mental and
social health, general health perceptions, and satisfaction with development, using
data from the Seattle, Fitchburg/Franklin County and Charleston/Georgetown
County enrollment Medical History Questionnaires, concentrated on the 11 items
for children 0-4 vears old and on the 22 items for children 5-13 years old. Results
of these studies are discussed in the following order: (1) descriptive statistics for
items, {2) multitrait and factor analytic tests of item groupings hypothesized on the
basis of HIS studies of mental and social health, and genera! health perceptions for
adults, and {3) descriptive statistics for scales.
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DESCRIPTIVE STATISTICS: ITEMS

Tables 44 and 45 present means, standard deviations, and the number of respon-
dents who had missing data on each item for the combined-site samples of children
0-4 and 5-13 years old, respectively. Missing responses were very rare. Although at
least 1 respondent was missing for most items in each age group, there were never
more than 10 respondents missing for any item, Of 107,496 possible responses, only
448 (less than 1 percent) were missing (see Tables 46 and 47). Score distributions
were skewed, with mean scores consistently on the favorable side of the midpoint.
Given the assumption that scale midpoints were properly defined, this trend sug-
gests that the HIS sample was a group of generally healthy children. A similar
pattern of distributions skewed in the direction of positive health held for children
in ndividual sites. Despite skewed responses for both the combined samples and
the individual-site samples at each age level, there was sufficient item variability
within hypothesized item groupings to permit summated rating scales to be tested
and scored.

MULTITRAIT ANALYSIS

Initially, item groupings hypothesized to define summated ratings scales mea-
suring an overall mental health component, a social relations component, and three
general heaith perceptions constructs (current health, prior health, and resistance/
susceptibility) for children 5-13 years old were tested by subjecting them to the
criteria of multitrait scaling. Also, the three general health perception constructs,
as well as a new satisfaction with (physical) development construct for children 0-4
years old, were tested in the same manner (see Tables 27 through 30;.

Tables 48 and 49 present matrices of correlations {a) between the 11 general
health perceptions and developmental satisfaction items and the four hypothesized
scales for vounger children and (b) between the 22 mental, social, and general
health perceptions items and the five scales for older children. These matrices were
used to perform multitrait scaling studies of hypothesized scales. Item-scale corre-
lations, which were corrected for overlap to achieve more stringent tests, are
indicated by asterisks. These asterisks also indicate the hypothesized scale place-
ment of each item.

Two criteria were applid to these data. To satisfy the first, Likert-type criterion
underlying the Method of Summated Ratings, correlations identified by asterisks
should be greater than 0.30. This criterion was applied to all hypothesized scales.
Inspection of coefficients identified by asterisks for hypothesized scales in Tables
48 and 49 indicates that item-scale correlations were greater than 0.30 for all but
one item and exceeded 0.50 in many instances. Thus, the Likert-type criterion was
satisfied for all items in all scales except one (an item in the Satisfaction with
Development Scale} in both age groups (see Tables 48 and 49).

With few exceptions, item-scale correlations presented in Tables 48 and 49 also
satisfied the second scaling criterion. This criterion, which pertains to item discrimi-
nant validity, requires that the correlation between an item and its hypothesized
scale be higher than other correlations in the same row, i.e, those between that
item and other scales constructed by using the same method. Whenever the correla-
tion between an item and its hypothesized scale was two standard errors below
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Table 45

MEaNS, STANDARD DEVIATIONS, AND RESPONSE FREQUENCIES FOR SELECTED HEALTH STAaTUS ITEMS,
CHILDREN AGED 513 (N=1468)

Rasponse Values

a Standard

iten Content Mean Deviation Missing 1 2 3 4 5 6

3 General health 3.5 0.60 1 4 &5 S5S83 Bl¢ - -
6 Adult worryb 1.3 0.79 0 Bi? 428 155 43  -— -

7 Pain/distressh 1.53 ¢.71 5 B64 448 140 16 - -
554 Health excellent 4,39 C.71 1 435 B2 645 7i2  --
55E S0 sick thought die 6,47 1.21 2 113 &4 16 107 1la8 —-
55C Resists illness 4.00 0.97 1 43 104 94 FID A4B -
550 Less healthy than others 4,39 G.95 ) 2% 60 135 235 o -
55C Hever seriously ill 3.69 1.39 4 276 163 22 %3 714 --
35F Usually catches something 3.92 1.03 0 35 180 90 719 444 ==
42 Chilé seems lanelyt 1.70 Q.82 7 705 564 162 20 12 5
a3 Chilé seems relaxed” .19 1.1 1 356 765 171 105 33 38
44 Child enjeys things 5.09 0.81 o} g 7 5% 116 858 419
45 Child seems depressedb I.63 0.77 Y T3z 602 i3 10 15 4
45 Child able tec rclaxb 2.07 1.23 1 517 &&60 107 EX) 34 57
&7 Child nervous” 1.40 0.78 1 1033 304 EL] 14 7 10
LB Chilé restless® 1.49 1.02 ¥ 521 &10 Z23 68 31 15
40 Cnild seems maodw® 1.82 0.82 3 374 B4Y 195 33 14 1
50 Child seems cheerful i, 80 0.91 z 1717 105 143 910 226
51 Child anzious® 1.5 ¢.78 1 B&3 453 100 20 s 7
52 Child geems happy 4.97 .81 3 713 66 151 919 312
53 Child awakes fresh 4.94 1.04 4 19 G4 91 12t 77 421
35 Ge! along with children 4,10 .81 4 4 31 300 611 522 -
354 {38)  Ger along with familv 4.01 Q.78 3 21 357 68l 427 -
358 (37) Get aleong with teachers &40 0.77 59° 4 20 166 443 BIY -~
41 Adult worry regarding social relationsP 1.36 0.82 7238 453 187 71 2% - ==

]
iteri numbers Ifrom Form A of the Medicsl Historv Questionnaire, Ages 5-13.

b . . ;

[hese response chalces have been coded so that a high score indicates “poar” health. ALl ather items
Lave been coded so tha: a hiph score indicates "goad" health. A dask {~-) indicates that a TESPONSE
custe was net cffered.,

L, . . L. . - s -

Uissing because children were not in schoal and tous did not respond to this question,

d.. . - : A

Children who were not in scliool or who get along wery well or quite well with: teachers and classmates
Zid nor respand to this guestian,
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Tabie 46

FREQUENCY AND PERCENTAGE oF MissinG REsPoNsEs To ITEMS, BY HEALTH
Starus ScaLe, CHILDREN AGED (-4 (N=§679)

Number Number Missing
of of
Scale Items Responsesa Frequency Parcent
Current Health 3 2,037 5 .24
Prior Health 2z 1,358 .29
Resistance/Susceptibility 2 1,358 4 .29
Developmental Satisfaction 4 2,716 14 .52
Chronic/Serious Illness 13 8,827 25 .28
Acute Illness/Symptoms 15 16,185 46 .45
Total 9 26,481 o8 .37
8 = times the number of items.
Table 47

FrREQUENCY AND PERCENTAGE OF MissING RESPONSES TO ITEMS, BY HEALTH
STATUS SCALE, CHILDREN AGED 5-13 (N =1473)

Number Kumber Missing
of of
Scale Items Responsesa Freguency Percent
Current Health 3 4,419 15 L34
Prior Health 2 2,946 12 NS
Resistance/Susceptibiliry 2 2,946 7 .24
Anxiety 5 7,365 139 .26
Depression 3 4,419 19 W43
Positive Well-Being [ 5,892 2 .37
Social Relations 3 4,419 23 .52
Chronic/Serious Illness 15 26,514 96 .36
Acute Illness/Symptoms 15 22,095 137 .62
Total 55 81,015 350 .43

a

K = times the number of items.
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Table 48

CORRELATIONS BETWEEN HEarLThH STaTUS ITEMS AND HYPOTHESIZED SCALES,
CHILDREN AGED 04 (N=678)

Iten”/Content o PH RS DS

Current Heglth (CH) *

14 General health .66, .24 .37 .31

344  Health excellent .65, .33 Wb .27

34D Less healthy than others .33 W27 42 .18
Prior Health (FH) *

34B  So sick thought die L3z .37, W27 11

34E  Never seriously ill .24 .37 .24 W12
Resistance/Susceptibility (RS) *

34C  Resists illness 49 .32 A2, .19

34F  Usually catches something L34 .19 W42 14
Satisfaction with Development (DS} *

9 Satisfaction with growth .26 .18 W13 -27,

10 Satisfaction with eating .19 .07 .15 <34,

11 Satisfaction with sleeping .15 .07 .07 .39,

12 Satisfaction with bowels .20 08 .17 .35

%1tem numbers from Form A of the Medical History Question-
naire, Ages 0-4.

*
Hypothesized scales and correlations corrected for overlap.

another correlation in the same row, a “definite” sealing error was counted. Scaling
“successes” were counted whenever hypothesized item-scale correlations were two
standard errors higher than other correlations in the same row. When correlations
between the itemn and other scales (those in the same row} were within two standard
errors of the hypothesized scale, a “probable” scaling error was counted. In other
words, there was reason to doubt whether some correlations identified by asterisks
would be higher than others in the same row upon replication of the analysis. To
take such marginal results into account, “probable” scaling errors were counted.

As summarized in Table 50 (for both age groups combined), only one definite
scaling error was observed in 121 tests of the discriminant validity criterion. An
additional six correlations were counted as probable scaling errors.

Following the demonstration of the discriminant validity of the 12 mental
health items that were grouped to form the Mental Health Index, three hypothe-
sized construct-specific mental health scales (anxiety, depression, and positive-well
being) were also evaluated. Results of Likert-type analyses and discriminant valid-
ity tests, using these more differentiated categories of mental health constructs, are
given in Table 51 for the combined-site sample of children aged 5-13 (mental and
social health were not measured in younger children). Inspection of coefficients
identified by asterisks in Table 51 indicates that the item-scale correlations for
construct-specific measures were again greater than 0.3¢ in all instances and exceed
0.50 in most cases. Thus, the Likert-type criterion was satisfied for the seven con-
struct-specific scales.

Once again, with some exceptions, itern-scale correlations satisfied the discrimi-
nant validity criterion (see Table 51). As summarized in Table 52 (combined for both
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Table 49

CoRRELATIONS BETWEEN HEALTH STATUS [TEMS AND HYPOTHESIZED ScaLES
{INcLuDING ONE MENTAL HEALTH Scais),
CHILDREN AGED 5-13 (N = 1468}

Item"/Content cH PH RS  MEHI SR
Current Health (CH) %

5 General health 61, A L4l .25 .11
554 Health excellent 59, .27 .42 .29 17
55D Less healthy than others 45 .26 W47 .20 .06

Prior Health (PH) *
55B S0 sick thought die .29 .41* .20 W11 .05
S5E Never seriously ill .25 .41 .23 14 .08
Resistance/Susceptibility (RS) *
55¢C Resists illness .53 .25 43, 22 11
55F Usvally catches something A0 .20 A3 .20 .08
Mental Heaglth Inmdex (MET) *
42 Child seems lonely .17 .13 .15 49, 35
43 Child seems relaxed .19 .09 .12 .53, .32
44 Child enjoys things .16 .06 .18 .58, .38
45 Child seems depressed .22 .08 W17 .38, L34
46 Child able to relax .21 .09 .17 .50, .26
47 Child nervous .20 .08 .17 .55, .28
48 Child restless .13 .08 .17 55, .40
49 Child seems moody 17 .08 .13 .58, .33
50 Child seems cheerful .22 .10 .16 .63, .38
51 Child anxious .14 10 .16 .59, .30
52 Child seems happy .22 .10 .18 70, .44
53 Child awakes fresh W27 .13 .20 .48 .23
Social Relations (SR)
35 Get along with children 12 .06 .09 W4l .68
334 (36) Get along with family .09 .06 .14 45 .61
358 (373 Get along with teachers .12 .07 .06 43 .63

aItem numbers from Form A of the Medical History Questionnaire, Ages

5-13.

*
Hypothesized scales and correlations corrected for overlap.
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age groups), one definite scaling error was observed in 165 tests of discriminant
validity. An additional 19 correlations indicated probable scaling errors. Social
relations and current health items scaled best; most errors involved construct-
specific mental health {(anxiety and depression) and resistance/susceptibility items.

MULTITRAIT SCALING RESULTS

Inspection of the pattern of item-scale correlations helps to provide a better
understanding of the constructs and items that are poorly defined in these hypothe-
sized categories. For example, all anxiety items tended to overlap as much with the
Paositive Well-Being and Depression Scales as with the Anxiety Scale (see Table 51).
Errors involving the anxiety items occurred because the correlations of positively
worded anxiety items with the Positive Well-Being Scale and of negatively worded
anxiety items with the Depression Scale were higher than they were with the
Anxiety Scale. The number and magnitude of the errors were nearly as great for
depression items, suggesting that respondents had difficulty discriminating be-
tween these mental health constructs, or that these symptoms tend to occur to-
gether (see, for example, Achenbach, 1978; Achenbach and Edelbrock, 1979).

Thus, there were more errors in the tests of discriminant validity when Anxi-
ety, Depression, and Positive Well-Being Scales were analyzed separately from the
overall Mental Health Index; however, the number of errors seemed small enough
to Justify scoring the construct-specific mental health scales for further HIS validity
analyses.

Generally similar Likert-type and discriminant validity findings emerged from
the site-by-site analyses involving all scales, including construct-specific mental
health scales (see Tables 50 and 52, and Appendix Tables B.9 through B.17). In the
specific sites, most items met the Likert-type criterion {exceptions were prior health
and resistance/susceptibility items in South Carolina and satisfaction with develop-
ment items in Seattle). Discriminant validity test errors ranged from zero percent
definite and 20 percent probable in Fitchburg/Franklin County to 1 percent definite
and 25 percent probable in Charleston/Georgetown County. Inspection of item-
scale correlation matrices for each age group indicated that although Charleston/
Georgetown County produced the most errors (primarily among prior health, anxi-
ety, resistance/susceptibility and depression items), each site produced similar
error patterns on Anxiety, Depression, Resistance/Susceptibility, and other scales
to contribute to combined-site sample error patterns.

FACTOR ANALYSIS OF ITEMS

Correlations among items were factor analyzed separately for children 0-4 and
5-13 years old to test for unhypothesized item groupings (factors) that could not be
identified during the multitrait scaling studies previously described. Results of the
rotated factor sclutions for each age group in a combined sample (across sites) are
given in Appendix Tables B.18 and B.19.

Four factors having eigenvalues greater than unity were extracted from the
correlation matrix containing 13 items for children aged 0-4; these factors were
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rotated to orthogonal simple structure. In general, the pattern of rotated factor
loadings strongly supported the hypothesized item groupings that were evaluated
during the multitrait scaling studies. Specifically, no unhypothesized factors were
derived, and items tended to correlate highest with scales as defined in the multi-
trait scaling studies (i.e., factors corresponding to the General Health, Prior Health,
Resistance/Susceptibility, and Satisfaction with Development Scales were derived).

Some noteworthy exceptions to the hypothesized scale placement of certain
items were, however, apparent in the factor analyses for children 0-4 years old, and
information about two items not included in multitrait scaling studies was gained.
For the most part, the exceptions were noted during previous discussions of the
multitrait scaling results, The item pertaining to satisfaction with growth correlat-
ed substantially with both the general health and satisfaction with development
factors. This finding suggests that growth, more than the other development items,
is directly related to ratings of health in general. Also, the item pertaining to the
child’s health in relation to that of other children correlated much higher with
resistance/susceptibility items than it did with the general health items. Thus, it
appears that parents base such comparisons substantialiy on the resistance of their
children to illnesses. Finally, two items that assessed adults’ worry about the health
of their children and parents’ assessment of children’s pain/distress, which were
not included in the multitrait scaling studies, clearly correlated highest with the
general health factor.

Correlations among 25 items fielded to measure health status for children 5-13
years old were also factor analyzed to test for unhypothesized factors in that age
group. Six factors, which is one less than the number of hypothesized scales, were
judged to be important® and were rotated to orthogonal simple structure {see
Appendix Table B.19}. Despite the difference in number of factors and hypothesized
scales, the rotated factor solution substantially supported the hypothesized scales
and was consistent with conclusions based on the multitrait scaling studies. Specifi-
cally, factors interpreted as dimensions of current health, resistance/susceptibility,
prior health, positive well-being, anxiety/depression, and social relations were
derived. There was only one major difference observed between the hypothesized
scales and the factor analytic results, i.e., only one major difference was observed
between Table 51 (presented in the multitrait scaling section) and Table B.19 {in
Appendix B). Items hypothesized to measure depression and anxiety correlated
highest with the same factor as opposed to defining two distinguishable factors.
This finding also occurred in multitrait scaling, as discussed previously.

Two other factor analytic results observed for children 5-13 years old corre-
sponded to those observed in the analyses of data for children 0-4 years old. First,
the items pertaining to adult worry about the child’s health and the child’s pain/
distress correlated highly with current health items in a general health factor.
Second, contrary to our hypothesis, the iter comparing the child’s health with that
of other children correlated higher with the resistance/susceptibility factor than
with general health. Finally, the factor analysis also raised questions (noted in the
multitrait scaling studies) about whether the two positively worded anxiety items
{i.e., "able to relax’” and “child seems relaxed”) might be better placed in a scale
to measure positive well-being than in one constructed to measure anxiety.
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CONSTRUCTION OF SCALES

Foliowing discriminant validity and factor analytic studies, scores for each
summated ratings scale were computed for each child by using the simple algebraic
sum of scores for items. Because of the methods used to select items for each scale
and the results obtained, it was not necessary to standardize or weight items for
differences in variability or the extent to which they measure the scale construct.
Generally, items in each scale measured the construct defined by the scale more
than they measured other constructs, and they measured that construct to about
the same extent. Thus, each item contributed approximately the same amount to
the scale score.

DESCRIPTIVE STATISTICS: SCALES

Means and standard deviations for scores computed from each health status
scale, the Mental Health Index, and the General Health Ratings Index for the
combined-site samples in each age group are given in Tables 53 and 54. As can be
seen from these tables, the goal of roughly normally distributed scores was not
achieved for any of the scales. All scale means were well above or below the
midpoints of the scale ranges {see Table 40 for direction of scoring), indicating a
generally healthy population of children. Variability was sufficient, however, to test
hypotheses by using scales as the units of analysis. This is indicated by the standard
deviations’ being no smalier than one-seventh of each scale range. Means and
standard deviations for scale scores in each site for both age groups are given in
Appendix Tables B.20 through B.25 and were similar to those for the combined-site
samples (in both age groups).

Table 53

MreaNs AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS SCALES,
CoMBINED SAMPLE, CHILDREN AGED 04 {(N=4§678)

Possible Scores

Scale Standard

Scale Low® High Midpoint  Mean Deviation
Current Health 3 14 8.5 12.29 1.89
Prior Health 2 10 6.0 8.12 2.33
Resistance/Susceptibiliry 2 10 6.0 7.46 1.79
General Health Ratings Indexb 7 34 20.5 27.87 4.59
Satisfaction with Development 4 20 12.0 18.30 2.01

8L owest possible score is equal to the number of items in the scale.

bTotal score across all three components of general health perceptions:
current health, prior health, and resistance/susceptibility.
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Table 54

MEANS AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS ScaLEs,
CoMBINED SaMPLE, CHILDREN AGED 5-13 (N = 1468)

Possible Scores

Scale Standard
Scale Low® High Midpoint  Mean Deviation
Current Health 3 14 8.5 12.2% 1.77
Prior Health 2 10 6.0 .16 2.36
Resistance/Susceptibility 2 10 6.0 7.83 1.69
General Health Ratings Index’ 7 34 20.5  28.38  4.46
Anxiety© 5 30 17.5 9.17 3.42
Depression” 3 18 10.5 5.14 1.50
Positive Well-Being 4 24 14.0 19,80 2.75
Mental Health Indexd 12 72 42.0 61.48 7.05
Social Relations 3 15 9.0 12.54 1.98

a . . . :
Lowest possible score is equal to the number of items in the seale.

b .
Total score across all three components of general health perceptioms:
current health, prior health, and resistance/susceptibility.

cScored such that a high scere equals more anxiety or depression.

d . .
Total sceore across all components of mental health: anxiety, depression,
and positive well-being.

RELIABILITY

Internal-consistency reliability estimates and homogeneity coefficients (i.e.,
average inter-item correlation) for scales for the combined-site samples are summa-
rized in Tables 55 and 56, and for each site, in Appendix Tables B.26 through B.31.
In the combined sample for each age group, all scale scores were sufficiently reliable
for group comparisons (0.50), and the homogeneity coefficient for all except one
exceeded 0.30. In the site-by-site analyses, reliability estimates were generally
lower for Charleston/Georgetown County samples; Resistance/Susceptibility and
Prior Health Scales did not meet minimum reliability standards in either age group
in that site. Also, the reliability estimate for the Satisfaction with Development
Scale was below 0.50 in Seattle. Homogeneity estimates were below 0.30 for several
scales in Charleston/Georgetown County and for one scale in each of the other sites
(see Appendix B, Tables B.28 through B.31). The reliability coefficients for each
scale in each site, however, were higher than would have been achieved with
single-item measures of the same construct. Moreover, the reliability of general
health perceptions and mental health measures, compared with individuzal con-
structs such as prior health or depression, was increased substantially for the
combined samples and in each site by using the longer General Health Ratings In-
dex and Mental Health Index.
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Table 55

HoMOGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR SELECTED HEALTH
StaTtus ScaLes, CoMBINED SAMPLE, CHILDREN AGED 04 (N=678)

Number of
Scale Items (k) Homogeneity® Reliability®
Current Health 3 .50 .75
Prior Health 2 .36 .53
Resistance/Susceptibiliry 2 42 .59
General Health Ratings Index” 7 .32 77
Satisfaction with Development 4 .23 .54

aAverage inter-item correlation.
b
Internal-consistency reliability for scale of length k.

[
Total score across all three components of general health percep-
tions: current health, prior health, and resistance/susceptibility.

Table 56

HOMOGENEITY AND INTERNAL*CONSISTENCY COEFFICIENTS FOR SELECTED HEeaLTH
Status ScaLes. COMBINED SAMPLE, CHILDREN AGED 5-13 (N =1468)

Number of

Scale Items {k) Homogeneitya Reliabilityb
Current Health 3 b 70
Prior Health P .40 .57
Resistance/Susceptibility 2 VA3 .60
General Health Ratings Index® 7 .32 .76
Anxiety 5 .34 .72
Depression 3 .43 .69
Positive Well-Being 4 45 .77
Mental Health Indexd 12 .35 .87
Social Relations 3 .56 .80

aAverage inter~item correlation.
blncernal—consistency reliabllity for scale of length k.

cTotal score across all three components of general health percep-
tioens: current health, prior health, and resistance/susceptibility.

dTotal score across all components of mental healch: anxiety, depres-

sion, and positive well-being.
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Validity of Health Status Measures

Two types of evidence were evaluated in studying the validity of HIS health
status measures for children; content validity and construet validity.

CONTENT VALIDITY

Studies of content validity determine how well a set of measures represents the
universe of content included in an operational definition. Content validity of HIS
health status measures was studied at two levels: (1) face validity (did items appear
to describe the construct they were intended to measure?) and {2} representative-
ness of items in each scale in relation to the universe of physical, mental, and social
health, and general health ratings constructs (were all important aspects of each
heaith construct well represented?).

To evaluate face validity, each item was reviewed by the authors of this report
to determine whether it appeared to measure what it was intended to measure; e.g.,
were words such as “depressed,” "downhearted,” and “blue” relevant descriptors
of depression? The face validity of all items in each of the scales was judged to be
adequate.

Evaluation of content validity was also pursued in view of the goals of health
status measurement in the HIS. HIS items were not intended to represent all
categories of children’s health as defined in the literature. For example, with re-
spect to mental health, measurement of severe psychological disorders, which occur
relatively infrequently or for which present medically oriented therapies are large-
ly ineffectual (e.g., autism, childhood schizophrenia, antisocial behavior) was
judged inappropriate for the HIS, These and other criteria {outlined in Chapter 1)
resulted in emphasis on psychological manifestations of mental health character-
ized by anxiety and depression. Thus, items measuring the extent of these disorders
were emphasized during analyses of the content validity of the HIS mental health
measures for children. The negatively worded Anxiety Scale and Depression Scale
items are similar to those found in the children’s mental health literature, although
other investigators’ measures emphasize behavioral manifestations of anxiety and
depression to a greater extent than do HIS measures. The HIS items representing
positive states and well-being do not have counterparts in the general population
mental health measures reviewed.

Items in the HIS physical health scales for children clearly assess the five major
categories (physical, role, self-care, leisure activities, and mobility) that are most
often used to define functional limitations for children {and aduits}). They are simi-
lar in specific content to functional limitations items developed for children and
adults by other investigators and to items used for persons aged 14 and older in the
HIS that also had been evaluated carefully for content validity.

The HIS Social Health Scale contains items that pertain to children’s social
relationships and are generally representative of social relations content in other
investigators’ social or mental health measures for children. However, because
children’s social health was less researched and not as well understood as other
health components at the time HIS measures were developed, an aspect {dimen-
sion) defined in terms of the quantity, breadth, and guality of children’s social
participation and activities {e.g., number of friends, clubs, or activities, types of
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activities, how good at activities, etc.) was not included; similar social health mea-
sures are collected for adults in the HIS, however. Finally, the content of general
health ratings is far more comprehensive for children in the HIS than in other
general population studies. Specific content includes the usual health rating in
terms of “excellent,” “good,” "fair,” or “poor” health of the child, but it also in-
cludes items pertaining to parental perceptions of the child’s prior and current
health, and his or her resistance or susceptibility to illness.

CONSTRUCT VALIDITY

Results regarding the construct validity of physical health, mental health,
social relations, general health ratings, and satisfaction with development mea-
sures for the combined-site samples of children aged 0-4 and 5-13 are given in Tables
57 and 58 and in Appendix Tables B.32 and B.33.

Associations Among Measures

All associations were in the hypothesized direction {see Table 40). Almost all
gamma coefficients were statistically significant. Several associations among mea-
sures were moderately high (< 0.40), indicating substantial relationships. These
coefficients represent lower-bound estimates of associations because all were cer-
tain to have been attenuated (because of lack of perfect reliability}.

Pattern and Magnitude of Associations Among Health Components

Having established that the directions of associations were as hypothesized, the
median values of the gamma coefficients for the various health components were
compared in light of hypotheses relevant to validity (see Table 59). As expected, for
the combined sample of younger children, the three general health ratings scales
were well related (median gamma = 0.34). The three dichotomous physical heaith
measures for the chronically limited were highly interrelated (median gamma =
0.92), as were the three measures of limitations lasting any duration {median
gamma = 0.80) (see Appendix Table B.32). For the combined sample of older
children, the three mental health scales were substantially related (median gamma
= 0.56) and the three general health ratings scales were well related (median
gamma = 0.37). The three physical health measures for the chronically limited
were almost perfectly interrelated (median gamma = 098}, as were the three
physical health measures for those with limitations of any duration {median gam-
ma = 0.96) (see Appendix Table B.33}. For hoth age groups, the very high physical
health associations suggest that children with limitations in one area (e.g., physical
activities) were also likely to have limitations in another area {e.g., role activities).
For this reason, and to maximize the number of children with physical impairments
in the validity studies, the dichotomous total imitations (of any duration) score for
each age group was used to assess the patterns and magnitudes of associations
among health components in the following analyses.

For children aged 0-4, the median association between the general health rat-
ings scales and the functional limitations measure was moderate {median gamma
= 0.36). The relationship between the functional limitation measure and the Satis-
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faction with Development Scale was substantial (gamma = 0.48). For older chil-
dren, the physical health measure had a higher correlation with the general health
ratings scales (median gamma = 0.42) than with either the mental health scales
{median gamma = 0.25) or the Social Relations Scale (gamma = 0.20) {see Table
59).

The median association between general health ratings scales and mental
health scales, however, was smaller (median gamma = 0.21) than associations
between the mental health scales and the Social Relations Scale {median gamma
= 0.38), and it was in the same range as the associations between the mental health
scales and the functional limitations measure (median gamma = 0.25). Associations
between general health ratings scales and the Social Relations Scale (median gam-
ma = (.11) were (1) somewhat lower than the association between the Social
Relations Scale and the physical health measure (gamma = 0.20) and (2) much
lower than the association between the Social Relations Scale and the mental
health scales {median gamma = 0.38) (see Table 59).

Table 59

ASS0CIATIONS AND MEDIAN ASSOCIATIONS [{GAMMA?! AMONG THE HEALTH
Sratus ComMPoNENTS. CHILDREN AGED 0-13

Components A B C D
Apes 0-4
(A} Functional Limitations® (b)
(B) General Health Ratings .36 345
{C) Satisfaction with Development 48 L1¢ (b}
Ages 5-13
(4) Functional Limitations> (b)
(B) General Health Ratings 42 37¢
(C} Mental Health .25 .21 .56
(D} Social Relations .20 .11 .38 (k)

AFar purposes of these validity analyses, the dichotomous functional
limitations score, which was basedé on the presence or absence of limi-
tations of any kind and duration, was used. The relationships among
the components of physical health fer children 0-4 vears old (median
gammas = .92 and .80, respectively, for measures of chronic and any
duration limitations) and for children 5-13 years old (median pammas =
-98 and .96, respectively, for measures of chronic and any duration
limirations) were strong enough so that validity analyses using the
single, overall, fumcrional limitations score can be considered highly
representative of all physical health measures.

b . s .
Median associations were not computed for scales with only ome
component.

“Coefficients represent median gammas among the same health compo-
nents,
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INTERRELATIONSHIPS AMONG HEALTH STATUS COMPONENTS

The general health ratings scales overlap more with physical health (i.e., func-
tional limitations) than they do with aspects of mental and social health, such as
anxiety, depression, positive well-being, and getting along with others. In addition,
mental health scales and the Social Relations Scale overlap substantially. These
results support the considerable overlap in content found in measures of children’s
mental and social health in the literature reviewed (e.g., Achenbach, 1978); they
also suggest that parents may not be including the concepts of mental health and
social relations {social health) in their conception of health when they are asked to
rate their children’s general health status.

OTHER VALIDITY ANALYSES

Results of multiple regression analysis carried out to assess the value of scoring
the Anxiety, Depression, and Positive Well-Being Scales separately added support
for the discriminant validity of the construct-specific mental health measures (see
Table 60}. To illustrate, when the physical health (i.e., the total limitations measure}
and general health ratings measures (e.g., the Current Health Scale) were regressed
on the Anxiety, Depression, and Positive Well-Being Scales, different scales were
most predictive and more than one scale sometimes made a significant contribu-
tion to the prediction. For the functional limitations measure, the Anxiety Scale
was a significant construct-specific mental health predictor; the Depression and
Positive Well-Being scales were not. On the other hand, for the Current Health
Scale, the Positive Well-Being scale was the most significant predictor, the Anxiety
scale was next, and the Depression Scale was the least predictive, but still a statis-
tically significant predictor (see Table 60). In these analyses, if the construct-specific
scales were not scored separately, it would not have been possible to determine
which dimensions of the overall Mental Health Index would be useful in predicting
physical health or general health ratings.

Because of the markedly skewed score distributions for the functional limita-
tions measures and the imperfect reliability for all measures, the estimated associa-
tions between physical health and other variables were quite attenuated. To obtain
a clearer indication of differences in reported health status of children with and
without functional limitations of any duration, means for each of these groups on
the other health status scales and on the acute and the chronic illness counts were
compared. As shown in Table 61, functionally limited children in bath age groups
were reported to have significantly worse health status as assessed by all measures
and illness counts. Mean differences in scale scores and measures for limited versus
nonlimited children were substantial (close to one standard deviation}, providing
further evidence of validity for the child health scales.

Parents’ (or proxies’) ratings of their own health status were sometimes signifi-
cantly associated with the rating of the child’s health status. Seif-ratings of health
by the aduit partner who did not complete the child health questionnaire, however,
were less closely related to the child’s reported health status {(see Tables 57 and 58).
For exampie, the proxy and older child’s (5-13) Current Health ratings were more
strongly associated (gamma = .34} than adult partner and child's Current Health
ratings (gamma = 0.22). Similarly, proxy and child’s Mental Health Index {(scores)
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Table 61

HearTa STaTUus SCALE MEANS AND STANDARD DeviaTioNs FOR CHILDREN WITH
AND WITHOUT FUNCTIONAL LIMITATIONS OF ANY KIND OR DuraTiOoN

Limitations
Standard One ot Standard t-Test
Scale None Deviation MoreP Deviation Value
Ages (-4
Current Health 12.38 1.79 10.15 2.84 6.15*
Prior Health 8.21  2.28 6.15 2.76 4.57"
Resistance/Susceptibility 7.52 1.76 b.44 2.12 3.09*
General Health Ratings Index 28.12 440 22.74 6.02 6.12*
Satisfaction with Development 18.38 1.87 16.15 3.50 5.81"
Acute Illness/Symptoms 1.72 1.46 2,74 1.87 3.53*
Chronic/Serious Illness 0.33 0.59 1.07 0.92 6.19*
Ages 5-13
Current Health 12,42 1.68 10.42 2.51 10.54"
Prior Health .26 2.3 6.79 2.66 5.77
Resistance/Susceptibility §.00 1.64 6.86 2.07 6.24"
General Health Ratings Index 28,69 4.23 24.07 5.41 9.80*
Anxiety 8.98 3.23 11.58 4.70 7.13
Depression 5.06 1.86 5.83 2.16 3.60"
Positive Well-Being 19.88 2.65 18.61 3.46 4.32"
Mental Health Index 61.82 6.75 57.19 9.07 6.11
Social Relations 12.55 1.90 11.69 2.80 3.92*
Acute Illness/Symptoms 1.34 1.39 2.09 1.70 4,82
Chronic/Serious Illness 0.37 0.63 0.89 0.93 7.18

&N = 644 for children aged O-4; N = 1365 for children aged 5-13.
B = 27 for children aged 0-4; ¥ = 89 for children aged 5-13.
p < .01.
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were better related (gamma = 0.23) than were the nonproxy adult and child scorea
(gamma = 0.12). Similar patterns of results held for the various health status
ratings of parents and their younger children (0-4).

Finally, correlations among 13 children's health status measures and validity
variables were factor analyzed to summarize information relevant to construct
validity. The two most important derived factors, in terms of variance accounted
for, were rotated to orthogonal simple structure to facilitate interpretation. Corre-
lations among measures and factors are shown in Table 62, which has been orga-
nized to make interpretations easier. First, the 13 measures have been organized
by rows into two groups that correlate most highly with the same factor; the
measures have also been listed in order of the absolute magnitude of their correla-
tion {factor loading) with that factor. Second, the direction of the hypothesized
association between each measure and a favorably defined health status factor is
presented in parentheses in the first column. Third, communalities, which indicate
the amount of variance accounted for by a two-factor solution, are presented in the
right-hand column of the table.

Before discussing the results given in Table 62, some trends in the unrotated
factor solution should be noted. The unrotated solution revealed a large general

Tahle 62

CORRELATIONS AmonG THIRTEEN HEALTH STaTus aND VALIDITY MEASURES
AND RoTaTED Factogs, CHILDREN AGED 5-13

Rotated Factors

Measures/Hypotheses® 1 11 h2b
Adult Worry (-) -73¢ -13 55
Current Health (+) 7l 13 53
Pain (-} -67 -17 48
Resistance/Susceptibility (+) 57 1z 34
ascute Illness/Svmptoms (-} -42 -18 21
Functional Limitations {~) -38 -09 15
Chronic/Serious Illnesses (-) -38 -06 15
Prior Health (+) 36 06 14
Anxiety (-} =24 ~77 65
Positive Well-Being {(+} 22 73 58
Depression (-) =20 =72 57
Social Relations (+) 08 64 42
Adult Worry Regarding Social Relatioms (-) -07 ~57 33

Bpirection of hypothesized association, with favorably defined health
status facrors shown in parentheses.

b . . . . s
Communality estimates, i.e., percentage of variance in each score
explained by a two-factor solution.

“Factor loadings (with decimals omitted); may be interpreted as
product-moment correlations between measures and factors.
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factor that accounted for approzimately 30 percent of the total possible variance
(i.e., with unities in the diagonal of the correlation matrix). Correlations between
the 13 measures and the general factor tended to be substantial (0.26 to 0.70,
absolute magnitude); the median of the 13 correlations was approximately 0.52.
This pattern of results in the unrotated matrix is consistent with a general health
status construct commeon to all measures, as hypothesized. The fact that measures
of general health perceptions (e.g., Current Health, Resistance-Susceptibility) cor-
related very highly (> 0.50, absolute magnitude) with the first unrotated factor
further supports this interpretation.

The two-factor solution accounted for approximately 47 percent of the total
measured variance in the 13 variables (approximately 32 and 15 percent for Factors
1 and I, respectively). The first factor appears to define a general/physical compo-
nent of health status, and the second, the mental health component. Of the two
kinds of construct-specific health status measures (physical and mental health)
included in the matrix, the functional limitation measure tended to correlate mod-
erately with Factor | but not with Factor II. Highest loadings on Factor I were
observed for the general health measures. A moderate correlation (0.38) was ob-
served between Factor I and the measure of chronic and serious ilinesses. General
health ratings (e.g., Current Health, Adult Worry about child's health} also correlat-
ed highly with Factor . These trends support interpretation of Factor I in terms
of both the general and physical aspects of health status.

Factor Il appeared to define the mental dimension of health status, as hypothe-
sized. Very high correlations (0.70 or greater) were observed between Factor I and
the three hypothesized mental heaith measures (Positive Well-Being, Depression,
Anxiety); the measure of Social Relations also correlated highly with Factor II. The
correlation between Factor II and the functional limitation measure was very low,
and correlations between the general health ratings and Factor II {about 0.22 or
less) were lower than between the mental health measures and Factor II.

The trends noted above are consistent with interpretation of Factors I and II
as general/physical and mental dimensions of health status. The pattern of results
for HIS scales hypothesized to measure physical and mental health status of chil-
dren strongly supports their validity in that regard. However, general ratings of
health status for children appear to reflect the physical much more than the mental
dimension of health status; this finding differs from results of studies of these
measures for adults (Ware, Johnston, Davies-Avery, et al.,, 1979).

Sociodemographic Correlates of Health Status

Relationships among the health status scales and 7 demographic and socioeco-
nomic variables are summarized in Table 63 for the sample combined across sites
and ages. In general, relationships were weak. Only three gamma coefficients
reached 0.20 or above, although some were statistically significant. Moreover, there
were no systematic sociodemograhic relationships across scales. These findings are
consistent with those reported in the literature review of health status measures.
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Summary of His Health Status Measures For Children

PHYSICAL HEALTH

For children aged 0-4, four measures were constructed from items in the physi-
cal health battery. They represented four categories of activities: physical, self-
care, and roie and leisure (combined). A total limitations score, comprising all four
categories, was also constructed. Leisure activities for children were conceptual-
1zed in the HIS as a major role activity only and were thus included in that
category. Because of the small number of younger children with limitations of any
duration, cumulative scales could not be tested. Each of the functional limitations
measures was therefore scored dichotomously to identify the presence or absence
of one or more limitations.

For children aged 5-13, four measures were constructed from items in the
physical health battery. These measures represented five categories of activities:
physical, self-care/mobility {combined), and role and leisure {combined). A total
limitations score, comprising all five categories, was also constructed for older
children. Only the Physical Activities Scale identified sufficient numbers of older
children with limitations to permit scaling tests, and satisfied the scaling criteria.
The role activities, self-care/mobility, and total limitations measures were scored
dichotomously to identify the presence or absence of one or more limitations.

MENTAL HEALTH

Three summated ratings scales were constructed from the mental health bat-
tery for children aged 5-13. These measures represent three dimensions of mental
health (number of items are shown in parentheses): anxiety (five). depression
(three), and positive well-being {(four}. In addition, a twelve-item Mental Health
Index that aggregates across the three dimensions was scored according to the
summated ratings method. These four scales satisfied criteria of multitrait scaling.
Mental health was not measured for children aged 0-4,

SOCIAL HEALTH

One social health summated-ratings scale was constructed from three items for
children 5-13. This scale, which reflects interpersonal relations, met multitrait scal-
ing criteria. No measure of social health was included for children 0-4.

GENERAL HEALTH PERCEPTIONS

Three summated ratings scales were constructed from the general health rat-
ings items for children 0-4 and 5-13. The measures represent three dimensions of
general health perceptions (number of items are shown in parentheses): prior
health {two), current health (three), and resistance or susceptibility to illness (two).
A seven-item General Health Ratings Index was also constructed. The eight scales
(four for younger children and four for older) satisfied multitrait scaling criteria.
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SATISFACTION WITH DEVELOPMENT

One Satisfaction with Development Scale based on summated ratings was con-
structed for children 0-4 years old. The four items, representing aspects of develop-
ment, such as the child’s growth, eating, sleeping, and bowel habits, for which
parents might express satisfaction or concern, were scaled and met multitrait
scaling criteria.

FOOTNOTES

1. Scalogram analyses were also conducted for each hypothesized scale when
chronic limitations were defined as Jimitations present for more than 1 month. This
alternative method of defining chronic limitations did not change the reliability/
reproducibility or the scalability of a given set of items. Therefore, the decision was
made to define chronic limitations as criginally hypothesized (i.e., limited for more
than 3 months}.

2. CR values of 0.90 or greater were accepted as evidence of the reliability/
reproducibility of a given set of items; CS values of 0.60 or greater were accepted
as evidence of the scalability of a given set of items. In all analyses, reference to
those values indicates that the scale met minimum standards. In analyses in which
values fell below the standards, hypothesized scales were not confirmed, even if
sample sizes were sufficiently large to test the scales.

3. Five factors had eigenvalues greater than unity; the sixth factor had an
eigenvalue of 0.98 and was also rotated on the basis of high loadings in the unrotat-
ed solution and the resuits of the Scree Test {(Cattell, 1966).



Chapter 5
DISCUSSION

A major purpose of the HIS initial phase was to develop, or select, outcome
measures of children’s health status and to test their measurement properties in
a general population. Results, based on enrollment Medical History Questionnaire
data, suggest that considerable progress toward this goal has been achieved.

To be most useful as outcome measures, the chosen batteries of questions about
physical, mental, and social health and general health perceptions should satisfy
a number of conditions. First, items should be optimally scored to reduce the
number of variables as much as passible without substantial loss of information and
to achieve the desired level of measurement—at least an ordinal scale. Second,
score distributions should have sufficient variability to be useful in detecting differ-
ences in health for a population of generally healthy children, given a study design
such as that adopted for the HIS. Third, scores should yield a sufficient amount of
true score variance, i.e., they shouid be reliable. Fourth, scores should be valid (they
should primarily reflect the health component they were intended to measure)
without being excessively redundant in relation to each other or to other health
variables being assessed. Fifth, the battery should be practical in terms of data-
gathering costs, respondent burden, and ease of scoring and interpretation. In
general, measures of heaith status for children selected or developed for the HIS
fulfilled these conditions, and should detect changes in population-based scores
consequent to different health insurance financing plans. Certain exceptions to this
conclusion and some key findings warrant further discussion.

Conceptualization of Health

No comprehensive ronceptualization of child, or adult, health is now available
to guide selection or development of health status measures. In the absence of an
overall conceptual framework, the HIS has elected to operationalize health status,
based on the World Health Organization pesition that health includes physical,
mental, and social components. Additionally, the general health perceptions compo-
nent was considered a fourth factor worthy of measurement. All components were
presumed to contribute significantly to overall health status; therefore instruments
designed to measure each as independently as possible were sought. In principle,
children’s health status measures based on a comprehensive conceptualization
could include these four major components (physical, mental, and social health, and
general health perceptions). In practice, measures rarely appeared to reflect any
conceptual or theoretical basis and they rarely included more than two components
of health.

In most studies, physical health is conceptualized in terms of the child’s func-
tional status. Measures of functional status for children commonly focus on limita-
tions in five categories of activities: self-care, mobility, physical, role, and leisure.
In the HIS, we endorsed this conceptualization and selected items that represented
activities in all categories except mobility for younger children (0-4). All activity
categories were represented for older children (5-13).

138
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Most investigators have conceptualized children’s mental health in terms of
behavior and conduct problems {e.g., aggressive, delinquent, and hyperactive
behavior). Unlike recent measures for adults that emphasize psychological manife-
stations and feeling states, such as anxiety, depression, and positive well-being,
measures for children apparently reflect a lack of interest in assessing psychologi-
cal and affective states.

Emphasis on behavior problems in conceptualizing children’s mental health
has probably occurred for several reasons. First, by their very nature, overt person-
ality, acting out, and conduct problems gain attention from parents, teachers, peers,
and possibly the police. These behaviors bother others and force authority figures
to deal with the child, often resulting in the use of child guidance and counseling
services, physicians’ services, or entry to the juvenile justice system. Second, inves-
tigators have not wanted to rely on the child’s self-report and apparently believe
that overt, tangible behaviors—especially problem behaviors—can be reported
more reliably by proxies than could psychological and affective content. Third,
there is some evidence from retrospective and prospective studies that aggressive,
acting out, and conduct problems in childhood and adolescence are better predictors
of adult psychopathology and character disorders than are neurotic behaviors such
as anxiety, depression, and social withdrawal (e.g., Kohlberg, LaCrosse, and Ricks,
1972; Robins, 1966; Rutter, 1972; Taylor and Watt, 1977). Thus, investigators have
implied that screening for behavior problems is likely to identify greater numbers
of children for further psychiatric or psychological evaluation, to produce greater
reliability of measurement, or to better predict adult mental heaith disturbance or
problems.

However, for several reasons to be discussed below, the behavior problem
orientation to children’s mental health was not incorporated in HIS measures.
Instead, HIS enroliment questionnaires focused on psychological and feeling states,
such as anxiety, depression, and positive well-being, similar to those assessed for
aduits in the HIS. Mental health was not measured for children aged 0-4: scales
representing anxiety, depression, and positive well-being were developed for chil-
dren aged 5-13.

In the children’s health status literature, social health is not usually conceptual-
ized as a separate health component. When represented at all, it has been included
with measures of mental heaith. As a guide to conceptualizing children’s social
health, adult social health measures were reviewed. For adults in a general popula-
tion, social health is assessed independently of mental health and generally per-
tains to interpersonal interactions and social participation in groups and activities.
This orientation was adopted in the HIS and social health measures for older
children focused on the quality of interpersonal relations with important persons
in their environment. Social health ratings were not obtained for younger children
in the HIS.

General health for children has been conceptualized as ratings of overall health
in terms of excellent, good, fair, or poor, and of the health-related concern or worry
about the children reported by parents. The HIS approach to general health percep-
tions includes the familiar general heaith rating, but emphasizes a more compre-
hensive view of health perceptions. For children in both age groups, this includes
interest in their prior and current health, resistance and susceptibility to illness,
and parental health-related worry about the child.
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Descriptive Statistics and Statistical Power

Distributions of item scores for HIS child health measures tended to be skewed.
There was sufficient variability on all items, except most of those representing
physical health, to test hypothesized item groupings in the combined-site samples
and individual sites.

Distributions of scores for all resulting scales were also skewed. Most children
scored favorably in relation to the midpoint of the possible scale range. Despite this
skewness, there was sufficient variability in score distribution on all summated
ratings scales for HIS analytic purposes.

PHYSICAL HEALTH

The measures yielding the least score variability and most skewed distributions
pertained to functional limitations. Because previous studies using similar ques-
tions had indicated few functionally limited children in general population surveys
{e.g., NCHS, 1971b; 1977a and 1977b), very few children with severe or mild }imita-
tions attributable to health were anticipated in this general population sample.
Based on aggregate indicators discussed in the literature review, between 91 and
93 percent of children under 16 in general populations appear to be without func-
tional limitations. HIS measures yielded similar data for children aged 0-4: approxi-
mately 4 percent had one or more limitations of any duration. For children aged
5-13, approximately 6 percent had one or more limitations of any duration.

HIS prevalence estimates for functional measures and age groups that could
be compared with other studies were consistent with their reported estimates. For
example, role activity limitations of any duration for younger children in the HIS
were virtually identical to those of children in a representative sample {approxi-
mately 2 percent limited). However, different types of activities and reporting
periods included in a given conceptual scheme may vield different estimates of
prevalence of limitations. Regardless of measurement methods, most children in
general populations receive perfect scores when physical health is defined in terms
of functional status. Thus, scores on HIS limitations measures probably do not
reflect a measurement problem unique to the HIS child health battery.

Nevertheless, the precision of functional limitations measures is reduced be-
cause these impairments occur infrequently in a general population, such as that
enrolled in the HIS. For example, large samples would be needed to detect treat-
ment effects on physical health for two representative (generally healthy) groups
of children who are enrolled in an experiment. Using HIS enrollment data from the
total limitations {of any duration) measure as a case-in-point, and assuming a
post-test only, a Type I error of 0.05 or Jess {one-tailed test), and a power of 0.90 (a
chance probability of 0.10 or less for Type 11 errors), 21,500 children aged 0-4 would
be required to detect a small effect (20 percent of the mean), 4800 to detect a
medium effect (40 percent of the mean), and 2100 to detect a large effect (60 percent
of the mean). For children aged 5-13, somewhat smaller sample sizes would be
necessary: 12,400, 3100, and 1300 for 20 percent, 40 percent, and 60 percent of the
mean, respectively. However, by assuming an intertemporal correlation of 0.50
between pretests and post-tests, a 25-percent reduction in required sample size
could be achieved in a design such as the one used in the HIS.
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It is not clear whether the addition of a symptom/problem complex list (Patrick,
Bush, and Chen, 1973) to the HIS functional status measures for children would
increase variability in scores enough to improve power greatly. Certainly this
approach would have confounded functional status with other health constructs.
The approach was also contrary to the HIS measurement strategy, which calls for
separating the components of health for measurement and interpretation prior to
aggregation. Patrick and his colleagues have presented no evidence that suggests
that a symptom/problem compiex approach increases variabilty on measures of
children’s health status. Moreover, many symptoms and preblems are included in
HIS chronic/serious illness or acute symptoms lists. To summarize, combining
indices of functional status with illness measures would complicate the scoring of
different components of health and change the definition of health adopted for the
HIS; it would probably not increase the number (percentage) of children identified
as having actual functional limitations in the general population. In other words,
it would not solve the fundamental precision problem. Thus, we chose not to take
that approach.

MENTAL HEALTH

HIS mental health measures were constructed to assess the general level of
psychological health or well-being in a general population of children. They empha-
sized psychological phenomena and feeling states in terms of positive and negative
well-being. In contrast, most mental health measures for children from general
populations were developed as screening instruments that would yield scores above
which children should receive follow-up clinical evaluation or examination to deter-
mine whether they might have a psychiatric impairment or disorder. These mea-
sures tended to focus primarily on problem behaviors rather than on psvchological
problems or feeling states, as, for example, depression. Thus, one cannot make
meaningful comparisons between descriptive statistics for HIS scales and preva-
lence rates for psychiatric screening instruments. As mentioned previously, mental
health scales constructed for use in the HIS were skewed in the direction of good
health, but contained encugh variability to allow tests of hypotheses.

S50CIAL HEALTH

Similar to findings for HIS mental health measures, the Social Relations Scale
was sufficiently variable so that it could be used to conduct tests of experimental
hypotheses, but it was difficult to compare this scale directlv with other social
relations measures reviewed. In the one item common to both the HIS and a study
of a national probability sample, the percentage of children who had difficulty
getting along with other children was below 5 percent in both samples.

GENERAL HEALTH PERCEPTIONS

The single general health rating item for both younger and older children in
the HIS showed similar response patterns to that item for younger and older
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children in a national sample survey. In the HIS, approximately 3 percent of
children aged 04 were rated in either fair or poor overall health; approximately
5 percent of those 5-13 years old were reported to be in fair or poor general health.
Again, there appeared to be sufficient variability in the general health ratings items
and in the general health perceptions scales (for both age groups) to warrant their
use in experimental analyses.

Reliability

Reliability was estimated by using the internal-consistency method for HIS
measures of mental and social health, general health, and satisfaction with develop-
ment. In the combined-site samples, reliability estimates indicated sufficient true
score variance for their planned use in the HIS, namely, to make group compari-
sons. Reliability estimates for all scales, the General Health Ratings Index, and the
Mental Health Index exceeded 0.50, a recommended minimum for studies involv-
ing group comparisons (Helmstadter, 1964).

In the individual-site analyses, reliability coefficients tended to be lower for
respondents in South Carolina, where the sample included a large proportion of
persons disadvantaged with respect to education and income. The two least reliable
scales in that site (Prior Health and Resistance/Susceptibility) contained only two
items each; they should be lengthened for use in future research. Even if they are
not augmented, these two-item scales are probably more reliable than single-item
measures ordinarily used in child health population surveys (see Chapter 2 for
examples).

Reliability estimates for the chronic limitations and limitations of any duration
Physical Activities Scales for older children in the HIS were based on reproducibil-
ity coefficients. They too were satisfactory for HIS purposes, Other physical health
scales that met minimum reproducibility standards were based on too few children
with limitations to be considered adequate for HIS analytic purposes.

Few investigators of children’s health status measures have addressed the
1ssue of reliability . Moreover, no measures using scalogram techniques were iden-
tified, and very few measures were based on the summated ratings method; most
measures were single items for which no reliability estimates were reported. For
example, no study of physical health measures reported reliability estimates; one
investigator reported reliability estimates (test-retest and inter-rater methads) for
social health measures; and no studies reported general health ratings reliability
information. For mental health measures reviewed, three groups of investigators
reported reliability estimates; only one used the internal-consistency method most
often associated with summated ratings scales. Given the paucity of studies of the
reliability of children’s health status measures, particularly those of physical and
mental health, further study is strongly recommended to replicate results previous-
ly published and to generate new reliability data on existing health status measures
for which estimates are unavailable.

Content and Face Validity

The face validity of all items used in the HIS health status measures for chil-
dren was judged satisfactory. These judgments were based on a review of the
content of each measure by physician consultants and professional staff in relation



143

to the heaith component and the dimension within each component that it was
intended te measure.

The content validity of HIS measures was studied by assessing their represen-
tativeness in terms of the universe of content defined by physical, mental, social
health, and general heaith ratings identified in the literature. For example, among
physical health measures, all the categories of activities limitations used in earlier
child health measures were represented in the HIS items. Within specific activities
categories, it was not the HIS aim to be exhaustive: thus, areas of fine motor
movements, such as handwriting, were not included under physical activities. Far-
thermaore, leisure activities were not fully differentiated from role activities for
either age group, and self-care and mobility were combined for younger children
(aged 0-4).

The literature review makes it clear that investigators who have developed
mental health measures for children have emphasized behavioral over affective
content in defining the domain of mental health. They have also mixed psychologi-
cal content with behavioral, social, and physical content. Within the behavioral
category, measures focus on acting out problems, such as aggression, and conduct
problems, such as antisocial, delinquent, and hyperactive behaviors. When HIS
measures of mental health were selected in 1974, use of measures that assess overt
behavioral and acting out problems was considered but rejected. These measures
were considered too sensitive, possibly resulting in questionnaire nonresponse.
Moreover, such problems were not considered generally treatable within the
present medical care system. There was some precedent for the decision not to
include “sensitive” measures, but no empirical data (see Shepherd, Oppenheim,
and Mitchell, 1971). There was aiso some evidence that behavior and conduct
problems such as delinquency were not good candidates for traditionai child psy-
chotherapy (e.g., Bergin and Garfield, 1972).

Since the development of the mental health measures that were fielded at
enrollment, thinking with respect to including behavior problem items in HIS
mental health batteries has changed for several reascns. First, there still does not
appear to be empirical evidence suggesting that behavior problem measures in-
cluded in health surveys lead to increased nonresponse or to lack of respondent
cooperation. Second, trends toward psychelogical-orientation ohserved for adult
mental health measures are generally absent from children’s measures. Third.
encouraging reports in the clinical literature indicate that an increasing number of
behavior modification and management approaches and techniques are successful
for children with certain types of hyperactivity, conduct, and acting out problems
{e.g., Patterson, Reid, Jones, et al., 1975; Wahler, 1976;Hersen, 1977a and 1977b,
1978).

As a result of these findings, & fifteen-item battery reiating to behavior and
conduct problems has been added to HIS annual health questionnaires fielded after
the fall of 1978 (see Appendix E). The items were adapted from Achenbach’s Child
Behavior Checklist {Achenbach, 1978} and were selected to represent consistently
high loading items across his age and sex groups in the following categories: aggres-
sive behavior {four), delinquent behavior (four}, hyperactive behavior (three), and
social withdrawal (four). Together with the anxiety, depression, and positive well-
being items from the HIS enrollment Mental Health Batteries for children, these
high loading items should represent the major mental health dimensions described
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in the literature and provide a more comprehensive mental healith battery for use
in general populations of children, such as those involved in the HIS.

In the literature, social health measures for children represented two main
content areas: (1) interpersonal relations and (2) social activities and participation.
In the HIS, social health was operationally defined in terms of the child’s ability
to get along with significant others, including other children, family, teachers, and
classmates. The amount and quality of the child’s participation in social activities
and groups was not assessed at enrollment. Some information will be obtained from
the social withdrawal items added by the new behavior problem battery discussed
above.

Finaily, assessment of the representativeness of measures of general health
ratings suggests that the HIS battery is much more comprehensive than the single
items usually fielded in health surveys for children. In the HIS, the child’s prior and
current health, resistance/susceptibility to illness, amount of pain attributed to
health, and parental worry or distress about the child’s health are assessed in
addition to a general health rating, which is rated in terms of excellent, good, fair,
or poor health.

Construct Validity

Three types of construct validity studies were performed on HIS health status
measures for children: (1) studies of associations within measures of health compo-
nents, 1.e., within mental health and within general health perceptions; (2) studies
of associations among measures of physical, mental, and social health and general
health perceptions; and (3} studies of associations among health status measures
and other health and health-related variables. Some construct validity studies were
designed to test specific hypotheses; others—those relating health status measures
to sociodemographic variables—attempted to extend theory.

Generally, studies of all three types supported the proposed muiticomponent
model of child health and the construct validity of HIS measures. The patterns of
associations were as hypothesized; several associations were substantial; and re-
sults were consistent with the objective that each scale reflect primarily one health
component, such as mental health or social health, or multiple components, such
as general health perceptions. Thus, for both younger (0-4) and older (5-13) children,
the three general health rating scales are well related and the three mental health
scales for older children are substantially related. Moreover, when the three mental
health scales are scored separately, they are more strongly associated with each
other than they are to social relations or general health ratings; and when the three
general health rating scales are scored separately, they are related to more than
one component of health status for each age group, as hypothesized. Relationships
among the mental and general health rating scales and the other health-related
variables, such as chronic/serious illnesses, were strong enough for one to conclude
that the scales do measure health status and weak enough to indicate that con-
struct-specific scales are likely to contribute unique information about health. In
other words, these construct-specific scales are not excessively redundant.

Furthermore, regression analyses demonstrated the value of separately scor-
ing and interpreting the construct-specific mental heaith scales {in addition to the
Mental Health Index). The most predictive scales differed, depending on the health
status construct employed as the validity variable. The meaning of differences
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between groups in Mental Health Index scores can only be properly understood
when construct-specific scales are scored and interpreted separately. Thus, despite
the scaling errors that raised doubts about conceptual distinctions between mental
health constructs, scaling attempts were sufficiently successful to warrant scoring
Anxiety, Depression, and Positive Well-Being Scales separately, for the present. If
these conceptual and statistical distinctions do not prove to be clinically meaningful
in subsequent validity studies, scores on the Mental Health Index alone wili be used
in HIS analyses.

These findings with respect to interrelationships have special implications for
child health measurement theory and for the construct validation approach to
studying validity. The results provide empirical support for the atility of conceptu-
alizing child health as a multidimensional state. Measures of distinct health status
dimensions can be constructed for use in a general population of healthy children.
The feasibility of analyzing the interrelationships of measures to assess the validity
of health status measures has also been demonstrated.

There were, of course, exceptions to the overall pattern of successful construct
validity findings. For example, whether HIS social relations items represent an
aspect of social or mental health remains an unanswered question. The “getting
along” items may be assessing a positive aspect of mental health. This interpreta-
tion 1s supported by content analysis of items in mental health scales for children,
by substantial negative associations among the Social Relations Scale and the
Anxiety and Depression Scales, and by the positive relationship between Social
Relations and Positive Well-Being. Without a battery of social participation and
activities questions (see Achenbach, 1978; NCHS, 1971b}, HIS social relations items
may not adequately measure the social component of child health. Alternatively,
mental and social components of child health may be more substantially interre-
lated than originally believed. Finally, some items pertaining to resistance/suscep-
tibility to illness and current health did not consistently correlate as hypothesized.
It may be that parents focus on children's current health when rating their overall
resistance or susceptibility, or that the concepts overlap more for children than
they do for adults who are rating their own health (see Ware, Davies-Avery, and
Donald, 1978). Further studies will be needed to determine the validity of this
concept.

Remaining Validity Issues

HIS studies of validity, as well as some of the more stringent studies reported
in the children’s health status literature, have begun to establish that the measures
of physical, mental, social, and general health reviewed here do, in fact, measure
the health components they were intended to measure. However, several issues
pertaining to the validity of children’s health status measures for general popula-
tions remain to be studied.

First, older children, i.e., those 8 vears and older, may be capable of rating their
own health status more validly than their parents or proxy adults. No general
population surveys of health that used children under age 14 as the primary
respondent were identified in the literature review. However, there appear to be
no empirically determined reasons why children at least 8 years old could not
answer, accurately, many questions about health that are now asked of their par-
ents. In psychological studies of cognitive development and in many classrocom
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situations, children who are able to think and reason in a concrete manner seem
to respond routinely and appropriately to questions regarding physicial and social
causality, which seem more complex than those now used to assess health status
in the HIS (see Flavell, 1970).

Even if children did not serve as primary respondents, it would be valuable to
include them as informants, along with their parents, physicians, teachers, and
others who are in a position to provide physical, mental, social, and general health-
related information, so that a more complete picture of children’s health status
couid be drawn. For example, the National Health Examination Survey (NCHS,
1974; 1975a and 1975b), has coliected independent ratings of general health, and of
the amount of nervousness or tension that is exhibited by children aged 12-17, from
both a parent (proxy) and the child. With respect to general health status ratings,
Parents reported their children’s health to be “excellent” (33 percent), “very good”
(34 percent), “good” (30 percent), “fair” (3 percent}, and “poor” (< 1 percent);
children reported their own health to be: “excellent” (27 percent), “very good” (33
percent), “good” (36 percent), “fair” {4 percent), and “poor” (< 1 percent). Regard-
ing nervousness or tension, parents reported as follows: “not nervous” (50 percent),
“somewhat” [nervous] (46 percent), "very” [nervous] (4 percent). Children judged
themselves as being tense: "never” (20 percent), “rarely” (36 percent), “sometimes”
(36 percent), and “often” (8 percent). If the children’s “rarely” and “sometimes”
nervous response categories are combined and then compared with parents’ “some-
what” nervous response category, it appears, from these data, that parents over-
state their children’s general health status, and understate their nervousness or
feelings of tension. Although it is not clear whose responses are more valid in that
survey, having two sets of data is likely to lead to a more comprehensive estimate
of the child’s health status than either set would alone.

Second, several other issues relevant to validity remain to be studied before the
HIS child health scales are used to test hypotheses about the effects of health care
policies on health status. Cross-sectional analyses and some longitudinal analyses
will be performed to increase our understanding of scale scores in terms of (1)
validity in relation to other information about child health status (e.g., developmen-
tal screening tests and clinical evaluations), (2) prediction of health and illness
behavior {e.g., consumption of medical care services), and (3) changes in children’s
health over time. The validity of the HIS child’s health status measures can be
studied in relation to data obtained from sources other than the respondent, such
as from physician claims data. Thus, HIS data will eventually permit analysis of
(a) the predictive validity of enrollment and annual questionnaire mental health
scores and general health ratings in relation to physician diagnoses (from claims
data) for those children who received care, (b) the results of comprehensive screen-
Ing examinations, {¢) the extent of disability reported in biweekly health diaries
kept by families, and (d) the use of medical care services. In addition, over periods
of 3 to § years, problems described by children {and their parents) when they seek
care and provider diagnoses can be compared with scale scores before and after
treatment.

Third, the effects of response biases and of item and response category wording
should be addressed in future research. Response bias has been ignored in general
population health surveys, but may be a noteworthy problem in standardized
survey measures of health (Ware, 1978, Ware and Karmos, 1978). This may be
especially true when parents respond for their children. Because they may wish to
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present their families (and thus themselves) in the best possible light, parental
tendencies to respond in a socially desirable manner may result in children appear-
ing to be healthier than they actually are. Bias due to acquiescent and opposition
response sets, i.e., tendencies to endorse or negate items regardless of content, may
also affect scores.

Finally, how respondents interpret some questions and use some response
categories in the HIS requires further study. For example, as employed in the HIS
functional status questions, the concept “health” may not mean the same thing to
all respondents. Thus, if respondents do not equate “because of health” with pres-
ence of disease or chronic conditions, or include as health-related functional limita-
tions those that are attributable to maturational or developmental delays, such as
some self-care limitations in children 0-4 years old, the validity of these measures
will be affected because actual limitations may be systematicaily underreported or
overreported. This and other methodological issues are potential threats to validity
of HIS measures for children and will be considered carefully as the experiment
continues.

In summary, although additional research must be completed to address sev-
eral important validity and measurement issues, findings thus far indicate that
self-administered scales to measure child health in the HIS (1} are applicable to
general populations, (2) possess sufficient variability to allow detection of potential
differences in health status, (3) are generally reliable and represent an improve-
ment in reliability over single-item measures used currently; and (4} have validity,
i.e., contain useful information about the health status constructs they were devel-
oped to measure.






Appendix A

HIS MEASURES OF CHILDREN'S HEALTH STATUS,
DAYTON, OHIO

Background

HIS measures of health for children were first fielded in Dayton, Ohio, in 1974.
At that time, a full battery of children’s items had not yet been developed because
efforts were being concentrated on developing adult measures of health. Thus, the
batteries of items administered to children in Dayton were not as complete as those
eventually fielded for children at enrollment in other sites. They encompassed two
health dimensions—physical and social health—but excluded the mental health
dimension. Choice of measures was based on information available in 1973 when
the measures were selected. Subsequent revisions and additions to children’s
health status batteries are described in Chapter 3 and in Appendixes D and E of
this volume. For comparative purposes, results of scaling analyses pertaining to
physical health, social health, and satisfaction with development for Dayton chil-
dren are reported in this appendix.

Description of Health Status Measures

PHYSICAL HEALTH

Two batteries of questionnaire items, one for ages 0-4 and one for ages 5-13,
pertaining to physical health in terms of functional status were fielded at enroll-
ment in Dayton. Physical health measures focused on inability to perform a variety
of specific daily activities, including self-care activities, physical activities, mobility,
and role activities, such as going to school.

The HIS questionnaire items on functional limitations for children aged 0-4
were constructed to measure four categories of limitations: {1) physical activity, (2
role activity, (3) mobility, and (4) self-care limitations. A proxy respondent for each
child rated each of the six items representing the four categories of functional
limitations separately {see Table A.1 for specific items). Whenever a functional
limitation was endorsed, the respondent rated the duration as follows: (1) less than
1 month, {2) 1 to 3 months, or (3} more than 3 months. Limitations present for 3
months or more were considered chronic.

Two mobility items pertained to being in bed for all or most of the day and in
a hospital or other medical facility. Two role activity items pertained to limitations
in the kind or amount of play and in the ability to take part in ordinary play. One
item pertained to limitations in self-care activities and another to physical activity
{e.g., the use of supportive devices to walk).

The eleven functional limitations items for children aged 5-13 were constructed
to measure the same four categories of limitations as those for children 04 years
old (see Table A.2). The mobility items pertained to restrictions in trave!l in terms
of both range and freedom to move about from place to place. The physical activity
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Table A.1

Funcrional LiMrrations ITEMs Grourep By CoNsTRUCT USED To ASSESS
THE PHYSi1caL HEaLTH OF CHILDREN AGED 0-4, DavyToN, OHIO

a
Category Item Contentb

Mobility 47 Is this child in bed for all or most of the day
because of health?

49 Is this child in a hospital or other medical
facility because of health?

Physical activity 45 Does this child use crutches, artificial limbs, or
braces to walk?

Role activicy 41 Is this child limited in the kind or amount of play
he can de because of health?

39 Is this child able to take part in all erdinary
play with other children?

S5elf-care activity 43 Does this child need more help than normal for
children of the same age in eating, dressing,
bathing, or using the toiler?

#ltem numbers from Form A of the Davton Medical Historv Questionnaire, Ages
0-4.

b . . . .
For each item endorsed, another question was asked to ascertain duration of
limitation.

items pertained to limitations in physical movement, including having trouble
lifting, stooping, using stairs, and walking as far and as fast as usual for children
of the same age. The role activity items related to limitations in kinds of school-
work, in ability to go to school, and in kinds of other activities, such as playing. The
self-care item concerned limitations in activities such as eating, dressing, bathing,
or using the toilet.

SOCIAL RELATIONS

Three social health items referring to the quality of the child’s interpersonal
Interactions were included for children aged 5-13. No corresponding items were
administered for children aged 0-4. The three items (see Table A.3) refer to the
degree to which the child has gotten along with other children, the family, the
teacher, and classmates and are similar to items used in the National Health
Examination Survey (NCHS, 1973).

PARENT CONCERN

Three items hypothesized to measure parental concern with the child’s inter-
personal interactions were constructed for use with children aged 5-13 in the HIS
{see Table A 4}. Items refer to the amount of parental worry about the child’s ability
to get along with other children, the family, and in school.
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Table A.2

FuncrionaL LiMitaTions [TEMs Grourep BY ConstrRucT Usep To AsSESS
THE PHYSICAL HEALTH oF CHILDREN AGED 5-13, DayTon, QHio

Category Item Contentb

Mobility 54 Does this child have trouble using public trans-

portation because of health?

60 Does this child need help to go cutside because
of health?

62 Is this child in bed or a chair for mast or all of
the day because of health?

64 Is this child in a hospital or other medical
faciliry because of health?

Physical activicy 56 Does this child have rrouble lifting, stooping,
using chairs, or inclines (walking up ramps or
hills)?

52 Does this child have trouble walking as far and as
fast as usual for persons of the same age?

58 Does this child use canes, crutches, artificial limbs
vr braces to walk?

Role activicy 48 Is this child limited in the amount or kind of other
activities (such as plaving, helping around the
house, hobbies) because of health?

46 Is this child limited in the amount or kind ef
echoolwork (s)he can do begause of health?
44 Is this child unable to go to schoel because of

Self-care activity 30

health? (Consider nursery scheol or kindergarten as
"schoel."™}

Does thiz child need help eating, dressing, bathing,
or using the toilet because of heal:ih?

a - R . R . - N
Item numbers from Form A of the Daveon Medical History Questionnaire, Ages

5-13.

b . . "
For each item endorsed, another question was asked te ascertain duration of

limitation.
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Table A.3

HIS Items DEFINING SociaL RELaTions ITEMS, CHILDREN
AGED 5-13, DayToNn, OHIO

Itema Contentb
3 During the past 3 monthg, how well has
this child gotten along with other
children?
5 During the past I months, how well has

this child gotten aleng with the family?

g Buring the past 3 memths, how well has
this child gotten along in school with
teacher and classmates?

altem number from Form A of the Dayvton Medical
History Questionnaire, Ages 5-13.

Response categories were "very well, "quite
well," "pretty well," '"not too well,” "not well at
ali."

SATISFACTION WITH DEVELOPMENT

This aspect of health status was defined in terms of parental satisfaction with
younger {0-4) children’s development in four areas of interest: (1) overall physical
development, {2) eating habits, (3) sleeping habits, and (4} bowel habits {see Table
A.5). The items were developed for the HIS and were the same as those fielded in
the other HIS sites.

Results

SCALING PHYSICAL HEALTH ITEMS

Based on the content analysis of published physical health items (see Chapter
2} and empirical findings for children in the other five sites (see Chapter 4}, the six
functional limitations items for children 0-4 years old and the eleven limitations
items for children 5-13 years old were grouped into four categories {see Tables A.6
and A.7). The number of children having limitations was too small to test these
hypothesized groupings by using scalogram analysis. Thus, for hypothesized
categories containing more than one item, a dichotomous score of zero (limitations
absent) or one {one or more hmitations present) was assigned.

Descriptive Statistics: Items

The number of children in either age group with any functional limitations was
small. In the 0-4 age group, 94 percent were free of limitations, 3.2 percent had
acute limitations only, 1.6 percent had chronie limitations only, and 0.5 percent had
both acute and chronic limitations. Thus, limitations of any duration were scored
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Table A4

HIS ITemMs DEFINING PARENT CONCERN ITEMS, CHILDREN
AGED 5-13, Dayrton, QHio

Itema Contentb

4 During the past 3 months, how much have
you been worried about how well this
child gets along with other children?

6 During the past & momths, how worried
have you been about how well this
child pets along with the family?

9 Buring the last 3 months in school, how

worried have you been about how well
this child gets along in school?

®Item number from Form A of the Dayton Medical
History Questionnaire, Ages 5-13.

o 1

Response categories were: "a lot, somewhat ,’

"a litrle," "not at all.”

Table A3

HIS ITeEms DEFINING SATISFACTION WITH DEvVELOPMENT ITEMS.
CHILDREN AGED 04, Dayton. Quio

a
Item Contentb

6 Considering this child's progress in
sitring up, walking, and talking, how
do you feel about the way he/she is
growing up or developing?

7 How do you feel about this child's eating
habits?
8 How do vou feel about this child’s

sleeping habits?

S How do vou feel about this child's
bowel habits?

a . .
Item numbers from Form A of the Dayton Medical
History Questionnaire, Ages 0-4.

) ) e .

Response categories were "very satisfied,
"somewnat satisfied,” "neither satisfied nor worriad,"
"somewhat worried," "very worried."
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for 5.3 percent of younger children. Table A.6 shows the percentages of children
aged 0-4 with and without specific limitations. In the 5-13 age group, 96.6 percent
were free of limitations, 0.3 percent had acute limitations only, and 3.1 percent had
chronic limitations only. Limitations of any kind or duration were scored for 3.4
percent of the older children (see Table A.7 for percentages of specific activity
limitations).

Definitions of Physical Health Measures for Children 0-4

Four physical health measures were assigned dichotomous (present/absent)
scores: (1) the single-item Physical Activity Limitations, (2) the two-item Role Activ-
ity Limitations, (3) the combined three-item Self:Care/Mobility Limitations, and (4)
the combined six-item Tatal Limitations (one or more limitations among all limita-
tions categories). As was the case in the other sites, children with chronic limita-
tions and those with limitations of any duration were assigned scores {(see Table A 8
for summary information on final physical health scores).

Definitions of Physical Health Measures for Children 5-13

Scores for four physical health measures were also computed for older children
(see Table A.8). These dichotomous scores included: (1) the three-item Physical
Activities Limitations, (2) the three-item Role Activities Limitations, (3) the com-
bined five-item Self-Care/Mobility Limitations, and (4) the combined 11-item Total
Limitations. Children with chronic limitations and limitations of any duration were
assigned scores on each physical health measure.

SCALING SOCIAL RELATIONS, PARENT CONCERN,
AND SATISFACTION WITH DEVELOPMENT ITEMS

Based on content analysis of published health status literature for children (see
Chapter 2) and the empirical findings for children in the other HIS sites (see
Chapter 4), the four satisfaction with development items for younger children were
grouped. as were the six social relations and parent concern items (see Tables A.3
through A.5). The item groupings were verified by factor analysis. Information on
the factor analyses, construction of scales, descriptive statistics for scales, and
reliability estimates is given below.

Descriptive Statistics for Social Relations, Parent Concern, and
Satisfaction with Development Items

The mean, standard deviation, number of missing item responses, and response
values for each item hypothesized to measure satisfaction with development, sacial
relations, and parent concern are shown in Tables A.9 and A.10. Score distributions
for items were skewed, with mean values consistently on the favorable side of the
item midpoint, suggesting that generally good health was reported for children. It
was judged that item score variability within hypothesized item groupings was
sufficient to allow tests and scoring of summated rating scales.
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Table A9

MEeans, StaNparD DEVIATIONS, AND RESPONSE FREQUENCIES FOR
SamisracTion with DEVELOPMENT ITEMS, CHILDREN AGED 04,
Dayton, Onio (N =188)

Response Valuesb

Standard Missing

Item® Mean Deviarion Data 1 pd 3 [ 5
-] 4.87 .50 1 1 1 & 9 172
7 4.43 .85 1 0 9 18 44 1le
8 4,59 .80 1 2 [ 13 3l 137
9 4.73 .62 1 1 1 8 28 149

3ltem numbers from Form A of the Davton Medical History
Questionnaire, Ages 0-4.

bScmring of response choices has been reversed te reflect
the direction of scoring so that a high number reflects more
satisfaction.

Table A.10

MEaNS, STANDARD DEviaTiOoNs, aND RESPONSE FREQUENCIES FOR SoCIAL RELATIONS
aND PARENT CoNCERN ITEMS, CHILDREN AGED 5-13,
Davyron, OHio (N=1352}

b
Response Values

a Standard Missing
Iter Mean Deviation Data b 2 3 & 5

Social relartions

3 4,17 .83 1 4] 5 82 112 152

5 4.07 .87 1 0 10 92 113 136

8 4,25 .78 3 0 7 52 137 153
Parent concern

4 1.39 .71 1 253 69 20 9 ~-

[ 1.48 .79 1 236 75 27 13 -

9 1l.46 .78 3 237 79 18 15 -

®Item numbers from Form A of the Davton Medical History Questionnaire,
Ages 5-13,

b .

Scoring of response choices has been reversed when necessary to reflect
the direction of scoring so that a high number reflects better social rela-
tions and maximal parent conmcern.
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Construction of Summated Rating Scales

The four items hypothesized to measure satisfaction with development were
factor analyzed. Because the distributions of the items were markedly skewed,
gamma coefficients were computed among the items. The factor analysis was per-
formed on the matrix of gamma correlation coefficients to test the unidimensional-
ity of measurement (see Table A.11). One factor was generated with all items
correlating moderately with it. Correlations were sufficiently high so that items
could be summed to create a scale score® (after reversing response values so that
a high score indicated satisfactory behavior).

The six items hypothesized to measure social relations and parent concern were
also factor analyzed (see Table A.12). Two factors were identified and rotated. This
analysis confirmed the hypothesized item groupings and did not suggest further
unhypothesized factors. Then, item-scale correlations were examined (see Table
A.13). These correlations (corrected for overlap) were high, suggesting that items
in each scale are measuring the same construct. Two Likert-type scales were con-
structed, one representing each factor. Items 3, 5, and 8 were summed to create a
Social Relations Scale, and items 4, 8, and 9 were summed to create a Parent
Concern Scale. Itemn response values were reversed when necessary so that a high
score indicated positive social relations and more parent concern.

Descriptive Statistics for Secial Relations, Parent Concern, and
Satisfaction with Development Scales

The means and standard deviations for the Satisfaction with Development,
Social Relations, and Parent Concern Scale scores are given in Tables A.14 and
A 15. As can be seen, the goal of roughly normally distributed scale scores was not
achieved. All three scale means were on the favorable side of the midpoints of the
possible scale range. However, there was sufficient scale variability to justify fur-
ther analvses.

Takble A1)

RotaTen FAacTor LOADINGS FOR SATISFACTION WITH
DevELOPMENT ITEMS, CHILDREN AGED (M4,
DayToN, OHto (N = 188

Itema Content Factor I hzb
7 Eating habits 79 62
i Sleeping habits 66 Liy
9 Bowel habits 66 &3
6 Developmental progress 58 33

®1tem number from Form A of the Javton Medical
Historv Questionnaire, Ages 0O-b.

b , . . .
The amount of variance im each item is accounted
for by the two factors.
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Table A.12

RotaTEp FacTor LOADINGS FOR SOCIAL RELATIONS AND PAReNT CONCERN ITEMS,
CHILDREN AGED 5-13, DayTon, Onro (N =352

Factors
Iten® Content I 11 h2b

Sccial relations

3 Get along with other children 85 =25 79

5 Get along with family 85 -20 77

8 Get along with teacher, classmates 6 =26 &4
Parent concern

6 Get along with family =25 82 74

4 Get along with other children -28 81 74

9 Get along with teacher, classmates =17 80 68

Eltem numbers from Form & of the Davton Medieal History Questionnaire,
Apges 5-13.

The amount of variance in each item is accounted for by the two
factors.

Table A.13

ITEM-ScALE CORRELATIONS, CORRECTED FOR OVERLAP, FOR SociaL RELATIONS
AND PareNT CoNcerN ITEMS, CHILDREN AGED 513, DayTton, Onig IN= 352

Item-Scale
Item Content Correlation
Social relations
3 Get aleong with other children .72
] Get along with familw .68
8 Get along with teacher, classmates 60
Parent concern
4 Get along with other children .67
6 Ger along with family .68
9 Get along with teacher, classmates .56 .

a
Corrected for overlap.
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Table A.14

MEANS AND STANDARD DEVIATIONS FOR THE SATISFACTION WITH DEVELOPMENT SCALE,
CHILDREN AGED 04, Dayton, Onio {N =188}

Humber  Highest

of Possible Scale A Standard
Scale Items Scote Midpoint Mean Deviation

Satisfaction with Development 4 20 12 18.62 1.80

aMiddle of possible score range.

Table A.15

MEANS AND STANDARD DEVIATIONS FOR Social RELATIONS AND PARENT CONCERN
Scavres, CHILDREN AGED 5-13. Dayrton, Oxro (N =2352i

Number  Highest

of Possible Scale Standard

Scale ltems Score Midpoint Mean Deviatien
Social Relatioms 3 15 9 12.49 2.12
Parent Concernb 3 12 7 4,32 1.92

“Middle of possible score range.

b .
4 high score equals maximal parent concern.

RELIABILTY

Internal-consistency reliability estimates and homogeneity coefficients (aver-
age inter-item correlations) computed for the Satisfaction with Development, So-
cial Relations, and Parent Concern Scales are given in Tables A.16 and A.17. All
reliability estimates exceeded the standard of 0.50 for group comparisons, but the
homogeneity coefficient of the Satisfaction with Development Scale was below the
accepted standard of 0.30. Reliability estimates were substantially higher than
those that would have been achieved with single-item measures of the same con-
struct.

VALIDITY

Because the full complement of health status components was not measured in
Dayton, and comprehensive validity studies have been reported for the newer
children’s health status measures used in the other {combined) sites {see Chapter
4), they were not repeated in Dayton.
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Table A.16

HoMoGENEITY aND INTERNAL-CONSISTENCY COEFFICIENT FOR SATISFACTION WITH
DEVELOPMENT ScaLE, CHILDREN AGED 0-4, DayToN, Onio (N=188)

Number
of a b
Scale Items Homogeneity Reliabilicy
Satisfaction with Development 4 .21 L51

a
Average inter-item correlation.

b . . i1 s
Internal consistency reliabiliry.

Table A.17

HOMOGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR
SociaL RELATIONS AND PARENT CONCERN SCALES,
CHILDREN AGED 5-13, DayTon, OHI0 (N =352

Number
of a b
Scale Items Homogeneitw Reliability
Social Relatioms 3 LB .81
Parent Concern 3 L37 .80

a . . .
Average inter-item correlation.

b . s
Internal consistency reliabilicw.

Discussion

Results from comparable HIS measures of health status for Dayton children
are similar to those reported for children in the other five sites. The percentage of
children with any functional limitation was small, and scales to measure functional
limitations could not be tested because very few children had any functional limita-
tion.

Both the Social Relations and Satisfaction with Development Scales were iden-
tical in item content to those constructed for children in the other sites. This
replication of findings in other sites provides further support for the taxonomy of
health components on which the construction of scales was based. Furthermore,
both scales were sufficiently reliable for group comparisens.

The Parent Concern Scale was unique to the Dayton sample, although one
question regarding parental concern about the child’s problems in getting along
with others was asked at other sites. The factor analysis tended to support the
construct validity of this scale, and reliability of the scale was high enough for use
in making group comparisons in the HIS.

FOOTNOTE

1. When missing values for items were observed, they were assigned the
population mean.



Appendix B
SUPPORTING TABLES

163



164

*(swIlT syl jo LIFTIQETEDS 8yl Jo ssdTpieBai) sajouanbaij weyr 243 uaajd psureiqo aq
PInos 3BY3 AITTTqIonpoldal jo JuUaTITJI900 wOWIUEW 3yl 03 SIajal A117jqionpordal TeuTdIew wnayujw u:hﬁ

*(wAIT I3yjoue up pParjroads sea uarielfwry vyl Jo uorjeinp ayjy
“12a3K0Y 'GOTIBITUIT © JO B34] 99q 01 PIES S¥m PIYI E f'B-9) BOTITITWIT woall e o uorjeanp 3Yy3 03 1radsax
§ITs ATIUSISTSUOOUT PIIBI 2194 ONM UAPTIYD SLPNTIUT OSTE 3] TBUTSSTIW SWal] 10w Io BUO PEY oYM UIIPTLYD
sujejuos £10d33®8d SIY3 ‘ejep ajordwod yIpm usapirya uo ATuo pamlojiad 2i9m sosATEUR WR1BOTEIS uw:mummu

*(GLpT “TTE 32 ‘supquar *ITOH *aIN @285) adil o7Eas 1027iad ayy o3 Wiojuod jou pIp

uidjjed sTy yFnoyl usam ‘passed swa3l jo iaqunu sy3 uo paseq A10333ud S5TYl 03 paudysse sem pIIYD w:OQ
‘SUGTIEITWT] BI0W 10 3UO YITA BAIPTIYd uo LTuo

pomingrad sem SysdTeue weioreds 243 ‘swalf ayl jo £3TT19eTe0s 2yl jo 3s23 juaBulils ¥ appacad oL,

9L°0 $LT0

wmuﬂaﬂnﬂunvoumwM wmramhms wnefuTK

$L°0 £9'0 AITTHYeTEIS JO 3U3T37}320)

%60 £6'0 £311TqTonpeadsx jo 1uaiaijzaoy

m——— —_—

66" 66 649 667 66 6L49 1230l

S LI £S5t ®Z (03 ) (7} 1-
846 Lad] 62°56 L% oN ON ofl 0
R0 am %0 gk 53k OoN OH T
Y0 £ 6270 4 ELFY CEPN ON Z
90 £ ¥R 0 £ sa) 53) Sax £

TeE30L 30 ZBquUnN 1e10] jo laqumpy Futyidfuy Bujeq  Lerd £LBPUlpIp jO LeT3 A1eurpap ug 3A075

juavaag Juzanaag wolj AeM &uy sjunowy 1¢ spuly jaeg Fupyer a1ed5g
uf pa3juy UT peITLYT woly pajrufT
(1z wa31) (0z wa31) (61 wai1)
SUOTIBIFWT DFUOAY)  SUOTLIBITWET] DFunay) 5U0TIEANT[Juo) wall
10 23n0y

PO G0V NIATCTH]) VIHELIY) WYEDOIVOE A QaNISE(] AIVOS ALIAILIY S10Y

't 219l



*(5Wa31T 2yl jo AIFTFYEIEIS 243 jo sseypilefei) sayouanboial walr vyl uaard paurelqo
2q pInos 3eYl AITTIQIanpoidas Jo JUaTDT}IJ30a wnujujw ayjl o3 SI0Jax L£311Iqrompoidsi Trujdarw wnuiujw Iy

"(W23T 1ayjour Uo paTjIoeds SeM UOTIBITWIT IEYI JO UCTFERAND 3yl
flaa3M0l TUATIRITWIT B Jo 931] 94 03 PIRS seA PIIY> B *+8'2) worieljwif uaatd £ Jo uolieIND 2yl o3 3>adsal
4ITm AT3URISTSUOOU] Palel IS4 OYA USAPTTYD SapnToUT oSTE 3] *JUTSSIW SWI3] ailow 1o Juc PRy OuM UAIPTTYD
sureluod Ax08a3e0 STYI *Biep alayducd yiim uUAAPTIYY uo Afuc pawiojaad aism sosATeur weifopuods wm:mummu

*{G{6T ‘°T® 3v *supius[ *TINH ‘erN 9as) 2dA3 aTeds Ivajamd 2yl 03 Wiojuod Jou pip wlajled
118yl ydnoyj uadaa ‘passed swaly Jo ILqunu JYJ ue paseq A10833BD STyl 031 paudisse 2Iam UIAPTIYD muzmzhm

*(GI6T *°T® 38 *‘supjusr ‘TInH ‘8N 29s) =2d£3 sTess 39911ad 3yl 03 wWi1OJuod jou PIp uia}
-38d 179yl ydnoyz uaas *‘passed sSWIIT JO 1IqUNU 3yl uo pIseEq 41083380 S1y3 01 poudISSE DIDM USIPTLYD nmpumv

*{646T 1 319 *supyuer ‘ITnH ‘2IN s9s) adiy ayeas 3ua)iad sy) 0F WIOJUOI IOU PP uII)
~-3ed 179yl ysnoyl uaas ‘passed SWIIT JO IAqUnu Ayl uo paseq 4102910 Syy3 03 POuF[SSE BAIM UAIPTTYD PUTN,

. *{CL6T “*T® 312 ‘supyuel ‘TINH ‘afN 99s) adil aTEds Iv2)Iad Ayl 03 WIOJUOD JOU pIp UAI)
-3ed 178yl yanoyy uaas ‘passed sSwWIlI Jo Isgunu Byl U paseq A10823ED STyl 03 poudisse oIam URIPTIYD mmu:&n

"SUOLIRITAT] II0W 10 U0 YITA BIAPTITYD
uo Lquo pewiojiad ses sySLTRuUB WEIFOTEDS Byl ‘swelT 24yl Jo £3V[IqEIEss Dyl JO 3I52) Jusdujlls e apiaoad oL,

165

£9+Q [ Mawﬁﬁdpﬁumvcuuuu TrUTdiEW Elrwmwz
I1°0 [FAN¢ A1T1T9e[Ed5 JO 1UATITIIA0)
0L°0 08’0 A3IT141a0p0Idad Jo Jua73T3)a0]
——————— L ———
007001 ELyT 00" 001 £ELRT 1IR30}
€9z 6L $9° e 6t (1) (3 €)) IS
12°t6 £IET L5 % £6lT ON ON OH 0
50t a5y 0T ¢ S1E 534 ON oN T
Z0° T vmﬁ T9°0 nm sax sa4 oH 7
L0°0 T L0°0 T S2x s5ak 53k £
TE305 Jo  I=agumy 1el0] jo I2qumy Aeym Auy A1oM To0i2s jo spuly 1004yss 01 Fujon woag 81008
Ju=2dl1agq juadaag Ul p3lfupl  ujelas) o0 oL s[qeu) FLIuy sdeay yireoy
({1 wai1} (81 wa1I) (6T Wa3I)

SuoTIeIWYT IFUOIYD

10 aIndy

SUOTJIBITWIT DTUGIyn

suet IBINd Jjuc) wail

£1°C dANY NAYUATIH) .<_~_m.:m_o WYUDTVOSG AH HANIAN(] WIVDS ALIALLYY d'HOY

&' H B[ALL



166

“{swalf ayl 3o AIT[IYETEIS oyl jo ssa[paedal) sapouanbai] wsiy
oY} usatd pautelqo a9 prnoem 18yl LITTIqIonpoeddsi jo JUATITIJIOD WNWIupw 243 €3 $I83ad L11[qionpoldai Jeuifiem wowyujw m;&u

T{wa1y

Tgyjoue uo paflToads ses UOTIBITWIT 1BYI JO ROTIRIND 2yl ‘19admoy fUOTIBITUIT ¥ jo 92313 2q ©1 PIES Sem PLiy> B ‘-9°3) uoil

~BITWTT USAT3 B JO UOTIEAND 2yl 031 I92d$3I yIfs A[IUSISTSUCLU PAIued 3Iaa Olm USIPTiY> SIpnTaUT osTe I] HuTSsIw swel| slow 10
auQ pey oysm UAIPTIYS SUTRIULI £108331eD S[Y3 ‘elep 333TdWod YIlm waspliy> uo ATua pawioliad arzsm sasdTrue wealoeds asneday

*(GL6T *rTR 10 fsuriuar ‘T[ny *orN 299s) ad43 a{e2s 3swzasd Ayl 03 wioj

—uoz jou pIp uwloljed 1oyl yInoyj ueas ‘passed Swall Jo 1:qunu Sy3 uo paseq SA10833ed S1Y] 03 POUBISSE PIIM UIPTEYD cubmmu
(G461 “'T® 3D ‘surinuarp ‘riny ‘erN oes) adil ayeos 323311ad Byz 03

wiojuay jou pFp uiajjed arayy ydnoyl usas ‘possed swall Jo I3qunu Ayl uo paseq ‘410893180 STY1 03 paul[sSse alamM UAIPTIYD mog

{gtel “c1e 32 ‘supwus ‘II0H *oiN @95) add3l 2782s 3Dajaad

Y} 03 Wwiojuod jou PIP ud2IIed sTY yEnoyl uess ‘passed swalp jo daquuu ayl uo pasey L1odejed sTyy 03 paudisse ses PrIYR mﬁon
*SUOTIEITWUIT 210W a0

U YITA UAPTIYD uo L{uo pawiojiad sem sIsAIrur weidoTE2S 91] *SWEIT 3yl Jo AITTIQETCIS @yl jo 1831 JuUaBUT1ls B apraotd oL,

¢8°0 2870 L£3rtgponpoadal [ruiBlen wnwiuly

3
£¥°0 29°0 A111TqeTEdS jo IN3EITIIA0]
06°0 £6°0 S11TTqI20poIdDl JO JUDTOT]4a0)
———, ——————
007001 £inl ' 00' 001 £Lnl Telo]
26 ¢ £y [4 Ly (3) (= (2) {2} (=) T-
789°¢6 8Ll 0L %6 6t 1 ON ON OoN aK OH 4]
L T4 vmm £9°1 A Sap aN oN oN oN 1
190 56 9L°0 q$ §ak L5 oN aN ap Z
¥1°0 z 7170 A so} 83} EEDY oR oN £
Lo o nH L0°0 :a sax saL 521 Hai =l ]
0Z°0 £ 0Z 0 £ EEFS sal sak P Sa) 9
TE30L Jo  1eqEny Te3OL JO 1aquny 3117AT10y  durdoois *Sujpiipd SY00TH Teianag HOOTY AUQ  NIBM O SadTA9R(] uuouwn
usdIag Juadiag snolodTy ‘duypuag JuiyTen BuryiEn asnTitoddng =Y [T
ujy paijjwly 9TqnRol L F]qnoay, aTqnall jo asq
(Z1 wail) (%1 w331} (€T waag) (8T wa3) (9T walig)
SUOTIBITUTT 2FuUCAY) SUGTIBIFWTT Dfuolyy o m:mﬁumunuﬁuscu way] T T
10 anoy

ATHLVHYAES (IHHONG SWAL] (]G G039y NAUATIH)D PATIVOG ALIALLYY "TV.MSAN]

£ 2qelL



167

*{SWa1y @yl jo LITTIQETED5 3Yj Jo ssajpawBar) sajouanbsa) woeiT 2yl usalZ pauivlqo
@q pInoa 3e43 AITTTQTINPOIdal o JuAT3I[[]90D WOWTUTW BY] 01 SA3Jai AQF[FqFanpoidsa jeuldieu wnaputw syl

c(WelT IBIoUE uo pYYjFrads StM wellIBITWIT IEYI JO uCTIBANp

ay3 "asasnmoy fuOTIBITWIT © JO 23Ij aq 03 PTes sem PIy" B *-8'd) uwoTIBITWT udnaTd ® Jo uorjvanp ayl ol 1Iads

-31 Y3TM ATIUIISTSUOIUT POIEA 8134 OUM UIAPTTHY S8pUTIUf OSTe 1] -BuissSTw swdll siow Jo suo PEY oym UsIpTTY?
SUTEIU0D A1033738D STYJ *BIBP ajoTduod yITa UlIpPTTU> uo ATuc paniciied vilam sasiTeur weildoieds mm:mummﬁ

“{GLBT ‘TR 29 supyual ‘TIDH *2IN 52s5) ad&)y 3reEds J2syand Ayl 03 waojuod 0w PIP U1
-1ed 173u3 y3noyy uan@ *passed SWAIT JO ISQWNL 2Y] UO PISEQ £1083ITD S[1I © PIUBJSSE 2I10M UIIPTIYD @adyl

{G{6T “°T® 12 Supual ‘TTBH *siN @2035) addy oTedss 3933iad oyl o3 wIiojuod Jou PIp
unia3ied agayz uBnoyl usas ‘passed swWoaT Jo daquwhu Ayl uo pasvq £109912u0 STYI 01 POUIISSE IIoM UIIPTIYD czpﬁ

THUOLIRITWTT SA0W X0 AU YI[M UsIpLIY2
uo Aquo pouwiogiad ses sysdqeur weaBofess a8yl *sws1] oYy3J jo AITTIQElRSS 343 Jo 3Isa] Juadulils e aplaocad oL,

88°0 a8’ 0 . O%Uﬂﬂuﬂﬂu:tOMQGL TEUTEIEW unWiuLy
€L 6L°0 AJTTTQETEIS JO JUITDT])20D
{670 {6°0 A3TTqronpoldar jo UATOTJJ=0D
p———,
60° 00T ELYT 66°66 eiwl Te3ol
13 A Iy $8°7 (4 (P} (r) (2 (r; 1-
[4: 3897 I8ET LL°%6 96T ON ON ON G 4]
597 ¢ 468 0671 aww ST OoN °N oN 1
%°0 9 02°0 £ S3A EEPS ON oN 4
000 0 000 0 Sa4 EEFA S2 R ON £
LZ°0 4 £e°0 1 S} Sah sak 52K 7
1e30l jo daquoy 1EICL JOo o Jdaqunpy SITIFAFIAY sn0i0d [y SyaoTd 42074 AIEM QL 21095
Juaniag Juznizg uj paljuyl Io IE10A35 Iup 5931Ad] aleag
f9uidooig ‘JurazTy Suisrem Fuiirens aaT33o0ddng
‘Juipusqg ayqnel] aTqnoal, aTqnoi] jo s
(2T 10 %7 wazn) (€1 wo3p) (6T waay) (97 wa1y)
BUOTIVITUTT DTUCIY) SUOTIBITWE] 2TUCIY) SUOTIEINATJUO) Wajz]
10 3Inoy

NOLLOEIYLSI([ YHL 40 UNT HN() KIN() LY
(EANTHAOY) SWAL] £1-¢ UdDY NIuUIIL)) SEIV08 ALIALLDY (IVIISAKJ

bd J19BL



168

*(sw2at aya jo AIFTIqeTeds =yl Jo ssaypiedsi) salouanbaiy well 243 uaa1? paujeiqo aq prhom
IEY3 AITTIQTONPOIdal JO JUSTOTIIIOD WNLTUTW Y3 03 §19j31 L3117qronpoidaa Teufdivw wowjuiw JulL,

*{(W23F I9l0ur uo pay3zToads sem uoTILITWIT IBY] 3O uoTiEAnp Y3 ‘iasdmoy fUOTIRITWIT E JO
99k%3 9q 03 PIES SEs PTIY> B **8°3) uorIel W] uaaid B Jo UOTIBIRD 24l 03 3I3ads53I yi1Tm ATIUdIsSF5U0D

-UT PIIRI 2194 OUm USIPTTYD Sepn[ou} osE 3]

"BUTSSTW SWa3] AA0M J0 SUC Py Gy UIIPTTYD SUTEIUOD
£10823E0 STyl ‘viep sjerdwod yipa UBIpTFY2 U0 AJuo peuwiciaad alam casdlvue weldoTeIls 25NEdIg

p

“(CL6T *'T® 22 ‘supjuar ‘Tiny ‘9N 225} ad4) areas 30syi18d 8yl 03 wiocjuca jou PIp uia33ed aray]

y3noyy usaz *‘passed swelr Jo aaqunu sy3l uo paseq Liodejw

*(SL6T *'TE 33 ‘supyuap *TIny ‘9N @39s) ad

8Ty ydnoys usae

-18d sem sTSATeur weiBo{wds syl ‘swaif ays J

L0

0 SIYl 03 paudisse alsm UAPTIYD 291y

43 a1e3s Ivajzuaad 3Y3 03 wiojuea Jou pIp uaayjed
‘passed sws1t jo I1aqunu ay3 uo paseq £103a380 sTy3 01 poudlsse sem PI1YD =up

q

TSUOTIRITWIT SI0W 10 IUO YITH USIPTIYD Uo ATUO pauio]

o AITITQETEDS BYi Jo 3523 JuadujLls e apjnoad oL,

wauwﬂﬁa_u:ﬁouamh TeUTdIeW wRURTUTY

69'0
Lsto {9°0 AIT17907eds jo Jualdfzzoo)
{870 060 £3111100po1das yo quararzacy
Pt ey, A —— e,
00° 007 £Ly1 66°66 LNt 18301
00°% 6% 00" ¥ 34 (P ) (P} -
86 v6 66€T 7656 LOwT oN oN oN a
ci*q 511 0z°0 £ sa4 o oN 1
Q0" 0 0 £070 qf sa) sa) oN z
LT o 1 0z'0 £ sa) s3L LD £
1B3I0L 3o um&E—.-Z iv3iol jJo B a=Lutlingf ) EOHumuHD&mcmu.ﬁ UDOL&O&SW%QZ %wvn 9yl jo 150K 2I00g
uﬂwuuwm uﬁmu_hmm 2FT9ng a4y punoly E1Q0p0T IO -%mﬂ ﬂ.mmum
jo 3s) durijes ayy jo Isol J0j
pa3juy d12y spaay atey) 1o pag ul
(g walil) {6 wall) (0T 20 TT waan)

SUOTIPITWTT dfuciy)
10 83mdy

SUOYIBITULT IFuUOIY)

suopieandyjuoc) waiy

£1°§ UIDY NIHATIN)) STIVIS ALIITOY

g 2y




169

*(Swa3r 9yl jo AITTIQETEDS 8yl jo ssaypiedes) sarouanbea] waily 2yl uaafd pourel
-qo 8q prnoa 3eY3 AITTFQIONpoldsy 3o JUSTIOTIIo00 wnwujw 3yj o3 s1aj23 LITTFqronpoadsas TeuSlell WNWufn UL,

‘(U331 2ayjoue ue patTIfleds spm UCTIBRITAT]

JBY3 jO UOTIBRINP Byl ‘I3ssdmoy !UOLIBITWIT ¥ JO 221] 99 O} pIEs SEA PLFYD E fr8'9) uoT3eIrET] u=all B JO UOTJEAND

2y} 03 193dsal yirm A[IULISTSUOIUT pajed IIDM oymM UIIPTIYD SAPN[IU} oSTe 11 ~Fuissiw SWalY =lol JIo Jue pey OoUum
WIAPTTY> SUIRINOD AJ0333e2 STYL ‘eiep 233[dWod YiTs UlIPIFY? uc ATuo powlojgiad siam sosf{TEur weiSoTeds wm:mummc

“(GLeT “T71E I8 ‘supjusr ‘1INH *IIN 2as) 2dA] S[vds 3vajasd 2yl o3 wiojuod jou pIp
uis3lIed 172Ul ydnoyj uaaa ‘passed swalT jo amqunu sy3 uo paseq L10993B0 STYI 0l poudisse alam La2PTFHD Inod

“{SLRT *"T® 33 ‘supqudlf *II0Y *SIN 298) odL3 ayreods 3oazyied syl o3 wioJjuod

jou prp urslied STy yEnoyy usas ‘passed sWLlT Jo 1squUnu 2y3 U0 paseq A108218d 5143 03 poudpsse ses PTIYD szL

"SUOTIEITUIT 230U 10 aUd YIlim vaIpIiyad
‘uo ATuo pauloyiad sem sysdTeue weiBolEds fswajlf Y3 Jo AITTrQeTes5 9Yl jo jsay juadurils e apraocdd oL,

69°0 qmno wmuqawawuzﬂmwmwp [euidaow umETUTN

05" 0 080 A3TTIQeTEDS jOo Ju3Td]II=03
H8T0 £6°0 £31714919npQadal Jo Juayv)jiac)
00* 001 £I5T 00" 001 EL9T TeE0],
g7y €9 Lt A £9 r) (p) ) (P) 1-
79" %6 #6E T 256 £0%T oN N oN oN a
1870 2T {270 q7 sag oN oN oN T
10°0 qT 00°0 0 SESY s3) oN oN z
00°0 0 000 0 sax s34 sag oy £
0Z'0 £ Ggeta 3 533 s5a) STA s24 Y
.HMMO_H. MD um-n—._bu..z .H.muOH 30 Agquomp -|¢I~Wﬁumu“ﬂgzﬂﬁ.. . ﬂauﬂ:wwwz .ﬂlﬁ._.uﬂuu M.Mﬂolx . |.Mw~|ﬂ,~.um.m||.wﬁu|.wﬂwmi
Juadaag Jusdaag AETqNg ayj punoiy 5100pUuy J0 fABRG ‘tBugpssaag 3 =1
Jo asp Furilay 23 30 350l anj ‘3utyey
palur] dioy spaay 11BY) 10 pag u]l  dyap speay
(g wail) (6 wa31) (01 20 T wail}

{0z wa31)

SUOTIEITULT DFUOIYD mcoﬂumurWMMﬁau wal]

10 a3jnay

SUOTIBIFWL] DTUOIYD

£1-G QUOY NIATITH]Y "VIHILIN) WYEDOIYIG A QINLIH(] A1VOS ALTHBOW /44 Y) 411G

9'H aqeL



170

(5wl a1 Jo AIpTIQEIEDS DY GO sEa]
~pie821) sapruanbaay magp ayy vaapl paUieIqo 29 pInos jeyYl SATTT4TINPOAdSS Jo JUSII[]Ia00 WALIULW 243 @ 5149131 AT fgponpordas Jrutdicw wnwjujo m;hx

T(WSIT AGYIOVE Uo Polipoods SEM UO)IRIIWIL IBYT JO UOTIRAND SyI 'IoAaMOY tuUO] ICItUll
B 30 331} 39 03 PFES SBM PTIY> £ ' 3-3) woTivdpwpp waafd # Jo WOTIRIND Syl o3 1wadsad yIfm S[INIISTSUCDUL pPAITI Bdon oym WAApPiYS SOEN[Iu} Os[E 3]

'HuTsspe swalT Iicw 1o Juo pey oym URAPTTYD supeiuod AaodalEd BINT ‘RIEp 21o(dWos yIps UAApTIYd uo A[uo powiogiad asam sosdjeur weidoyeos um:cuamh

T{GEBT R 1w tsubjuapl 'Tinyg ‘21N ass) adis
aT¥as 323323d 43 o3 wiojued jou pIp wialied Ipuyz yInoyl uana *passed swelp o Iaquinu ayl uo pasvg AL03a1ED w14l o3 pauli}sse 3Ias UIAPTIY2 up_m:

CEELET TUTE I8 TsupyMal [Ny taty oes) addl
21§28 39333ad Ay} o3 wicjued Jou prp wieljed 1rayd y2noyl uosd 'passed Swalj JO IaqEny ay) uo paseq Aiodores 141 01 paud)sse A2am UeapligD xﬁmv

(Rl tTE 39 ‘supqwal TNl 'RIg 9s) adda
21826 322)22d Y3 03 WIOFUOD 10U pIp waajjed I7IYI YInoNd woav ‘pasued BWH1T Jo daqENu 043 U0 pasEd AI08a1E3 S[y) 01 poudissT 3ian URIPTTYZ oAl

el PUTE 212 fsupyuar ‘Tind ‘3w
22s) 2d41 2Ywds J0ay1ad 3y3 03 WAoJuod Jou pEp uialIed STy yYnoyy usad ‘passed SWIY] jU Jogqunu B3 uo paseq A108378) 574y 01 poudisse SEA PIFYD AU

q
TEUOTIRITWIT DTUCIYD 2a0W 10 U0 YITM UDIPTIYD UQ ATUC Paudojiasd sea STsAleur welBolvds 'swolf a3yl 30 £IITIqE[eds Ayl jo 521 Juadujils e apiaoad oL,
9g" 0 80 cmgquLWu:vcrmVu TEU[SIBN WiapuL)y
6170 9970 ATFTTQEIEDS JO JUATDIFLjon)
e°0 Lo )] AT Tponpoddar o juDaTjjec)
00" 001 tiRT 00" 00T 1 X329 TeaoL
sT°¢ 9 91°% 9 {3 (3 1) (3 1) (33 4 1-
B9 I6 6YET LI AN4] 99t 1 o UN o ON oN oi ay 0
i1 ¢ otk 61 qe2 534 Bl oH aH N b oy I
89°0 pot {a'o a% 593 Sa) oN oH o ay ay z
»0 at {070 ql sap Sax S5k UN ON aN an £
1] 0 {0'o q1 Sa4 ELFN ELE EES ok ay o s
o g qT 00" D 0 H34 EEFY ELIN sSah EE T o oy 19
[a]1 301 ] 0 Qoo D 585 Lsakl Hah Sda3 BOF Sy ap ]
LF A+ [ ar g £ EEZY Sah HAIR Sap ELPY wap Sah ¢
Y30l je 23aguny TfIeL 3o 2aguny 53TITATIIVY sqauy youig Jug vefiviiodsuel)  poowsogudyay  Avg 33 Jo Isuy  dusyaeg o aaadg
IUadl1zjg Juaaaag snoIodys TEianay mu“#.—mz R RFILIR BN 21T @3 S1OUpPUT 1o .m_.:mmo:_ apuag
UL paipur] ae BuixTEM 1o t4iEH o punoay AR any o go YR TE
f3utdosas arqnos} DL SR3jA ETN duy3ran IS 39y dyay
‘Buriir aa} oddng PaiILIT dyay Ijely o pag ul EFERD
“dujpusyg ajgnoal JO o5 Spadap
(2T 20 4T wWadl) (€1 w31} (S1 40 y waal) (B wail) (b well) (o7 1o 11 wWail) (07 waily
FUDIIEITWT JJUCIY)  SUOTIEBAINIT juoty) SUOTIRAINE [ JUOS Wa)|
20 FInoy

£1-§ QdDY NAHUH)
¢ TTYOG ALIALLOY HUV)dTdG ANV "ALIIHORW "ALIALLOY “IVOISAH ] 4LV33uDOY

L'd S4EL



1m

rapqeapTdde nozu

“upeysm 22004 arese . -
THABITIIINU] aq Adm ‘22008 PIIEW IMa - T

SEIRIANIZE ATHRGNIN CHI00n pPoIFW] IS =

raddy a1EIs Jzap1ad . g

i1 awdy fesunung

0 SLORS LY LEIRPS 39T 0y wad

z z (2} (3] 1 Eriwiy joR patet FrITWE] 36 5|
z I [ I z [EETTS PR T SluS I A PAtFai] T TR Iy
A ]1Ef Anaay
At Pt (210
1 z 1 a 3 Eare o doN (9} dupsyw a0 Py [EEFEL F BT
EUuierlH (71]
T [¥] T o 1 Per1iwg | o il il HERI LR B W
E-HITWEL a0y (g6 [FEELE N ]
I I [4 ] L VUpaibk (Bf) P11 bak dUlashe (4] LM
BUISSTw-- poa1upE (21}
I 1 [4 v} 1 Padpury ey (a7} BrllwiTodon Palrang ey e
1 1] T I i FHITWLE Juy Hupsnol FEE WY & R 2]
T 1) ¢ a 1 PAAFSIT 108 ujusie Ju pIIRGEY prapell 10 7H
T~ 1- 1- 1- 4 ERJEE A . TH ] EITER ] ]
varg] Ay
LEURTI I N T anar poafuIl MK {41}
H s 1 a 1 PalpWil 30N it PHIRWIT 3UK PUTIWED Tus (910
DULIYI--paIfWEE buu YI0g
Au LELNIH--pItRT JON (2} LR SHUudyl- -paiIuE] sl
£ a < i) 1 SRR - P IPH 8] e L L N iy - -pay Wy [T} il
FpaDaga - IERNT 10N (L ARUULY =130 (M} ] IS ]
Z a Z u [ uddifa- ey My (et} Paitey Ber110T ] [E1 B !
Pabpe1T 20N (ZL) Aqo—paTrugy ({8 3]
e 4} r o 1 Arhae pElpWL Ton (51} Pyl 30y AU BT ] {91 il
ANT opeagwtL (Z1) ompaalap] 10N fG)
z L 1 7 T IR ATy 108 (]} RR TR N TR ] Sanel partwpp don (4] wl
Shucdan i pasgal (Z1) GO AW (ng)
r 1 14 1 7 A1 -l 3el (9]] SRS AL[H]] R ST ST T B e
Praiwhg dun 1210
z o 1 [ SHATIMIL ek {WT) “PARINIT PFIIUEL 19K
BINH-—PIT[E] [ AOU gang SN E--pATIW) ] U g 4oy
10 TRIIINTL MK (ZL) 34 tpAanywpy 10k {51
z a 1 i1 B SIRE--PIIILT ION §9l) ERUELEEIRERITE | 1] FINZE--[AIUE] 12N {81) %]
dIMIE-—Quitwp] Jog (71}
z ] H o 1 FAIRALT M0 {4T) ERLECI S U I PEITWEE 30K 4l
PaOTjwEp 1oy Amﬁu
4 z 7 7 1 PAYIWIL dON I UOA S -l ] A -opa3narr uM {910 T
Winaee palwi| jou 1108
iy
I d@ Apuedna--paglwf[ lof (41)
1 a 1 a ¥ paatwi) InK peuawrl uw LEEISIR ST I SN 4
EELE LT FUTE TR E R T LR I T T Sl 1
1 o T U W Poafwil o Jol (1) Padfull MR Frlpear o, 1!
.....::«.;.:CE T : T
ano:u—vs nmcu:u.:_:: Funayy QiR EpN] QEUeTIEIIUTT H SOMOFEY UL Rl EHITY [E1aNDG 42a[g o dupypupy 1 dultvy
EOIFIE A0 FANY--BI03G SMIEYS ATUOLSY - -dd0 35 dupdooyg "dupisn FurxTEM ajgqnull AP el do YqTER ol Rarhvg
LeLh areag pruljesy LaL | F[EIG paudlssy THULpUY a gy s BarpAa FATIuddlng nawg

(E1 49 5[ Wi}

{LT wa1l)

{vT do g wag)

Bt

Hlis £[-C a4Dy NAHONHTY OL dANDISSY S3H0IG F'1VIS ALIALLDY “IVIISAH

g'd d|qE,

SNHALLYJ HOHY] dNV VIV LNALSISNOIN] HO ONISSL[Y



172

Table B.9

CoRRELATIONS BETWEEN HEALTH STATUS ITEMS AND HYPOTHESIZED SCALES,
CHILDREN AGED 0-4, SEATTLE (N=300)

Iten™/Content cH PH S DS

Current Health (CH) %

i4 General health 70, .25 4B .3

34A Health excellent 1l .31 .53 .32

340 Less healthy than others .59 .23 .50 .27
Prior Health (PH) "

34B S0 sick thought die .27 Sab .21 15

34E HNever seriously ill .25 A .15 .16
Resistance /Susceptibility (RS) %

34C Resists illness .59 .22 .52, .28

34F Usually catches something .43 .14 .52 .20
Satisfaction with Development {DS) *

9 Satisfaction with growth .22 21 .12 L13,

10 Satisfaction with eating .22 .07 .18 -22,

1}  Satisfaction with sleeping .20 .08 +14 .33,

12 Satisfaction with bowels .23 .13 .23 .32

aItem numbers from Form A of the Medical History Questionnaire,
Ages O-4.

*
Hypothesized scales and correlations corrected for overlap.

Table B.10

CorreLaTioNs BeTweeN HeaLTH STATUS ITEMs AND HYPOTHESIZED ScaLrs,
CHILDREN AGED (-4, FITCHBURG/FRANKLIN COUNTY (N = 149)

Iten”/Content CH PH RS DS

Current Heclth (CH) &

14  General health .72, A 49 .27

34A Health excellent .76, .49 .51 .33

34D Less healthy than others i1 46 .65 L3
Prior Health (FK) *>

34B S0 sick thought die .53 40, .37 .16

34E  Never seriously ill .38 L40 .36 .24
Registanece/Suscepribi{ity (RS) N

34C Resists illness .66 W43 30, .26

34F Usually catches something .45 .33 .50 .21
Satisfaeiion with Development (05} *

9 Satisfaction with growth .19 .15 .17 b

10 Satisfaction with eating .39 .17 .20 .37,

11 satisfaction with sleeping .13 .15 .07 45,

12 Satisfacrion with bowels .20 .21 .30 .35

®Iten numbers from Form A of the Medical History Questionnaire,
Ages 0-4,

*
Hypothesized scales and correlations corrected for overlap.
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Table B.11

CORRELATIONS BETWEEN HeaLTh STaTUS ITEMS AND HYPOTHESIZED SCALES,
CHILDREN AGED 04, CHARLESTON/GEORGETOWN COUNTY (N =229)

Ttem"/Content CH PH RS DS
Current Health (CH) *
14 General hezalth »55, .12 .22 .32
344 Health excellent 50, .25 .27 .18
34D Less healthy than others A0 .23 W24 .03
Prior Heaqlth (PH) "
34B 5o sick thought die .28 .26, .28 .03
J4E Never seriously ill 17 .26 .28 .01
Resistance/Susceptibility (RS} *
34C Resists illness .28 .38 .28, .06
34F Usually catches something .23 .19 .28 .08
Satisfaction with Development (IS} "
9 Satisfaction with growth .32 .18 14 .33,
10 Satisfaction with eating .05 .01 .10 Shb
11 satisfaction with sleeping .10 .00 ~.03 43,
12 Satisfaction with bowels 12 -.07 .03 .38

2tem numbers from Form A of the Medical History Questionnaire,
Ages 0-4,

*
Hypothesized scales and correlations corrected for overlap.
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Table B.12

CORRELATIONS BETWEEN HEALTH STaTUS ITEMS AND HYPOTHESIZED SCALES
(IncLUDING ONE MENTAL HEALTH ScALE), CHILDREN AGED 5-13,
SEATTLE (N =604}

Item®/Content H PR RS MHI SR

Current Health (CH)

5 General health .38, .22 N .22 .20
S54 Health excellent .61, .27 .50 .29 .23
55D Less healthy than others .46 .26 .50 .17 .20

Prior Health (PE) *
55B So sick thought die .29 .50, .22 .08 .08
55E Never seriously ill .26 .50 .26 .11 .09
Resistance/Susceptibility (RS) *
55C Resists illness .59 .29 -39, .22 J4
55F Usually catches scmething 49 .21 .59 .14 .09
Mental Health Index (MHI} *
42 Child seems lonely .16 .15 .17 .57, 42
43 Child seems relaxed .19 .07 .10 -63, .40
44 Child enjoys things 17 .06 .13 L63, 8l
45 Child seems depressed .16 .06 .11 .62, 42
46 £Lhild able to relax .23 .10 .16 .36, .37
47 Child nervous .15 .07 .11 .59, L35
48 Child restless .12 .02 .12 D4y 1
49 Child seems moody .13 .04 .06 .62, .39
50 Child seems cheerful .20 .07 .16 73, Lhh
51 Child anxicus .19 12 14 .66, .38
52 Child seems happy .22 .05 .15 L7L, 4B
53 Child awakes fresh .25 Y .21 .54 .32
Social Relationa (SR} *
35 Get along with children .25 .08 .12 ol 71,
35A (36) Get aleng with family .23 .08 .18 .53 .61,
35B (37) GCet along with teachers .16 .08 04 A5 .63

3tem numbers from Form A of the Medical History Questionnaire, Ages 5-13.

*
Hypothesized scales and correlatjons corrected for overlap.
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Table B.13

CoRRELATIONS BETWEEN HEALTH STATUS ITEMS AND HYPOTHESIZED SCALES
{IncLumNG THREE MENTAL HEALTH ScaLrs), CHILDREN AGED 513,

SEATTLE (N=604)

Item®/Content CH PH RS ANX DEP PWB SR
Current Health (CH) x
5 General health =58, 22 45 -.18 -.19 .23 .20
554 Health excellent .61, .27 .50 ~-.25 -.22 .30 .23
55D Less healthy than athers 46 .26 .50 -.17 -.11 .15 .20
Prior Health (PH) «
55B So sick thought die .29 .50, .22 -.07 -.07 .06 .08
55E Kever seriously ill .26 .50 .26 ~.09 -.1 .09 .09
Resistance/Suseceptibility (RS) >
55C Resists illness .59 .29 .59 ~.19 -.17 .22 L14
55F Usually catches something .49 .21 .59 -.12 -.10 .16 .09
Anxiety (ANX) *
43 Child seems relaxed -.19 -.07 .10 .56, .51 -.57 -.40
a6 Child able to relax -.23 -.10 .16 .30, A2 —-.54 -.37
47 Child nervous -.15 -.07 .11 .38, .50 -.49 -.35
48 Child restless -.12 -.02 .12 49, 46 -.48 -.44
51 Child anxious -.19 -.12 W14 .6l -.539 -.56 -.38
Depresstom (DET) *
42 Child seems lonely -.19 -.15 .17 .53 .55, - 47 =.41
45 Child seems depressed -.16 -.06 .11 .54 .62, -.53 -.42
49 Child seems moody -.14 -.04 .07 .56 .52 -.58 -.40
Postiive well-Being (FPwZ) *
4i Child enjoys things .17 .06 .13 -.56 -.51 .60, .41
30 Child seems cheerful .20 .07 16 -.83 ~.b1 -70, b
52 Child seems happy .23 .06 .16 -.63 -.59 71, W48
53 Child awakes fresh .25 10 .21 -.51 -, 41 49 .32
Spaial Relations (SR) *
35 Get along with children .25 .08 1 -.46 -.48 W43 .71
354 (36) CGet along with family .23 .08 .1R -.48 -4 .50 .61
35B (37) Get along with teachers .16 .08 .04 - 44 -.38 .37 .65

a
Item numbers from

*
Hrpothesized scales and correlations corrected for overlap.

Form A of the Medical History Questionnaire, Ages 5-13.
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Table B.14

(INCLUDING THREE MENTAL HEALTH ScaLgs), CHILDREN AGED 513,

FrrcerUuRG/FRANKLIN CoUunTy (N=371)

Item®/Content cH PH RS ANX DEP PWB SR
Current Health (CH) *

5 General health .66, .32 b4 .20 -.13 .21 .16
554 Health excellent .61, k! 45 .32 -.23 .34 .18
55D Less healthy than others A7 .24 .51 .12 -.11 .13 ~.01

Pricr Health (CH)} *
55B So sick thought die .33 .50, .15 .08 .01 .09 .00
35E Never seriously ill L0 .50 L24 L1 -.11 .14 .10
Resistance/Susceptibility (RS} *
55¢C Resists illness .55 28 51, .15 -.11 .15 .11
55F Usually catches something A5 13 .51 .18 -.12 .12 06
Anziety (LNX) *
43 Child seems relaxed -.17 -.11 .09 b1, .53 -.63 -, 4
46 Child able to relax -.17 -,07 13 .5&* Al -.56 -.33
47 Child nervous -.27 —.06 .25 .61* .38 -.41 -.25
48 Child restless -.17 -.07 .13 .60, .51 -.50 -.41
51 Child anxious -.21 -.12 14 .62 .83 -.50 ~.26
Depression (LEP)
42 Child seems lonelw ~.14 -.05 b3 Lad .50 -.48 -.25
45 Child seems depressed -.23 -, 09 14 . 534 .59 -.55 -.37
49 Child seems moody -.09 -.02 12 .49 50 -.51 -.36
Fozitive Well-Being (PWB)} *
44 Child enjoys things .14 .09 .9 .58 -.49 B4 .40
S0 Child seems cheerful 20 .10 .09 .62 -.60 <73, .45
52 Child seems happy .19 .04 .19 .63 -.B0 .?l* L47
53 Child awakes frech .3 .19 .18 44 —.42 AT .23
Social Relations (S7) *
35 Get along with children .09 .00 ] L35 -.37 .37 - 70,
354 (36) Get along with family .07 .04 .11 .37 -.32 .38 N
358 (37) Get along with teachers .14 .12 .09 W42 -.39 43 58

aItem numbers from Form A of the Medical History Questionnaire, Ages 5-13.

*
Hypothesized scales and correlations corrected for overlap.
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Table B.15

CorreLaTIONS BETWEEN HEALTH Status ITEMS AND HYPOTHESIZED SCALES

{INcLUDING ONE MENTAL HEaLTH ScaLg), CHILDREN AGED 5-13,
FrreueurG/FRaNgLIN County (N=3T1)

Item”/Content CH FH RS MHI SR
Current Health (CH) *

5 General health .66, .32 JAd .21 .16
554 Health excellent .61, .33 L45 .34 .18
55D Less healthy than others AT .24 .51 .14 ~.01

rior Healih (PH) *
358 S¢ sick thought die .33 .50, .15 .08 .00
53E Never seriously ill .30 .50 24 .14 .10
Resietenece /Suscepribility (RS) x
55C Resists illness .55 .28 W51, .16 .11
55F Usually catches something L45 .13 .51 .16 .06
Merntal Health Imdex (MEI) *
42 Child seems lonely .13 10 .04 -0y .28
43 Child seems relaxed 7 L11 .09 69, Lhd
A Child enjovs things .14 .09 .08 .65 A
45 Child seems depressed .23 .09 14 62, L37
46 Child able to relax W17 .07 .13 58, .33
47 Child nervous .27 .06 .25 Sy .25
48 Crild restless .17 .07 .13 .62, WG
49 Child seems moody L9 .02 L12 .56* .36
50 Crild seems cheerful .20 L10 .0g 73, A5
51 Child anxious .21 .1z L14 B3, .26
52 Crild seems happy .19 .04 L10 73, 47
53 Child awakes fresh .31 .19 .18 .50 .23
Soctal Relations (5R) "
35 Get along with children .09 00 .05 W41 .70*
354 (36) Get along with family 07 04 .11 V41 .81,
358 (37) Get along with teachers .14 .12 .09 L47 .58

B1tem numbers fromw Form A of the Medical History Questionnaire, Ages 5-13.

*
Hypothesized scales and correlatlons corrected for overlap.
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Table B.16

CorrELATIONS BETWEEN HEALTH STATUS ITEMS AND HYPOTHESIZED SCALES
{INcLuDING ONE MENTAL HEALTH ScALE), CHILDREN AGED 5.13,
CHARLESTON/GEORGETOWN COUNTY (N =493)

Item®/Content CcH PH RS MHT SR
Current Health (CH) %

5 General health <36, .22 .37 36 .11
554 Health excellent .53, .22 .33 .29 17
55D Less healthy than others .39 .29 W42 .28 .01

Prior Health (Fi) *
538 So sick thought die .32 .25, .23 .16 .02
55E Never seriously ill 21 .25 .20 17 .08
Resistance /Susceptibility (RS) %
55¢C Resists illness 45 .19 $27, .28 .13
35F Usually catches something .32 .24 .27 .29 .09
Mental Health Index (MiI) *
42 Child seems lonely .21 .13 .20 .39, .29
43 Child seems relaxed .20 .12 .15 S41, .21
44 Child enjoys things .21 .06 .28 .52, L34
45 Child seems depressed .27 10 .23 54, .27
46 Child able to relax .20 .09 .19 Shl, W14
47 Child nerveous W24 L1 .20 251, .23
48 Child restless .22 .19 .29 .32, 30
49 Child seems moody .27 .18 .22 .56, .24
50 Child seems cheerful .27 .13 .21 .52, .31
51 Child anxiocus .22 .06 .20 250, .22
52 Child seems happy .28 .18 .27 .68, .38
53 Child awakes fresh .25 .14 .19 W43 .14
Social Relatioms (5R) *
a5 Get along with children .09 .09 .12 .30 .60*
354 {36) Get along with family .06 .07 .13 .36 .58

358 (37) Get along with teachers .12 .02 .09 .37 .61

2tem numbers from Form A of the Medical History Questionnaire, Ages 5-13.

Hypothesized scales and correlations corrected for overlap.
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Table B.17

(INcLUDING THREE MENTAL HEALTH ScaLks), CHILDREN AGED 5-13,

CHARLESTON/GEORGETOWN (N =453)

Iten’ /Content (o'} PH RS ANX DEP PWB SR
Current Health (CH} *
5 General health .56, W22 .37 -, 30 -.30 .33 .11
554 Health excellent .53, .22 .33 -.23 -.26 .26 .17
55D Less healthy than cthers .39 .29 42 -.26 -.23 .24 .01
Prior Health (PH) -

558 So sick thought die .32 .25, .23 -.14 ~.16 .12 .02

55E Never sericusly ill .21 .25 .20 ~. 14 -.13 .16 .08
Resistance/Susceptibility (RS) "

55C Resists illness 45 .19 227, -.26 ~.19 .25 .13

55F Usually catches something .32 .24 .27 - 20 -.26 .26 .09
Anriety (ANX) *

43 Child seems relaxed -.20 -.12 -.15 .38, .22 =.40 -.21

46 Child able to relax -.20 -.09 -.19 =35, .25 -.41 -.14

47 Child -.24 -.11 -.20 -42, .51 -.37 -.23

48 Child -.22 -.19 -.29 .38, .56 -.39 -.30

51 Child -.22 -.0¢& -.20 v .49 -.36 -~ 22
Depresesion (DEF) *

42 Child seems lonely -.22 -.12 -.20 .34 £39, -.30 -.29

45 Child seems depressed -.27 -.10 -.23 .50 .50, -.3¢ -.27

49 Child seems moody -, 27 -.18 -.22 .49 Lhdg —.4b -.24
FPositive Well-Being (PWR) *

44 Child enjoys things .21 .06 .28 —.48 -.30 S48, .34

50 Child seems cheerful .27 .14 .21 - 42 -.35 .56, .31

52 Child seems happy .28 .18 W27 -.57 —.49 .6?* .38

53 Child awakes fresh .26 .14 19 -.34 ~-.37 .39 14
Soeial Relations (SA)

35 Get along with children .09 .09 .12 -.24 -.25 .28 .60

354 (36) Get along with family .0k .07 .13 -.27 -.31 .35 .58,

358 (37) Get alonpg with teachers L1z .02 .09 -.30 -.31 .33 .61

®Item numbers from Form A of the Medical Histery Questionnaire, Ages 5-13.

*
Hypothesized scales and correlations corrected for overlap.
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Table B.18

Roratep Facror Loapings For BEALTH STATUS ITEMS,
CHILDREN AGED 0-4 (N=654)

Factors

a 2
Item Content I II ITI 1v h
15 Adult worry 80 08 -09 -11 67
16 Pain/distress 72 12 -11  -08 355
14 General health -65 =03 42 15 63
344 Health excellent 63 13 =48 -07 65
9 Satisfaction with growth ~42 =27 -19 35 41
34E Never seriously ill 10 B2 -12 04 69
34B So sick thought die -14  -78 18 -D1 65
J4F Usually catches something 01 -05 78 11 63
34C Resists illness 24 24 -68 =07 58
34D Less healthy than others -38 -12 61 02 53
11 Satisfaction with sleeping -04 =03 =01 76 58
12 Satisfaction with bowels ~11 A 12 67 48
10 Satisfaction with eating -11 =04 11 65 45

aILem numbers from Form A of the
naire, Ages 0-4.

Medical History Question-
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Table B.19

Factors

Item® Content A S S & § S 4 v vi n?
6 Adult worry B3 =09 07 - -03 19 =05 75
7 Pain/distress 77 =07 D4 -01 21 =13 .13
5 General health -68 34 -09 17 =02 01 62
55A Health excellent 64 -36 14 -20 {5 -~06 61
55F Usually catches something -09 B0 -04 08 =24 03 72
55¢C Resists illmess 31 =70 10 -19 -04 -05 64
55D Less healthy than others -3l 61 -19 15 =02 -03 53
55E Never seriously i1l 12 -10 gz -l0 00 =05 71
55B So gick thought die =11 14 -82 =04 =10 00 71
46 Child able to relax -12 02 -2 70 -13 07 52
43 Child seems relaxed =09 =04 -06 67 -18 16 32
& Child enjoys things =02 08 02 67 =21 25 5E
50 Child seems cheerful =04 10 =01 b5 =32 21 58
52 Child seems happy 02 12 00 83 -42 24 65
53 Child awakes fresh =14 13 =06 47 =33 00 38
47 Child nervous 17 ~02 00 -14 73 =07 59
51 Child anxious 13 Go 04 =24 71 -08 59
45 Child seems depressed 12 -0 00 -25 65 =15 52
48 Child vestless 04 ~08 01 -14 64 =29 53
49 Child seems moody 00 -08 02 =30 62 ~17 51
42 Child seems lonely 07 -0a 12 -21 50 -25 38
15 Get along with children ~03 05 =01 15 -14 84 76
35B (37} Get along with teachers =10 =05 =05 19 =17 78 69
354 (36) Get along with family a0 12 00 21 =19 70 59
41 Adult worry regarding social relations 14 10 -0z -l1 38 =55 49

*Item numbers from Form A of the Medical History

Questicnnaire, Ages 5-13.
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Table B.20

MEans AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS SCALES,
CHILDREN AGED 0-4, SEATTLE (N=2300)

Possible Scores

Scale . Standard

Scale Low® High Midpoint Mean  Deviation
Current Health 3 14 8.5 12.31 1.91
Prior Health 2 10 6.0 §.10 2.42
Resistance/Susceptibility 2 10 6.0 7.36 l.82
General Health Ratings Indexb 7 34 20.5 27.78 4.63
Satisfaction with Development 4 20 12,0 13.31 1.85

a . .
Lowest possible score is equal te the number of items in the scale.

b
Total score across all three components of general health perceptions:
current health, prior health, and resistance/susceptibility,

Table B.21

MEANS AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS SCALES,
CHILDREN AGED 0-4, FrrenpuRr: 'FrankLiN CounTy (N =149

Fossible Scores

Scale Standard

Scale Lov®  High Midpoint Mean Deviation
Current Health 3 14 .5 12.74 1.78
Prior Health 2 10 .0 8.12 2.27
Resistance/Susceptibiliry 2 10 .0 7.48 1.75
General Health Ratings Index” 7 34 20.5 28,38 4.84
Satisfaction with Development 4 20 12.0 18.54 1.87

a . .. .
Lowest possible score is equal to the number of items in the scale.
b

Total score across all three components of general health perceptions:
current health, prior health, and resistance/susceptibilitv.
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Table B.22

MEaNs AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS SCALES,

CHILDREN AGED 0-4, CHARLESTON/GEORGETOWN CoUNTY (IN=229)

Passible Scores

Scale Standard

Scale Low® High Midpoint Mean  Deviation
Current Health 3 14 8.5 11.91 1.89
Prior Health 2 10 6.0 8.14 2.25
Resistance/Susceptibility 2 10 6.0 7.58 1.77
Ceneral Health Ratings Index’ 7 34 20,5 27.66  4.35
Satisfaction with Development 4 20 12.0 18.13 2.28

a : . . :
Lowest possible score is equal to the number of items in the scale.

) .
Total score across all three components of general health perceptions:

current health, prior health, and resistance/susceptibility.

Table B.23

MEANS AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS SCALES,

CHILDREN AGED 5-13, SEATTLE (N =604)"

Possible Scores

b Scale Stagdard

Scale Low High Midpoint Mean  Deviaticn
Current Health 3 14 8.5 12.49 1.65
Prior Health 2 10 6.0 8.14 2.46
Resistarce/Susceptibility 2 1Q 6.0 7.898 1.61
General Health Ratings Index® 7 34 20.5 28.65  4.38
Anxiety 3 30 17.53 9.46 3,38
Depression 3 18 10.5 5.30 1.86
Positive Well-Being 4 24 14,0 19.53 2.64
Mental Healrhd 12 72 42,0 60.76  T7.04
Social Relations i 15 9.0 12.18 2.00

¥N=603 for the general health ratings index.

o : . - -
Lowest possible score is equal to the pumber of jtems in the scale.

c . .
Total score across all three components of general health perceptions:

cutrrent health, prior health, and resistance/suscepribility.

d
Total score across all components of mental health:

and positive well-being.

anxiety,

depression,



184

Table B.24

MEANS AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS SCALES,
CHILDREN AGED 5-13, FircHBURG/FRANKLIN CoUNTY (N=371)

Possible Scores

W Scale Standa?d
Scale Low High Midpoint  Mean Deviation
Current Health 3 14 8.5 12.70 1.74
Prior Health 2 10 6.0 B.24 2.39
Resistance/Suscepribility P 16 6.0 7.96 1.70
General Health Ratings Index 7 34 20.5 28.91 4.46
Anxiety 5 30 17.5 8.96 3.24
Depression 3 18 10.5 5. 04 1.75
Positive Well-Being 4 24 14.0 20.04 2.33
Mental Healthd 12 72 42.0 62.02 6.48
Sccial Relations 3 15 9.0 12.54 1.87

®N=372 for this index.
bLowest possible score is equal to the number of items in the scale.

c .
Total score across all three components of general health perceptions:
current health, prior health, and resistance/susceptibility.

d .
Total score across all components of mental health: anxiety, depression,

and positive well-being.

Table B.25

MEANS AND STANDARD DEVIATIONS FOR SELECTED HEALTH STATUS ScALES,
CHILDREN AGED 5-13. CHARLESTON/GEORGETOWN COUNTY (N = 493)*

Possible Scores

5 - Scal? . Staqda?d

Scale Low High Midpoint Mean Deviation
Current Health 3 14 8.5 11.73 1.94
Prior Health i 10 6.0 8.10 2.22
Resistance/Susceptibility 2 10 6.0 7.82 1.78
General Health Ratings Index" 7 34 20.5 27.65 4.48
Anxiety 5 30 17.5 £.99 3,56
Depression 3 18 10.5 5.03 2.05
Positive Well-Being 4 24 14.06 15,95 3.13
Mental Health 12 72 42.0 61.90 7.42
Social Relations 3 15 9.0 12.97 1.95

“N=496 for this index.
bLDwest possible score is egual to the number of items in the scale.

“Total score across all three components of general health perceptions:
current heazlth, prior health, and resistance/susceptibility.

d . .
Total score across all components of mental health: anxiety, depression,

and positive well-being.
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Table B.26

HOMOGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR SELECTED
HeaLTH StaTUS ScaLes, CHILDREN AGED 0-4, SEATTLE (N = 300)

Number

of a b

Scale Items Homogeneity Reliability
Current Health 3 .57 .80
Prior Health P 1A .61
Resistance/Susceptibility 2 .52 .68
Generzl Health Ratings Index® 7 .35 .79
Satisfaction with Development 4 .17 44

a . .
Average inter-item correlation.
bInternal—consistency reliability.

“Total score across all three components of general health percep-
tions: current health, prior health, and resistance/susceptibility.

Table B.27

HOMOGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR SELECTED HEALTH
STATUS ScaLks, CHILDREN AGED 0-4, FITCHBURG/ FRANKLIN CoUNTY (N= 149

Humber

of a b

Scale Itenms Homogeneity Reliability
Current Health 3 .61 .82
Prior Health 2 .39 .56
Resistance/Susceptibiliry 2 .50 .66
General Health Ratings Index® 7 46 .85
Satisfaction with Development 4 .26 .28

a )
Average intrer-item correlation.
Internal-consistency reliability.

“Total score across all three components of general health percep-
tions: current health, prier health, and resistance/susceptibility.
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Table B.28

HOMOGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR SELECTED
HEeaLTH StATUS SCALES, CHILDREN AGED (-4,
CHARLESTON/GEORGETOWN CouUNTY (N =220}

Number

aof a b

Scale Items Homogeneity Reliability
Current Health 3 .36 .63
Prior Health 2 .25 40
Resistance/Susceptibility 2z .28 Al
General Health Ratings Index® 7 .24 .68
Satisfaction with Development 4 .28 .61

a : .
Average inter-item correlation.
b

Inter-item correlation.
cInternal—consistency reliabiliry.

Total score across all three components of general health percep-
tions: current health, prier health, and resistance/susceptibiliry.

Table B.29

HoMOGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR SELECTED
HeaLTH STaTus ScALES, CHILDREN AGED 5-13, SEATTLE (N =604

Number

of b c

Scale Items Homogeneity Reliability
Current Health 3 Lhd .70
Prior Health 2 .48 .65
Resistance/Susceptibility 2 .59 74
General Health Ratings Indexd 7 .35 .79
Anxiety 5 .39 .76
Depression 3 .48 W74
Positive Well-Being 4 .49 .78
Mental Health® 12 41 .89
Social Relations 3 .58 .81

BN=605 for this index.
bInternal-consistency reliability.

“Tatal score across all three components of general health percep~-
tions: current health, prior health, and resistance/susceptibility.

dTotal score across all compements of mental health: anxiety,

depression, and positive well-being.
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Table B.30

HOMOGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR SELECTED HEALTH
SrtaTus ScaLes, CHILDREN AGED 5-13, FIrcHBURG/FrankLIN County (N=2371)*

Number

of b c

Scale Itens Homogeneity Reliability
Current Health 3 A&7 .73
Prior Health 2 4B .65
Resistance/Susceptibility 2 .51 .68
General Health Ratings Indexd 7 .35 .79
Anxiety 5 45 .80
Depression 3 A .71
Positive Well-Being 4 .51 .80
Mental Healrh® 12 &1 .89
Social Relations 3 .56 .79

#¥=372 for this index.

b s .

Average inter-item correlation.
CInternal--cunsistency reliabildity.

dTDtal score across all three components of general health percep-
tions: current health, prior health, and resistance/susceptibility.

e .
Total score across all components of mental health: anxiety,
depression, and positive well-being.
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Table B.31

HoMoGENEITY AND INTERNAL-CONSISTENCY COEFFICIENTS FOR SELECTED HEALTH
Status Scares, CHILDREN AGED 5-13, CHARLESTON/ GEORGETOWN CounTy (N =493)°

Scale

Current Health
Prior Health

Resistance/Susceptibility
General Health Ratings Indexd

Anxiety

Depreassion

Positive Well-Being

Mental Healthe

Social Relations

Number
of 3 . c
Items Homogeneity Reliabiliry
3 .38 .65
2 .23 .38
Z .27 W43
7 .26 .72
5 .24 .62
3 J37 .63
4 A0 .73
12 .28 .83
3 .52 .76

Ay=496 for this index.

b . .
Average inter-item correlation.

cInternal—consisten:y reliability.

d
Total score
tiens: current

e
Total score
depression, and

across all three components of general health percep-
health, prior health, and resistance/susceptibility.

across all components of mental health: anxiety,
positive well-being.
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Appendix C
STATISTICAL DECISIONS !

A gamma coefficient indicates the probability of observing the same or “like,”
as opposed to different or “unlike” (in the sense of “minus”), order in two classifica-
tions with intrinsic order (i.e., two ordered variables such as x and y). Gamma
coefficients range from 1 {certainty of “like” order) through 0 {random or chance
relationship) to —1 {(certainty of “unlike” order). In a gross sense, the gamma
statistic behaves like a correlation coefficient.

The statistical significance of a gamma coefficient—namely, whether the ob-
served association is significantly different from 0 (i.e., no association)—varies with
sample size and probability of ties in classification and may be tested by the follow-

ing:
1- P,
Yn (G- y) \/——— ~ Normal (0, 1),
2(1-GY

where n = sample size,
(G = gamma value obtained from data,
¥ = true gamma value,
P, = probability that two individuals are tied on
either the x or y variable.

The probability of ties on either x or y varies with the number of response catego-
ries {or ranges of scale scores) and the shapes of the score distributions for each
variable. In general, the fewer the response categories {e.g., dichotomous) or the
narrower the potential range of scores, and the more skewed the response distribu-
tions, the greater the probability of ties in one or both classifications. In the calcula-
tions, P, must also be estimated from the data.

To solve for G, the upper a percentage point of the sample G, assume that ¥
= 0 and that the corresponding normal deviate defining cutoff is Z,; thus,

Vo G- Vi-p, = z V21- G

2

6, - 1/ 22
V on(1- P+ 222

These cutoffs are conservative; with considerably more computation, it is possible
to specify a slightly lower cutoff.

191
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Numerical Examples from the HIS

1. Is the gamma association between the Mental Health Index and the General
Health Ratings Index (0.22) for children aged 513 significantly different from 0?
Let @ = 0.05, two-tailed, P, = .2 (smali chance of ties in classification because
of relatively wide ranges in variables and sufficient variability in response distribu-
tions), n = 1473 (older children in sample), and Z o5 = 1.96; then, solving for G,

o - \/ 2(1.96) _ o
o 1473(1 - .2) + 2(1.96)? T

Therefore, gamma associations > .08 or < -.08 are significantly different from 0 at
p £ .05. Observing that gamma = 0.22, we conclude that the Mental Health Index
and the General Health Ratings Index show a statistically significant net positive
association.

2. Isthe gamma association between the total limitations score and the Satisfac-
tion with Development Scale (—0.48} for children aged 0-4 significantly different
from 0? Againlet a = 0.05, two-tailed, P, = .5 (larger chance of ties in classification
because of relatively narrow ranges in variables and very skewed response distri-
butions), r = 679 {younger children in sample}, and Zgs = 1.96; then, solving for
G,

\/ 2(1.96)°
Gy ~ 679(1 - .5) + 2(1.96)* =15

Therefore, gamma associations > .15 or < —0.15 are significantly different from 0
at p < .05. Observing that gamma = —0.48, we conclude that the total limitations
score and the Satisfaction with Development Scale show a statistically significantly
net negative association.

FOOTNOTE

1. This discussion is based on material in Goodman and Kruskal (1963).
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ENROLLMENT MEDICAL HISTORY QUESTIONNAIRES
FOR AGES 0-4 AND 5-13
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:410 ;50: 4230-Mna Heatth Insurance Study
OMB #85-R-0238 Seattle, Washington
Expires: 12/80

MEDICAL HISTORY QUESTIONNAIRE

FORM A
Ages 0-4

TO BE FILLED OUT ABOUT:

TO BE FILLED OUT BY:

[Agull i famity who knows the most about thus child's health)

A NOTE ABOUT THIS QUESTIONNAIRE

This Medical History will provide the Health Insurance Study with important information about
the past angd current health of participants.

The Inlormailon will in no way attect your insurance. The information is strictly contidential and will not
be used or released except in statistical reports {except if required by 1aw) and will not identity you or
your farmly.

If you have any gquestigns. or probiems filling out this question-
naire. feel free to cail the following person, who will be happy to
help you, or will send an interviewer 10 heip you.

LEE TAYLOR — (206) 323-8481
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| INSTRUCTIONS |

READ EACH QUESTION CAREFULLY.

CIRCLE _THE NUMBER OF THE ONE _ANSWER THAT MOST CLOSELY
FITS THIS CHILD.

Example:
1. HAS THIS CHILD EVER HAD A COLD?

FOLLOW ARNY INSTRAUCTIONS NEXT TO THE NUMBER YOU CIRCLED,
WHICH TELL YOU TO GO TO ANOTHER QUESTION OR ANOTHER
PAGE.

Example:
22. DOES THIS CHILD WEAR GLASSES?

£ I'E} —Answer 22-A
............................................... 2 —Go to 23

22-A. HOW LONG HAS THIS CHILD BEEN WEARING GLASSES?

{Circle one}

less than 1 year ...... ... ... ... .. ... ....... @
ABOUL 1 YWBAT ..., . ... e 2
ADOUL 2 YBAIS ... ... ... .. 3
More than 2 years ............ciiiiiiiiinuanen. 4

IF THERE ARE NO INSTRUCTIONS AFTER YOUR ANSWER, GO TO
THE VYERY NEXT QUESTION.

BEGIN ON THE NEXT PAGE —w—-ru
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HEIGHT AND_ WEIGHT |

HOW MUCH DID THIS CHILD WEIGH AT BIRTH?

pounds, ___ __  ounces

WAS THIS CHILD BORN PREMATURELY? (THAT IS, EARLY, OR NOT
CARRIED AT LEAST 8% MONTHS.}

{Circle one)
Yes, born prematurely ................ .. ... . 1
No, not born prematurely ... ... .. .. ... .. ... 2
Don't Know ... 3

HOW TALL 1S THIS CHILD NOW, WITHOUT SHOES ON?

teet, inches

HOW MUCH DOES THIS CHILD WEIGH NOW, WITHOUT HEAVY
CLOTHING?

pounds

| DEVELOPMENT

AT WHAT AGE DID THIS CHILD FIRST ROLL OVER? {lf doesnt roli
over yet, circle “99.")

months Coesn't roll over yet . . . 49

AT WHAT AGE DID THIS CHILD FIRST SIT UP WITHOUT HELP?
(I doesn’t sit up yet, circle “99.")

months Doesn't sit up yet . . . 99

AT WHAT AGE DID THIS CHILD FIRST WALK WITHOUT HELP?
(1 doesn't walk yet, circle “39.")

months Doesn't walk yet . .= . 89

DO HOT
WRITE iN
THIS SPACE

<

13-18/

17

18-2Q/

21-337

24-25:
5-274

28-29/

CaARD o2
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00 NOT
WHRITE IN
THIS SPACE
8. AT WHAT AGE DID THIS CHILD SPEAK A REAL WORD FOR THE
FIRST TIME? {FOR EXAMPLE, “MAMA" OR “DADA.") {If doean talk
yet, clrcle “99.")
maonths Doesn't talk yet . . . 99 30-34/
9. CONSIDERING THIS CHILD'S PROGRESS IN ROLLING OVER, SITTING
UP, WALKING, AND TALKING, HOW DO YOU FEEL ABOUT THE WAY
{S)HE IS GRAOWING UP OR DEVELOPING?
{Circle one) azs
Very satisfied ... ... . 1
Somewhat satisfied ........ . ... .. ... 2
Neither satisfied nor worried .. ...... ............... 3
Somewhat worried ... 4
Very worried ... e 5
10. HOW DO YOU FEEL ABOUT THIS CHILD'S EATING HABITS?
{Circle one} ay;
Very satisfied .. ..... ... . ... ... ... . .. ... 1
Somewhat satisfied ... .. ..., 2
Neither satisfied nor worried ... .................... 3
Somewhat worried ... ..., 4
Very worried ... 5
11, HOW DO YOU FEEL ABOUT THIS CHILD'S SLEEPING HABITS?
{Circle ong) 34
Very satisfied ..... ........... ... ... ..... e 1
Somewhat satisfied .......... ... ... ... ... 2
Neither satisfied nor worried ....................... 3
Somewhat worried ... ... .. 4
Very worried ... e 5
5 CARD 02
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0O NOT
WRITE W
THIS SPACE
12. HOW DO YOU FEEL ABOUT THIS CHILD'S BOWEL HABITS?
{Circie one) 3/
Very satisfied ..............cciievnninin.. e rrrraaeen 1
Somewhat satisfied ..., ....ciiiiiiieiiiiie s 2
Neither satisfied nor warried ... ... ............. k!
Somewhat worried ............... Fireranaranerane ven 4
Vary wormied ... .iiiiiiiitiirriirraaarraeraresan 5
13. DO YOU FEEL THAT DOCTORS HAVE SPENT ENOUGH TIME TALK.
ING TO YOU ABOUT THIS CHILD'S EATING, SLEEPING, AND BOWEL
HABITS?
{Circle one) /

They spend too much time taiking

about these things ... ... ... .cciviiiiiiriirennins 1
Yes, enough time .......... ... ... .ciciiiiiiiiiinn.. 2
No, not encugh time ..............coiiiiniinn..s 3
Haven't talked with a doctor about these things .. 4

Now Go To Next Page

6 CARD 02
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00 NOT
GENERAL HEALTH | WRITE IN
THIS SPACE

14, IN GENERAL, WOULD YOU SAY THIS CHILD'S HEALTH (S
EXCELLENT, GOOD, FAIR, OR POOR?

{Circie one) v
Excellent ... .. e 1
1T 2
- 1T O P 3
PO e e e 4

15. DURING THE PAST 3 MONTHS, HOW MUCH HAVE YOU WORRIED
ABOUT THIS CHILD'S HEALTH?

(Circle one) 38/
A greal deal ... 1
Somewhal ... ... 2
L S 114 T 3
Not at all ... e e 4

16. DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISTRESS HAS
THIS CHILD'S HEALTH CAUSED HIM OR HER?

{Circle one) ag:
A great deal ... e 1
SO e 2
Acdittle 3
None at all ... .. . . e 4

17. IS THIS CHILD UNABLE TO WALK, UNLESS ASSISTED BY AN ADULT
OR BY CRUTCHES, ARTIFICIAL LIMB, OR BRACES?

Yes, unabie to walk unless assisted ............... 1 —Answer 17-A e
No, no trouble walking ... . ... ... ... 2y —Go to 18
Not walking yet because of age ................... 3} next page

17-A. HOW LONG HAS THE CHILD BEEN UNABLE TO WALK WITHOUT

ASSISTANCE?
{Circie ong) o/
Less than 1 month ... ... ... .. .. i i 1
1 = 3 MONINS s 2
More than 3 monmths ... ... oo 3

7 CARD 02
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18. BECAUSE OF HEALTH, DOES THIS CHILD NEED MORE HELP THAN
USUAL FOR A CHILD THIS AGE IN EATING, DRESSING, BATHING,
OR USING THME TOILET?
£ = R 1 —Answer 18-A
N 2 —Go to 19
18-A. HOW LONG HAS THE CHILD NEEDED EXTRA HELP WITH EATING,
DRESSING, BATHING OR USING THE TOILET?
{Circle one)
Less than 1 month ... .. ... ... ... ..ccc. ... ... 1
1 -3 months ..o 2
More than 3 months .. ... ... ... .0 . 3
19, DOES THIS CHILD'S HEALTH KEEP HIM OR HER FROM TAKING
PART IN ORDINARY PLAY?
YOS e e 1 -—-Answer 15-A
NO 2 —Go to 20
19-A. HOW LONG HAS THE CHILD'S HEALTH KEPT HIM OR HER FROM
TAKING PART (N ORDINARY PLAY?
{Circle one)
Less than 1 month .................. .. oo ui. .. 1
T -3 months ... 2
More than 3 months ... . ..., 3
20. DOES THIS CHILD'S HEALTH LIMIT THE KIND OR AMOUNT OF
ORDINARY PLAY HE OR SHE CAN DO7
Yes, health limits this .........................c.... 1 —Answer 20-A
N 2 —Go to 21
next page
20-A. HOW LONG HAS THE CHILD'S HEALTH LIMITED THE KIND OR

AMOUNT OF PLAY HE OR SHE CAN DO?
{Circle One)

Less than 1 month .............. ... . ... . ....... 1
1 - 3 monmths e 2
More than 3 months ... ... . . .. 3

DO NOT
WRITE IN
THIS SPACE

47/

CARD 02
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21, DOES HEALTH LIMIT THIS CHILD IN ANY WAY FROM DOING

ANYTHING HE OR SHE WANTS TO DOZ?

21-A. HOW LONG HAS THE CHILD'S HEALTH LIMITED HIM OR HER IN

OOING THINGS HE OR SHE WANTS TO DO?

(Circle one)
Less than 1 month ... .ot iiiiiiii i, 1
T = 3 MONthE .. e i i e 2
More than 3 months ... ... e it inens 3

............................................ 1 —Answer 21-A
............................................. 2 —Go to 22

FLUORIDES, DIET |

22. DOES THIS CHILD USE FLUORIDE (FLORE-eyed) IN ANY OF THESE

WAYS? (Please circle one number on each fine.)

Dan't

Yes No | know

A. Fluoridated toothpaste? 1 2 3

8. Flucride tablets on & regutar basis? 1 2 a

C. Fluoride mouthwash on a regular basis? 1 2 3
D. Did the child ever have his ieeth painted with

flvoride by a dentlst or dental assistant? 1 2 3

E. Does the child use any fluoride-vitamin preparation? 1 2 3

F. Fiuoride drops on a regular basis? 1 2 3

23 HOW OFTEN DOES$S THIS CHILD EAT SOMETHING [N BETWEEN

REGULAR MEALS?
{Circle one}

4 or more times a day .............ooiiieiiiians 1
3 HMES @ day .. .ot e 2
About twice a day .. ..a e 3
Maybe once a day ........ ... .iiiiiiiieii, 4
Occasionally, not every day .............ccconeuenns 5
Raraly or never eats between meals ............... 6
Chiid is an infant, does not eat regular meals ... 7

DO NOT
WRITE IN
TriS SPACE

a9/

51/

s2r

53/

o5/
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24, DURING THE PAST 24 HOURS, DiD THIS CHILD EAT ANY OF THE
FOODS LISTED BELOW. [Circle one number on each line. If the chiid
ate even a |ittle, circle “1” for “Yes.” if he or she did not =at It at all,
circle “2" for “No."}

[ Yes [ No |
A. Sugar-coated ceresl t 2
B. Cookles, cake, plie, doughnuts 1 2
C. Soda pop, cola drinks 1 2
D. Peanut butter 1 2
E. Jelly or honey 1 2
F. Ralsins, figs, prunes 1 2
G. Chewing gum 1 2
H, Candy 1 2
I. Sugar (table sugar) ] 2
25. IF THE CHILD ATE ANY OF THESE FOODS IN THE PAST 24 HOURS,

DID HE OR SHE EAT THEM ONLY DURING REGULAR MEALS
(BREAKFAST, LUNCH OR DINNER), OR ONLY BETWEEN REGULAR
MEALS, OR BOTH DURING AND BETWEEN MEALS?

(Circle one)
Regutar meals only ....................... ... ... 1
Between meals only ... ... ... ... .. 2
Both during meals and between meals ............ 3
Child is an infant. does no! eat regular meals ... 4
Child did not eat any of above foods
in past 24 hours ... ... ... 5

26. DURING THE PAST 24 HOURS, HOW MANY TIMES DID THE
CHILD., . .
(Circle one number on each tine.)

One Tnree Fg;” Don't
None time Twice | tmes more | know
A. Drink milk (whole milk, skim mik,
or low-tat)? 0 1 2 3 4 ]
B. Eal custard? 0 1 2 3 4 5
C. Eat cheese? 0 1 i 3 4 5
. Have a milkshake (or frappe)? 0 1 2 3 4 s
E. Mave a malied mik? 1] 1 2 3 4 5
10

DO NOT
WRITE IN
THIS SPACE
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[ IMMUNIZATIONS |

HAS THIS CHILD

HAD THE

FOLLOWING

IMMUNIZATIONS? {Circle ons number on esch lins.}

SHOTS OR

Yas

Den't
know

DPT (Diphtheria, Whooping cough, and Tetanus}? 1

Polio?

. Smalpox?

. Regular meazles?

German measles?

Mumps?

. Other, don't know what {or?

Now Go To Next Page

u

MR R RN N

Gl | o | @ fLa | | ]

DO NOT
WRITE IN
THIS SPACE

Ter
T
T4
75!
T&!
T
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wmTE W
THIS SPACE
28, HAS THIS CHILD £VER ACCIDENTALLY SWALLOWED ANY
MEDICINES, PILLS, OR POISON?
(Circle one) 137
L=, 1
DM it e e 2
T O i e e 3
Three or more fiMmes ............ooveeieeenevnninns. 4
DOomt KnOW ... e e 5

29, HOW MUCH OF THE TIME DOES THIS CHILD USE AN INFANT
CARRIER SEAT OR HARNESS WHICH IS ATTACHED TO SEAT BELTS,
OR SEAT BELTS ONLY, WHEN RIDING IN A CAR OR TRUCK?

{Circle cne) 14¢
All of the time .. ....... e 1
Most of the time ...... ... ... . ... ................. 2
Some of the time .. ... ... ... ... .. ., 3

A little of the time ... ... ... ... ... . . ... .. ... 4
None of the time

30. HOW MANY HARMFUL THINGS, LIKE MEDICINES OR HOUSEHOLD
CLEANERS, ARE KEPT OUT OF THIS CHILD'S REACH OR LOCKED

Up?
{Circle ong) 15/
All of them are kept out of reach or locked up.. 1
Most of them are ... ...... ... ... i, 2
Some of them are ............. ... ... ... .. ... ... 3
Afew of them are .......... .. ... coiiiiiivin... 4
None of them are .......................cci.ivinn. 5

3t HOW MANY ELECTRICAL OUTLETS, NOT IN WSE IN THE HOME, ARE
COVERED WITH PLASTIC COVERS, TAPE, OR OTHER COVERING?

{Circle o©ne) 16/
All unused outlets are covered .................... 1
Most are covered ...... ... ... .. ... it 2
Some are covered ..., K|
A few are covered .......... ... ... 4
None are covered ...... ... ... ....... ..o 5

12 CARD &3
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32, DO YOU FEEL THAT DOCTORS HWAVE SPENT ENOUGH TIME TALK-
ING WITH YOU ABOUT HOME AND CAR SAFETY FOR THIS CHILD?
{Circle one)
They spend toc much time talking about this 1
Yes, enough time ... . ... .. iieeiiiiiaiiiaaies 2
No, not enough time ... .....coviiiiieiinanin 3
Have not talked with a doctor about this ......... 4
| SYMPTOMS LIST |
33 DURING THE PAST 30 DAYS, DID THIS CHILD HAVE ANY OF THE
FOLLOWING SYMPTOMS? {IF (S)HE DID, DID YOU SEE A DOCTOR
ABOUT iT? Please clircle one number on each line:
1 — Child di¢ not have the symptom at all in the past 30 days.
2 — Child had the symptom, but you did not see a doctor about it.
3 — Child had the symptom, and you did see a doctor about it
Had it
No, but did j Had i,
did nat | ol see [and saw
hawe this | doctor | doclor
A Chicken pox 1 2 3
B. A stomach ache without vomiting for
less than 24 hours 1 2 3
C. A stomach “u” of wirus, with vamiting
or diarrhea lasting at Jeast 2 days 1 2 3
D. An ear Infection or earache with fever 1 2 3
E. An inlection on the skin without fever 1 2 3
F. A sore throat with high fever or
tonasillitis 1 2 3
G. A cough with a fever for at least 3 days 1 2 3
H. Allergies (such as tc grass or ceriain foods)
without asthma 1 2 3
I. Diarrhea {loose bowel movemenis}
lasting for at least 3 cdays 1 2 3
J. Poor eating habits 1 2 3
K. Accidenia! poisoning or eating something harmful i 2 3
l. A convulsion or fit (selzure) 1 2 3
M. Nosebleed 1 2 3
N. A cold or runny nose without lever 1 2 3
0. Head injury without loss of conscicusness
or vomiting 1 2 3

13

DO NOT
WRITE IN
THIS SPACE

1

1B/

214

72/

2

247

257

27

28/

v

32f
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[ HEALTH PERCEPTIONS |

PLEASE READ EACH OF THE FOLLOWING STATEMENTS, AND THEN
CIRCLE ONE OF THE NUMBERS ON EACH LINE TO INDICATE
WHETHER THE STATEMENT IS TRUE OR FALSE FOR THIS CHILD.
THERE ARE_NO RIGHT OR WRONG ANSWERS.

if a statement Is definitely true tor the chlld, circle 5.
i it is mostty true for the child, circle 4.

If you don’t know whether it is true or faise, circle 3.
11 it is mostly faise for the child, clrcle 2.

11 it is definitely false far the child, circie 1.

SOME OF THE STATEMENTS MAY LOOK OR SEEM LIKE OTHERS.
BUT EACH STATEMENT IS DIFFERENT, AND SHOULD BE RATED BY

ITSELF.
Definitely] Mostly | Dont | Mostly Detinnely
frue 1rue Know false {aise
A. This child's heaith Is excellent 5 4 3 e 1
B. This child was so sick once | thought
he or she might die 5 4 3. 2 ]
- This chiild seems 1o resist iliness
very well 5 4 3 2 1
. This child seems to be less healthy
than other chiidren | know 5 4 3 2 3
- This child has never been
seriously Il 5 4 3 2 1
- When there is something going
argund, this chlid usvally catches it 5 4 3 2 1
14

DO NOT
WRITE IN
THIS SPACE

ary
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MEDICINES TAKEN |

THIS QUESTION IS ABOUT THE PRESCRIPTION MEDICINES THIS

CHILD HAS TAKEN IN THE PAST 48 HOURS (2 DAYS). IT IS VERY
IMPORTANT THAT YOU ANSWER ONLY FOR THAT TIME (THE PAST
48 HOURS) AND OQNLY ABOUT PRESCRIPTION MEDICINES THAT THE
CHILD ACTUALLY TOOK DURING THAT PERIOD.

DID THIS CHILD TAKE ANY PRESCRIPTION MEDICINES N THE PAST

48 HOURS?
T 1 —Answer 35-A-8
N i e i 2 —Go to page 18

HOW MANY DIFFERENT PRESCRIPTION MEDICINES IN THE PAST 48

HOURS? {Write In number)
prescription  medigines

FOR EACH DIFFERENT TYPE OF MEDICINE THIS CHILD TQOX iIN
THE PAST 48 HOURS, PLEASE FILL IN THE INFORMATION
REQUESTED IN THE BOX BELOW.

COPY THE INFORMATION FROM THE LABEL ON THE BOTTLE. IF ANY
INFORMATION IS NOT ON THE LABEL, WRITE “NOT ON LABEL""

USE ONE BOX FOR EACH DIFFERENT TYPE OF MEDICINE.

NAME OF MEDICINE:

PRESCRIPTION NUMBER:

NAME OF PHARMACLCY (DRUG STORE):

PHONE NUMBER OF PHARMALY:

DOSAGE (STRENGTH OF MEDICINE):

INSTRUCTIONS:

HOW OFTEN DOES THE LASBEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?

HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
(Be sure to say whether it is number of pills, number
of teaspoons, or what).

15

GO NOT
WRITE IN
THIS SPAC

A5
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35. (Continued)

OO NOT
WRITE 1N

(2) NAME OF MEDICINE: THIS SPACE

INSTRUCTIONS:

HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?

HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
{Be sure to say whether it is number of pills, number
of teaspoons, or what).

PRESCRIPTION NUMBER:

Bl

NAME OF PHARMACY {DRUG STORE):

3

PHONE NUMBER OF PHARMACY:

d

N

DOSAGE (STRENGTH OF MEDICINE):

d

NC

(3) NAME OF MEDICINE:

INSTRUCTIONS:

HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?

HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
{Be sure to say whether 1t 1s number of pilis. number
of teaspoons, or what).

PRESCRIPTION NUMBER:

NAME OF PHARMACY (DRUG STORE):

PHONE NUMBER OF PHARMACY;

DOSAGE (STRENGTH OF MEDICINE):

d

16
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. (Continued)

NAME OF MEDICINE:

INSTRUCTIONS:

HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?

HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
{Be sure to say whether it is number of pilis, number

of teaspoons, or what).

PRESCRIPTION NUMBER:

NC
NAME OF PHARMACY ({DRUG STCRE): .
NC
PHONE NUMBER OF PHARMACY:
i NC '
DOSAGE (S5TRENGTH OF MEDICINE): !
NC
NAME OF MEDICINE:
INSTRUCTIONS:
HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?
HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
{Be sure to say whether it is number of pills, number
of teaspoons, or what).
PRESCRIPTION NUMBER:
NC
NAME OF PHARMACY (DRUG STORE})
NC
PHONE NUMBER OF PHARMACY:
] NC
DOSAGE (STRENGTH OF MEDICINE):
[ NC

17

DO NOT
WHITE N
THIS SFACE
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MEDICAL HISTORY QUESTIONNAIRE (SEATTLE)

FORM A MEDICINES SUPPLEMENT
Ages 0-4

NORC
CASE .

HH:

FAMILY
UNIT #

FU:

HIEI; 1 2 1

FILLED OUT ABOUT:

FILLED QUT BY:

Month Day Year

KEYPUNCH
VERIFICATION

1B
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THANK YOU.
THESE ARE ALL THE QUESTIONS WE HAVE ABOUT THIS CHILD NOW.

PLEASE FILL OUT THE 2 OR 3 ITEMS BELOW, THEN PUT THE QUESTION-
NAIRE IN THE MAILING ENVELOPE.

36, PLEASE WRITE IN THE DATE THIS QUESTIONNAIRE WAS COM-
PLETED:

37, IF YOU HAVE ANY COMMENTS YOU WOULD LIKE TO MAKE ABOUT
THIS CHILD'S HEALTH OR ABOUT THIS QUESTIONNAIRE, PLEASE
WRITE THEM IN BELOW.

a8. DID THE PERSON WHO WAS ASKED TO FILL OUT THE QUESTION-
NAIRE DC IT, OR DID SOMEONE ELSE FILL IT QUT?

Somecne else filled it out ... .. ... ... ... ... ..... 2 —Answer 38-A-8

38-A. WHAT 1S THE MAIN REASON THE PERSON WHC WAS ASKED DID
NOT FILL IT OUT?

{Circle one}
Cant read well enpugh .. .......... ... oo, 1
Has poor eyesight ... ... ... ... ...coiiie i, 2
Has trouble writing ....._........... i 3
Trouble understanding English ...................... 4
Form is tooc complicated ..................ccco.oi... 5
Is away from home ...... ... ...... ... .. ... ..., B
Some other reason ... ., 7

What?

38-B. PLEASE WRITE IN NMAME OF PERSON WHO FILLED IT OUT:

19

00 NOT
WRITE 1N
THIS SPACE

417

42
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MEDICAL HISTORY QUESTIONNAIRE (SEATTLE)
FORM A Ages (-4

L0

HH: 1320/

FAMILY o1

UNIT #:

# of 22-23¢

FL: 24-31/

H|E| 1 2 D A2-M4:
FILLED OUT ABQUT: 35-42;
FILLED OUT BY: 43-50¢
5158/

Menth Cay Year

KEYPUNCH ' | sor
VERIFICATION |
REC. Yes.....1 No. ... .2 60
REC COMP Yes .. .. .1 No.....2 61
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NORC: 4200-MHQ Health Insurance Study
e Seattle, Washington
OME #85-R-0238

Expires: 12/80

MEDICAL HISTORY QUESTIONNAIRE

FORM B
Ages 0-4

TO BE FiLLED OUT ABOUT:

TO BE FILLED OUT BY:

tAdult in tamily who knows the most about this child's healih)

A NOTE ABOUT THIS QUESTIONNAIRE

This Medical History will provide the Health Insurance Study with impaortant infermation about
the past and current health of participants.

The intarmation will in no way attect your insurance. The information i1s strictlty confidential and will not
be used or released except in statistical reports (except if required by law} and will not identity you or
your family.

it you have any questions, or probiems filling out this question-
naire, feel free to call the following person, who will be happy to
help you, or will send an interviewer to help you.

LEE TAYLOR — (208) 323-B481
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| iNsTRUCTIONS |

READ EACH QUESTION CAREFULLY.

CIRCLE THE NUMBER OF THE ONE ANSWER THAT MOST CLOSELY
FITS THIS CHILD.

Example:
1. HAS THI5S CHILD EVER HAD A COLD?
Y Q)
NO 2

FOLLOW ANY INSTRUCTIONS NEXT TO THE NUMBER YOU CiRCLED,

WHICH TELL YOU TO GC TO ANOTHER QUESTION OR ANOTHER
PAGE.

Example:
22, DOES THIS CHILD WEAR GLASSES?

.............................................. '3} —Answer 22-A
............................................. 2 —Go to 23

22-A. HOW LONG HAS THIS CHILD BEEN WEARING GLASSES?

{Circle one}
Less than 1 year ............................... @
About 1 year ... ., 2
AbDUt 2 Years ... ... 3
More than 2 years ................ccoiiiiaiia... 4

IF THERE ARE NO INSTRUCTIONS AFTER YOUR ANSWER, GO TO
THE VERY NEXT QUESTION.

BEGIN ON THE NEXT PAGE —M
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oo
WAHITE N
THIS SFACE
1. DURING THE PAST 12 MONTHS, HAS THIS CHILD HAD A COLD?
Y 1 —Answer 2 13
N e 2 —Go to 8
next page

2, ABOUT HOW MANY COLDS HAS THE CHILD HAD DURING THE PAST
12_MONTHS? {Write in number)

coids in past 12 months 14-15¢

3 IN GENERAL, WHEN THIS CHILD HAS HAD A COLD, ABOUT HOW
MANY DAYS HAS IT LASTED? (Wrlte in number)

days 6T

4. I[N GENERAL, WHEN THIS CHILD HAS HAD A COLD, ABOUT HOW
MANY DAYS HAS IT KEPT HIM OR HER IN BED FOR ALL OR MOST
OF THE DAY? (Write in number; if no days in bed, write “0.")

days in bed 1B
5. DURING THE PAST 12 MONTHS, HOW MUCH HAVE THIS CHILD'S
COLDS WORRIED OR CONCERNED YOU?
[Carcle one) 20
Aogreat deal ... 1
Somewhat ... 2
Al 3
Not at all . 4
€. DURING THE PAST 12 MONTHS, HOW MUCH PAIN OR DISTRESS
HAVE THIS CHILD'S COLDS CAUSED HIM OR HER?
{Circle one) 21:
A great deal ... ... ... 1
Somewhat ... . 2
A dittle L e 3
NOME L e 4

3 CARD 02
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7. DURING THE PAST 12 MONTHS, WHEN THIS CHILD HAS HAD A
COLD, HOW MUCH OF THE TIME HAS IT KEPT HIM OR HER FROM
DOING THE KINDS OF THINGS THAT OTHER CHILDREN OF THAT
AGE DO?

{Circle one)
All of the time ... . ... i 1
Most of the time ... ... ... i s 2
Some of the time ... ... .. i 3
A fitlle of the tiMe ... ... imneiiiiiirinam i iaas 4
None of the time ... i 5
| EAR INFECTIONS |

8 DURING THE PAST 12 MONTHS, HAS A DOCTOR EVER SAID THAT
THIS CHILD HAD A MIDDLE EAR INFECTION? {(OTITIS MEDIA,
pronounced “oh-TIE-tiss-MEE-dee-a™)

R - i -—Answer 89
Y T e 2 —Go to 18
page 6§

9. ABOUT HOW MANY TIMES IN THE PAST 12 MONTHS, HAS A
DOCTOR SAID THIS CHILD HAD AN EAR INFECTION? (Write in
number)

times in Jast 12 months

10. WHEN THE CHILD HAS HAD AN EAR INFECTION, ABOUT HOW
MANY DAYS DO YOU FEEL IT USUALLY LASTED, ON THE AVERAGE?
{Write in numuer)

days
11. WHEN THE CHILD HAS HAD AN EAR INFECTION, ABOUT HOW

MANY DAYS DO YOU FEEL IT KEPT THE CHILD IN BED FOR ALL
OR MOST OF THE DAY? (Write In number; {{ no days in bed, write
.—"""—‘0_..]

days in bed

DO NOT
WRITE IN
THIS SPACE

24-25/

20-274

28-20/
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12. HAS THIS CHILD EVER BEEN TREATED WITH TUBES IN HIS OR HER
EARS?
- 1 —Answar 12-A
[ 2 —Go to 13
12-A. DOES THE CHILD CURRENTLY HAVE TUBES IN HIS OR HER EARS?
- 1
1+ PR 2
13. DURING THE bAST 12 MONTHS, HOW MUCH PAIN OR DISTRESS
HAVE THIS CHILD'S EAR INFECTIONS CAUSED HIM OR HER?
{Circle one)
A great deal ... .. 1
oM i e 2
A e e e e et 3
None at all ..o 4
14, DURING THE PAST 12 MONTHS, HOW MUCH HAVE THIS CHILD'S
EAR INFECTIONS WORRIED OR CONCERNED YOU?
{Circle one)
Aogreat deal ... e 1
Somewhal ... ... i aae s e 2
Alitle 3
Not 8t all i e e 4
15.

DURING THE PAST 12 MONTHS, WHEN THIS CHILD HAS HAD AN
EAR _INFECTION, HOW OFTEN HAS IT KEPT HIM OR HER FROM

DOING THE KiNDS OF THINGS THAT OTHER CHILDREN OF THAT

AGE DO?

{Circie one)
All of the time

Most of the time ... ... ... ciiiiiiiiiiinnanns 2
Some o! the time

.................................. 3
A little of the time ..., ... .. . i 4
None of the time ... ... ... ... ... ... i . 5

DO NOT
WRITE IN
THIS SPACE

a1/

3z
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{ ECZEMA, ALLERGIC SKIN RASH |

16. IN THE PAST 12 MONTHS, HAS THIS CHILD HAD A RASH THAT
LASTED AT LEAST 3 MONTHS?
T 1 —Answer 17
L 2 —Go to 28,
page 8
17. HAS A DOCTOR EVER SAID THAT THIS CHILD KWAS ECZEMA
(EK-2ze-ma)?
=T 1
T 2
18. HAS THIS RASH OR ECZEMA INVOLVED THE FACE, NECK, ELBOW,
HANDS OR KNEES?
{Circle cne)
Yes, 3 or more of these five areas ............... 1
¥es. 2 of these areas .................c.cciviiinn 2
¥es, 1 of these areas ................ccciveiivens.. 3
No, none of these areas ........................... 4
19. DOES THIS CHILD CURRENTLY HAVE THIS RASH OR ECZEMA?
Y B e e 1
N 2
20. HAVE YOU OR THIS CHILD EVER SEEN A DOCTOR ABOUT THIS
RASH OR ECZEMA?
- 1 —Answer 21
NO e 2 —Go to 24,
next page
21, WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR FOR SKIN.

RASH OR ECZEMA?
{Circle one}

Within the past 3 months ... ....................... 1

J -6 months ago ... ... ... e 2

7 - 12 MONths BG0 ..ot i 3

More than a year ago ...............coivuieciainas 4
&

DO NOT
WRITE IN
THIS SPACE

a5/

ars

4D
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22, DID A DOCTOR EVER PRESCRIBE ANY OF THE FOLLOWING FOR THIS
CHILD'S SKIN RASH OR ECZEMA? (Circle one number on sach line.)

Yes | No |
A. Pllls or liquids fo take by mouth 1 2
B. Creams or ocintments o put on the skin 1 2
C. Special soaps or bath olis 1 2

23. 0ID A DOCTOR EVER ADYISE YOU TO DO ANY OF THE FOLLOWING
THINGS FOR THIS CHILD TO AVOID ECZEMA OR TO CURE THE
RASH? (Clrcle one number on each line.)

Yes
A. Avold certain foods 1 2
B. Avold ceriain types of clothing or fabric 1 2
C. Avoid dally baths 1 2
D. Avoid something eise (pets, for exampie) 1 2

24. DOES THIS CHILD CURRENTLY USE ANY OF THE FOLLOWING,
WHETHER OR NOT A DOCTOR HAS PRESCRIBED THEM? {Circie one
number on each line.)

Yes
A. Pills or liquids to take by mouth 1 2
B. Creams or ociniments to put on the skin 1 2
C. Special sorps or bath oils 1 2

25. PURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISCOMFORT
HAS ECZEMA OR A SKIN RASH CAUSED THIS CHILD?

{Circie one)
Agreal deal ... L 1
SOME e 2
A dittle ... e 3
None at all ... .. . e 4

26. DURING THE PAST 3 MONTHS HOW MUCH HAS THIS CHILD'S
ECZEMA OR S5KIN RASH WORRIED YOU?

) {Circle one)
A great deal ... 1

Somewhat ... . .. e 2
S (N 3
None at all ... e &

DO NOT
WRITE IN
THIS SPACE

&1/

&2/

48:

49/

e

32
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21 DURING THE PAST 3 MONTHS, HOW OFTEN HAS ECZEMA OR A
SKIiN RASH KEPT THIS CHILD FROM DOING THE KINDS OF THINGS
OTHER CHILOREN THAT AGE DO?

(Circle one)
All of the time ... ... ... i, 1
Most of the fime ... ... ... ... ... iiiiiiniinn.. 2
Some of the time ... ... ... .. cc.ivvivrrierrnnnns. 3
A dittle of the time ... ... .. ..oiiiiiieinn... 4
None of the time ... e iiiinnnn 5

28. DURING THE PAST 12 MONTHS, HAS A DOCTOR TOLD YOU THAT
THIS CHILD HAS ANEMIA (“a-NEE-mee-a,” SOMETIMES CALLED LOW
BLOOD) OR 15 HE OR SHE CURRENTLY UNDER TREATMENT FOR
IT?

{Circle one}
No, child does not have it ........................, 1 —Go to 35
page 10
Yes. child had it or is under treatment for it ..... 2
Yes, child had it. but is now cured ............... 3

29, DURING THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY
OF THESE TREATMENTS FOR THIS CHILD'S ANEMIA? {Circle one
number on each line.}

Yes | No |

A. Special diet i 2

B. lren pills or shots 1 2

C. Yilamin pllls or shots 1 2

D. Biood 1iransfusions 1 2

30. DOES THIS CHILD CURRENTLY TAKE ANY OF THE FOLLOWING
TREATMENTS, WHETHER OR NOT A DOCTOR PRESCRIBED THEM?
{Circle one number on each line.)

Yes

A. Special diet 1 2

B. iron pllls or shots 1 2

C. ¥Vitamin pills or shots 1 2

D. Biood transfusions 1 2

DO NOT
WRITE IN
THIS SPACE

s

58/

51/

62/
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3.  WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR FOR s
ANEMIA? THIS SPACE
{Circle ong) &3
Within past 3 months ... ... ... ..iiiiiiiiiiiinnns 1
3 -6 mMoOnths 800  ..vionniiii e 2
7 -12 months 280 ......o.viiiiiiiiiiiiaennss 3
More than 1 year ago ...........c.vivrvmiirnininns 4

a2 DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S
ANEMIA WORRIED OR CONCERNED YOU?

{Circle one) 64/
A great deal ............. .. 1
Somewhat ... ... 2
A e e e 3
Not at ell ... 4

33 DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAS
ANEMIA KEPT THIS CHILD FROM DOING THE KINDS OF THINGS
THAT OTHER CHILDREN THE SAME AGE DO7?

{Circle one} 65
All of the time ... .. . ... . ... . 1
Most of the time ... ... ... ... ... i 2
Some of the time ... ... ... ... ... o, 3
A little of the time ... ... ... . ...l 4
None of the time ....... ... ... .................... 5

34. DURING THE PAST 30 DAYS, HOW MANY DAYS HAS ANEMIA KEPT

THIS CHILD IN BED FOR ALL OR MOST OF THE DAY ? (If none,
write in "0.")

days m bed last month B6-67/

g CARD 02



224

LEAD POISONING |

35. HAS A DOCTOR EVER SAID THAT THIS CHILD HAD LEAD
POISONING?
- 1 —Answer 36
O e e e e 2 —Go to 42,
next page
36. DURING THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY
MEDICINES FOR THE LEAD POISONING?
TR 1
N e e 2
37. DOES THIS CHILD CURRENTLY TAKE ANY MEDICINES FOR LEAD
POISONING?
- 1
L N 2
38. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR FOR LEAD
POISONING?
{Circle one)
Within the past 3 months ... ... .. ... ............. 1
3-6months ago ... o 2
T - 12 months ago ... ... ... 3
Moare than 1 year ago ........... ... ...l 4
349, DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S LEAD
POISONING WORHIED OR CONCERNED YOU?
(Circle one)
A great deal ... ... ... ... e 1
Somewhat . ... ... 2
A dittle e e 3
Not at all .. 4
40, DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAS LEAD

POISONING KEPT THIS CHILD FROM DOING THE KINDS OfF THINGS
OTHER CHILDREN THAT AGE DQ? i

[Circie one)

All of the time ... ... ... .. . e 1

Most of the time ........ ... ... . i i, 2

Some of the time ..................ccoiiiriiniin... 3

A little of the time ... .. ... i, 4

None of the time ... ... .. ... ... . .. 5
10

DO NQT
WRITE IN
THIS SPACE

68/

T/

T

T3
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4, DURING THE PAST 30 DAYS, HOW MANY DAYS HAS LEAD
POISONING KEPT THIS CHILD IN BED FOR ALL OR MOST OF THE
DAY ? {If none, writs In 0.7}
days in bed iast month
42. HAS A DOCTOR EVER TOLD YOU THAT THIS CHILD HAD CANCER?
- 1 —Answer 43
NO e 2 —Go to 52
page 14
43. WHERE IS, OR WAS, THE CANCER LOCATED?
{Circle one)
Y e e
Connective tissue fsarcoma) ....................... o
Brain and central nervous system ................. Q3
Bome 04
Adrenal gland (neuroblastoma) .................... 05
Kigney (Wilms) or urinary tract ................... 06
Blood (leukemia} ... ... .. ... .0, o7
Lymph glands or nodes {lymphoma)} .............. 08
NG e s 0§
- 10
Mixed tissues (teratoma) .................. e 11
Somewhere else . ... ... ... 12
Where?
44, WHEN WAS THE CANCER FIRST DIAGNOSED? (WHEN WERE YOQU

FIRST TOLD ABOUT 1T7)
{Circle one)

Within the past B months ..............vcievnrnnen- 1
6 months fo 1 year 890 ........viiiiiiiiiiiiin. 2
2 = 3 YBAMS A0 it 3
More than 3 years age .........c.iiiiiiiiiiiennn. 4

11

DO NOT
WAITE IN
THIS SPACE

F4-Th/

13/

14-154

CARD 02703
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45, WHEN WAS THE LAST TIME THE CHILD HAD ANY PAIN OR
DISCOMFORT FROM CANCER?

{Circle one)

Within the past 6 months .........c.cciviiininneans. 1 —Answer 45-A
6 months 10 1 year 890 .........coocvieeinnirnann. 2

More than 1 year 890 ..............cciveiinaninnns 3}-—60 to 46,
Never had pain or discomfort ..............cvouvnn.. 4

45-A. DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISCOMFORT
HAS THE CANCER CAUSED THE CHILD?

{Circie one)
A great deal

........................................ 1
BT . ittt e 2
A Be e e 3
None at all ... .o . it 4

46, DURING THE PASY 3 MONTHS, HOW MUCH HAS THE CANCER
WORRIED OR CONCERNED YOU?

{Circle one}
A great deal

....................................... 1
SOmewhal e 2
A 3
Not at all .. e 4

47, DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAS THE
CANCER KEPT THE CHILD FROM DOING THE XINDS OF THINGS
OTHER CHILDREN THAT AGE DO7

{Circle one}
All of the time

Most of the time ... ... ......c. i 2
Some of the time

................................ 3
A tittle of the time ... ... .. .., 4
None of the time ... ... .......cciiiiiininennnnn. 5

48. DURING THE PAST 30 DAYS, HOW MANY DAYS HAS THE CANCER

KEPT THE CHILD IN BED FOR ALL OR MOST OF THE DAY? (If none,
write in “0.")

days in bed last month

12

DO NOT
WRITE iN
THIS SPACE

1

19/

-2
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49, HOW RECENTLY HAS THE CHILD HAD AN OPERATION TO REMOVE
THE CANCER?
{Circte one)
Less than 6 months ago ................ccooeennenn 1
6 mMOoNnths 10 1 YEAar 800 .........cocvrnvrnreennnnnn 2
More than 1 year 10 3 years ago .........c..c..... 3
More than 3 years 8go ..........c.. ceeceiaiiioann 4
Never had an operation ............. ..coevivirinnn. 5
50. HOW RECENTLY HAS HE OR SHE HAD ANY RADIATION TO STOP
THE CANCER?
(Circle one)
Less than 6 months ago ..............c.cociiimnn... 1
6 months t0 1 year ago ...........coieneinininnn.. 2
More than 1 year to 3 years ago ................. 3
More than 3 years 8g0 .......ooivveinirinninnnnins 4
Never had ragdiation ...............cccovivvinvninnns 5
51,

HOW RECENTLY HAS HE OR SHE TAKEN ANY MEDICINE (PILLS,
LIQUIDS, OR SHOTS) TO STOP THE CANCER?

{Circle one}
Less than & months 8GO0 .........c.ivieveiivinnnn, 1
€6 months 1o 1 year 880 ......cc.evvvivsnrirnannens 2
More than 1 year to 3 years ago ................. 3
More than 3 years ago ..........vvvvvvrnroneionnn- 4
Never took medicine ...........coiiiiiiiiiiiieanns S

DO NOT
WRITE IN
THIS 5PACE

23/

24;

¢
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|_FEVER CONVULSIONS, EPILEPSY, CONVULSIONS |

52. HAS THIS CHILD EVER HAD A FEVER CONVULSION (con-VULL-shun},
THAT IS, A FIT OR SEIZURE WITH A HIGH FEVER?
S e e 1 —Answer 52-A
NG 2 —Go to 53
52-A. HAS THIS CHILD EVER HAD A CONVULSION, FIT, OR SEIZURE
WITHOUT A HIGH FEVER?
YOS 1 —Answer 52-8
N 2 —Go to 54
52-B. HAS A DOCTOR EVER SAID THAT THIS CHILD HAS EPILEPSY
(EPP-i- lep-see)?
YOS e 1 }—Go to 54
N 2
53. HAS THIS CHILD EVER HAD A CONVULSION, FIT, OR SEIZURE
WITHOUT A HIGH FEVER?
YOS 1 —Answer 53-A
N 2 —Go to 63,
page 16
53-A. HAS A DOCTOR EVER SAID THAT THIS CHILD HAS EPILEPSY
(EPP-i- lep-see)?
4= 1 }—Go 0 54
NG 2
54, WHEN WAS THE LAST TIME THIS CHILD HAD A FEVER

CONVULSION, FIT, SEIZURE, OR ATTACK OF EPILEPSY?

{Circle one)

Within the past 12 months ... ... ... .......... 1
T = 2 YRArs B0 ... 2
3 0Or MOre YEars 890 .. ........iiiiie i, 3

14

0O NOT
WHITE IN
THIS SPACE

27

28

s
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55. DURING THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY
MEDICINE FOR THE FEVER CONVULSIONS, EPILEPSY, OR
CONVULSIONS?

- U 1
NG e e e e 2

56. DOES THIS CHILD CURRENTLY TAKE AWY MEDICINES FOR FEVER
CONVULSIONS, EPILEPSY, OR CONVULSHINS, WHETHER OR NQT A
DOCTOR FRESCRIBED THEM?

MBS e et 1
LT 2
57. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR ABOUT
FEVER CONVULSIONS, EPILEPSY, OR CONVULSIONS?
{Circle one)
Within the past 3 months ..............ccivieein.. h
3-8 months &0 .. ... i e 2
7 - 12 Mmonths ago ... i i 3
More than 1 year ago ..., 4

58. DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISTRESS
HAVE FEVER CONVULSIONS, EPILEPSY, DR CONVULSIONS CAUSED
THIS CHILD?

{Circle one)
A great deal ... s 1
1T 1. T 2
A litte e e 3
N ONE L e 4

59. DURING THE PAST 3 MONTHS, HOW MUCH HAVE THIS CHILD'S
FEVER CONVULSIONS, EPILEPSY, OR CONYULSIONS WORRIED OR
CONCERNED YOU?

{Circle one}
A great deal .. ... i 1
SOMEWRA ... e, 2
S 14 3
Not at all e 4
80, DURING THE PAST 3 MONTHS, HOW MANY ATTACKS OF FEVER

CONVULSIONS, EPILEPSY, OR CONVULSIONS HAS THIS CHILD HAD?
{Write in number; il none, write In “0.")

attacks in the past 3 months

15

DO NOT
WRITE N
THIS SPACE

az

a5f

70
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61. DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAVE
FEVER CONYULSIONS, EPILEPSY, OR CONVULSIONS KEPT THIS
CHILD FROM DOING THE KINDS OF THINGS OTHER CHILDREN
THAT AGE DO?

{Circle one)
All of the fime ... ... . i e 1
Most of the time ... . ... ... ... 0., 2
Some of the tiMe ... .ot iieearnnns 3
Alittle of the time ... ... .........0vivirinirrnnn.. 4
None of the time ... ... .. ... ... i iiiiinnnn. 5

62. DURING THE PAST 30 DAYS, HOW MANY DAYS HAVE FEVER
CONVULSIONS, EPILEPSY, OR CONVULSIONS KEPT THIS CHILD IN
BED ALL OR MOST OF THE DAY? (i none, write “0.")

days in bed last month
| TONSiLS, ADENDIDS |
63,

HAS THIS CHILD EVER HAD TONSILS OR ADENOQIDS REMOVED?

{Circle one)
Yes, tonsils only

................................... 1
Yes, adenocids only ... 2
Yes, both tonsils and adenocids .................... 3
N 4

DRUG ALLERGY |

64. IS THIS CHILD ALLERGIC TO PENICILLIN? (Pen-lh-SIL-in)

{Circle one)

Y B e 1
L 2
DOn T KROW i e 3

€5. 1S HE OR SHE ALLERGIC TO AMPICILLIN? (Am-plh-SIL-in)

(Circle one)

Y B e 1
L T« 2
DOnt RIOW . i e 3

DO NQT
WRITE IN
THIS SPAGE

A-41/

42/

435

4
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| missING Limes | wATE N

THIS SPACE

B6. DOES THIS CHILD HAVE ANY MISSING LiIMBS — THAT 1S, ARMS,
LEGS, OR FINGERS THAT ARE MISSING OR HAVE BEEN

AMPUTATED?
S ot v 1 —Answer &7 45¢
L 2 —Go to 5%
page 19
B7. IS AN UPPER LIMBE MISSING?
- T 1 —Answer 67-A-8 48/
1 o 2 —Go to 68,
ngxt page

67-A. PLEASE CIRCLE ONE NUMBER TO INDICATE ANY MISSING PART ON
THE RIGHT SIDE. IF NOT ON RIGHT SIDE, CIRCLE “5"; THEN
ANSWER &7-B.

{Circle 'one} 47/
Right arm asbove elbow ... ......................... i
Right arm below &bow ...............cocouiuenenn, 2
Right arm at the wrist ... ... ..................... 3
1 or maore fingers on right hand .................. 4
Not on right side ... ... ... .......... ... .......... 5

67-B. PLEASE CIRCLE ONE NUMBER TO INDICATE ANY MISSING PART ON
THE LEFT SIDE. IF NOT ON LEFT SIDE, CIHCLE “5.7

{Circle one} 48/
Left arm above @IbOW .............. .ot 1
Left arm below elbow .............. ... .. ... ...... 2
Left arm at the wrist ... .............c.civueenini.. 3
1 or more fingers on left hand ................... 4
Not on Jeft side ....... ... ..iiiiiiiiiiiiininiins 5

17 CARD 03
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68. IS A LOWER LIMB MISSING? o
THIS SPACE
Y i e 1 —Answer 85-A-D aw
NG eotiteee it e OO 2 —Go to 69,
next page

68-A. PLEASE CIACLE ONE NUMBER TO INDICATE ANY MISSING PART ON
THE RIGHT SIDE. IF NOT ON RIGHT SIDE, CIRCLE “4."

s
{Circle ona)
Right leg above KMBe ..........c.ovvveveerinnvnnnnns 1
Right leg Delow Knee .........ccviveviievininnnnnns -
Right leg at ankle .........c..icoiveirininrnnerneens 3
Not on right side ... .. ... . iiiiiiiiiiiiiiiennnnns 4
68-B. PLEASE CIRCLE ONE NUMBER TOQ INDICATE ANY MISSING PART ON
THE LEFT SIDE. IF NOT ON LEFT SIDE, CIRCLE "4
5y

{Circle ong)
Left lgg above knee
Left ieg below knee ............. ... ... ...l 2
Left ieg at ankle
Net on left side

18 CARD 3
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OTHER ILLNESSES |

89, AS FAR AS YOU KNOW, DURING THE PAST 12 MONTHS, HAS THIS
CHILD HAD ANY OF THE FOLLOWING CONDITIONS?

IF YES, DID YQU SEE A DOCTOR ABOUT IT DURING THE PAST 12

MONTHS?

PLEASE CIRCLE ONE NUMBER ON EACII| LINE:

1 — Child has not had the condition at all in the past 12 montns
2 — Child has had it, but has not seen a doctor about it in the past 12

months
3 — Child has had it, and has seen a doctor about it in the past 12
manths
Had i,
ODURING THE PAST 12 MONTHS, No, but g | Had it,
HAS CHILD WAD . .. did nof | ool ske Jand sew
have s | doctor | doclar
A. Heart trouble or congenital heart trouble 1 2 3
B. Cerebral palsy 1 2 3
C. Kidney or bjadder trouble or urine trouble i 2 3
D. Asthma 1 2 3
E. Mental retardation, or developmem! delay or lag 1 2 3
F. Hernia, other than umbilical hemia 1 2 3

19

DO HOT
WRITE 1N
THIS SPACE

52!

537

B

53¢

51
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70-C.
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| MEDICAL APPLIANCES |

DOES THIS CHILD OWN EYEGLASSES OR CONTACT LENSES WHICH
CORRECT HIS OR HER VISION?

NO e e e Crranaan veie. 2 =G0 to 71,
next pege
WHEN WAS THE LAST TIME THE CHILD GOT A NEW PAIR OF
EYEGLASSES OR CONTACT LENSES?

{Circle one)
Less than 6 months ago

B - 11 MONtNS G0 ....ivitiiii i 2

1 year ago, but less than 2 YEars . .......... ..., 3
2 years ago, but fess than 3 Years ............... 4
3 OF MOTe YEArS 890 ...........eeiiniriiinnnnn.., S

DID HE OR SHE OWN EYEGLASSES OR CONTACT LENSES BEFORE
THAT TIME?

................................................ 1 —Answer 70-C
N 2 —Go o 71,
next page

WHEN WAS THE LAST TIME THE CHILD GOT A NEW PAIR OF
EYEGLASSES OR CONTACT LENSES BEFORE THAY TIME? — JUST
YOUR BEST GUESS.

{Circle one)

Less than 6 months before that ................... 1
€ to 17 months before that .................o..... 2
1 year before that, but less than 2 years ........ e
2 years before that, but less than 3 years ....... 4
3 or more years before that ....................... 5

20

.............................................. veae 1 —Answer 70-A-B

DO NOT
WRITE IN
THES SPACE

E1/
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71. DOES THIS CHILD OWN A HEARING AID? e TEN
THIS SPACE
Y B o it et i et e e ir et 1 —Answer 7i-A-8 62/
O 2 —=Go to 72,
next page

71-A. WHEN WAS THE LAST TIME THE CHILD GCT A NEW HEARING AID?

{Circle one) £/
Less than B months ago ..............c.ccvvvrinnnn 1
B to 1t moNths age ... e 2
1 year ago, but less than 2 years ................ 2

2 years ago, but iess than 3 years ............... 4
3 or more years ago

71-B. DID HE OR SHE OWN A HEARING AID BEFORE THAT TIME?

................................................ 1 —Answer 71-C B4/
NO 2 —Go to 72
next page

71-C. WHEN WAS THE LAST TIME THE CHILD GOT A NEW HEARING AID
BEFORE THAT TIME? — JUST YOUR BEST GUESS.

{Circle one) 65/
Less than 6 months before that

6 to 11 months before that ... .. ................ 2

1 year before that, but less than 2 years ........ 3
2 years before that, but iess than 3 years ....... 4
3 Or MOTE YeArs g0 .. ... ...t 5

21 CARD 03
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FUTURE HEALTH EXPENSES |

OF COURSE, NOBODY KNOWS WHAY WILL HAPPEN, BUT WE
WOULD JUST LIKE YOUR BEST GUESS ON HOW MUCH THIS
CHILD'S OWN PERSONAL HEALTH CARE WILL COST DURING THE
NEXT 12 MONTHS. (DO NOT COUNT OTHER CHILDREN QR OTHER
MEMBERS OF THE FAMILY.)

INCLUDE DOCTORS, DENTIST, CLINICS, MEDICAL TESTS OR X-RAYS,
PRESCRIPTION DRUGS — THE TOTAL OF ALL EXPENSES FOR THiS
CHILD'S PERSONAL HEALTH DURING THE NEXT 12 MONTHS.

INCLUDE BOTH WHAT YOU ARE LIKELY TO PAY, AND ALSO WHAT
WILL BE PAID BY INSURANCE, MEDICARE, MEDICAID, OR OTHERS.

{Circle one}
B100 or less ... . i 0t
$107 - $200 ... 02
$201 - $300 .. 03
301 - B400 L 04
401 - 8500 ., 05
$501 - 8600 ... 06
601 - S700 . o7
$701 - $BOD ... 08
BBOT - 8900 ... e 09
$901 - $1000 ... 10
More than $1.000 ... . ... .. . . . ... .. i, 11

22

DO NOT
WRITE IN
THIS SPACE

BE-§7¢
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THANK YOU.
THAT IS ALL THE QUESTIONS WE HAVE NOW,

PLEASE FILL OUY THE 2 OR 3 (TEMS BELOW, THEN PUT THIS
QUESTIONNAIRE IN THE ENVELOPE PROVIDED.

73. PLEASE WRITE IN THE DATE THIS QUESTIONNAIRE WAS
COMPLETED:

74. IF YOU HAVE ANY COMMENTS YOU WOULD LIKE TO MAKE ABOUT
THIS QUESTIONNAIRE, OR THE SURVEY IN GENERAL, PLEASE
WRITE THEM IN BELOW.

75. DID THE PERSON WHO WAS ASKED TO FILL QUT THE
QUESTIONNAIRE DO IT, OR DID SOMEONE ELSE FILL IT OUT?

Person who was asked . ............................ 1

Someone else filied it out ... ....................... 2 —Answer 75-A-B

75-A. WHAT |S THE MAIN REASON THE PERSON WHO WAS ASKED DID
NOT FiLL I'T OUT?

Can't read well enough ... ... ... ... ool 1
Has poor eyesight .......... ... .. ......cccciiiienn. 2
Has trouble writing ..........._., e 3
Troubie understanding English ............... e 4
Form is too complicated ...................... ..., 5
is away from home .. ....... ... .. . ... ... ... .. ... 6
Some other reason ............c..coeeeiiin.. 7
What?

75-B. PLEASE WRITE IN NAME OF PERSON WHO FILLED IT QUT:

23

DO NOT
WRITE IN
THIS SPACE

69/
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MEDICAL HISTORY QUESTIONNAIRE (SEATTLE)
FORM B Ages 0-4

o 77777)

HH:- 13-20/
FAMILY 210

UNIT #:
o] =
FU- 24311
HIE!: 1 2 2 22.347

FILLED OUT ABOUT: 3502/
FILLED OUT BY: 4350
5158/

Month Day Year

KEYPUNCH l a8
VERIFICATION |
HEC. Yes. . ... 1 No .. . .. 2 B0/
REC. COMP. Yes . . ... 1 No .. .. . 2 Bt:
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NORC: 4230-MHQ Health Insurance Study

11475 ;
Seattle, Washington
OMB #85-R-0238 ?

Expires: 12/80

MEDICAL HISTORY QUESTIONNAIRE

FORM A
Ages 5-13

TO BE FILLED QUT ABOUT:

TO BE FILLED QUT BY:

{adult in famity who knows the most about this child's Realth)

A NOTE ABOUT THIS QUESTIONNAIRE

This Medical History will provide the Health insurance Study with important information about
the past and current health of participants.

The information will in no way affect your insuranee. The information is strictly confidential ang will not
be used or released excep! In statistical reports (except if required by law) and will not 1gentify you or
your farmly

i vou have any questions, or problems filhing out this guestion-
naire. feel tree to calt the following person, who will be happy to
help you, or will send an interviewer {0 help you.

LEE TAYLOR - {206} 323-8481
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| INSTRUCTIONS |

READ EACH QUESTION CAREFULLY.

CIRCLE THE NUMBER OF THE ONE ANSWER THAT MOST CLOSELY
FITS THIS CHILD.

Example:
1. HAS THIS CHILD EVER HAD A COLD?

2 @
N e e 2

FOLLOW ANY INSTRUCTIONS NEXT TQO THE NUMBER YOU CIRCLED,

WHICH TELL YOU TO GO TO ANOTHER QUESTION OR ANOTHER
PAGE.

Example:
22. DOES THIS CHILD WEAR GLASSES?

............................................... 1 —Answer 22-A
............................................... 2 —Go to 23

22-A. HOW LONG HAS THIS CHILD BEEN WEARING GLASSES?

(Circle one)
Less than 1 year ... ... ...... ...l G;"
About 1 year (... .. ... 2
Aboul 2 years ... ... 3
More than 2 years ... .. ... ... i 4

IF THERE ARE HNO [NSTRUCTIONS AFTER YOUR ANSWEHR, GO TO
THE VERY NEXT QUESTION,

BEGIN ON THE NEXT PAGE —M
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[HEIGHT AND WEIGHT |

HOW MUCH DID THIS CHILD WEIGH AT BIRTH?

pounds, ________  cunces.

WAS THIS CHILD BORN PREMATURELY? (THAT 15, EARLY, OR NOT
CARRIED AT LEAST 8% MONTHS)

{Circle ane)
Yes, born prematurely ... 1
No, not born prematurely .............ciiiiiiaas 2
Dont KmOW i e e e 3

HOW TALL IS THIS CHILD NOW, WITHOUT SHOES ON?

feet, inches

HOW MUCH DOES THIS CHILD WEIGH NOW, WITHOUT HEAVY
CLOTHING?

pounds

0O NOT
WRITE IN
THIS SPACE

T3-1ES

17

18-20¢

21-23
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| GENERAL HEALTH |

LR IN GENERAL, WOULD YOU SAY THIS CHILD'S HEALTH IS
EXCELLENT, GOOD, FAIR, OR POOR?
{Circie one)
Excellent ... . 1
Good e 2
Fair e e 3
PoOr e 4
6. DURING THE PAST 3 MONTHS, HOW MUCH HAVE YOU WORRIED
ABOUT THIS CHILD'S HEALTH?
{Circle one)
A great deal ..., 1
Somewhal ... 2
Adittle .o 3
Not at all .. 4
7. DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISTRESS HAS
THIS CHILD'S HEALTH CAUSED HIM OR HER?
{Circle one)
A great deal ... 1
Beme 2
ATttle 3
None at all ........... ... ., 4
8. DOES THIS CHILD'S HEALTH LIMIT HIM OR HER IN ANY WAY IN
USING PUBLIC TRANSPORTATION OR A BICYCLE?
{Circle one)
B e 1 —Answer 8-A
NO 2 —Go to 9,
nex! page
8-A. HOW LONG HAS THIS CHILD'S HEALTH LIMITED HIM OR HER IN

USING PUBLIC TRANSPORTATION OR A BICYCLE?

{Circle one)
Less thanm 1 month ... .. .. i, 1

1 - 3 months

DO NOT
WRITE IN
THIS SPACE

24/

25f

el

28/
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9. DOES THIS CHILD NEED HELP N GETTING AROUND THE
NEIGHBORHOOD BECAUSE OF HEALTH?
S e e e 1 ~—Answer 9-A
N s 2 —Go to 10
9-A. HOW LONG HAS THE CHILD NEEDED HELF IN GETTING AROUND
THE NEIGHBORHQOD BECAUSE OF HEALTH?
{Circle one)
Less than 1 month ... . e 1
T - 3 MONIRE e 2
Moare than 3 months ... ... ... ciiiiiiiiin.. 3
10. DOES THIS CHMILD HAVE TO STAY INDOORS MOST OR ALL OF THE
DAY BECAUSE OF HEALTH?
4= T 1 —Answer 10-A
NO 2 —Go to 11
10-A. HOW LONG HAS THE CHILD HAD TO STAY INDOORS BECAUSE OF
HEALTH?
(Circle one)
Less than 1 month ........... .o i, 1
1T - 3 months o 2
More than 3 monmths .. ... ... . . it 3
. IS THIS CHILD IN BED OR A CHAIR FOR MOST OR ALL OF THE
DAY BECAUSE OF HEALTH?
2= 1 —Answar 11-A
N o 2 —Go to 12
next page
11-A. HOW LONG HAS THE CHILD BEEN IN BED OR A CHAIR FOR MOST

OR ALL OF THE DAY BECAUSE OF HEALTH?
{Circle one}

Less than 1 month ... .. . ... .. ... ... ... 1
1T - 3 moONthS L. e i 2
More than 3 months .. ... ... .. i iiiinnns 3

DO NOT
WRITE IN
TH!E SPACE

o

ni

azr

A3
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12, DOES TH!S CHILD'S HEALTH LIMIT THE KIND OR AMOUNT OF
VIGOROUS ACTIVITIES HE OR SHE CAN DO, SUCH AS RUNNING,
LIFTING HEAVY OBJECTS OR TAKING PART IN STRENUOUS
SPORTS?

Yes, health limits these activities ................... 1 —Answar 12-A
o 2 —Go to 13

12-A. HOW LONG HAS THE CHILD'S HEALTH LIMITED THE VIGOROUS
ACTIVITIES HE OR SHE CAN DO?

{Circte ona)
Less than 1 month ... ... ... coiiiiiniiinn... 1
T - 3 MONINS e e 2
More than 3 months ... .. ... i, 3

13. DOES THIS CHILD HAVE TROUBLE EITMER WALKING SEVERAL
BLOCKS OR CLIMBING A FEW FLIGHTS OF STAIRS BECAUSE OF
HEALTH?

- 1 —Answar 13-A
L T 2 —Go to 14

13-A. HOW LONG HAS THE CHILD HAD TROUBLE WALKING SEVERAL
BLOCKS OR CLIMBING A FEW FLIGHTS OF STAIRS BECAUSE OF
HEALTH?

{Circle one)
Less than 1 month ............oo i, 1
1T - 3 months . 2
More than 3 months ......... ... ... .............. 3

14, DOES THIS CHILD HAVE TROUBLE BENDING, LIFTING, OR

STOOPING BECAUSE OF HEALTH?
=T 1 —Answear 14-A
L 2 —Go to 15

nex! page

14-A. HOW LONG HAS THE CHILD HAD TROUBLE BENDING, LIFTING, OR

STOOPING?
{Circle one)

Less than 1 month ... ... ... ... . . iiiini 1
1 = 3 MONtAS e e e 2
Mare than 3 months ... .. . . it 3
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15. BECAUSE OF MEALTH, DOES THIS CHILD HAVE TROUBLE EITHER
WALKING ONE BLOCK OR CLIMBING ONE FLIGHT OF STAIRS?
- T 1t —Answar 15-A
3 = T 2 —Go to 16
15-A. HOW LONG HAS THE CHILD HAD TROUBLE EITHER WALKING ONE
BLOCK OR CUMBING ONE FLIGHT OF STAIRS?
{Circte one)
Less than 1 month ... ... . i iianaan 1
T - 3 mMmomths o e 2
More than 3 months .. ... ... it 3
16. 15 THIS CHILD UNABLE TO WALK, UNLESS ASSISTED BY AN ADULT
OR BY A CANE, CRUTCHES, ARTIFICIAL LIMB, OR BRACES?
Yes, unable 10 walk ... ... i 1 —Answer 16-A
No, no trouble walking ............ . oiunnann s 2 —Go to 17
16-A. HOW LONG HAS THE CHILD BEEN UNABLE TO WALK WITHOUT
ASSISTANCE?
{Circle one)
Less tham 1 month ... ... . ... .. e 1
T = 3 MONIRS e e e 2
More than 3 MORTAS ... .. i e 3
17. DOES HEALTH LIMIT THIS CHILD IN ANY WAY (FROM DOING
ANYTHING HE OR SHE WANTS TO DO)?
=N 1 —Answer 17-A
3T« 2 2 —Go to 18
nex! page
17-A. HOW LONG HAS THE CHILD'S HEALTH LIMITED HIM OR HER IN

DOING THINGS HE OR SHE WANTS TO DQ?
{Circle one)

Less than 1 month ... ... e 1
1 - 3 MONthS e 2
More than 3 months ... .. ... o 3
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18. IS THIS CHILD UNABLE TQ DO CERTAIN KINDS OR AMOUNTS OF
SCHOOLWORK BECAUSE OF HEALTH? {(Consider kindergarien or
nursery schoo! as school.)

-1 N 1 —Answer 18-A
L L N 2 —~—Go to 18

18-A. HOW LONG HAS THE CHILD BEEN UNABLE TO DO CERTAIN KINDS
OR AMOUNTS OF SCHOOLWORK BECAUSE OF HEALTH?

{Circle one)

Less than 1 month ... ... ... ... ... ... ... ce.oan 1
1 - 3 MONths e 2
More than 3 months ... ... ..o it 3

19. DOES THIS CHILD'S HEALTH KEEP HIM OR HER FROM GOING TO
SCHOOL? (Consider kindergarten or nursery school as school.)

R - 1 —Answer 1G-A
N i i e s 2 —Go to 20

19-A. HOW LONG HAS THE CHILD'S HEALTH KEPT HIM OR HER FRAOM
GOING TO SCHOOL?
{Circle one)

Less than 1 month ....... e e e 3
T -3 months L e 2
More than 3 months ... ... ... .iiiiiiiiiiiian.. 3

20. BECAUSE OF HEALTH, DOES THIS CHILD NEED HELP WITH EATING,
DRESSING, BATHING, OR USING THE TOILET?

£ AP 1 —Answer 20-4
o 2 —Go to 21
nex! page

20-A. HOW LONG HAS THE CHILD NEEDED HELP WITH EATING,
DRESSING, BATHING, OR USING THE TYOQILET?
{Circle one)

Less than 1 month ... ... . . . .. ittt 1

T - 3 monthE e 2

More than 3 months ... i iiie e e 3
10
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[FLUDRIDES, DIET]|

21, DOES THIS CHILD USE FLUORIDE (FLORE-eyed) IN ANY OF THESE
WAYS? Please circle ohe number on each line.

Don't
Yes No | know

A. Fluoridated toothpaste? 1 2 3

B. Fluoride tablets on & regular basis? 1 2 3

C. Fluoride mouilhwash on a regular basis? 1 2 3

D. Did the child ever have his teeth painted with

fluoride by a denlist or dental assistant? 1 2 3

E. Does the child use any fluoride-vitamin preparation? 1 2 3

F. Fluoride drops on a regular basis? 1 2 3

22, HOW OFTEN DOES THIS CHILD EAT SOMETHING IN BETWEEN
REGULAR MEALS?

{Circle one)
4 or more times & day ... ... ... 1
Jtimes a day ... e 2
About twice a day ............. . ... i 3
Maybe once a day ... ...... ... ..., 4
Occasionally, not every day ... ... ... ......... 5
Rarely or never eats between meals .. ._..... ..... . ]

23. DURING THE PAST 24 HOURS, DID THIS CHILD EAT ANY OF THE
FOODS LISTED BELOW? (Circle one number on each line. If the child
ate even & little, circie 1 for “Yes” | he or she did not eat it at all,
circle 2 for "No.")

A. Sugar-coated cereal 1 2

B. Cookies, cake, pie, doughnuls 1 2

C. Soda pop, cola drink 1 2

D. Peanul butter 1 2

E. Jelly or honey 1 2

F. Raisins, tigs, prunes 1 2

G. Chewing gum 1 2

H. Candy 1 2

l. Sugar (table sugar) 1 2

kR
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24, IF THE CHILD ATE ANY OF THESE FOODS IN THE PAST 24 HOURS,

D HE OR SHE EAY THEM ONLY DURING REGULAR MEALS
{BREAKFAST, LUNCH OR DINNER), OR ONLY BETWEEN REGULAR
MEALS, OR BOTH DURING AND BETWEEN MEALS?

{Circle one)
Regular meals only ... ... .. i aaaaanas 1
Between meals only .. ... .. ..o i 2
Both durinc_! meats and between meals ............ 3

Did not eat any of these foods in past 24 hours.. 4

25, DURING THE PAST 24 HOURS, HOW MANY TIMES DID THE CHILD

EAT OR DRINK THE FOODS LISTED BELOW? (Circle one number on
each line)

One Three Fgf | bent
Nane time Twice | times more | know

A. Mitk (whole milk, skim milik,
or low-fat} v} 1 2 3 4 &
8. Cuslard 0 1 2 3 4 5
C. Cheese 0 1 2 3 4 5
D. A milk-shake (or frappe)} 4] 1 2 3 4 5
E. A malted milk 1] 1 2 3 4 3
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LIMMUNIZATIONS, SAFETY |

26. SINCE THIS CHILD WAS 4 YEARS OLD, HAS HE OR SHE RECEIVED
THESE SHOTS OR IMMUNIZATIONS?
A, A tetanus booster? Yes ... 1
No ................ 2
8. A polic bhooster? Yes ...l 1
No ..., 2
27. HOW MUCH OF THE TIME DOE$ THIS CHILD USE A SEAT BELT
WHEN RIDING IN A CAR OR TRUCK?
{Gircie one)
Al of the time ... ... e 1
Most of the time ... ... ... ... ... .0, 2
Some of the time ... ... ... ... .. ... ... 3
A Iitlle of the time ... ... ... ... ... ... . ... ... 4
None of the time ............... .. ..o . i .. 5
Never ndes in car or truck ... ... ..., . ... ..., [
28. HOW FAR CAN THIS CHILD SWIM WITHOUT THE HELP OF AN
ADULT?
{Circle one}
Can't swim at all ............. ... . . i, 1
Swims less than 5 feet ... .. ... ... ... .. ... . ... 2
Swims 5 to 15 feet ... .. 3
Swims more than 15 feet ....... .. ... ... . ... ..., 4
29. HOW MUCH OF THE TIME IS THIS CHILD CAREFUL WHEN
CROSSING THE STREET OR RIDING A BICYCLE?
{Circle one)
Caretul all of the tme ... ... ... ... .. .............. 1
Careful most of the time .......................... 2
Careful some of the time ... ...... ... .......... 3
Caretul a little of the time ........................ 4
Not careful at all ... ... .. ... ... 5
30. DO YOU FEEL THAT DOCTORS HAVE SPENT ENOUGH TIME

TALKING WITH YOU ABOUT ACCIDENT PREVENTION FOR THIS
CHILD?

{Circle one)

They've spent toc much time talking about this .. 1
Yes, enough HmMe ... o i 2
No, not enough time ............................... 3
Haven't talked with a doctor about this ........... 4
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LEARNING
31. DURING THE PAST 3 MONTHS, HOW WELL HAS THIS CHILD DONE
IN SCHOOL?
{Circle one)
Not in SChoo! ... it e 1
Very well, exceliant student ............ccvcvnnnnmnns 21 —Go to 35,
Quite well, good student ...........ccveiiiniriinnnn 3 next page
Pretty weil, average student ........................ 4
Not too well, below average student ...............
average student 5} —Answer 32-33-34
Not well at ali, poor student ....................... &
32. HAVE YOU OR THIS CHILD EVER SEEN A DOCTOR ABOUT THIS
CHILD'S PROBLEMS WITH SCHOOQL WORK?
= b 1 —Answer 32-A
NO e e 2 —Go to 33
32-A. WHEN WAS THE LAST TIME YOU OR THE CHILD SAW A DOCTOR
ABOUT THE CHILD'S PROBLEMS WITH SCHOOL WORK?
{Circle one)
Within past 3 maonths ... .. .. .. ... ... ... 1
3 -8 months ago ... ... 2
T - 12 MONths &G0 .. ... .. e 3
More than 1 year ago ... ... ... .c..coiiiiniiinann 4
33. HAVE YOU OR THIS CHILD EVER TALKED WITH A TEACHER, OR
COUNSELOR, OR SCHOOL NURSE ABOUT THE CHILD'S PROBLEMS
WITH SCHOOL WORK?
= T 1 —Answer 33-A
Ne ..o e e e 2 —Go to 34,
nex! page
33-A.

WHEN WAS THE LAST TIME YOU OR THE CHILD SAW A TEACHER,
OR COUNSELOR, OR SCHOOL NURSE ABOUT THIS CHILD'S
PROBLEMS WITH SCHOOL WORK?
{Circle ocne)
Within past 3 months ... i 1

3 -6 momhs a800 ... e 2
7 - 12 mOnths A00 ... ... 3
More than 1 year ago ... .. ... .. viirrnreeaanns 4

14
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3. DURING THE PAST 3 MONTHS, HOW MUCH HAVE YOU BEEN .
WORRIED OR CONCERNED ABOUT THIS CHILD'S PROBLEMS WITH THIS SPACE

SCHOOL WOHRK?

{Circle one)
A great deal

........................................ 1 24
Somewhat ... e 2
A dittle L i e eieaaaas 3
Not at all e e, 4

[GETTING ALONG|

35, DURING THE PAST 3 MONTHS, HOW WELL HAS THIS CHILD
GOTTEN ALONG WITH OTHER CHILDREN?

(Circle one)
Very well, no problems ..............c0iiiiiinianann 1 —Answer 35-A 25/
Quite well, hardly any problems ................... 2f
Prett If, i | lerms .. e 3
etty well, occasional problems e——Go to 36,
Not too well, frequent problems . ................... 4
_ nex! page
Not well at all, seripus problems ..........coo0nnns 55
35-A. DURING THE PAST 3 MONTHS, HOW WELL HAS THIS CHILD
GOTTEN ALONG WITH THE FAMILY?
{Circle one)
....... i 26
Ver_y well, no problems ... . i 1;) — Answer 35-8
Quite well, hardly any problems ................... 2}
Pretty well, occasional problems .................... 3' —Go to 37
Not too well, frequent problems .................... 45 next page
Not well at all, serious problems .................. 5‘
35-B. DURING THE PAST 3 MONTHS, HOW WELL HAS THIS CHILD
GOTTEN ALONG IN SCHOOL WITH TEACHER AND CLASSMATES?
{Consider nursery school or kindergarien as school)
(Circle one)
MOt iM SCROOL ..ottty irirr et tnnn, 0( s " ar:
— { s
Very well, no problems ... ... ... s 1% o fe
. ‘ page 18
Quite well, hardly any problems ... ............... 21 .

Pretty weil, occasional problems
Not too well, frequent probtems ............ ...
Not well at all, sencus problems ... .. ..o

i' —Go to 38
5\/ nex! page
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254

36. DURING THE PAST 3 MONTHS, HOW WELL HAS THIS CHILD
GOTTEN ALONG WITH THE FAMILY?
{Circie one)
Very well, no problems ... .. .o i iiiiiiiinirans i
Quite well, hardly any problems ................... 2
Pretty well, occasional problems ... ................. 3
Not too weli, frequent problems ................... 4
Not well at ali, serious problems .................. 5
ar. DURING THE PAST 3 MONTHS, HOW WELL HAS TH!S CHILD
GOTTEN ALONG IN SCHOOL WITH TEACHER AND CLASSMATES?
(Consider nursery school or kindergarten as school)
{Circle one)
Not in school . ... .. s 0
Very well, no problems ... .. iiiiiianernereeares 1
Quite well, hardly any problems ................... 2
Pretty well, occasional problems ................... 3
Not too well, frequent problems ................... 4
Not well at all. serious problems .................. 5
38. HAVE YOU OR THIS CHILD EVER SEEN A DOCTOR ABOUT THIS
CHILD'S PROBLEMS IN GETTING ALONG WITH OTHERS?
- N 1 —Answear 38-A
N e 2 —Go to 35
next page
3B-A.

WHEN WAS THE LAST TIME YOU OR THE CHILD SAW A DOCTOR

ABOUT THE CHILD'S PROBLEMS IN GETTING ALONG WITH
OTHERS?

{Circle one)
Within past 3 months ... ... i 1
3 - B MONthS 800 . ...t i 2
T - 12 months 800 ...t i i 3
More than 1 year ago ...ttt 4

16
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29, HAVE YOU OR THIS CHILD EVER SEEN A SO0OCIAL WORKER, OR
PSYCHOLOGIST, OR SCHOOL COUNSELOR, OR SCHOOL NURSE
ABOUT THIS CHILD'S PROBLEMS IN GETTING ALONG WITH
QTHERS?

4 1 —Answer 39-A
L 2 —Go o 40

39-A. WHEN WAS THE LAST TIME YOU OR THE CHILD SAW A SOCIAL
WORKER, OR PSYCHOLOGIST, OR SCHOOL COUNSELOR OR
SCHOOL NURSE ABOUT THESE PROBLEMS?

{Circle one)
Within past 3 months .. ... .. ... .. . it 1
3 - B MOMNS B0  ..o..iiiiiiiiiia s 2
T - 12 MONtRS @90 .. outiiiiiiiii i 3
Maore than 1 year ago ..........coviviiiiiiiinnas 4

40. IS THIS CHILD TAKING ANY MEDICATIONS, SUCH AS RITALIN

(RITT-a-lin), WHICH HELPS HIM GET ALONG WITH OTHERS?
= ki
O e e e s 2
41, DURING THE PAST 3 MONTHS, HOW MUCH HAVE YOU BEEN

WORRIED OR CONCERNED ABOUT THIS CHILD'S PROBLEMS IN
GETTING ALONG WITH OTHERS?
{Circie one)

A ogreat geal ........ .. e e 1
Somewhat .. ... .. e s 2
A TR e 3
Not at all  ....... ... o ity ey 4

17
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| GENERAL WELL-BEING | ﬂgr'ﬂ;
THIS SPACE

THESE NEXT QUESTIONS ARE ABOUT HOW THE CHILD HAS BEEN
FEELING, DURING THIS PAST MONTH.

FOR EACH QUESTION, PLEASE CIRCLE A NUMBER FOR THE ONE ANSWER
THAT COMES CLOSEST TO THE WAY THE CHILD HAS BEEN FEELING.

42. HOW MUCH OF THE TIME DID THIS CHILD SEEM TO FEEL LONELY
DURING THE PAST MONTH?

{Circle one)
Alt of the time

.................................... 1 36/
Most of the time ... ... . e 2
A good bit of the time ...........oiviiiiviiinrines 3
Some of the time .. .. ... ... it 4
A little of the time ... . i 5
None of the time ... ... ... ... ... ... il 6

43. HOW MUCH OF THE TIME, DURING THE PAST MONTH, DID THIS
CHILD SEEM TO FEEL RELAXED AND FREE OF TENSION?

{Cirgle one)
All of the time

Most of the time ... ... .. ... v 2
A good bit of the time

............................ 3
Some of the time ... ... ... ... ... . ciiiiiiiiiiia., 4
A fittle of the fime ... ....... ... ... ... .. .. ..., 5
None of the time ... ... ... ... .. ittt 6

44. DURING THE PAST MONTH, HOW MUCH OF THE TIME DID THIS

CHILD GENERALLY SEEM TO ENJOY THE THINGS THAT HE OR SHE
DtD?

{Circle one}
All of the time

Most of the time ... . ... . . i i e 2
A good bit of the time

............................ 3
Some of the tiMme ... ... ... v i, 4
A little of the time ... .. ... .. . . i 5
Noane of the time ... .. . i 5]
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45, HOW MUCH OF THE TIME, DURING THE PAST MONTH, DID THIS

CHILD SEEM TO BE DEPRESSED (DOWNHEARTED OR BLUE)?

{Circie one)
All of the time

Mast of the time ... ... ... ... . iiiirininnnnns 2
A good bit of the time

............................ 3
Some of the time ... ......o.oiiiiiieeiineneinns 4
A little of the time ... ... ... ..coiiviiiianiriincn 5
None of the time ... ... ... .. i iiiiiiiniinins ]

48. HOW MUCH OF THE TIME, DURING THE PAST MONTH, DID THIS
CHILD SEEM TO BE ABLE TO RELAX WITHOUT DIFFICULTY?

(Circle one)
All of the time

Most of the time .
A good bit of the time ............................ 3
Some of the time

................................. 4
Allittle of the time ... .. .. .. ... ... ... .. 5
None of the time ....................cccciuii... 153

47, HOW MUCH DID THIS CHILD SEEM TO BE BOTHERED 8Y
NERYOUSNESS OR “NERVES", DURING THE PAST MONTH?

{Circle one}

Exiremely—to the point where he or she could
not go to school or do usual activities

Very much bothered ............c.oooueinnnennnn.. 2

Bothered quite a bit by nerves .................... 3
Bothered some, enough 1o notice .................. 4
Bothered just a hittle by nerves .................... =S
Not bothered at all by nerves ..................... 3]

44, DURING THE PAST MONTH, HOW MUCH OF THE TIME DID THIS
CHILD SEEM TO BE RESTLESS, FIDGETY, OH IMPATIENT?

{Circle one)
All of the time

.................................... 1
Most of the time ....... ... . i, 2
A gooad bit of the time ...................cc cuns 3
Some of the tiMe ..........o.iiiiiiiiinaannnn. 4
A littie of the time ... ... ... ... ... ... ... ..., 5
None of the time ... ... . .. ... .. . iiiiiiiiannans 6

19
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49. DURING THE PAST MONTH, HOW MUCH OF THE TIME DID THIS o
CHILD SEEM YO BE MOODY OR TO BROOD ABOUT THINGS? THIS SPACE

(Circle one)

............................ 3
Some of the time .. ............ i iivieni e, 4
A little of the time ... .. ... .. oiiiiivnrninn. ... 5
None of the time ..............cccccvvvvnreonnnis 6

50, HOW MUCH OF THE TIME, DURING THE PAST MONTH, DID THIS
CHILD SEEM TO BE CHEERFUL AND LIGHTHEAHRTED?

(Circie one)
All of the time

Most of the time ......................... ... 2
A good bit of the time

........................... 3
Some of the time ... ... ... i, 4
A little of the time ... ... .. i, 5
None of the time .. ... ... . . .. ... ouieinn.. 6

51. DURING THE PAST MONTH, DID THIS CHILD SEEM TO BE ANXIOUS
OR WORRIED?

{Circle one)}

Yes. extremely s0, to the point of being A5¢
sick or aimost sick

.............................. 1
¥Yes, very much 80 ... 2
YeS, QUIte @ Bit ... 3
YBS, SOME Lottt in e et raaans 4
Yes, a little bit ... .o o 5
No, mot at all . e e e 6

52. DURING THE PAST MONTH, HOW MUCH OF THE TIME DID THIS
CHILD SEEM TO BE A HAPPY PERSON?
(Circle one)
All ot the time

.................................. 1 [y
Most of the time ... .. .. . .. i 2
A good bit of the time ...... . ... . ... ......... 3

Some of the tiMe ... ..ot 4
A littke of the time
None of the time
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53. HOW OFTEN DURING THE PAST MONTH DID THIS CHILD SEEM TO
WAKE UP FEELING FRE5H AND RESTED?
{Circle one)
All of the time ..........ccoevivimeeeionnnn, e, 1
Most of the time ...............ccoioiiiiiivnnininns 2
A good bit of the time ............ooooceeinnrinnn, 3
Some of the time .................... ............. 4
Alittle of the time ... ... .iiiiiinaiinn, 5
None of the time .........ccoieivvneiiiinaneennnnn, 6
| SYMPTOMS LIST |
54, DURING THE PAST 30 DAYS, DID THIS CHILD HAVE ANY OF THE
FOLLOWING SYMPTOMS? IF HE OR SHE DID HAVE THE SYMPTOM,
DID YOU OR THE CHILD SEE A DOCTOR ABOUT IT?
PLEASE CIRCLE ONE NUMBER ON EACH LINE:
1 — Chlid did not have the sympiom at all in the past 30 days
2 — Child had the symptom, but doctor was no! seen
3 — Child had the symptom and a doctor was seen about it
Had it
No. but did | Had it
g nad not seg jand saw
hawe this | docigr | doctor
A. Chicken pox 1 2 3
B. Stomach ache, without vomlting, for
iess thar 24 hours 1 2 3
C. A stomach “Miu” or virus, with vomiting
or diarrhea lasting at least 2 days 1 2 3
D. An earache, or earache wih fever 1 2 3
E. An Infection on the skin, without fever 1 2 3
F. Sore throai whh high fever,
or tonslliitis 1 2 3
G. Cough with a fever lor at least 3 days 1 2 3
H. Allergies (such as to grass or cerlaln foods)
without asthma 1 2 3
l. Diarrhea (loose bowel movements)
lasting for at least 3 days 1 2 3
J. Poor eating hablis 1 2 3
K. Problems doing schoolwork or
participating in school activitles 1 2 3
L. A convulsion or fit (seizure) 1 2 3
M. Nosebleed 1 2 3
N. A cold or runny nose without fever 1 2 3
Q. Head Injury, with loss of
consciousness or vomiting 1 2 K]
P. Buming or pasin with urination 1 2 3

21
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[HEALTH PERCEPTIONS]

PLEASE READ EACH OF THE FOQLLOWING STATEMENTS, AND THEN
CIRCLE ONE OF THE NUMBERS ON EACH LINE TO INDICATE
WHETHER THE STATEMENT IS TRUE OR FALSE FOR_THIS CHiLD.
THERE ARE NO RIGHT OR WRONG ANSWERS.
tf a statement is definitely true for the child, circle code §
M it ia mostly trus for the child, circle code 4
it you don’t know whether it Is true or false, circle code 3
It H is mostly false for the child, circle code 2
If H is definitely faise jor the child, circle code 1
SOME OF THE STATEMENTS MAY LOOK OR SEEM LIKE OTHERS.
BUT EACH STATEMENT IS DIFFERENT, AND SHOULD BE RATED BY
ITSELF.
Defimiely] Mosﬂy] Dan’t [ Mostly  [Detivlely
true true know laise taise
This chlid's health is excelient 5 4 3 2 1
This child was so sick once { thought

he or she might die 5 4 3 2 1

. This chlld seems to resist iliness

very well s 4 3 2 1

. This child seems to be less healthy than

other children 1 know 5 4 3 2 1

This chlid has never been seriously HI 5 4 3 2 1

When there i3 something going around,
this child usually ecatches It 5 4 3 2 1

22
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56.

56-A,

56-B

261

[ MEDICINES TAKEN|

THIS QUESTION 1S ABCUT THE PRESCRIPTION MEDICINES THIS
CHILD HAS TAKEN IN THE PAST 48 HOURS (2 DAYS). IT IS VERY
IMPORTANT THAT YOU ANSWER ONLY FOR THAT TIME (THE PAST
48 HOURS) AND ONLY ABOUT PRESCRIPTION MEDICINES THAT THE
CHILD ACTUALLY TOOK DURING THAT PERIOD.

DID THIS CHILD TAKE ANY PRESCRIPTIOW MEDICINES IN THE PAST
48 HOURS?

2= T 1 —Answer 56-A-B
............................................... 2 —Goto page 27

HOW MANY DIFFERENT PRESCRIPTION MEDICINES IN THE PAST 48
HOURS? (Write in number)

prescription medicines

FOR EACH DIFFERENT TYPE OF MEDICINE THIS CHILD TOOK IN
THE PAST 48 HOURS, PLEASE FIiLL N THE INFORMATION
REQUESTED IN THE BOXES WHICH FOLLOW.

COPY THE INFORMATION FROM THE LABEL OW THE BOTTLE.
IF ANY INFORMATION IS NOT ON THE LABEL, WRITE “NOT ON
LABEL."

USE ONE BOX FOR EACH DIFFERENT TYPE OF MEDICINE.

NAME OF MEDICINE:

INSTRUCTIONS:

PRESCRIPTION NUMBER:

“NC |
NAME OF PHARMACY (DRUG STORE): |
NC
PHONE NUMBER OF PHARMACY:
NC
DOSAGE (STRENGTH OF MEDICINE):
NC |

HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?

HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
{Be sure t© say whether it is number of pills, number
of teaspoons, or what).

23
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S6. (Continued}

DO NOT
WRITE IN
THIS SPACE
(2) NAME OF MEDICINE:
INSTRUCTIONS:
HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?
HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
(Be sure to say whether it is number of pills, number
of teaspoons, or what).
PRESCRIPTION NUMBER:
NC
NAME OF PHARMACY (DRUG STORE):
NC
PHONE NUMBER OF PHARMALCY:
NC f
DOSAGE {STRENGTH OF MEDICINE): ]
NC
{3) NAME OF MEDICINE:
INSTRUCTIONS:
HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TQO TAKE THE MEDICINE?
HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
(Be sure to say whether it is number of pills, number
of teaspoons, or what).
PRESCRIPTION NUMBER:
NC
NAME OF PHARMACY (DRUG STORE):
NC
PHONE NUMBER OF PHARMACY:
NC
DOSAGE (STRENGTH OF MEDICINE):
NC
24
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(5)
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(Continued)

NAME OF MEDICINE:

INSTRUCTIONS:

HOW OFTEN DOES THE LABEL INSTRUCY
THIS CHILD TO TAKE THE MEDICINE?

HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
{Be sure to say whether it i5 number of pilts, number
of teaspoons, or what}.

PRESCRIPTION NUMBER:

LNC
NAME OF PHARMACY (DRUG STORE}):
i NG
PHONE NUMBER OF PHARMACY; )
e
DOSAGE {STRENGTH OF MEDICINE):
NC
NAME OF MEDICINE:
INSTRUCTIONS:
HOW OFTEN DOES THE LABEL INSTRUCT
THIS CHILD TO TAKE THE MEDICINE?
HOW MUCH SHOULD THIS CHILD TAKE EACH TIME?
(Be sure to say whether it 15 number of piis. number
of teaspoons, or what).
PRESCRIPTION NUMBER: . |
' NC !
NAME OF PHARMACY (DRUG STORE): .
NG
PHONE NUMBER OF PHARMACY: ,
i NC |
DOSAGE (STRENGTH OF MEDICINE}: , )
ING |

25

DO NOT
WHRITE 1N
THIS SPACE
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MEDICAL HISTORY QUESTIONNAIRE (SEATTLE)
FORM A MEDICINES SUPPLEMENT

Ages 513
NORC
CASE ¥
HH:
FAMILY
UNIT #:
FL:

HIEL: 1 1 ]

FILLED OUT ABOUT:

FILLED OUT BY:

Month Day Year

KEYPUNCH
VERIFICATION
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THANK YOU, THESE ARE ALL THE QUESTIONS WE HAVE ABOUT THIS CHILD
NOw.

PLEASE FILL QUT THE 2 OR 3 ITEMS BELOW, THEN PUT THIS
QUESTIONNAIRE IN THE ENVELOPE PROVIDED.

57. PLEASE WRITE IN THE DATE THIS QUESTIONNAIRE WAS COMPLETED:

58, IF YOU HAVE ANY COMMENTS YOU WOULD LIKE TO MAKE ABOUT THIS

CHILD'S HEALTH OR ABOUT THIS QUESTIONNAIRE, PLEASE WRITE THEM
IN BELOW,

59. DID THE PERSON WHO WAS ASKED TO FILL OUT THE QUESTIONNAIRE DO
IT, OR DID SOMEONE ELSE FILL IT OUT?

59-A. WHAT IS THE MAIN REASON THE PERSON WHO WAS ASKED DID NOT FILL

IT OUT?
{Circle one}
Can'tread wellenough ........... .. .................. 1
Has poor eyesight ... ... ... .. ... ... ... . 2
Has trouble writing ... ... ... 3
Trouble understanding English ......................... 4
Form is too somplicated .......... ... ... ........ ... 5
Is away fromhome ... ... ... . ... . ... ..., &
Some other reason ......... ... e 7
What?

§9-B. PLEASE WRITE IN NAME OF PERSON WHO FILLED IT QUT:

27

0O NOT
WRITE IN
THIS SPACE

Ta:

CARD 03
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MEDICAL HISTORY QUESTIONNAIRE (SEATTLE)
FORM A Ages 5-13

o 777070 -

HH: 13-200
FAMILY 21

UNIT #:
# I of ! 22-231
F—_U: 24-31/
HIE:: hi 1 7 32-34¢

il FILLED OUT ABOUT: oz
FILLED OUT BY: 43-50¢
. 51-58
Maonth Day Year
KEYPUNCH s
VERIFICATION
AEC A £-T- 1 No ... 2 &0

REC. COMP Yes . .. .. 1 No ... .. 2 617
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NORC: 4230-MHQ Health tnsurance Study
11775 Seattle, Washington
OMB #85-R-0238

Expires: 12/80

MEDICAL HISTORY QUESTIONNAIRE

FORM B
Ages 5-13

TO BE FILLED OUT ABCOUT:

TO BE FILLED OUT BY:

{AQult In fampy who knows the most about this child's healin)

A _NOTE ABOUT THIS QGUESTIONNAIRE

This Medical History will provide the Health Insurance Study with important information about
the past and current health of participants.

The information will In no way alfect your Insurance. The information ig strictty confidential and will not
be used or released except in statistical reports (excep! if required by law) and will not identify you or
your family.

If you have any questions. or problems tilling out this questian-
naire. feel free to call the following person. who will be happy to
help you, or will send an inierviewer to help you.

LEE TAYLOR — (206) 323-8481
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{_INSTRUCTIONS |

READ EACH QUESTION CAREFULLY.

CIRCLE_THE NUMBER OF THE ONE ANSWER THAT MOST CLOSELY
FITS THIS CHILD.

Example:
1. HAS THIS CHILD EVER HAD A COLD?

FOLLOW ANY INSTRUCTIONS NEXT TO THE NUMBER YOU CIACLED,

WHICH TELL YOU TO GO TO ANOTHER QUESTION OR ANOTHER
PAGE.

Example:
22. DOES THIS CHILD WEAR GLASSES?

NS j_} —Answer 22-A
............................................... 2 —Go to 23

22-A. HOW LONG HAS THIS CHILD BEEN WEARING GLASSES?

{Circle one)
Less than 1 year ............................... T
About T oyear ... 2
ABOUT 2 YBAIS .. ... ... ... el 3
More than 2 years ... ........ ... ... ... ... 4

IF THERE ARE NO INSTRUCTIONS AFTER YOUR ANSWER, GO TO
THE VERY NEXT QUESTION.

[ BEGIN ON THE NEXT PAGE
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TEETH_AND GuMS]

1. HOW OFTEN DOES THIS CHILD USUALLY BRUSH HIS OR HER
TEETH?

{Circle one)

VT 1
Once 8 week Or 1eSs  .............coooeeeeiiinn.n, 2
Once evary few days .............ovevvevierennennn. 3
Onece a day ... ...l 4
More than ance a day .............. . v iiiivinniinns 5

2. HOW OFTEN DOES THIS CHILD USE DENTAL FLOSS?

{Circle ane)

Never e 1
Once a month or less ... .........covviuevnnne.... 2
Once a week or less .............................. 3
Once every few days .......................coo..., 4
At least once a day ...............iiiiiiiiiii, 5

3. WHEN WAS THE LAST TIME THIS CHILD WENT TO THE DENTIST?

{Circle one)
Within the past 12 months

........................ 1
T - 2 ¥RarS 800  ..enuinit e 2
More than 2 but less than 5 years ago .......... 3
5 or more years 80 ..............iiiiiiiieen.... 4
Never 5

4, DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISTRESS
HAVE THIS CHILD'S TEETH OR GUMS CAUSED HIM OR HER?

{Circle one)

........................................ 1
Some pain or distress ................e o, 2
A little pain or diSess ..., iren. ... 3
No pain or distress at all ... ..................... 4

5. DURING THE PAST 3 MONTHS, HOW MUCH HAYE THIS CHILD'S
TEETH OR GUMS WORRIED OR CONCERNED YQU?

{Circle one)

A great deal

....................................... 1
Somewhat ... e 2
A dittle 3
Not at all .. 4

DO NOT
WRITE IN
THIS SPACE

13

14

15¢

177

CaRD 02
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6-B.

6-C.
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HAS THIS CHILD'S EYESIGHT EVER BEEN TESTED BY A DOCTOR?

{Circle one)

B ittt e e e e e e e e 1 —Answer 6-A-B-C
N L i e e e, 2 L —-Goto 7,
Don't Know e 3l next page

WHEN WAS THE LAST TIME THE CHILD'S EYES WERE TESTED BY A
DOCTOR?

{Circle one}

Within the past 12 months .............coevvennno.. 1
110 2 ¥BAIS 880 .. .v.viiininirariinearinnrnanen. 2
More than 2, but less than 5 years ago .......... 3
D OF MOre YERarS A00  ..oi.v.rir it e iaarrainaas 4

WAS THIS TEST NEEDED FOR SCHOOL, CAMP, INSURANCE OR
SOME HREASON LIKE THAT?

HAS A DOCTOR, OR EYE DOCTOR, EVER PRESCRIBED GLASSES OR
CONTACT LENSES FOR THIS CHILD?

Yes

DO NOT
WRITE IN
THIS SPACE

1/

20

2V

CARD 02
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1. DOES THIS CHILD CURRENTLY WEAR GLASSES OR CONTACT
LENSES TO IMPROVE HIS OR HER EYESIGHT?
{Circle one}
i ibed by doctor ... ... ...
es, prescribed by doctor LN} —AnSwEr T-A-B-C
Yes, but not prescribed ... ..., 2)
No, does not wear glasses ............veieevniinecns 3 —Go to &
T-A. DOES THE CHILD WEAR THESE ALL THE TIME OR ONLY
SOMETIMES?
All the HiMe ... . e A
Only SOMEUMES ... .. ettt iiiiie e iiineeeannnn 2
7-B. DOES THE CHILD WEAR THEM FOR READING AND CLOSE WORK,
OR FOR SEEING THINGS AT A DISTANCE, OR BOTH?
(Circle one)
For reading and close work ................ccooent 1
For seeing at a distance ........... ... .. 2
For both purposes ...............c.ovrirononennes 3
7-C. WITH GLASSES OR CONTACT LENSES, HOW WELL CAN THE CHILD
SEE, AS COMPARED WITH MOST CHILDREM QF THAT AGE?
{Circle one)
Better than most ... . ..o 1
About the same as maost  ....... ... ... ... ?
Not as well as most ... ... ... ... iiiiiiiiiiiinnn.., 3
B. WITHOUT GLASSES, CAN THE CHILD SEE WELL ENOUGH TO READ AN

ORDINARY CHILODREN'S BOOK?

DO NOT
WRITE IN
THIS SPACE

23/

HA

25¢

26/

CARD 02
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8.  WITHOUT GLASSES, CAN THE CHILD RECOGNIZE A FRIEND e
ACROSS THE STREET? THIS SPACE
YOS e e 1 v
N 2

10. DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S
EYESIGHT WORRIED OR CONCERNED YOU?

{Circle one)
A great deal

........................................ 1 8¢
SOMEWhal ... .. 2
A dIle e e 3
Not at all .. 4

1. DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAVE
EYESIGHT PROBLEMS KEPT THIS CHILD FROM DOING THE KINDS
OF THINGS THAT OTHER CHILDREN OF THAT AGE DO?

{Circie one)
All of the time

Most of the time
Some of the ime ... ... ... .0 oo 3
A little of the time
Nene of the time

12 DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISTRESS
HAVE THE CHILD'S EYES CAUSED HIM OR HER?

{Circle one)

Agreat deal ... e 1 0/
e 1 T 2
A e 3
None at ali ... .. . ... . e 4

6 CARD 02
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13. DURING THE CHILD'S LIFE, HAS HE OR SHE EVER HAD AN
EARACHE?
{Circle one)
Yes, very often ..., 1‘(
Yos, occasionally ... ... e, 2 —Answer 13-A
Yes, but rarely ... i 3)
Never had an earache ..............ccvevevninnnnn.. 4 —Go to 14
13-A. HAS THE CHILD HAD AN EARACHE IN THE PAST 30 DAYS?
1= O 1
NO 2
14, DURING THIS CHILD'S LIFE, HAS HE OR SHE EVER HAD DRAINAGE
{OTHER THAN WAX) FROM THE EAR?
{Circie one}
Yes, very often ... ... ... 1
Yes, 0Ceasionally . ......... ... 25 —Answer 714-A
Yes, but rarely ... 3\
Never had drainage from ear ...................... 4 —Go to 15
14-A. HAS THIS CHILD HAD DRAINAGE FROM THE EAR IN THE PAST 30
DAYS?
Y S L e 1
NO 2
15. HAS THIS CHILD EVER HAD AN EAR INJURY? IF YES, WHICH EAR?

{Circle one)
Yes injury to right ear ................. ... ... ..., 1

Yes. injury to left ear ... ... ... ... ... ... ... 2
Yes, injury 10 both ears .......... ... coeiiiii... 3
No, never had ear injury ..................ccoc.... 4

DGO NOT
WRITE IN
THIS SPACE

s

a

oty

aas

CARD 02
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16. HAS THE CHILD EVER HAD EAR SURGERY? IF YES, WHICH EAR?
(Circle one)
Yes, Fght ear SUrgery .........covviiviinercernonens 1
Yes, left ear surgery ... ..o oo 2
Yes, surgery both @ars .................ccceeeeinen.. 3
No, never had ear SUrgery ..............c...cceennn 4
17. HAS THE CHILD'S MEARING EYER BEEN TESTED?
{Circle one)
Yes, By 8 doctor ... e 1
Yes, by SOMBONE ISB ... ... ... et iereninnnnnn. 2
NO e 3
Domt KnOw . . e e 4
18. CAN THIS CHILD USUALLY HEAR AND UNDERSTAND WHAT YOU
SAY, WITHOUT SEEING YOUR FACE AND WITHOUT A HEARING AID,
IF YOU WHISPER TO HIM OR HER ACROSS A QUIET ROCM?
- T 1 —Go to 23
page 11
NG 2 —Answer 18-A
18-A. CAN THIS CHILD USUALLY HEAR AND UNDERSTAND WHAT YOU
SAY, WITHOUT SEEING YOUR FACE AND WITHOUT A HEARING AID,
IF YOU TALK IN A NORMAL VOICE ACROSS A QUIET ROOM?
Y S i e e e e 1 —Go to 23
) page 11
N e 2 —Answer 18-B
18-B. CAN THE CHILD USUALLY HEAR AND UNDERSTAND WHAT YQU
SAY, WITHOUT SEEING YOUR FACE AND WITHOUT A HEARING AID,
tF YOU SHOUT TO HIM OR HER ACROSS A QUIET ROOM?
R - DR t —Go to 19,
next page
T« P 2 —Answer 18-C
18-C. CAN THE CHILD USUALLY HEAR AND UNDERSTAND WHAT YOU

SAY, WITHOUT A HEARING AID, If YOU SPEAK LOUDLY iNTO THE
CHILD'S BETTER EAR?

B - N 1 «Go to 19,
next page
NO e e 2 --Answer 18-D
naxt page
8

DO NOT
WRITE IN
THIS SPACE

L4

s

g/

&0/

LtH
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18-E.

18-F.
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CAN THE CHILD USUALLY TELL THE SOQOUND OF SPEECH FROM
OTHER SOUNDS AND NOISES WITHOUT A HEARING AiD?

- T RSP 1 —Go to 18
T SN 2 —Answer 18-E

CAN THE CHILD USUALLY TELL ONE KIND OF NOISE FROM
ANOTHER WITHGUT A HEARING AID?

- A 1 —Go to 18,
o T AP 2 -Answer 18-F

19.

18-A,

HAS THIS CHILD EVER BEEN UNDER A DOCTOR'S CARE OR
SUPERVISION FOR A HEARING PROBLEM?

22N 1 —Answer 19-A
o N 2 —Go o 20,
next page

WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR ABOUT A
HEARING PROBLEM?
{Circle one}

Within the past 3 months ... ....................... 1
3 -6 MOonths ag0 .. ...ttt e i e 2
T - 12 months 800 ... 3
More than 1 year 890 ... . ...ttt 4

DO NOT
WRITE iN
THIS SPACE

425

43/

[y

4SS

CARD 02
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20. HAS THIS CHILD EVER USED A HEARING AID?
{Circle one)
Yes, prescribed by a doetor ..........o.eeo... "W _ Answer 20-A-B
Yes, but not prescribed by doctor .................. 2
N 3 —Go to 21
20-A. IN WHICH EAR HAS HE OR SHE USED A HEARING AID?
{Circle one)
Left ear .. ... 1
Right ear ........... .. ........ ... ... ... 2
Both ears ............ i i 3
20-8. WITH A HEARING AlD, HOW WELL CAN THE CHILD HEAR,
COMPARED TO MOST CHILDREN OF THAT AGE?
{Circle one)
Better than most .................. ... ... ... ... 1
About the same as most .......................... 2
Not as well as most ..................ocovmni.., 3
21. DURING THE PAST 2 MONTHS, HOW MUCH HAS THIS CHILD'S
HEARING PROBLEM WORRIED OR CONCERNED YOU?
{Circle one)
A great deal ........... ... ... . 1
Somewhat ............ ... 2
Aldittle oo 3
Net at all ..o 4
22.

DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAVE
HEARING PROBLEMS KEPT THIS CHILD FROM DOING THE KINDS
OF THINGS OTHER CHILDREN THAT AGE DO?

(Circle one)
All of the time

..................................... 1
Most of the time ..................0..00iiiii . 2
Some of the time ....................... . .. ... 3
A little of the time ..., .. ... ... . .. ... .. 4
Norne of the time _....... ... ... .......... ... ... 5

10

DG NOY
WRITE IN
THIS SPACE

4T/

487

S0¢

515
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| EAR INFECTIiONS |

23, DURING THE PAST 12 MONTHS, HAS A DOCTOR EVER SAID THAT
THIS CHILD HAD A MIDDLE EAR INFECTION? (“Otitis media,”
pronounced oh-TIE-tiss MEE-dee-a)

YOS Lot et 1 —Answer 24
T ¢ —Go to 31,
next page

24, ABOUT HOW MANY TIMES IN THE PAST 12 MONTHS HAS A
COCTOR SAID THIS CHILD HAD AN EAR INFECTION? (Write In
number)

times in last 12 months

5. WHEN THE CHILD HAS HAD AN EAR INFECTION, ABOUYT HOW
MANY DAYS DO YOU FEEL IT USUALLY LASTED, ON THE AVERAGE?
{Wrile In number)

days

26. WHEN THE CHILD HAS HAD AN EAR INFECTION, ABOUT HOW
MANY DAYS HAS IT KEPT THE CHILD IN_BED FOR ALL OR MOST
OF THE DAY? {Write In number. If no days in bed, write "0")

days in bed

27. HAS THIS CHIlLD EVER BEEN TREATED WITH TUBES IN HIS OR HER

EARS?
- 1 —Answer 27-A
N e e 2 —Go to 28
27-A. DOES THE CHILDP CURRENTLY HAVE TUBES IN HIS OR HER EARS?
- 1
N e it e e e e 2
28. DURING THE PAST 12 MONTHS, HOW MUCH PAIN OR DISTRESS

HAYE THIS CHILD'S EAR INFECTIONS CAUSED HIM OR HER?
{Circle ane)

A ogreal deal ... i 1
SOMIE i e 2
A DIt .. e e 3
WNone at all ... ... e 4

OO NOT
WRITE IN
THIS SPACE

524

53-54/

57-58/

a8

60

61/
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29, DURING THE PAST 12 MONTHS, HOW MUCH HAVE THIS CHILD'S
EAR INFECTIONS WORRIED OR CONCERNED YOU?
{Circle one)
A great deal ... .. .. 1
BOMEWRA e e i 2
A dittle e 3
Not at all ... i 4
30. DURING THE PAST 12 MONTHS, WHEN THE CHILD HAS HAD AN
EAR INFECTION, HOW MUCH OF THE TIME HAS IT KEPT THE CHILD
FROM DOING THE KINDS OF THINGS THAT OTHER CHILDREN THAT
AGE DO7?
{Circle one)
Al of the time ... .. . i e 1
Most of the time ... ... ... ... ... . .i.iiiiaa.. 2
Some of the time ................iiiiiieiininnnnnn. 3
A little of the time ... ... ... ... ... ol 4
None of the time ... ... ... ... . . . iiviiinaren.. 5
ASTHMA
31. HAS A DOCTOR EVER SAID THAT THIS CHILD HAS ASTHMA?
B e 1 —Answer 32
Ne ..., e e e e e e e s 2 —Go to 42,
page 15
32. HOW MANY ATTACKS OF ASTHMA HAS THIS CHILD HAD IN THE
PAST 12 MONTHS? (WrHe in number. If none, write ‘0%
asthma attacks in past 12 months
33, DOES THIS CHILD USUALLY HAVE MORE ATTACKS OF ASTHMA IN

THE SPRING MONTHS, IN THE FALL MONTHS, OR IN THE WINTER
MONTHS?

{Circle one)

Spring MOMIDS .. i 1
Fall months ... 2
Winter months ... ... ... . e 3
Both spring and fall ... ..o 4
About the same in all Seasons .. ..... . . .. cciennaennienn 5

12

DO NOT
WRITE IN
THIS SPACE

=4

65-56/

67/

CARD 02
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3. DURING THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY N
OF THESE TREATMENTS FOR THIS CHILD'S ASTHMA? THIS SPACE
(Circle one number on esch line}

| Yes [No |

A. Any medicines 12 13

B. Changes in the chlid’s environment — such as

avolding certain joods, plants, or anlmals, or meaking
the house more dust-free 12 147
C. Any allergy shots 1 2 15/

35. DOES THIS CHILD CURRENTLY DO ANY OF THE FOLLOWING
THINGS FOR HIS OR HER ASTHMA? (Circle one number on each line}

Yes{ No |
A. Take any medicines for asthma 12 16+
B. Avold certain foods, plants, or animals, or have the
house more dust-free 12 1%
C. Get any allergy shois 12 L

36. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR ABOUT

ASTHMA?
(Circle one}
Within the past 2 months .......................... 1 15
I-6mManths 800 .. . e 2
T-12mMonths @00 ... e 3
More tham 1 year ago  .......... .. enriiroananas 4

37, HAS A DOCTOR TOLD YOU THAT THIS CHILD HAS NOW
OUTGROWN ASTHMA (NO LONGER HAS IT)?

N S 1 20

38. DURING THE PAST 12 MONTHS, HOW MUCH PAIN OR DISTRESS
HAS ASTHMA CAUSED THIS CHILD?

{Circte onej
A ogreat deal ... e 1 21
L2707 o1 2
- S 1 1= N 3
None at all ... .. .. e 4

13 CARD 02
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a9, DURING THE PAST 12 MONTHS, HOW MUCH HAS THIS CHILD'S
ASTHMA WORRIED OR CONCERNED YOU?
{Circle one)
A great deal ... 1
SOMEWhEL ...t 2
S 13 3
Not at all .. ... .. i P 4
40, DURING THE PASYT 12 MONTHS, HOW MUCH OF THE TIME HAS
ASTHMA KEPT THIS CHILD FROM DOING THE KINDS OF THINGS
THAT OTHER CHILDREN THAT AGE DO7
{Circle one)
All of the time ....... o ittt 1
Most of the time ............ .. .. . iioiiiiiiiiia.. 2
A little of the time .. .... .. ... ... ... 3
None of the time ... ... ... ... .. ... .. cciiivinn. 4
a1, DURING THE PAST 12 MONTHS, HOW MANY DAYS HAS ASTHMA

KEPT THIS CHILD IN BED FOR ALL OR MOST OF THE DAY?
{Write in number. i none, write “0™)

days in bed in past 12 months

14

DO NOT
WRITE IN
THIS SPACE

F-l

24257
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HAY FEVER AND OTHER
PLANT ALLERGIES

42, HAS THIS CHILD EVER HAD HAY FEVER OR OTHER ALLERGIES TO
PLANTS AND GRASSES?
£ 1 — Answer 43
N i e e 2 — Go to 50,
page 17
43. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR ABOUT
HAY FEVER OR OTHER PLANT ALLERGIES?
{Circle one)
Within the past 3 months ..., ... ... i, 1
3 -6 months ago . ... e 2
7T - 12 Months ago ... .ot e 3
More than 1 year ago .........coviiiiiiieininnnnn 4
Never saw a doctor about this ....... [ 5
44. IN THE PAST 12 MONTHS, DID THE CHILD GET ANY SHOTS TO
HELP PREYENT HAY FEVER OR OTHER PLANT ALLERGIES?
B - 1
NO e e 2
45, IN THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY
MEDICINE TO HELP PREVENT THE SYMPTOMS OF HAY FEVER OR
OTHER PLANT ALLERGIES?
- 1
2 T OO 2
46, DOES THE CHILD ACTUALLY TAKE ANY MEDICINE FOR THE HAY

FEVER OR OTHER PLANT ALLERGIES?

{Circte one}
Yes, prescribed by doctor ............. e 1
Yes, but not prescribed ...l 2
No, doesn’t take any ...... ..ooiiiiiiininnnninee.nn 3

15

DO NOT
WRITE IN
THIS SFACE

2

Fi

32
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47, DURING THE PAST 12 MONTHS, HOW MUCH PAIN OR DISTRESS
HAS THE HAY FEVER OR OTHER PLANT ALLERGIES CAUSED THIS
CHILD?

{Circle one)
A great deal ... e 1
BOME i e e 2
A e e e, 3
None at all ... i e 4

48, DURING THE PAST 12 MONTHS, HOW MUCH HAS THIS CHILD'S HAY
FEVER OR COTHER PLANT ALLERGIES WORRIED OR CONCERNED
YOoLu?

{Circle one)
A great deal ... e 1
Somewhat ... e e, 2
A e 3
Not at all e 4

49, DURING THE PAST 12 MONTHS, 1IN HOW MANY WEEKS OR MONTHS
WAS THE CHILDO BOTHERED BY HAY FEVER OR OTHER PLANT
ALLERGIES?

{Circle one)
Not bothered at all in last 12 months ... .......... 1 —Go to 50
next page
Less than 2 weeks of the time .................... 2
2 weeks but less than 1 month ................... 3
1
month but less than 2 months .............. 4 —Answer 49-A-B
2 months but less than 4 months . ................ 5
4 months but less than & months ................. 6
€ MONths OF MOME ... ... uiens i 7

49-A. DURING THE WEEKS WHEN THE CHILD WAS BOTHERED BY HAY
FEVER OR OTHER PLANT ALLERGIES, HOW MUCH OF THE TIME D!D
IT KEEP HIM OR HER FROM DODING THE KINDS OF THINGS THAT
OTHER CHILDREN THAT AGE DO?

{Circle onej
Al of the time ... . . . 1
Most of the time ....... ... .. . .. .. ... ... 2
Some of the time . .. ... . . ..., 3
A little of the time ... . .. e 4
None of the time ... ... ... i, 5
48-B. DURING THE PAST 12 MONTHS, HOW MANY DAYS HAS HAY FEVER

OR OTHER PLANT ALLERGIES KEPT THE CHILD IN BED FOR ALL
OR MOST OF THE DAY? (Wrlte in number. H none, wrile “0")

days in bed in past 12 months

16

DO NOT
WRITE IN
THIS SPACE

n/
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ECZEMA,
ALLERGIC SKIN RASH

IN THE PAST 12 MONTHS, HAS THIS CHILD HAD A RASH THAT
LASTED AT LEAST 3 MONTHS?
YOS 1 —Answer 51
Ne 2 —Go to 62
page 19
51, HAS A DOCTOR EVER SAID THAT THIS CHILD HAS ECZEMA
{ECK- ze-ma)?
=2 1
NO 2
B2 HAS THIS RASH OR ECZEMA INVOLVED THE FACE, NECK, ELBOWS,
HANDS OR KNEES?
{Circle one)
Yes, three of more of these five areas ............ 1
Yes, two of these areas ................... ... . ... 2
Yes. one of these areas .......... .. ... ... ... . 3
No, none of these areas .............. ....... . .. 4
§53. DOES THIS CHILD CURRENTLY HAVE THIS RASH OR ECZEMA?
= 1
NC 2
54, HAVE YOU OR THE CHILD EVER SEEN A DOCTOR ABOUT THIS
RASH OR ECZEMA?
YOS 1 —Answer 55
NO 2 —Go to BB
nex! page
55. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR FOR SKIN

RASH OR ECZEMA?
{Circle one)
Within the past 3 months ........... .. ... ... . ... 1

3 -6 months ago ... ... 2
T - 12 months ago ... e 3
More than 1 year ago ............................. 4

DO NOTY
WRITE IN
THIS SPACE

I/

33

40
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56. tiD A DOCTOR EVER PRESCRIBE ANY OF THE FOLLOWING FOR
THIS CHILD'S SKIN RASH OR ECZEMA? (Circie ons number on sach
line)

Yes | No |

A. Pllls or liquids to take by mouth 1 2

B. Creams or olniments to put on the skin 5 2

C. Special soaps or bath cils 1 2

57. DID A DOCTOR EVER ADVISE YOU TO DO ANY OF THE FOLLOWING
THINGS FOR THIS CHILD TO AVOID ECZEMA OR TO CURE THE
RASH? (Circle one number on each line}

| Yes | Noj

A. Avoid certain foods 1 2

B. Avoid certain types ol clothing or fabric 1 2

C. Avold daily baths 1 2

D. Avoid something eise {(pets, for exampie) 1 2

58 DOES THIS CRILD CURRENTLY USE ANY OF THE FOLLOWING,
WHETHER OR NOT A DOCYOR HAS PRESCRIBED THEM? {Circie one
number on each line)

[ Yes | No]

A. Pills or liquids fo take by mouth 1 2

B. Creams or ointmenis o put on the skin 1 b4

C. Special soaps or bath oils 1 2

58. DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISCOMFORT
HAS ECZEMA OR SKIN RASH CAUSED THIS CHILD?

{Circle one)
A great deal ... 1
SOME ... e e e e 2
A CHRle e e e 3
None at all ... . s 4
60.

DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S

ECZEMA OR SKIN RASH WORRIED YOU?

{Circle one}
A great deal ... 1
Somewhat ... e 2
O 14 4 - 3
None at all ... e 4

18
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61. DURING THE PAST 3 MONTHS, HOW OFTEN HAS ECZEMA OR A
SKIN RASH KEPT THIS CHILD FROM DOING THE KINDS OF THINGS
THAT OTHER CHILDREN THAT AGE DO7?

{Circle one}
All of the time ..., . . .ot 1
Most of the time ... .ot iininaaanns P
Some of the ime ... ........oiiriiiriiininrianans 3
A little of the time ... ... .. .....iireiiiinnninns 4
None of the time ... ... .. ..o oiiiiiiiiaannn. 5
ANEMIA

62 DURING THE PAST 12 MONTHS, HAS A DOCTOR TOLD YOU THAT
THIS CHILD HAS ANEMIA {(a-NEE-mee-a, SOMETIMES CALLED LOW
BLOOD) OR 1S HE OR SHE CURRENTLY UNDER TREATMENT FOR
iT?

{Circle one)
No, child does not have it ......................... 1 —Go to 69,
page 21
Yes, child nas it or is under treatment for st ..., 2
- —Answer 623
Yes, child had it, but is now cured .. ............. a\

63. DURING THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY
OF THESE TREATMENTS FOR THIS CHILD'S ANEMIA? {Circle one
number on each Hne)

Yes | No |

A. Special diet 1 2

B. Iron pills or shots 1 2

C. Vitamin plils or shots 1 2

D. Blood transtusions 1 2

64. DOES THIS CHILD CTURARENTLY TAKE ANY OF THE FOLLOWING
TREATMENTS, WHETHER OR NOT A DOCTOR PRESCRIBED THEM?
(Clrcle one number on each line)

Yes | No |

A. Special diet 1 2

B. lren pills or shots 1 2

C. Vitamin pills or shots 1 2

D. Blood transfusions 1 2

19
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€5. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR ABOUT ot
AMNEMIA? THIS SPACE

{Circle one)
Within the past 3 months

.......................... 1 85/
J -6 MONthS 8BGO  ...iviiiii e 2
7 <12 months 8G0 ... i s 3
More than 1 year ago .............veiveenninrnnnns 4

66. DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S
ANEMIA WORRIED OR CONCERNED YOU?

{Circie one)
A great deal

........................................ 1 &6/
SOMEWNAL L. e e 2
AT e e e 3
Not at all .. 4

67. DURING THE PAST 3 MONTHS, HOW OFTEN HAS ANEMIA KEPT

THIS CHILD FROM ODOING THE KINDS OF THINGS THAT OTHER
CHILDREN THAT AGE BGO7?

{Circle one}
All of the time

.................................... 1 B/
Most of the time ......... . ... .. .. .. ... .. ... ..... 2
Some of the time ........... ... ... ... ... . ... 3
A little of the time .. ... . .. ... ... . ... ... .. ..... 4
None of the time ... ... . ... ... ... ... ... ....... 5

68. DURING THE PAST 30 DAYS, HOW MANY DAYS HAS ANEMIA KEPT

THIS CHILD IN BED ALL OR MOST OF THE DAY? (Write In number. |f
none, write “0")

days tn bed last month 668-65/

20 CARD 03
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LLEAD POISONING |

69. HAS A DOCTOR EVER SAID THAT THIS CHILD HAD LEAD
POISONING?
L 1 —Answer 70
N e e e el 2 —Go to 76
next page
T0. DURING THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY
MEDICINES FOR THE LEAD POISONING?
- 1
N 2
7. DOES THIS CHILD CURRENTLY TAKE ANY MEDICINES FOR LEAD
POISONING?
- A
2 L 2
72. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR ABOUT
LEAD POISONINGT
{Circie one)
Within the past 3 months ...... . ... ............. 1
I -6 months 8g0 ... e 2
7 -12 months ago ...ttt 3
More than 1 year ago  .........c.civiiiiiiinninnnan 4
7a. DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S LEAD

POISONING WORRIED OR COMNMCERNED YOU?
{Circle one)

A great deal .. ... 1
Somewhal ... e 2
T 14 { - 3
Not at all e e 4

21
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74, DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S LEAD
POISONING KEPT THIS CHILD FROM DOING THE KINDS OF THINGS
THAT OTHER CHILDREN THAT AGE DO7

{Circle one)
Ali of the time

Most of the time .. ... ... ... .o iiriraraanninnins 2

Some of the time .. .............ciieriiriaennn.., 3
Allditlle of the timMme ... ... ..o iirininiranns 4
None of the time ..........i.viiiieiiinrireiannnn.s. 5

75. DURING THE PAST 30 DAYS, HOW MANY DAYS HAS LEAD

POISONING KEFT THIS CHILD IN BED ALL OR MOST OF THE DAY?
Write in number. I none, write “0")

days in bed last month

[ KIDNEY, BLADDER, URINE INFECTION |

76, HAS A DOCTOR EVER SAID THAT THIS CHILD HAD A KIDNEY,
BLADDER OR URINE INFECTION?

S e 1 —Answer 76-A
NG 2 —Go to 85
page 24
76-A. HOW MANY TIMES ALTOGETHER?
{Circte one
ONCE . 1
T L e 2
MBS e e 3
A eSS e 4
5 or more tIMeS ... ... e 5

77. DOES THIS CHILD CURRENTLY HAVE A KIDNEY, BLADDER OR
URINE INFECTION? (FOR EXAMPLE: CYSTITIS (sis-TiE-tis),
PYELONEPHRITIS (pie-lo-neh-FRY-tiss), ETC.)

78. IN THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY PILLS
OR MEDICINES FOR THIS KIND OF INFECTION?

22
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DOES THIS CHILD CURRENTLY TAKE ANY PILLS OR MEDICINES

FOR THE JNFECTION, WHETHER OR NOT A DOCTOR PRESCRIBED
THEM?

{Circie one)
Yes, prescribed by doctor
Yes, but not prescribed ... ... i 2
No, is not taking aznything

WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR ABOUT A
KIDNEY, BLADDER OR URINE INFECTION?
{Circle one}
Within the past 3 months .....................o.... 1

I3 -6 MONthS 8G0 ... i i et 2
T = 12 MONtRS 800 ... itvuieirrenrenrianearsneeanens 3
More than 1 year 880 .........ccveninriininenanns 4

81.

DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISTRESS HAS

THIS CHILD'S KIDONEY, BLADDER OR URINE INFECTION CAUSED HIM
OR HER?

(Circle one)

A great deal ... e 1
2 T T4 2
A it e 3
L 75 3T 4

82,

DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S

KIDNEY, BLADDER OR URINE INFECTION WORRIED OR CONCERNED
You?

{Circle one)

A great deal ... 1
Somewhat ... e 2
A ditte e e 3
Not at all ... e 4

83,

DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAS A
KIDNEY, BLADDER OR URINE INFECTION KEPT THIS CHILD FROM

DOING THE KINDS OF THINGS THAT OTHER CHILDREN THAT AGE
Do?

{Circie one}
All of the time

..................................... 1
Most of the time ...... ... . . ... .. ... 2
Some of the time ... ..., ... . .. ... il 3
A little of the time ... .. ... ..o i 4
None of the time ...... ... . ... cciiiieninins 5

23
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84, DURING THE PAST 30 DAYS, HOW MANY DAYS HAS A KIDNEY,
BLADDER OR URINE INFECTION KEPT THIS CHILD IN BED ALL OR
MOST OF THE DAY? {Write in number. if none, write “0")
dgays in bed last month
85, HAS THIS CHILD WET THE BED DURING THE PAST 3 MONTHS?
- 1 =Answer B6
N e 2 —Go to 94,
page 26
B86. HOW OFTEN DOES THIS CHILD USUALLY WET THE BED?
{Circle one)
Less than once a week .............cccvveonnnn... 1
About once a week .............. .. ... . .. ... ... 2
2 -3 times a week ... 3
4 - 5 times a week ... .. 4
Almost every night ... . ... 5
B7. HAS THIS CHILD EVER STAYED DRY AT NIGHT FOR AS LONG AS
3 MONTHS?
YOS 1
N 2
B88. HAVE YOU OR THE CHILD EVER SEEN A DOCTOR ABOUT THIS
BEDWETTING?
Yes ............ e e e e e e re e, 1 —Answer B89
No 2 —Go to 92
next pagg
89. WHEN WAS THE LAST TIME YOU OR THE CHILD SAW A DOCTOR

ABOUT THIS CHILD'S BEDWETTING?
{Circie one)

Within the past 3 months . ......................... 1
3-8 mMONhS 80 ... e 2
T« 12 MONths 8O0 ... ...oivniitiiiii i, 3

More than 1 year ago

0O NOT
WAITE IN
THIS SPACE
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90, HAS A DOCTOR EVER DONE ANY TEST ON THIS CHILD'S URINE,
BECAUSE OF THE BEDWETTING?
Y BS it aeaa e 1
L« 2
2. HAS A DOCTOR EVER PRESCRIBED ANY OF THESE TYREATMENTS
FOR THIS CHILD'S BEDWETTING? (Circle one number on each line)
Yes m
A. Medicines like Tofranil? (TOFF-ran-ili) 1 2
B. Psychological therapy or counseling? 1 2
C. Frequent discussions or visits with the dector? 1 2
D. Anything eise? 1 2
What?
92, DURING THE PAST 3 MONTHS, HOW MUCH HAS THIS CHILD'S
BEDWETTING WORRIED OR CONCERNED YOU?
{Circie one)
A great geal ........... . 1
SOMeWhAt .. i 2
A e i 3
Not at all e 4
893, DURING THE PAST 3 MONTHS, HOW MUCH DISCOMFORT OR

DISTRESS HAS THE BEDWETTING CAUSED THIS CHILD?

{Gircle ane)

A great deal ....... ... ... 1
SOOI L s 2
A titte L e 3
None at all ... . e 4

25
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DO NOT
WAITE N

THIS SPACE

94, HAS A DOCTOR EVER TOLD YOU THAT THIS CHILD HAD CANCER?

4= 1 —Answer 95 36/
NG e 2 —Go to 104,
page 29

as. WHERE IS, OR WAS, THE CANCER LOCATED?
(Circle one)

Bye 01 ar-28/
Connective fissue (Sarcomal ...............oveononn.. 02
Brain and central nervous system .................. D3
BOme e e 04
Adrenal gland {neurcblastoma) ..................... 05
Kigney (Wilms) or urinary tract .................... 06
Blood (leukemia) .............. ... 07
Lymph glands or nodes (lymphoma} ............... ne
LUng e 09
L S 10
Mixed tissues f{teratoma) ........................... 11
Somewhere BISE ... ..., 12

Where?

895, WHEN WAS THE CANCER FIRST DIAGNOSED? (WHEN WERE YOU
FIRST TOLD ABOUT IT?)

{Circle one)

Within the past 6 months ........................ .. 1 aw
6 months to 5 years ago .....................ii... 2
6 10 10 years ago .. ... ..., 3
More than 10 years ago ................ccccveein... 4

26 CARD 04
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§7. WHEN WAS THE LAST TIME THE CHILD HAD ANY PAIN OR
DISCOMFORT FROM CANCER?

{Circle one)
Within the past 6 months ... .....coiiiiniiinninnn, 1 —Answer 87-A

6 months to 1 year ago ............c.ieciiiiniann. 2
More than 1 year, to 5 years ago ................
ore than 1 year, to 5 years ago 3 —Go to 98
More than 5 years 800 ........c.cciiviiiirinanianns 4
Never had pain or discomfort ...............c00vnn ]

97-A. DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISCOMFORT
HAS THE CANCER CAUSED THE CHILD?

{Circle one)

A great deal ... s 1
OB e 2
A e i e e 3
None at 8l .. ... s 4

98. DURING THE PAST 3 MONTHS, HOW MUCH HAS THE CANCER
WORRIED OR CONCERNED YOQU?

{Circle one)
A great deal

....................................... 1
SOMEWnal ... 2
A dittle e e 3
NO at all 4

59. DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAS THE
CANCER KEPT THE CHILD FROM DOING THE XINDS OF THINGS
OTHER CHILDREN THAT AGE DO?

{Circle one)
All of the time ... . i e 1

Most of the time

................................... 2
Some of the time ......... ... .. ...c.viiiiiinn.. 3
A little of the time ... ... ... i 4
None of the time .. ... .. .. it 5

100. DURING THE PAST 30 DAYS, HOW MANY DAYS HAS THE CANCER

KEPT THE CHILD IN BED ALL DAY OR MOST OF THE DAY? {If none,
write In “0")

days i bed last month

27
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101. HOW RECENTLY HAS THE CHILD HAD AN OPERATION TO REMOVE
THE CANCER?
{Circie one)
Less than 6 months 90 ........covvviinenennnnnnns 1
6 months 10 1 YRBF 800 .......ocvvvirvnernanrane.. 2
More than 1 year to 5 years ago ........ccevvuins 3
More than 5 vears 8go ...........civeivrerrenronnns 4
Never had an operation ............c.cveviveevnenss 5
102. HOW HECENTLY HAS HE OR SHE HAD ANY RADIATION TO STOP
THE CANCER?
{Circle one)
Less than & months ag0 .........ccvvivivvicnnrnnns 1
6 months 10 1 year ago .........cv.eiiieinninnnnas 2
More than 1 year to 5 YBArS 860 ................. 2
More than & years ago ... ....... ... iiiiiiain.. 4
Never had radiation ... ... .. .. . i iiiiiirnrnrnns 5
103.

HOW RECENTLY HAS HE OR SHE TAKEN ANY MEDICINE {PILLS,
LIQUIDS, OR SHOTS) TO STOP THE CANCER?

{Circle one)
Less than 6 months ago ........................... 1
B months to 1 year ago ..................c.eeiai.as 2
More than 1 year to 5 years ago ................. 3
More than 5 wears ag0  ......... ... eiiiiriieaan. 4
Never took medicine .. .. .. ... . ... i iiieeieeann 5

28
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{FEVER CONVULSIONS, EPILEPSY, CONVULSIONS |

104. HAS THIS CHILD EVER HAD A FEVER CONVULSION (con-VUL-shunj,
THAT IS, A FiT OR SEIZURE WITH A MIGH FEVER?
- S 1 —Answer 104-A
3 L 2 —Go to 105
104-A. HAS THIS CHILD EYER HAD A CONVIILSION, FiT, OR SEIZURE
WITHOUT A HIGH FEVER?
- T 1 —Answer 104-8
P 2 —Go to 106 below
104-B. HAS A DOCTOR EVER SAID THAT THIS CHILD HAS EPILEPSY
{EPP-|- lep-see)?
£ - S AN 1
es { _Go to 106 below
L O 2
105. HAS THIS CHILD EVER HAD A CONVULSION, FIT, OR SEIZURE
WITHOUT A HIGH FEVER?
S L e e e 1 —Answer T05-A
o 2 —Go lo 115
page 31
105-A, HAS A DOCTOR EVER SAID THAT THIS CHILD HAS EPILEPSY
{EPP-i-lep-see)?
T 1
es ! —Go o 106
= 24
106, WHEN WAS THE LAST TIME THIS CHILD HAD A FEVER

CONVULSION, FIT, SEIZURE, OR ATTACK OF EPILEPSY?

{Circle one)

Within the past 12 months ....................... .. 1
T = 2 YBBIS BOO v rnevr i it e 2
3 Of MOTe YEArS BQD  «.vruuvsovrennerenrarneennns 3

29
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107. DURING THE PAST 12 MONTHS, HAS A DOCTOR PRESCRIBED ANY
MEDICINES FOR THE FEVER CONVULSIONS, EPILEPSY, OR
CONVULSIONS?

Y S i i e it ar e e 1
N e 2

108. DOES THIS CHILD CURRENTLY TAKE ANY MEDICINES FOR FEVER
CONVULSIONS, EPILEPSY, OR CONVULSIONS, WHETHER OR NOT A
DOCTOR PRESCRIBED THEM?

.- 1
2 L= 2
109. WHEN WAS THE LAST TIME THIS CHILD SAW A DOCTOR FOR
FEVER CONYULSIONS, EPILEPSY, OR CONVULSIONS?
{Circle one}
Within the past 3 months  .....................co.0. 1
310 6 MONthS 00  ....viiiir it 2
T to 12 months ago  ......cviiviii i 3
More than 1 year ago ............... ... il 4

110. DURING THE PAST 3 MONTHS, HOW MUCH PAIN OR DISTRESS
HAVE FEVER CONVULSIONS, EPILEPSY, OR CONVULSIONS CAUSED
THIS CHILD?

{Circle one}
Aogreal deal ... i, 1
I i e s e 2
A Httie e 3
N oM e e e 4

111, DURING THE PAST 3 MONTHS, HOW MUCH HAVE THIS CHILD'S
FEVER CONYULSIONS, EPILEP5Y, OR CONVULSIONS WORRIED OR
CONCERNED YOU?

{Circle one)
A Dreal geal ... e s 1
SOMEWNAl L e 2
= S 1 4 = 3
NO At all . e e 4
112. DURING THE PAST 3 MONTHS, HOW MANY ATTACKS OF FEVER

CONVULSIONS, EPILEPSY, OR CONVULSIONS HAS THIS CHILD
HAD? (Write in number. |If none, wrile in “'0%)

attacks in past 3 months

a0
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113. DURING THE PAST 3 MONTHS, HOW MUCH OF THE TIME HAVE
FEVER CONYULSIONS, EPILEPSY, OR CONVULSIONS KEPT THIS
CHILD FROM DOING THE KINDS OF THINGS OTHER CHIDREN THAT

AGE DO?
{Circle one)
All of the time ... . i it 1
Most of the time .......... ..., 2
Some of the time ... ... ..ccciieniiiiiiiiiiiiaanaes 3
Alittle of the time . ... i iiiiriirrans 4
None of the time .........c.iiiiirnireiroriaianenss 5

114. DURING THE PAST 30 DAYS, HOW MANY DAYS HAVE FEVER
CONVULSIONS, EPILEPSY, OR CONVULSIONS KEPT THIS CHILD IN
BED ALL OR MOST OF THE DAY? (If none, write In “0"}
days in bed last month
| TONSILS, ADENOIDS |
115,

HAE THIS CHILD EVER HAD TONSILS OR ADENOIDS REMOVED?

{Circle one)
Yes, tonsils only

................................ 1
Yes, adencids only ... ... e 2
Yes, both tonsils and adenoids .................... 3
1 4

[ DRUG ALLERGY|

116. 1S THIS CHILD ALLERGIC TO PENICILLIN? {Pen-lh-Stl-in)

{Circle one)

LT, 1
NO e e 2
DNt KPOW o e a

7. 1S HE OR SHE ALLERGIC TO AMPICILLIN? {Am-pih-SiL-in)

{Circle one)

- hi

L 2

L9 e T I S T 3
3
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WRITE IN
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[ MISSING LIMBS |

138. DOES THIS CHILD HAVE ANY MISSING LIMBS — THAT 1S, ARMS,
LEGS, OR FINGERS THAT ARE MISSING OR HAVE BEEN

AMPUTATED?

Y BS 1 —Answer 119

N 2 —@Eo to 121,
page 34

119. 1S AN UPPER LIMB MISSING?

- 1 —Answer 118-A-B

NO e 2 —Go to 120,
next page

119-A. PLEASE CIRCLE ONE NUMBER TO INDICATE ANY MISSING PART ON

THE RIGHT SIDE. IF NOT OR RIGHT SIDE, CIRCLE “5™ THEN
ANSWER 119-B.

Right arm above elbow

.......................... 1
Right arm beiow elbow .................cccvvvinss 2
Right arm at the wrist . ....... ... ... .....0ccceor... 3
1 or more fingers on right hand . ................. 4
Not on right side ... . ... . . ... ... ... .......... 5

118-B. PLEASE CIRCLE ONE NUMBER TO INDICATE ANY MISSING PART ON
THE LEFT SIDE. IF NOT ON LEFT SIDE, CIRCLE “5."

Left arm above elbow

........................... 1
Left arm beiow elbow ... ....... ..., 2
Left arm &l the wrist ..., . i inennanens, 3
1 or more fingers on left hand ................... 4
Not on left side .. ... . ... ... . i i 5

32
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720. 1S A LOWER LIMB MISSING?

120-A. PLEASE CIRCLE ONE NUMBER TO INDIC.TE ANY MISSING
THE RIGHT SIDE. IF NOT ON RIGHT SIDE, CIRCLE “4."

Right leg above knee ...................cc.coeee...
Right leg below knee .....................coiiviss.

Right leg at ankle

Not on right side ...........coceverremiiniriinnnn.

120-B. PLEASE CIRCLE ONE NUMBER TO INDICATE ANY MISSING

THE LEFT SIDE. IF NOT ON LEFT SIDE, CIRCLE “4.

Left leg above knee
Left ieg below knee

Left leg at ankle .......... ... . ... ... ... ... . ..
Not on left side ................ .. ... ..ol .

33

—Answer 120-A-8B
—Go to 121,
next page
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|OTHER ILLNESSES |

121, AS FAR AS YOU KNOW, DURING THE PAST 12 MONTHS, HAS THIS
CHILD HAD ANY OF THE FOLLOWING CONDITIONS?

IF YES, DID YOU OR THE CHILD SEE A DOCTOR ABOUT IT DURING
THE PAST 12 MONTHS?

PLEASE CIRCLE OME NUMBER ON EACH LINE:

1 — Child has not had the condition at ali in the past 12 months
2 — Child has had it, but has not seen a doctor about it in the past

12 moenths
3 — Child has had it, and has seen a doctor aboul it In the past 12
months
DURING THE PAST 12 MONTHS, no. | o | Has
HAS CHILD HAD . .. did not | notsee |ana saw
have this | doctor | doctor
A. Arthritis 1 2 3
B. Chronic sinusitis (sinus trouble) 1 2 3
C. Heart trouttie or congenital heart disease 1 2 3
D. Mental liiness 1 2 3
E. Cerebral palsy 1 2 3
F. Frequent headaches 1 2 3
G. Mental retardation 1 2 3
H. Hemig 1 2 3
{. Boys only: Undescended tesiicle 1 2 3

34
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[MEDICAL APPLIANCES | WRITE I
THIS SPACE

122. DOES THIS CHILD OWN EYEGLASSES OR CONTACT LENSES WHICH
CORRECT HIS OR HER VISION?

Yes ............ R 1 =—Answer 122-A-8 22/
N e 2 —Go to 123
next page

122-A. WHEN WAS THE LAST TIME THE CHILD GOT A NEW PAIR OF
EYEGLASSES OR CONTACT LENSES?

{Circle one)
Less than 6 months 2go .......oviiiiiian.... 1 AT
6 10 11T momths 890 ....... .. . i, 2
1 year ago, but less than 2 years ................ 3
2 years ago, but less than 3 years ............... 4
3 years age, but less than 5 years ............... 5
5 Or MOre YEars 80 ......o.vuvroninnreene i, 6

122-8. DID HE OR SHE OWN EYEGLASSES OR CONTACT LENSES BEFQORE

THAT TIME?
= T I 1 —Answer 122-C 24:
N e 2 —Go to 123,
next page

122-C. WHEN WAS THE LAST TIME THE CHILD GOT A NEW PAIR OF
EYEGLASSES BEFORE THAT TIME? — JUST YOUR BEST GUESS.

{Circle one)
Less than § months before that
6 - 11 months before than .. __... .. .. ............ 2
1 year before that, but fess than 2 years
2 years before that, but iess than 3 years
3 years belcre that, but less than 5 years ....... 5
5 or more years before that

as CAROD 05
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123. DOES THIS CHILD OWN A HEARING AID? e
THIS SPACE
YOS o 1 —Answer 123-A8 | =
NG e 2 —Go to 124,
next page

123-A. WHEN WAS THE LAST TIME THE CHILD GOT A NEW HEARING AID?

(Circle one}
Less than 6 months ago

B 1o 11 Months 800 ...oovierivrnriiiorinnannnnnnns 2

1 year ago. but less than 2 years ................ 3
2 years ago, but less than 3 years ............... 4
3 years ago, but less than 5 years ............... S
5 0f MOME YRS AQO  ...ovttiroenr e eeaaranns 6

123-B. DID HE OR SHE OWN A HEARING AID BEFORE THAT TIME?

= 1 —Answer 123-C 28+
NG e e 2 ~Go to 124,
naxt page

123-C. WHEN WAS THE LAST TIME THE CHILD GOT A NEW HEARING AID
BEFORE THAT TIME? — JUST YOUR BEST GUESS

{Circle cone)

Less than & months before that ... ................. 1 o9
& to 11 months before that ..,.................... 2
1 year before that, but tess than 2 years ........ 3
2 years before that, but less than 3 years ....... 4
3 years before thai, but less than 5 years ....... 5
5 or more years before that ....................... &}

36 GARD 05
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124. DOES THIS CHILD WEAR DENTURES OR BRACES FOR THE TEETH? e
THIS SPACE
-2 1 —Answer 124-A-8 30¢
NO e 2 —Go to 125
next page

124-A, WHEN WAS THE LAST TIME THE CHILL GOT NEW DENTURES OR
BRACES FOR THE TEETH?

(Circle one)
Less than 6 months ago ............ .............. 1 s

6 10 11 MONths 8O0 ...oonnriniiinin e iiaenans 2
1 year ago, but less than 2 years ................ 3
¢ years ago, but jess than 3 years ............... 4
3 years ago, but tess than 5 years ............... L
5 OF MOre YEArS 800  ....oviinrvirrron s ieiineans 6

124-B. DID HE OR SHE WEAR DENTURES OR BRACES BEFORE THAT TIME?

-, 1 —Answer 124-C a2
N 2 --Go lo 125
next page

124-C. WHEN WAS THE LAST TIME THE CHILD GOT NEW DENTURES OR
BHACES BEFORE THAT TIME? — JUST YOUR BEST GUESS

{Circle one)
Less than & months before that ................... 3 kY
6 to 11 months betore ...... ... ... ... ... ... 2
1 year before that, but less than 2 years ........ 3
2 years before that. but less than 3 years ....... 4
3 vyears before tha!, but less than 5 years ....... 5
5 OF MOTE YBAIS . ... ... .itrieneerinnmmcaaaannns 8
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LFUTURE HEALTH EXPENSES |

OF COURSE, NOBODY KNOWS WHAT WILL MAPPEN, BUT WE
WOULD JUST LIKE YOUR BEST GUESS ON HOW MUCH THIS
CHILD'S OWN PERSONAL HEALTH CARE WILL COST DURING THE
NEXT 12 MONTHS. (DO NOT COUNT OTHER CHILDREN OR OTHER-
MEMBERS OF THE FAMILY.}

INCLUDE DOCTYORS, DENTIST, CLINICS, MEDICAL TESTS OR X-AAYS,
PRESCRIPTION DRUGS -- THE TOTAL OF ALL EXPENSES FOR THIS
CHILD'S PERSONAL HEALTH DURING THE NEXT 12 MONTHS.

INCLUDE BOTH WHAT YOU ARE LIKELY TO PAY, AND ALSQ WHAT
WILL BE PAID BY INSURANCE, MEDICARE, MEDICAID, OR OTHERS.

{Circle one)
$100 or less ..o 1h}
101 - S 200 ..o 0z
$201 - $300 03
$301 - 8400 ... ... [+F}
401 - 3500 ... as
$501 - S @O0 ... 08
3601 - S 700 ... o7
STOY - S BOD .. 08
$B01 - $900 ... Gg
$901 - B1000 ... 10
More than $1,000 ...................... ... .. ... . 11

38
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WRITE iN
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THANK YOU.
THESE ARE ALL THE QUESTIONS WE HAVE ABOUT THIS CHILD NOW.

PLEASE FILL OUT THE 2 OR 3 ITEMS BELOW, THEN PUT THE
QUESTIONNAIRE IN THE MAILING ENVELOPE WITH YOUR OWN.

126. PLEASE WRITE IN THE DATE THIS QUESTIONNAIRE WAS
COMPLETED:

127. IF YOU HAVE ANY COMMENTS YOU WOULD LIKE TO MAKE
ABOUT THIS CHILD'S HEALTH OR ABOUT THIS QUESTIONNAIRE,
PLEASE WRITE THEM IN BELOW.

126. DID THE PERSON WHO WAS ASKED TO FILL OUT THE
QUESTIONNAIRE DO IT, OR DID SOMEONE ELSE FILL IT QUT?

Person who was asked .. . . i 1 —Go o 127

Someone else filled o out ... . ... ... ...... 2 —Answer 128-A-8

128-A. WHAT 1S THE MAIN REASON THE PERSON WHO WAS ASKED DID
NOT FILL IT QUT?

{Circle one)
Can't read well enough ... .. . .. ... ... ... ... 1
Has poor eyesight ... ... .... . ... ... ... ... ... 2
Has trouble writing ... ... ... . . ... . ... ... 3
Trouble understanding Englssh ... ... ... . .. ... 4
Form is too compheated ... .. ... ... . ... .. .. 5
Is away from home ... ... ... ... ... ... ... 6
Some other reason ... .. ... 7

What?

128-B. PLEASE WRITE IN NAME OF PEASON WHO FILLED 1T OUT:

39
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MEDICAL HISTORY QUESTIONNAIRE (SEATTLE)
FORM B Ages 5-13

o 777070 -

HH: 13-207
FAMILY .
UNIT #:
# of 22-23¢
2434
FU-
HIE!: t 1 a 3234
FILLED OUT ABOUT: 35427
FILLED OUT BY: 43-50:
51-58;
Month Day Year
KEYPUNCH 5.
VERIFICATION
REC. Yes .. ... 1 No ... ..2 &0

REC. COMP. Yes .. ... 1 Ne. ... 2 61



Appendix E
BEHAVIOR PROBLEMS BATTERY
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DO KOT
WRITE IN

raemwon PROBLEMS | THiS SFACE

BELOW IS A LIST OF ITEMS THAT DESCRIBE CHILDREN'S BEHAVIOR OR
PROBLEMS THEY SOMETIMES HAVE. PLEASE READ EACH ITEM AND
THEN CIRCLE ONE OF THE NUMBERS ON EACH LINE TO INDICATE
HOW OFTEN IT DESCRIBES THIS CHILD DURING THE PAST MONTH.

If the child always behaved that way, circle 6,

i the chlid very olien behasved that way, circle 5,

It the child fairly often behaved that way, circle 4.
If the child sometimes behaved that way, circle 3,

It the child almost never behaved that way, clrcle 2.
Hi the child never behaved fhat way, circle 1.

PLEASE REMEMBER THAT THE ITEMS REFER TOQ THE PAST MONTH.

Very ! Fainy Some- Aimost
Always QOner | Otian hmes Mever Never
- Acts too young for !
his or her age 6 5 ’ 4 3 2 1 13
!
- Argues a ot & 5 i 4 3 2 1 e
C. Cen't concentrate or !
pay attentlon tor long B 5 4 3 2 1 15:
. Disobedient at home | 6 ! 5 4 3 2 1 e
: +
- Likes to be sione € 5 4 a 2 1 T
Lylng or cheating 3 5 4 3 2 1 "
- Not liked by other
children 6 5 4 3 2 1 19
. Poorly coardinaied
or clumsy 3] 5 4 3 2 1 2
Runs saway from home & 5 4 3 2 1 ny
Speech probiems (e.g., sluttering,
hard 1o understang) B 5 4 3 2 b E+2

PLEASE CONTINUE ON THE NEXT PAGET

29 GARD D4
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Very Fairty Some- | Mimost
Atways Qtren Oten tumes Neve: Hover

K. Sieais st home 6 5 4 3 2 1
L. Steals ocutside home [ 5 4 3 2 1
M. Stubbor, sullen or

irrltable 8 5 4 3 2 1
N. Temper lantrums or

hot temper [ 5 4 3 2 1
Q. Withdrawn, doesn’t get

Involved with others 6 5 4 3 2 1

[MEDICINES TAKEN]

57, THIS QUESTION [S ABOUT THE PRESCRIFTION MEDICINES THIS
CHILD HAS TAKEN IN THE PAST 48 HOURS (2 DAYS). IT IS VERY
IMPORTANT THAT YOU ANSWER ONLY FOR THAT TIME (THE PAST
48 HOURS) AND ONLY ABDUT PRESCAIPTION MEDICINES THAT THE
CHILD ACTUALLY TOOK DURING THAT PERIQD.

DID THIS CHILD TAKE ANY PRESCRIPTION MEDICINES IN THE PAST

48 HOURS?
Y S e e « 1 —Answer Q. 57-A-B
No .. ............ e e e 2 —Goto page 27

57-A. HOW MANY DIFFERENT PRESCRIPTION MEDICINES IN THE PAST 48
HOURS? {Write in number)

prescription medicines

22

DO NOT
WRITE 1N
THES SPACE
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