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BACKGROUND  &  ACKNOWLEDGMENTS  
he  Texas  Asthma  Control  Program  (TACP)  is  located  within  the  Chronic  Disease  Branch,  Health  
Promotion  and  Chronic  Disease  Prevention  Section  at  the  Texas  Department  of  State  Health  
Services  (DSHS).  It  is  supported  by  a  Cooperative  Agreement,  Addressing  Asthma  from  a  Public  

Health  Perspective  with  the  Centers  for  Disease  Control  and  Prevention  (CDC),  Air  Pollution  and  
Respiratory  Health  Branch  and  the  Division  of  Environmental  Hazards  and  Health  Effects,  National  
Center  for  Environmental  Health.  In  collaboration  with  other  state  organizations  and  community  
partners,  TACP  strives  to  improve  the  quality  of  life  for  Texans  living  with  asthma.  Activities  include  
conducting  asthma  surveillance,  supporting  and  promoting  state  and  local  partnerships,  promoting  
policies  that  address  and  improve  asthma  outcomes,  funding  effective  interventions  that  increase  
asthma  self-‐‑management  and  reduce  the  burden  of  asthma  in  Texas,  and  evaluating  activities  to  guide  
the  use  of  program  resources  and  interventions.  
  
TACP  funds  several  asthma  interventions  across  Texas.  In  order  to  support  programs  as  they  move  to  
an  outcome-‐‑based  program  structure  and  evaluation,  TACP  contracted  with  The  University  of  North  
Texas  Health  Science  Center’s  School  of  Public  Health  (UNTHSC)  to  conduct  an  evaluation  of  one  of  
their  grantees,  the  Integrated  Educational  Interventions  (IEI)  program  for  Asthma  Management  in  
South  Texas.    

  
It  is  important  to  remember  that  this  short-‐‑term  evaluation  project  is  limited  in  time  and  scope  and  it  is  
primarily  laying  the  groundwork  for  more  rigorous  evaluation  in  future  projects.    As  such,  it  is  
recommended  that  Individual  Evaluation  Plans  (Centers  for  Disease  Control  and  Prevention  [CDC],  
2010)  emphasize  capacity-‐‑building  towards  future  assessment  of  medium  and  longer  term  outcomes.    
  
The  evaluation  stakeholder  group  includes:  Principal  Investigator  Emily  Spence-‐‑Almaguer,  Co-‐‑
Investigator  David  Sterling,  Research  Assistants  Rita  McWaters  and  Goutham  Ghanta,  all  with  
UNTHSC,  as  well  as  Genny  Carrillo-‐‑Zuniga  with  Texas  A&M  University  –  School  of  Rural  Public  
Health,  and  Department  of  State  Health  Services  staff:    Elaine  Braslow,  TACP  Coordinator,  Erin  
Wickerham,  TACP  Epidemiologist,  and  Lisa  Wyman,  Manager,  Office  of  Surveillance,  Evaluation  and  
Research.  

T  

  
TACP’s  GOALS  of  the  evaluation  include:  

  
1. To  ensure  that  TACP  uses  its  resources  effectively  and  efficiently  
2. Demonstrate  the  value  of  the  program  
3. Extend  evaluative  knowledge  on  best  practices  to  improve  asthma  
outcomes  and  prevent  asthma.  

4. Build  evaluation  capacity  in  order  to  strengthen  outcome  assessment.  
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INTRODUCTION  
  

sthma  is  a  complex  chronic  respiratory  disease  that  is  becoming  an  increasing  public  health  
problem  in  Hidalgo  County,  Texas.  While  rates  of  asthma  are  lower  among  children  in  Texas  
Public  Health  region  11  (which  includes  Hidalgo  County),  hospitalization  rates  are  higher  for  
every  age  group  (Texas  Asthma  Control  Program  [TACP],  2012).  Children  are  often  absent  from  

school  and  require  emergency  room  care  due  to  poorly  controlled  asthma  symptoms.  Many  families  are  
finding  it  difficult  to  manage  their  child’s  asthma  due  to  a  lack  of  medicine  and  primary  care,  little  
knowledge  of  asthma  management,  and  because  they  live  in  an  area  with  numerous  environmental  triggers.    

Access  to  Primary  Care  Physicians  and  Low-‐‑Cost  Medicine  

  In  2010,  a  quarter  of  Hidalgo  County  residents  were  enrolled  in  some  form  of  Medicaid  and  38%  of  the  
non-‐‑elderly  population  was  uninsured.  Of  those,  an  estimated  80%  of  non-‐‑elderly  Mexican  Americans  were  
estimated  to  be  uninsured.  Additionally,  the  area  is  experiencing  a  health  professional  shortage,    
“with  only  half  to  three-‐‑quarters  of  the  physician-‐‑to-‐‑population  ratios  of  Texas  for  primary  care  specialists  
(e.g.,  family  practice,  general  practice,  OB/GYN).  The  current  delivery  system  does  not  have  the  capacity  to  
identify  individuals  with  or  at-‐‑risk  for  chronic  conditions  and  to  navigate  them  into  appropriate  programs  
to  help  prevent,  diagnosis  and  manage  their  health  conditions”  (South  Texas  Regional  Healthcare  
Partnership  Plan  [RHP],  2012,  p.  7).  The  lack  of  insurance  and  reduced  provider  contact  increases  the  
chances  that  children  experiencing  asthma  will  require  emergency  room  care.    

Household  Triggers  

The  cause  of  asthma  is  still  not  fully  understood  but  researchers  have  identified  common  allergens  and  
irritants  that  can  trigger  an  attack  such  as  secondhand  smoke,  dust  mites,  molds,  cockroaches  and  pests,  
pets,  nitrogen  dioxide,  chemical  irritants,  outdoor  air  pollution  and  wood  smoke  (Environmental  Protection  
Agency  [EPA],  2013).  Triggers  can  vary  from  person  to  person.  Studies  have  found  that  reducing  the  
household  triggers  in  a  home  reduces  asthma  symptoms  and  improves  lung  function  (Nurmagambetov  et  
al.,  2011).  

IEI  Program  Description  

Asthma  is  a  disease  that  lends  itself  well  to  public  health  interventions.  Studies  have  shown  that  access  to  a  
primary  care  physician,  education  about  how  to  manage  the  disease  and  removing  household  triggers  are  
all  associated  with  significant  improvements  in  the  quality  of  life  for  children  living  with  asthma  
(Nurmagambetov  et  al.,  2011).  In  fact,  the  most  promising  advance  in  asthma  treatment  is  educating  the  
patient  in  how  to  manage  their  asthma.  By  teaching  patients  how  to  identify  triggers  and  how  their  body  
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reacts  to  the  different  medications,  patients  are  able  to  customize  their  therapy  to  manage  the  triggers  they  
come  in  contact  with  in  their  day-‐‑to-‐‑day  life  (McClain,  2007).    

A  recent  systematic  review  and  meta-‐‑analysis  of  educational  programs  for  the  self-‐‑management  of  asthma  
in  children  and  adolescents  found  that  these  programs  were  “associated  with  modest  to  moderate  
improvement  in  many  outcome  measures,  including  lung  function,  self-‐‑efficacy,  absenteeism  from  school,  
number  of  days  of  restricted  activity,  number  of  visits  to  an  emergency  department,  and  possibly  the  
number  of  nights  disturbed  by  asthma”  (Guevara,  Wolf,  Grum,  Clark,  2003).    

This  pilot  evaluation  looked  closely  at  one  TACP-‐‑funded  program,  Integrated  Education  Interventions  (IEI)  
for  asthma  management  in  South  Texas,  to  build  evaluation  capacity  and  examine  the  influence  of  asthma  
education,  linkages  to  primary  care  and  medication,  and  home  visits  made  by  a  Promotora  on  families  
struggling  with  asthma.    IEI  targets  families  who  live  in  the  colonias  in  Hidalgo  County,  which  is  a  region  
characterized  by  high  poverty  and  numerous  barriers  to  proper  medical  care.  

IEI  was  developed  by  the  Texas  A&M  School  of  Rural  Public  Health  and  works  to  educate  both  children  
and  parents  about  how  to  reduce  household  triggers  and  how  to  establish  a  medical  home.  They  teach  
parents  and  children  about  asthma  self-‐‑management  in  separate  but  simultaneous  90-‐‑minute-‐‑long  sessions  
at  a  local  hospital.    

Two  weeks  after  the  asthma  management  class  ends,  a  Promotora  visits  the  family  in  their  home.  During  
this  visit,  the  Promotora  administers  several  surveys  regarding  asthma  care  management,  household  
triggers,  and  asthma  severity.  After  gathering  assessment  data,  she  provides  education  based  on  the  
Asthma  and  Healthy  Homes’  curriculum.  The  training  focuses  on  asthma  education  (information  on  the  
signs  and  symptoms  of  asthma,  management  of  the  disease,  identification  of  common  triggers,  the  adequate  
use  of  asthma  medications,  actions  to  take  in  case  of  an  asthma  attack,  and  the  basic  components  of  an  
asthma  action  plan).  She  also  teaches  the  Seven  Principles  of  Healthy  Homes  (how  to  keep  a  home  dry,  
clean,  ventilated,  pest-‐‑free,  safe,  contaminant-‐‑free,  and  well-‐‑maintained).  Last,  she  makes  referrals  to  the  
local  community  clinic  and  other  social  services  as  needed.    

After  the  first  visit,  the  Promotora  makes  follow  up  phone  calls  at  3  and  9  months  and  additional  home  
visits  at  6  and  12  months.  During  these  visits,  the  Promotora  re-‐‑administers  the  assessment  tools  (see  section  
Evaluation  and  Methodology).  A  logic  model  of  the  IEI  intervention  is  shown  on  page  3.    
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The  Target  Population.  The  Lower  Rio  Grande  Valley  of  South  Texas,  including  IEI’s  target  
area  in  Hidalgo  County,  has  the  highest  concentration  of  colonias  in  Texas.  These  colonias  are  
“unincorporated  subdivisions  found  along  the  
U.S.-‐‑Mexico  border  comprised  of  small  housing  
lots  with  little  or  no  infrastructure  occupied  by  
individuals  and  families  with  very  low  incomes”  
(RHP,  2012,  p.  6).  Dating  back  to  at  least  the  
1950s,  colonias  were  developed  on  land  with  
limited  agricultural  value,  usually  in  floodplains  
or  other  rural  properties.  Promising  to  add  
infrastructure  such  as  sewage,  electricity,  or  

water  later,  developers  sold  plots  to  low-‐‑income  
individuals  and  then  never  returned.  Houses  in  
the  colonias  are  generally  constructed  in  phases  
by  their  owners  as  they  can  afford  to  purchase  
materials  (Department  of  Community  Affairs,  
n.d.).  

Due  to  substandard  housing  and  the  lack  of  basic  services,  housing  in  the  colonias  often  have  a  
higher  number  of  asthma  triggers  such  as  dust  mites,  molds,  cockroaches  and  pests,  nitrogen  
dioxide,  chemical  irritants,  outdoor  air  pollution  and  wood  smoke.  Additionally,  substandard  
housing,  lack  of  potable  water,  and  sewage  and  drainage  problems  all  make  colonias  prone  to  
diseases  such  as  of  hepatitis  A,  salmonellosis,  dysentery,  cholera,  tuberculosis  and  others.  Both  
acute  and  chronic  health  conditions  like  asthma  are  made  worse  by  the  lack  of  medical  care,  
long  travel  times  to  health  care  facilities,  and  the  fear  of  missing  work  due  to  illness.  As  such,  
many  residents  underreport  and  undertreat  their  health  care  problems  (Department  of  
Community  Affairs,  n.d.).  

As  Hidalgo  County  is  the  8th  most  populous  county  in  Texas  and  one  of  the  fastest  growing,  
this  problem  is  likely  to  get  worse  before  it  gets  better  unless  public  health  initiatives  bring  basic  
medical  necessities  and  education  to  this  region  (RHP,  2012).  

     

 

In  some  colonias,  residents  burn  their  trash  
because  of  the  lack  of  trash  collection  services  

(Photo  by  Butow).  
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EVALUATION  METHODOLOGY  &  
KEY  FINDINGS  

he  goal  of  this  pilot  project  was  to  build  evaluation  capacity  by  closely  examining  
assessment  tools  for  their  utility  in  measuring  changes  over  time  and  culturally-‐‑
appropriateness  for  families  participating  in  the  IEI  program.    The  evaluation  consisted  

of  a  mixed-‐‑method  exploratory  analysis  of  baseline  and  limited  follow-‐‑up  data.  Baseline  data  
was  collected  at  the  first  two  contact  points:  the  90-‐‑minute  asthma  control  educational  session  
and  the  first  home  visit.  During  these  contacts,  IEI  program  staff  members  gathered  information  
about  asthma  severity,  asthma  management  knowledge,  healthcare  access,  indoor  triggers,  and  
demographics.    

The  evaluation  team  conducted  an  in-‐‑depth  interview  with  the  Promotora  and  shadowed  her  as  
she  conducted  two  home  visits.  Interview  questions  and  observations  were  focused  on  how  the  
items  on  the  assessment  tools  were  interpreted  and  experienced  by  participants  and  how  the  
assessment  process  fit  into  the  intervention.  

Two  Institutional  Review  Board  (IRB)  evaluation  protocols  were  approved  by  the  UNT  Health  
Science  Center  to  conduct  this  evaluation,  and  evaluation  team  members  were  added  to  the  IRB  
protocol  approved  by  Texas  A&M.  

Outcomes  Measured  and  Data  Collection  Tools  

Data  came  from  five  sources:  two  knowledge  tests,  the  Childhood  Asthma  Control  Test  (C-‐‑
ACT),  the  American  Academy  of  Pediatrics’  Child  Health  Survey  for  Asthma  (CHSA),  and  the  
Asthma  Home  Environment  and  Trigger  (AHEAT)  checklist.  Below  is  a  summary  of  data  
collection  tools  by  outcome.  

Knowledge.  The  Asthma  Curriculum  Knowledge  Test  is  administered  prior  to  and  
immediately  following  the  hospital-‐‑based  education  intervention.  It  is  given  to  both  children  
and  their  parents,  though  the  wording  of  the  questions  appears  to  be  directed  towards  the  
children  experiencing  asthma.  Additionally,  the  Healthy  Home  Curriculum  Knowledge  Test  is  
administered  to  parents  during  the  first  home  visit  and  includes  14  true/false  items.  

Asthma  Severity.  During  the  90-‐‑minute  training,  children  were  asked  to  fill  out  the  Childhood  
Asthma  Control  Test  (C-‐‑ACT),  which  is  used  to  assess  asthma  severity.  It  includes  5  to  7  items  
(depending  on  the  child’s  age)  that  measure  how  much  asthma  interferes  with  school  and  home  
life,  how  often  the  child  has  had  shortness  of  breath,  how  often  the  asthma  is  waking  the  child  

T  



 6  

  

at  night,  how  often  they  have  to  use  rescue  inhalers  or  nebulizer  medicine,  and  finally,  it  asks  
the  child  to  rate  their  asthma  control  (Quality  Metric,  n.d.).  The  C-‐‑ACT  allows  for  assessing  
changes  in  participating  children’s  asthma  severity  as  it  is  administered  both  before  the  session  
and  again  at  each  three  month  follow-‐‑up.  For  very  young  children,  it  includes  3  items  answered  
by  parents  and  all  items  answered  are  summed  for  a  total  score.                

Asthma  Management.  During  the  first  home  visit,  the  Promotora  administers  the  American  
Academy  of  Pediatrics’  Child  Health  Survey  for  Asthma  (CHSA)  to  the  parents  or  caregivers.  
This  valid  and  reliable  measurement  tool  assesses  the  impact  of  asthma  and  treatment  on  the  
lives  of  children  and  their  families  in  the  areas  of  physical  and  emotional  health  as  well  as  
activity.  Additional  items  cover  health  care  utilization,  asthma  triggers,  and  family  
demographics.  IEI  uses  the  validated  Spanish  version  of  this  survey  (American  Academy  of  
Pediatrics  [AAP],  n.d.).  

Asthma  Triggers.  The  Asthma  Home  Environment  and  Trigger  (AHEAT)  checklist  is  used  to  
assess  home-‐‑based  asthma  triggers.  While  comprehensive,  there  is  minimal  information  about  
its  use  as  an  evaluative  tool.    It  was  selected  for  the  IEI  program  because  it  is  being  used  by  
another  asthma  program  in  the  state.    This  pilot  assessment  includes  a  preliminary  investigation  
of  its  use  as  a  baseline  indicator  of  the  presence  of  asthma  triggers  as  well  as  its  cultural  
sensitivity  and  appropriateness  for  evaluating  whether  triggers  are  reduced  overtime.          

  

Sample  Items  on  the  C-‐‑ACT  
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Evaluation  Questions  
Table  1:  Evaluation  Design  for  Integrated  Education  Interventions  for  Asthma  Management  in  South  Texas  

Purpose   Evaluation  Question   Data  Sources  
Operational  
Definitions   Analytic  Strategy  

Assess  changes  in  
participating  children’s’  

asthma  severity  before  and  
after  the  hospital-‐‑based  
educational  program  

To  what  extent  has  
the  asthma  severity  
of  participating  
children  changed  
since  baseline?  

C-‐‑ACT  pre  
administration  
(hospital)  and  C-‐‑ACT  
post  administration  
at  3  month  phone  call  

Score  on  the  C-‐‑ACT   Due  to  the  small  sample  of  pre  
and  post  results  (n=10),  
descriptive  statistics  were  
utilized  to  compare  changes  in  
the  percent  of  children  with  
well-‐‑control  asthma  symptoms    

Assess  the  suitability  of  the  
Asthma  Home  Environment  

and    Trigger  (AHEAT)  
checklist  for  use  in  

longitudinal  evaluation  and  
assess  the  need  for  cultural  

adaptation  and  
appropriateness  

How  well  will  the  
AHEAT  checklist  
serve  as  an  
evaluation  tool  for  
the  IEI  program?  Is  it  
sufficiently  culturally  
relevant?  Will  it  
adequately  capture  
positive  changes  that  
families  are  making?    
What  challenges  does  
the  Promotora  face  
when  administering  
it?  

• AHEAT  checklists    
• Observation  of  
Promotora  using  
the  checklist  in  a  
home  

• Interviews  with  
Promotora  and  IEI  
staff  regarding  need  
for  cultural  
adaptation  ACT,  
CHSA  

Item-‐‑by-‐‑item  
analysis  in  the  
following  areas:  
Dust,  smoke,  mold,  
pests,  pets,  
chemical  irritants,  
air  pollution  
  

*  Qualitative  data  sources  from  
interviews  and  observations  
were  transcribed  and  content  
analyzed  using  a  three-‐‑stage  
coding  procedure  to  determine  
need  for  cultural  adaptation.      
*  Due  to  the  small  sample  size  
(n=20),  statistical  tests  to  assess  
reliability  and  validity  could  not  
be  performed.    An  item-‐‑by-‐‑item  
descriptive  analysis  was  
conducted  to  examine  face-‐‑
validity  and  appropriateness  for  
this  target  population.    

Strengthen  the  programmatic  
capacity  for  outcome  

assessment  

How  well  with  the  
battery  of  tools  
selected  by  the  IEI  
program  meet  
program  evaluation  
objectives  to  measure  
short,  medium  and  
long-‐‑term  outcomes?  

• AHEAT  
• C-‐‑ACT  
• CHSA  
Pre/Post  Knowledge  
tests  for  
children/parents  

Total  and  subscale  
scores  on  each  
instrument  

The  baseline  score  distributions  
for  each  instrument  were  
reviewed  and  the  small  sample  
size  (n=26)  permitted  an  analysis  
of:  1)  variability  patterns  as  they  
relate  to  potential  for  assessment  
of  change,  2)  face  and  content  
validity  for  IEI  participants.  
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Analytic  Methods    

Qualitative.  All  qualitative  interview  data  were  entered  into  an  excel  spreadsheet.  While  we  
have  found  that  the  qualitative  management  software  package  Nvivo  is  useful  for  rich  
qualitative  data  analysis,  in  an  evaluative  context  where  the  text-‐‑based  data  is  limited,  excel  
offers  a  more  efficient  means  of  coding,  sorting  and  analyzing  the  results.  Qualitative  data  also  
included  memos  and  notes  written  by  the  evaluation  team  as  well  as  documents  provided  by  
program  staff  members.      

Qualitative  coding  procedures  included  line-‐‑by-‐‑line  coding  for  general  content,  axial  coding  
where  tree-‐‑like  structures  of  categories  and  sub-‐‑categories  are  established,  and  selective  coding  
where  themes  and  interactions  between  axial  structures  are  identified.    

Quantitative.  All  responses  on  assessment  tools  were  entered  into  a  Microsoft  Excel  
spreadsheet  and  identification  codes  were  assigned  to  each  respondent  (child  and  adult).  Data  
was  cleaned  in  Excel  and  numerical  codes  were  assigned  for  categorical  responses  (e.g.,  gender).  
The  data  was  then  imported  into  SPSS  and  statistically  analyzed.    Due  to  the  small  sample  sizes,  
the  majority  of  statistical  analysis  was  limited  to  descriptive  statistics  and  non-‐‑parametric  
procedures.  

Data  collection  and  quality  control  procedures.  During  the  asthma  management  class,  IEI  staff  
administered  the  C-‐‑ACT  survey  to  the  children.    The  Principal  Investigator  of  IEI  also  provided  
training  and  supervision  of  the  Promotora  regarding  the  consistent  administration  of  the  
assessment  tools  in  the  study.    

Two  weeks  after  each  asthma  management  class,  the  Promotora  visits  the  families  in  their  
homes  and  administers  the  AHEAT,  the  parent  knowledge  pre-‐‑test,  and  the  CHSA.  Members  of  
the  evaluation  team  traveled  to  McAllen  to  interview  the  Promotora  about  her  job,  discuss  the  
appropriateness  of  evaluation  tools,  and  to  learn  more  about  the  community  she  works  with.  
After  the  interview,  the  team  shadowed  the  Promotora  on  two  scheduled  home  visits.  During  
these  visits,  they  observed  how  the  survey  is  administered  and  how  answers  are  recorded.    
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Findings    

The  majority  of  findings  in  this  section  include  analyses  of  data  submitted  to  the  evaluator  in  
July  of  2013  for  an  initial  sample  of  26  children  and  their  families.    Some  additional  data  for  11  
new  families  became  available  shortly  before  the  target  date  for  completion  of  this  report  and  
full  analyses  of  these  findings  will  be  submitted  as  an  addendum.    Additionally,  the  new  data  
submission  included  post-‐‑test  C-‐‑ACT  scores  for  10  children,  and  we  were  able  to  include  the  
revised  C-‐‑ACT  pre  and  post  assessment  in  this  report.    The  sections  below  describe  the  results  
that  were  obtained  during  baseline  administration  of  the  survey  tools  used  in  this  study.  In  the  
appendix,  we  provide  item-‐‑by-‐‑item  analysis  for  several  of  the  tools  for  the  purpose  of  
considering  their  utility  in  the  evaluation  of  the  IEI  program.  In  future  evaluation  reports,  these  
would  be  summarized  primarily  in  graphic  form  to  display  changes  over  time.  

Asthma  Control  Test.  The  Childhood  Asthma  Control  Test  (C-‐‑ACT)  is  a  5-‐‑item  scale  with  4-‐‑
week  recall  on  symptoms  and  daily  functioning.    C-‐‑ACT  assesses  the  frequency  of  shortness  of  
breath  and  general  asthma  symptoms,  use  of  rescue  medications,  the  effect  of  asthma  on  daily  
functioning,  and  overall  self-‐‑assessment  of  
asthma  control.  It  is  scored  on  a  5  point  scale  
(for  symptoms  and  activities:  1=all  the  time  
to  5=  not  at  all;  for  asthma  control  rating:  
1=not  controlled  at  all  to  5=completely  
controlled).  The  scores  range  from  5  (poor  
control  of  asthma)  to  25  (complete  control  of  
asthma),  with  higher  scores  reflecting  greater  asthma  control.  A  C-‐‑ACT  score  of  more  than  19  
indicates  well-‐‑controlled  asthma  (American  Thoracic  Society,  n.d.)  

Baseline  C-‐‑ACT  scores  were  available  for  37  children  and  10  children  had  both  baseline  and  
follow-‐‑up  assessments.    However,  the  baseline  was  administered  in  person  and  the  follow-‐‑up  
was  administered  over  the  phone.    This  difference  poses  some  additional  limitations  regarding  
the  presumption  of  change  over  time  since  the  very  young  children  would  have  responded  to  
picture-‐‑based  questions  in  person,  and  their  parents  answered  all  questions  on  their  behalf  in  
the  telephone  administration.      At  the  first  visit,  23  of  37  children  (62%)  scored  in  a  range  that  
indicated  their  asthma  symptoms  were  under  control.  For  the  10  children  with  follow-‐‑up  C-‐‑
ACT  scores,  the  percentage  of  children  with  controlled  symptoms  increased  from  60%  at  the  
first  visit  (6  of  10)  to  80%  at  3-‐‑months  (8  of  10).    The  growth  at  3  months  for  this  small  sample  is  
promising,  however  future  face-‐‑to-‐‑face  administrations  will  be  important  to  assess  changes  over  
time.      

  

At  the  initial  visit,  62%  of  children  
reported  that  their  asthma  symptoms  
were  well-‐‑controlled.  
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Asthma  Curriculum  Knowledge  Test.  Parents  and  children  were  both  administered  the  
Asthma  Curriculum  Knowledge  test  prior  to  the  beginning  of  their  first  educational  session  and  
immediately  following  the  session.  Created  by  IEI,  this  tool  appears  to  have  been  written  for  
children.  The  lack  of  variability  in  parent’s  responses  may  be  an  indication  that  it  is  more  
suitable  for  children.  Appendix  A  shows  the  responses  for  each  item  among  parents  and  
children  prior  to  the  session  and  after  the  completion  of  the  session.    

Parents’  total  number  of  correct  answers  was  a  mean  of  16.3  at  pretest  and  a  mean  of  18.2  at  
posttest  (out  of  23).  Overall,  19  out  of  the  26  parents  (73%)  increased  their  posttest  scores  by  at  
least  one  point.  Children’s  mean  pretest  score  was  14.6  and  their  posttest  increased  to  17.7.  
Overall,  20  out  of  26  children  (77%)  increased  their  score  by  at  least  one  point.    

Recommendations.  Given  the  short  time  frame  between  administrations,  these  results  should  be  
viewed  tentatively.  First,  there  is  likely  a  measurement  effect  where  the  act  of  taking  the  pretest  
influences  the  results  of  the  posttest.  Second,  some  of  the  items  reflect  behaviors,  and  the  
posttest  is  more  likely  to  inadvertently  capture  the  “intent”  to  change  rather  than  an  actual  
change.  Changing  the  wording  of  the  behavioral  items  (i.e.,  switching  the  phrase  “do  you”  with  
“should  you”)  may  help  to  maintain  a  consistent  focus  on  knowledge  and  beliefs  rather  than  
behavior.    It  may  also  help  if  the  response  options  are  increased  to  4  or  more  choices.  This  
switch  may  address  a  key  concern  inherent  in  asking  dichotomous  behaviorally  driven  
questions.  Questions  about  human  behavior  with  yes/no  response  sets  force  participants  to  
choose  a  more  “ideal”  response  than  an  actual  response  that  may  include  more  variability  (e.g.,  
most  of  the  time,  some  of  the  time,  etc.).    

A  review  of  the  proportion  of  “yes”  responses  at  baseline  show  that  this  test  appears  to  be  more  
effective  in  capturing  change  for  children  than  adults.  At  pretest,  9  out  of  the  23  items  showed  
minimal  levels  of  variability  for  parents  (either  yes  or  no  responses  were  observed  for  85%  or  
more  of  the  participants).    

Healthy  Homes  Survey.  The  Healthy  Homes  Survey  is  the  second  knowledge  test  that  is  
administered  to  parents,  which  is  currently  done  during  the  first  home  visit.  The  HHS  includes  14  
items  that  are  measured  with  true/false  response  options.    At  the  time  of  first  administration,  9  of  
the  14  items  were  answered  correctly  by  more  than  90%  of  the  participants  (these  are  marked  in  
Appendix  B  with  a  check  in  the  ceiling  effect  column).  This  is  a  concern  for  a  longitudinal  
evaluation  since  it  limits  the  amount  of  positive  change  that  can  be  measured.    IEI  staff  indicated  
that  it  was  also  possible  that  some  participants  had  already  completed  an  asthma-‐‑oriented  
training  elsewhere.    
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On  average,  the  20  participants  who  took  the  baseline  administration  of  the  Healthy  Homes  survey  
answered  88%  of  the  items  correctly.    Only  3  of  the  20  participants  answered  fewer  than  85%  of  items  
correctly.      

Other  items  asked  with  the  Healthy  Homes  survey  included:  

• Do  you  have  medical  insurance?    
o 53%  Yes,  47%  No  

• Type  of  Insurance:    
o Medicare  22%,  Medicaid  67%,  Private  Pay  11%,  

• Do  you  have  a  son  or  daughter  with  asthma?    
o 100%  true  

• Do  you  know  a  child  who  has  asthma?  (who  is  not  your  son  or  daughter)    
o 58%  true  

Recommendations.  IEI  program  staff  may  wish  to  administer  this  tool  at  the  hospital  (prior  to  
education)  to  determine  whether  the  large  volume  of  correct  answers  is  the  result  of  it  being  
administered  post-‐‑education.    It  may  also  be  more  useful  for  parent  knowledge  assessment  than  
the  Asthma  Curriculum  Knowledge  Test  that  appears  geared  towards  children.    Also,  one  of  the  
items  was  not  answered  by  all  participants  and  included  the  phrase  “ecofriendly  products”.  It  is  
possible  that  this  phrase  was  not  easily  understood.      Furthermore,  we  recommend  changing  the  
response  set  on  these  items  to  increase  variability.  In  other  words,  instead  of  true/false  items,  
consider  response  sets  with  4  or  more  choices.    

Children’s  Health  Survey  for  Asthma.  The  CHSA  measures  health-‐‑related  quality  of  life  and  is  a  
standardized  tool  developed  by  the  American  Academy  of  Pediatrics  (n.d.).  The  CHSA  was  
administered  to  one  set  of  participants  during  the  first  home  visit  (n=6)  and  another  set  during  a  
second  home  visit  (n=10).  In  order  to  examine  the  response  patterns  of  the  instrument,  we  
combined  the  two  data  sets.  

The  first  four  items  in  the  CHSA  measure  the  frequency  and  severity  of  asthma  symptoms  that  
occurred  in  the  prior  4  weeks.    Overall,  9  out  of  16  families  reported  at  least  some  frequency  of  
asthma  symptoms  or  problems  in  the  prior  4  weeks  (See  Appendix  C).    

The  CHSA  includes  5  standardized  subscales  that  can  range  from  0  to  100,  with  higher  values  
indicating  more  positive  or  desirable  attributes  (e.g.,  better  health,  more  freedom  of  activities).    
The  5  scales  are  physical  health,  child  activities,  family  activities,  emotional  health  of  child  and  
emotional  health  of  family.      
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Due  to  the  very  small  sample  size,  we  used  non-‐‑parametric  tests  to  compare  median  values  of  the  
5  CHSA  subscales  between  children  with  recent  symptoms  (n=9)  versus  those  with  no  recent  
symptoms  (n=7).    We  found  that  differences  were  only  observable  for  the  Physical  Health  
subscale  (p=.041).    Asmussen,  Olson,  Grant,  Fagan  and  Weiss  (1999)  made  similar  comparisons  
using  mean  values  and  found  that  children’s  symptoms  were  significantly  related  to  the  physical  
health,  family  activity,  child  emotional  health  and  family  emotional  health  subscales.    Small  
sample  sizes  make  it  difficult  to  detect  relationships  between  variables;  therefore  this  should  be  
examined  again  with  a  larger  data  set.    Figure  1  displays  the  relationship  between  asthma  
symptoms  and  the  CHSA  physical  health  scale.  

Figure  1:  Asthma  Symptoms  and  the  CHSA  Physical  Health  Scale  (significant  at  p=.041)  

  

Other  items  on  the  CHSA.  The  CHSA  contains  numerous  other  items  that  measure  the  nature  of  
asthma  symptoms  and  may  be  used  to  assist  with  assessment  and  intervention  planning  with  
families.  Appendix  D  contains  an  analysis  of  most  of  these  items.  Respondents  also  answer  
questions  about  demographics  (age,  education,  gender,  and  race),  income,  sources  of  insurance  
and  methods  of  paying  for  prescriptions.  

Recommendations.  With  future  administrations  of  the  CHSA,  these  subscales  can  be  tracked  to  
determine  if  there  are  changes  over  time  and  if  there  is  a  relationship  between  the  subscale  
outcomes  and  other  factors  (such  as  triggers  in  the  home).    For  this  group  of  16  families,  the  mean  
scores  on  the  CHSA  were  clustered  between  70  and  89.  These  values  are  higher  than  those  
obtained  by  researchers  who  studied  the  reliability  and  validity  of  the  CHSA  (Asmussen  et  al.,  
1999)  and  may  be  associated  with  the  timing  of  the  administration.    These  values  point  to  a  
concern  about  a  potential  ceiling  effect,  which  may  limit  the  ability  of  IEI  staff  to  adequately  
detect  changes  over  time.    If  feasible,  the  IEI  program  may  want  to  explore  the  potential  of  



 13  

  

administering  the  CHSA  for  the  first  time  at  the  hospital  session  rather  than  the  first  home  visit.    
This  would  allow  for  a  baseline  measure  of  the  parent’s  perceptions  of  asthma  severity,  and  
consistent  tracking  of  that  outcome  over  time.  

Asthma  Home  Environment  and  Trigger  (AHEAT)  Scale.  Similar  to  the  other  tools,  we  are  
interested  in  the  potential  of  the  AHEAT  scale  to  reliably  and  validly  serve  as  an  evaluative  tool  
for  the  IEI  program.    As  such,  we  are  concerned  with  the  potential  to  detect  changes  over  time  as  
well  as  be  relevant  and  culturally  appropriate  for  the  population  served  by  the  IEI.      

The  AHEAT  is  administered  at  the  first  home  visit  and  is  scheduled  to  be  repeated  at  one  year.    
For  this  cycle  of  data  analysis,  there  were  20  families  for  whom  an  AHEAT  was  administered.    
Largely,  it  appears  that  the  AHEAT  functions  best  as  a  diagnostic  tool  that  can  guide  goal  setting  
and  planning  with  the  families,  but  needs  substantial  restructuring  to  detect  behavioral  changes  
that  may  result  as  part  of  the  review  of  household  triggers.  

Recommendations.  We  recommend  identifying  a  subset  of  items  that  may  change  over  time  and  
reword  them  so  that  they  reflect  a  particular  time  period.    For  example,  rather  than  asking  “Does  
anyone  smoke  in  the  home  or  car”,  ask  “In  the  past  4  weeks,  has  anyone  smoked  in  the  home  or  
the  car”.    By  doing  so  with  this  and  several  other  items,  the  presence  of  triggers  could  be  
compared  more  reliably  between  the  baseline  home  visit  and  the  one-‐‑year  follow-‐‑up.  We  also  
recommend  establishing  a  list  of  potential  goals  or  protective  behaviors  that  families  may  or  may  
not  wish  to  pursue  which  may  be  tracked  during  follow-‐‑up  visits.  This  would  allow  the  IEI  
program  to  determine  whether  or  not  specific  behavioral  change  is  taking  place.    

Appendix  E  shows  an  item-‐‑by-‐‑item  analysis,  with  flags  marked  for  items  that  may  lack  cultural  
appropriateness,  variability,  or  have  a  low  potential  for  change.  
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SUMMARY  OF  RECOMMENDATIONS  

EI  is  collecting  a  wealth  of  data  regarding  asthma  knowledge,  disease  management,  and  
quality  of  life.  Dedicated  to  cultural  relevance  and  appropriateness,  IEI  is  using  a  Promotora  
for  the  home  visits  and  telephone  follow-‐‑ups  as  well  as  to  administer  surveys.  As  a  cultural  

insider,  the  Promotora  is  able  to  translate  linguistically  and  culturally  the  health  messages  into  
terms  the  target  community  understands.  This  provides  another  level  of  rich  qualitative  data  in  
that  the  Promotora  is  able  to  help  IEI  and  evaluation  team  members  understand  which  survey  
items  are  meaningful  to  the  target  population  and  which  items  may  need  to  be  reworked  or  
deleted  all  together.    

During  the  course  of  the  pilot  evaluation,  the  evaluation  team  assessed  the  strengths  and  
weaknesses  of  the  current  evaluation  practices  and  has  three  suggestions  for  strengthening  the  
outcome  assessment:  survey  modifications,  linking  survey  items  to  the  logic  model,  and  using  
benchmarks.    

Suggestions  for  Survey  Modifications  

Condense  the  Questionnaire  and  Minimize  Repetition.  There  are  several  survey  items  in  a  
battery  of  surveys  that  are  similar  or  don’t  have  a  clear  relationship  to  the  logic  model  and  goals  
of  the  project.  For  example,  a  few  of  the  C-‐‑ACT  questions  are  found  in  the  CHSA  scale  (i.e.  both  
ask  about  the  frequency  of  shortness  of  breath  and  other  asthma  symptoms)  and  both  the  AHEAT  
and  the  CHSA  ask  about  smoking  in  the  home.  This  could  cause  survey  fatigue  and  difficulty  in  
analyzing  data  (for  a  list  of  all  recommendations  and  notes  for  the  AHEAT,  see  Appendix  E  ).      

Improve  Survey  Order.  Additionally,  since  several  surveys  are  used  and  the  CHSA  and  the  
AHEAT  cover  multiple  topics,  the  survey  order  does  not  always  make  the  most  sense  from  the  
participant’s  point  of  view.  To  them,  it  may  appear  to  be  one  long  questionnaire.  In  the  current  
survey  administration  on  the  first  home  visit,  the  participant  may  be  asked  to  answer  questions  
about  asthma  severity,  then  asthma  knowledge,  back  to  asthma  severity,  then  to  quality  of  life  
issues,  then  to  asthma  triggers,  then  demographics,  then  to  back  to  asthma  triggers  (depending  on  
which  survey  is  administered  first).  This  can  be  confusing  to  the  participant  and  cause  survey  
fatigue  (the  participant  might  think,  “didn’t  we  cover  this  already”).      Removing  repetitive  items  
that  are  not  necessary  for  scale  calculation  and  reorganizing  surveys  in  an  integrated  
questionnaire  may  minimize  this  problem.    

Improve  Cultural  Relevance.  There  is  an  important  distinction  between  culturally  adapted  
programs  and  those  that  are  culturally  specific.  In  culturally  adapted  programs,  public  health  
messages  are  transformed  to  respect  the  target  cultures  practices.  In  culturally  specific  programs,  

I  
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the  transformations  go  beyond  adding  culturally  adapted  components  to  an  established  program.  
Instead,  the  target  population’s  attitudes  and  beliefs  guide  program  strategies  and  outcomes  
(Cheng  &  Gorman,  1996).  The  IEI  program  does  a  good  job  at  being  culturally  specific  in  many  
ways  in  their  programming.  This  could  be  possibly  improved  through  Promotora  led  focus  
groups  in  the  colonias  to  determine  the  best  methods  of  service  delivery  and  to  find  out  what  
kinds  of  messages  are  more  culturally  relevant.    

There  are  a  few  survey  items  that  should  be  modified  to  increase  the  cultural  relevance  and  
sensitivity.  For  example,  AHEAT  question  #10  asks  about  the  types  of  floor  covering  present  in  
the  house.  Answer  choices  need  to  include  concrete  and  dirt  which  are  common  in  the  area.  
Making  sure  that  answer  choices  are  complete  may  help  respondents  feel  more  comfortable  
completing  the  survey  and  reduce  the  number  of  “other”  answers  (a  high  number  of  “other”  can  
limit  data  analysis).    

Additionally,  the  AHEAT  and  the  CHSA  asks  questions  about  pets  in  the  home.  Many  of  the  
families  in  the  target  area  keep  animals  as  a  food  source  close  to  the  house  and  do  not  think  of  
these  animals  as  pets.  Therefore,  when  survey  items  ask  about  pets,  they  may  not  think  about  the  
chickens,  goats,  and  other  animals  their  child  with  asthma  may  interact  with  on  a  daily  basis.  
Replacing  the  word  pet  with  animal  may  help  increase  the  cultural  relevance  of  this  survey.  
Another  item  that  may  need  to  be  reworded  is  19b  on  the  CHSA.  The  Promotora  stated  that  none  
of  the  families  she  has  met  with  have  ever  used  a  babysitter  in  the  traditional  sense  (many  people  
think  of  a  paid  caregiver  when  they  hear  the  word  babysitter).  Instead,  they  have  used  family  and  
friends  to  help  with  childcare  as  needed:  instead  of  “finding  a  babysitter  who  can  handle  my  
child’s  asthma”  it  may  be  rewritten  to  say  “finding  someone  (i.e.  family,  friends,  or  other  
caregivers)  who  can  handle  my  child’s  asthma”.    

More  comments  regarding  cultural  adaptations  for  the  AHEAT  are  found  in  Appendix  E.    

Additionally,  there  may  be  challenges  linguistically  regarding  the  definition  of  asthma.  Not  only  
is  asthma  referred  to  in  different  ways  in  patient  education  materials,  it  is  also  referred  to  in  
different  terms  by  patients  and  their  families.  Table  1  includes  a  list  of  biomedical  and  popular  
terms  for  asthma  in  that  were  compiled  during  a  research  study  in  Tijuana  and  may  be  useful  for  
IEI’s  target  population  as  well.  IEI’s  Promotora  said  that  many  of  the  families  she  works  with  
refer  to  asthma  as  a  cough  and  she  said  that  in  Mexico,  doctors  often  diagnose  it  as  a  cough  as  
well.  Understanding  these  linguistic  distinctions  are  important  for  drafting  culturally  sensitive  
public  health  messages  and  surveys.    Families  frequently  seek  medical  advice  from  herbalists,  
friends  and  family,  pharmacists  (in  the  U.S.  and  in  Mexico)  and  other  physicians.  If  they  are  using  
the  wrong  terms,  they  may  receive  dangerous  advice.  Last,  families  who  do  not  fully  understand  
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their  child’s  asthma  may  not  answer  survey  items  correctly  (they  may  attribute  symptoms  to  
another  disease  or  downplay  the  role  that  triggers  play).    

Table  1.  Comparison  of  biomedical  and  popular  terms  used  to  describe  asthma  
Sample  of  Biomedical  Terms  Found  in  
Patient  Education  Material  and  Medical  
Literature  

Popular  Terms  Used  to  Describe  the  
Symptoms  of  Asthma  in  Tijuana  and  
Adjacent  Communities  

Bronchial  asthma  
Reactive  airway  disease  
Intrinsic  asthma  
Pediatric  asthma  
Exercise-‐‑induced  asthma  
Status  asthmaticus  
Allergic,  atopic,  or  extrinsic  asthma  

Tose,  tose,  tose  (cough,  cough,  cough)  
Chillidos  (wheezing)  
Silbilancia  de  pecho  (whistling)  
Asma  (asthma)  
Asma  bronquial  (bronchial  asthma)  
Tiene  bronquios  (bronchials)  
Tiene  pulmones  (lungs)  
Asma  crónica  (chronic  asthma)  
Chillidos  de  pecho  (wheezing  in  chest)  
Silbilancia  (whistling)  
Ahogar  de  pecho  (suffocating  in  chest)  
Mal  de  pechito  (bad  chest)  
Flemas  (phlegm)  
Falta  de  aire  (lack  of  air)  
Sefatiga  (feels  fatigued)  
Rápido  le  baja  (gets  sick  quickly)  
Se  agita  (agitated  breathing)  
Bronquios  cerrados  (closed  airways)  

Reprinted  from  “Childhood  Asthma  on  the  Northern  Mexico  Border,”  by  N.A.  Schwartz,  2004,  Medical  
Anthropology  Quarterly,  18,  p.  214-‐‑229.  

Tailoring  public  health  messages  and  program  strategies  will  likely  aid  in  reducing  attrition  and  
improving  outcomes.  This  is  also  true  for  surveys.  Currently,  the  surveys  used  are  more  
culturally  adapted  than  culturally  specific.  By  including  the  Promotora  and  stakeholders  in  
further  survey  revision  and  evaluation  planning,  the  measurement  instruments  will  likely  become  
more  culturally  specific  and  collect  richer  and  more  relevant  data.    

Improve  Sensitivity  to  Income  Barriers  and  Privacy.    Given  the  very  low-‐‑income  levels  of  many  
participants,  as  well  as  generally  poor  housing  conditions  in  the  colonias,  it  may  be  helpful  to  add  
some  statements  in  the  questionnaires  that  help  to  “normalize”  the  questions  being  asked  and  
their  potential  responses.  Very  often,  preceding  difficult  questions  with  sensitizing  statements  
(e.g.,  “these  questions  may  seem  uncomfortable”,  “most  everyone  has  asthma  triggers  in  their  
homes”,  “you  are  welcome  to  skip  questions  if  you  are  uncomfortable”)  helps  to  put  participants  
at  ease  and  gives  them  a  sense  of  control.    All  survey  items  need  to  have  a  “prefer  not  to  answer”  
option.  Participants  may  not  want  or  may  not  be  able  to  provide  the  information  requested.  Some  
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participants  may  feel  that  questions  about  income,  family  life,  and  housing  conditions  (i.e.  if  
cockroaches  are  present)  may  be  too  private  or  embarrassing  to  share  and  should  not  feel  it  is  
mandatory  to  do  so.  

Linking  Survey  Data  to  the  Logic  Model  

Currently,  there  are  some  survey  items  that  do  not  have  a  clear  purpose.  Comparing  each  survey  
item  to  the  logic  model  may  help  reduce  the  number  of  items  thereby  reducing  survey  fatigue  
and  improve  data  quality  and  analysis.  For  example,  question  2  on  the  AHEAT  asks  what  type  of  
building  the  child  with  asthma  live  in  (i.e.  wood,  brick,  or  other).  This  is  problematic  because  first,  
many  of  the  children  in  this  target  population  live  in  mobile  or  concrete  homes  (or  homes  made  
up  of  a  number  of  different  materials)  so  the  response  set  is  insufficient  and  second,  it  is  not  clear  
how  this  data  could  be  used.  Would  program  services  differ  for  someone  living  in  a  brick  house  
versus  a  wood  house  or  a  mobile  home?  While  it  is  tempting  to  collect  as  much  data  as  possible,  it  
is  important  to  realize  that  too  many  data  points  can  overwhelm  both  the  participant  and  
program  staff.    

Additionally,  since  the  logic  model  has  evolved  over  time,  there  are  some  items  on  it  that  are  not  
tracked  through  the  current  evaluation  plan.  For  example,  the  logic  model  states  that  the  program  
will  count  the  number  of  referrals  to  community  clinics  and  supplies  delivered.  However,  this  is  
not  formally  collected  and  could  be  added  to  the  evaluation  packet  given  to  the  Promotora.    

Benchmarks  

Benchmarking  is  the  process  of  comparing  a  target  population  to  state  or  national  populations.  
This  can  be  done  with  survey  questions  are  similar.  Comparing  the  IEI  program  survey  data  with  
those  from  national  or  state  surveys  can  provide  some  contextual  information,  guide  
programming  decisions,  as  well  as  help  create  realistic  goals  and  expectations.  The  Behavioral  
Risk  Factors  Surveillance  System  (BRFSS)  Asthma  Call-‐‑Back  Survey  (ACBS)  provides  data  about  
adult  and  child  asthma  prevalence,  hospitalizations,  deaths,  patient  education  and  medication  
use.  For  example,  13%  of  respondents  statewide  said  they  were  unable  buy  asthma  medications  
due  to  cost  (Texas  Asthma  Control  Program  [TACP],  2011).  Knowing  this  information  about  IEI  
participants  may  help  to  respond  more  comprehensively  to  their  needs  (for  a  list  of  questions  
included  on  the  BRFSS  ACBS,  see  appendix).    

Cultivating  a  Culture  of  Evaluation  

Adapting  an  integrated  evaluation  system  should  help  move  IEI  towards  success  by  helping  
refine  strategies  and  strengthening  partnerships.  One  way  to  do  this  is  to  make  it  a  priority  to  
cultivate  “culture  of  evaluation.”  
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While  there  is  not  an  official  definition  of  “culture  of  evaluation,”  people  usually  use  the  term  to  
mean  that  members  of  the  organization:  

• Accept  the  use  of  evaluation  
• Understand  why  the  organization  uses  evaluation  
• Can  design  or  get  advice  on  design  of  necessary  evaluations  
• Use  evaluation,  particularly  to  support  change    

Creating  a  culture  of  evaluation  can  be  difficult  and  takes  time  and  IEI  has  already  made  progress  
on  each  of  the  four  items.  To  further  develop  a  culture  of  evaluation,  Mattessich,  Hendricks,  and  
Roholt  (2007)  has  three  suggestions:  

Involve  staff  in  evaluation  plan  development.  The  involvement  of  appropriate  staff  and  
volunteers  in  the  development  of  an  evaluation  plan  has  been  shown  to  increase  the  use  and  
relevance  of  evaluation  tools.  IEI  could  consider  involving  the  Promotora,  educators,  volunteers,  
and  consumers  to  further  the  adoption  of  a  culture  of  evaluation  within  the  program.  Staff  
involvement  creates  a  sense  of  ownership  and  ensures  that  staff  feels  more  comfortable  with  the  
evaluation  tools  than  if  it  was  just  imposed  on  them.    

Clearly  link  evaluation  to  service  and  outcome  improvement.  Most  people  in  health  and  social  
services  like  to  see  improvement  in  the  community  they  work  in  and  like  to  improve  the  services  
they  provide.  Agencies  with  an  evaluative  culture  tend  to  review,  discuss,  and  act  on  evaluation  
findings.  For  example,  there  is  not  currently  a  clear  way  to  track  progress  in  reducing  household  
triggers  or  improving  medical  access  nor  is  there  a  systematic  way  the  Promotora  can  use  the  
evaluation  tools.  With  training  in  how  to  score  the  C-‐‑ACT,  the  Promotora  could  talk  with  the  
participant  about  how  their  child’s  asthma  severity  has  changed  over  time.  The  Promotora  could  
also  help  the  participants  understand  how  changes  they  made  are  directly  linked  to  improvement  
in  their  child’s  asthma.  Additionally,  surveys  could  be  made  more  relevant  to  the  Promotora  if  
the  surveys  allowed  her  to  understand  the  relationship  between  the  child’s  triggers  and  the  
household  environment  and/or  medical  access  and  usage.  For  example,  surveys  could  be  
redesigned  so  that  they  could  be  tallied  and  the  results  could  then  be  used  to  develop  a  plan  to  
reduce  asthma  symptoms  and  severity  during  the  home  visit.  Follow-‐‑up  visits  could  then  track  
progress  towards  removing  those  triggers  and/or  barriers.    

Let  results  impact  practice.  Finally,  Mattessich  et  al.  (2007)    recommend  that  community  leaders  
must  act  on  the  evaluation  findings.  They  recommend  that  program  leaders  be  willing  and  able  to  
discuss  evaluation  findings  with  staff  and  to  modify  programming  based  on  evaluation  results.    

Overall,  developing  a  successful  evaluation  culture  means  using  evaluation  in  day-‐‑to-‐‑day  
programing.  It  can  be  integrated  into  program  activities  while  not  becoming  a  burden.  The  



 19  

  

current  amount  of  survey  items  is  a  bit  overwhelming  and  dominates  contact  points  after  the  first  
home  visit,  leaving  minimal  time  to  discuss  anything  else.  Creating  a  system  which  is  seen  as  
useful  to  each  key  player  from  the  participant  to  staff  to  funders  is  empowering,  participatory,  
and  learning-‐‑oriented.  
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LIMITATIONS  &  BARRIERS  
s  mentioned  before,  this  study  was  limited  in  time  and  scope  and  is  primarily  laying  the  
groundwork  for  more  rigorous  evaluations  in  future  projects.  As  such,  this  project  had  
several  methodological  limitations.  

Overview  of  Study  Limitations  

Sample  size.  The  sample  size  was  too  small  to  utilize  the  full  range  of  statistical  tests  that  are  
important  for  determining  whether  the  tools  will  be  reliable  and  valid  for  this  target  population.  
During  the  next  funding  cycle,  there  should  be  adequate  time  to  collect  a  larger  sample,  as  well  as  
enough  data  to  compare  pre  and  post  program  measures.  

Lack  of  a  causal  evaluation  design.  Without  control  and  comparison  groups  we  cannot  assume  
that  participant  changes  are  the  result  of  the  intervention.  

Self-‐‑reported  data.  Self-‐‑reported  data  is  always  somewhat  limited  by  the  fact  that  it  cannot  be  
independently  verified  and  is  susceptible  to  social  desirability  bias  when  staff  are  administering  
or  collecting  the  questionnaires.  There  is  concern  that  respondents  may  be  embarrassed  or  too  shy  
to  answer  some  survey  items  correctly  (i.e.  about  roaches  in  the  house,  income,  marriage,  etc.).  
Improvements  in  survey  wording  will  lessen  this  effect.  Also  there  is  some  concern  that  
respondents  may  not  have  a  complete  understanding  of  asthma  and  therefore  attribute  some  
symptoms  or  medical  events  to  other  medical  issues.  Conducting  focus  groups  would  help  
program  administrators  understand  how  much  this  may  be  a  factor  in  their  target  population.    

Evaluator  Limitations.    While  shadowing  the  Promotora,  one  of  the  team  members  who  attended  
the  home  visits  did  not  speak  Spanish  and  therefore  had  to  rely  on  a  Spanish-‐‑speaking  team  
member  to  translate.    

     

A  
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LESSONS  LEARNED  
oving  forward,  it  is  important  to  reflect  on  the  purpose  of  each  of  the  surveys  used.  
There  are  several  items  in  the  AHEAT  that  have  low  capacity  to  change  over  time  (i.e.  
types  of  businesses  located  near  the  participant’s  house).  It  is  also  unclear  how  a  few  

of  the  items  in  the  survey  could  be  used  to  guide  the  intervention  or  evaluate  change  (i.e.  how  
many  families  live  in  the  home).  At  the  moment,  the  AHEAT  is  geared  more  towards  being  a  
diagnostic  tool  rather  than  an  evaluative  tool.    

It  appears  that  the  AHEAT  is  a  modification  of  the  EPA’s  Asthma  Home  Environment  Checklist  
(found  at:  http://www.epa.gov/asthma/pdfs/home_environment_checklist.pdf).  This  Checklist  
was  originally  meant  to  be  used  by  a  trained  home  care  visitor  while  he/or  she  walked  around  the  
patient’s  home,  not  as  an  evaluative  tool.  Each  item  in  the  Checklist  is  followed  by  action  steps  for  
the  home  care  visitor  to  suggest  to  the  patient.  In  addition  to  the  EPA’s  Checklist,  there  are  other  
versions  on-‐‑line  such  as  the  Pediatric  Environmental  Home  Assessment  
(http://www.odh.ohio.gov/~/media/ODH/ASSETS/Files/eh/asthma/pediatricenvironmentalhomea
ssessmenttool.ashx).  No  matter  which  survey  is  used;  however,  it  is  important  that  each  survey  
item  be  considered  carefully  for  use  in  IEI’s  target  population.    

Attrition  is  another  issue  IEI  has  been  experiencing  as  families  move  through  the  program.  This  
might  be  influenced  by  the  fact  that  after  the  educational  session  and  the  first  home  visit,  
considerable  time  is  devoted  to  administering  surveys.  Consolidating  surveys  and  finding  ways  
to  keep  the  family  engaged  (i.e.  continuing  education,  social  service  referrals,  proving  supplies,  
etc.)  may  help  improve  retention.    Through  other  funding  sources,  the  IEI  program  has  made  
efforts  to  address  attrition  through  the  addition  of  incentives  such  as  gift  cards,  mattress,  pillow  
covers,  and  peak  flow  meters.      

     

M  
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CONCLUSION  
his  evaluation  included  three  objectives,  each  of  which  was  measured  and  followed  by  
results  and  recommendations.    

  

Objective  1:   The  first  objective  of  the  evaluation  was  to  determine  how  well  the  AHEAT  serves  
as  an  evaluative  tool  to  assess  changes  in  the  management  of  triggers  for  low-‐‑income  Hispanic  
residents  of  Hidalgo  County.  While  the  sample  size  was  small,  it  appears  that  the  AHEAT  
functions  best  as  a  diagnostic  tool  that  can  guide  goal  setting  and  planning  with  the  families.  The  
survey  needs  cultural,  language,  and  formatting  modifications  in  order  to  accurately  measure  
change  over  time.    

Objective  2:  The  second  objective  was  to  track  changes  in  asthma  severity  since  baseline.  Again,  
analysis  is  limited  as  the  sample  size  was  small,  but  it  appears  that  a  greater  percentage  of  
children  were  managing  their  symptoms  at  the  3-‐‑month  follow-‐‑up.  This  conclusion  is  limited  by  
the  concern  that  the  baseline  measure  was  administered  to  children  in  a  face-‐‑to-‐‑face  setting  and  
the  3-‐‑month  follow-‐‑up  was  administered  to  their  parents  by  telephone.  

Objective  3:   Finally,  the  third  objective  was  to  determine  the  strengths  and  limitations  of  the  IEI  
assessment  tools  in  their  capacity  to  demonstrate  the  achievement  of  short,  medium  and  long-‐‑
term  outcomes.  It  appears  the  C-‐‑ACT  is  an  appropriate  measure  for  the  program  as  participants  
understood  the  items,  it  is  easy  to  score,  and  it  is  easy  to  track  change  over  time  with  this  tool.  
Additionally,  both  knowledge  tests  need  some  reworking  to  accurately  track  changes  over  time.  
Recommendations  include  changing  from  a  dichotomous  response  set  to  one  that  includes  more  
variability,  rethinking  the  use  of  items  regarding  behavior,  utilizing  only  one  parent  knowledge  
survey,  and  considering  increasing  the  time  from  pre  to  post  test.  The  CHSA  does  a  good  job  of  
capturing  the  frequency  and  severity  of  asthma  symptoms;  however,  many  of  the  items  are  very  
similar  to  the  C-‐‑ACT.  While  the  CHSA  includes  5  standardized  subscales,  the  sample  size  was  too  
small  to  detect  relationships  between  variables.    

In  the  future,  IEI  staff  members  might  consider  using  focus  groups  to  ensure  that  messages  are  
interpreted  by  the  target  population  as  intended,  that  survey  items  make  sense  to  the  participants,  
and  that  surveys  are  measuring  what  they  are  intended  to  measure.  Survey  administration  plays  
a  substantial  role  in  follow  up  visits.  Reducing  the  number  survey  items  would  allow  the  
Promotora  to  spend  more  time  at  each  follow  up  point  to  discuss  how  things  are  going  and  to  
offer  support  and  guidance  as  necessary.  This  would  likely  help  IEI  achieve  their  ultimate  goal  of  
improving  the  quality  of  life  for  children  with  asthma  in  the  colonias.    

T  
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DISSEMINATION  PLAN  
In  addition  to  this  written  report,  the  evaluation  team  has  prepared  PowerPoint  slides  
and  a  one-‐‑page  evaluation  brief.    These  were  shared  with  IEI  staff  and  the  materials  have  
undergone  further  revision  based  on  stakeholder  feedback.    The  evaluation  team  has  also  
met  with  IEI  to  discuss  plans  for  instrument  revision  and  changes  to  the  evaluation  
design  in  the  coming  year.  
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Asthma	  Curriculum	  Knowledge	  Test	   PARENTS	   CHILDREN	  
PRE	   POST	   PRE	   POST	  

Item	  (For	  highlighted	  items,	  the	  correct	  response	  is	  
“NO”)	  

Yes	   Total	   %	  Yes	   Yes	   Total	   %	  Yes	   Yes	   Total	   %	  Yes	   Yes	   Total	   %	  Yes	  
Have	  you	  received	  any	  asthma	  education	   3	   25	   12%	   25	   26	   96%	   8	   26	   31%	   26	   26	   100%	  

Do	  you	  know	  how	  to	  identify	  your	  asthma	  symptoms	   19	   25	   76%	   26	   26	   100%	   14	   26	   54%	   25	   26	   96%	  

When	  you	  feel	  sick	  because	  of	  asthma	  do	  you	  try	  to	  stay	  
calm	  and	  relax?	   24	   25	   96%	   26	   26	   100%	   20	   24	   83%	   26	   26	   100%	  

When	  you	  are	  feeling	  sick	  because	  of	  asthma	  do	  you	  take	  
medicine	  to	  feel	  better?	   25	   25	   100%	   25	   26	   96%	   19	   26	   73%	   24	   26	   92%	  

Do	  you	  use	  belly	  breathing	  to	  relax	  when	  you	  feel	  sick	  
because	  of	  asthma?	   13	   24	   54%	   22	   26	   85%	   10	   26	   38%	   20	   26	   77%	  

Do	  you	  avoid	  asthma	  triggers	  because	  you	  have	  asthma?	   15	   18	   83%	   20	   22	   77%	   15	   26	   58%	   22	   26	   85%	  

Do	  you	  need	  to	  tell	  an	  adult	  when	  you	  have	  asthma?	   23	   23	   89%	   23	   26	   89%	   22	   26	   85%	   26	   26	   100%	  

Do	  you	  need	  to	  go	  to	  the	  doctor	  if	  you	  are	  feeling	  a	  little	  
sick	  due	  to	  asthma?	   18	   25	   72%	   12	   25	   46%	   20	   26	   77%	   9	   26	   35%	  

Do	  you	  need	  to	  go	  to	  the	  doctor	  if	  you	  are	  having	  trouble	  
doing	  normal	  things	  like	  talking?	   14	   23	   61%	   18	   25	   69%	   16	   26	   62%	   20	   26	   77%	  
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Asthma	  Curriculum	  Knowledge	  Test	  Continued	   PARENTS	   CHILDREN	  

PRE	   POST	   PRE	   POST	  

Item	  (For	  highlighted	  items,	  the	  correct	  response	  is	  “NO”)	   Yes	   Total	   %	  Yes	   Yes	   Total	   %	  Yes	   Yes	   Total	   %	  Yes	   Yes	   Total	   %	  Yes	  
Do	  you	  need	  to	  go	  to	  the	  doctor	  even	  after	  asthma	  

symptoms	  are	  gone	  because	  you	  did	  relaxation	  exercises?	  
6	   23	   26%	   6	   24	   23%	   10	   26	   39%	   6	   26	   23%	  

Do	  you	  need	  to	  go	  to	  the	  doctor	  if	  wheezing	  and	  coughing	  
get	  really	  bad	  even	  after	  taking	  medication?	  

26	   26	   100%	   24	   26	   92%	   21	   26	   81%	   23	   26	   89%	  

Cold	  weather	   24	   26	   92%	   25	   26	   96%	   17	   26	   65%	   18	   26	   69%	  

Medicine	   3	   26	   12%	   2	   26	   8%	   22	   26	   15%	   22	   26	   15%	  

Smoke	   17	   26	   65%	   21	   26	   81%	   21	   26	   81%	   23	   26	   89%	  

Sitting	  down	   2	   26	   8%	   3	   26	   12%	   3	   26	   12%	   0	   26	   0%	  

Strong	  smells	  like	  cleaning	  products	  or	  perfume	   14	   26	   54%	   23	   26	   89%	   12	   26	   46%	   17	   26	   65%	  

Being	  sick	  from	  a	  cold	   25	   26	   96%	   26	   26	   100%	   13	   26	   50%	   15	   26	   58%	  

Relaxing	   0	   26	   0%	   1	   26	   4%	   3	   26	   12%	   0	   26	   0%	  

Exercise	   17	   26	   65%	   20	   26	   77%	   20	   26	   77%	   22	   26	   85%	  

Pets	  like	  cats,	  rabbits,	  dogs,	  birds	   16	   26	   62%	   19	   26	   73%	   14	   26	   54%	   14	   26	   54%	  

Laughing	  hard	  or	  crying	  hard	   10	   26	   39%	   10	   26	   39%	   13	   26	   50%	   12	   26	   46%	  

Running	  with	  friends	   21	   26	   81%	   19	   26	   73%	   18	   26	   69%	   20	   26	   77%	  

Laying	  down	   3	   26	   12%	   4	   26	   15%	   2	   26	   8%	   3	   26	   12%	  
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APPENDIX	  B	  

Healthy	  Homes	  Survey	  Results	  

Healthy	  Homes	  Survey	  (Administered	  at	  first	  
home	  visit)	  

True	   False	   Total	   %	  Correct	   Ceiling	  
Effect	  
Caution	  

Mold	  can	  cause	  asthma	  attacks.	   19	   1	   20	   95	   ✔	  
A	  home	  is	  a	  shelter	  from	  the	  wind,	  animals	  or	  
insects,	  sun,	  cold	  or	  hot	  air,	  and	  dust.	  

14	   6	   20	   70	   	  

The	  7	  principles	  of	  Health	  Homes	  are:	  dry,	  clean,	  
ventilated,	  pest-‐free,	  safe,	  contaminant	  free	  and	  
maintained.	  

20	   0	   20	   100	   ✔	  

Dust	  and	  moisture	  are	  normal	  and	  do	  not	  cause	  
any	  health	  problems.	  

0	   20	   20	   100	   ✔	  

The	  use	  of	  chemical	  products	  in	  the	  home	  can	  be	  
dangerous	  

20	   0	   20	   100	   ✔	  

Second	  hand	  smoke	  is	  directly	  linked	  to	  asthma.	   19	   1	   20	   95	   ✔	  
Mold	  does	  not	  cause	  any	  health	  problems.	   3	   17	   20	   85	   	  
Having	  fresh	  air	  circulate	  in	  the	  home	  is	  not	  
important.	  

9	   10	   20	   53	   	  

Eco-‐friendly	  products	  are	  healthier	  for	  cleaning	  
purposes.	  

17	   1	   18	   94	   ✔	  

Dust	  mites	  live	  in	  carpets,	  mattresses,	  clothing	  
and	  stuffed	  toys.	  

20	   0	   20	   100	   ✔	  

80%	  of	  human	  exposure	  to	  pesticides	  occurs	  
inside	  the	  home.	  

15	   4	   19	   79	   	  

Our	  home	  is	  the	  place	  where	  many	  accidents	  can	  
occur,	  such	  as	  falls,	  poisonings,	  fires,	  burns,	  
choking,	  drownings,	  and	  accidents	  due	  to	  
firearms	  among	  others.	  

20	   0	   20	   100	   ✔	  

Paint	  that	  contains	  lead	  can	  cause	  neurological	  
damage	  and	  learning	  problems.	  

20	   0	   20	   100	   ✔	  

Keeping	  a	  house	  well	  maintained	  is	  not	  important	  
for	  the	  health	  of	  the	  inhabitants	  of	  the	  home.	  

5	   15	   20	   75	   	  
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APPENDIX	  C	  

Asthma	  Symptom/Problem	  Frequency	  in	  Prior	  4	  weeks	  

CHSA	  ITEM	   Number	  of	  
Times	  

Count	  of	  
Children	  

Percent	  of	  
Children	  	  

How	  many	  times	  has	  your	  child	  had	  a	  wheezing,	  a	  
whistling	  sound	  when	  breathing	  out?	  

0	   9	   56.3	  
1	   3	   18.8	  
2	   4	   25	  

Total	   	   16	   100	  
How	  many	  times	  has	  your	  child	  had	  an	  asthma	  attack	  
or	  trouble	  breathing	  when	  your	  child	  needed	  rest	  or	  
extra	  medical	  care	  (such	  as	  more	  medicines	  or	  trips	  to	  
the	  doctor)?	  

0	   10	   62.5	  
1	   3	   18.8	  
2	   3	   18.8	  

Total	   	   16	   100	  
How	  many	  times	  has	  your	  child	  stayed	  overnight	  in	  
the	  hospital?	  

0	   14	   100	  
Missing	   2	   	  

How	  many	  times	  has	  your	  child	  been	  in	  the	  
emergency	  room?	  

0	   14	   100	  
Missing	   2	   	  

How	  many	  times	  has	  your	  child	  been	  seen	  in	  the	  
doctor’s	  office	  or	  clinic	  for	  a	  sick	  visit?	  

0	   11	   73	  
1	   2	   13	  
2	   2	   13	  

Total	   	   16	   100	  
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APPENDIX	  D:	  	  	  	  Other	  Items	  on	  the	  CHSA	  

Item	   Response	   Count	  (N=	  16)	   Percent	  

How	  old	  was	  your	  child	  when	  you	  began	  to	  notice	  that	  he/she	  had	  
wheezing,	  trouble	  breathing,	  or	  other	  asthma	  related	  problems?	  

	  
Mean	  =	  22	  months	  

How	  old	  was	  your	  child	  when	  a	  doctor	  diagnosed	  him/her	  with	  
asthma?	  

Mean	  =	  27	  months	  

Has	  your	  child:	  
Had	  a	  tube	  put	  in	  throat	  to	  aid	  breathing	  because	  of	  asthma?	   Yes	   1	   6.3	  

Used	  steroids	  for	  more	  than	  4	  weeks	   Yes	   2	   12.5	  

Used	  steroids	  more	  than	  4	  times	  in	  a	  6	  month	  period	   Yes	   1	   6.3	  

Hospitalized	  for	  asthma	   Yes	   3	   18.8	  

Taken	  to	  the	  emergency	  room	  department	  for	  asthma	   Yes	   3	   18.8	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Asthma	  severity	  during	  winter,	  spring,	  summer	  and	  fall	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Varies	  by	  season	   NA	  

Do	  any	  of	  the	  following	  make	  your	  child’s	  asthma	  worse?	  

Colds	   Yes	   11	   68.8	  

Sinus	  infections	   Yes	   11	   68.8	  

Bronchitis	   Yes	   10	   62.5	  

Pets	  or	  other	  animals	   Yes	   3	   18.8	  

Dust	   Yes	   12	   75	  

Aspirin	   Yes	   1	   6.3	  

Smog	   Yes	   3	   18.8	  

Cigarette	  smoke	   Yes	   3	   18.8	  

Smoke	  from	  campfire	  or	  wood	  burning	  stove	   Yes	   5	   31	  

Strong	  smells	   Yes	   7	   43.8	  

Perfumes	   Yes	   8	   50	  

Cold	  air	   Yes	   12	   75	  

Exercise	   Yes	   8	   50	  

Pollen	   Yes	   12	   75	  

Wind	   Yes	   13	   81.3	  
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Item	   Response	   Count	  (N=	  16)	   Percent	  
Does	  someone	  smoke	  in	  the	  house	   Yes	   1	   6.3	  
Do	  any	  pets	  live	  in	  the	  house	  all	  or	  part	  of	  the	  time?	   Varies	  by	  type	  of	  pet	  
How	  long	  does	  it	  take	  to	  travel	  from	  this	  household	  to	  the	  doctor’s	  
office	  where	  your	  child	  gets	  most	  care	  for	  asthma	  problems?	  

	  
Mean=22	  minutes	  

How	  long	  does	  it	  take	  to	  travel	  from	  this	  household	  to	  an	  emergency	  
room?	  

Mean=28	  minutes	  
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APPENDIX	  E:	  	  	  	  Item	  Analysis	  of	  the	  AHEAT	  

	  
Item	  

Response	  
Options	  

Count	  
(n=20)	  

Percent	   Need	  for	  
cultural	  

adaptation?	  

Capacity	  to	  evaluate	  
behavioral	  change	  

What	  type	  of	  building	  
does	  the	  family	  live	  in?	  

House	   15	   75%	   It	  is	  unclear	  how	  these	  items	  are	  used	  to	  
guide	  the	  intervention	  or	  evaluate	  change	  
over	  time.	  
	  	   Apartment	   2	   10%	  

	   Mobile	  Home	   3	   15%	  
	   	   	   	  
What	  is	  the	  building	  
made	  of?	  

Wood	   10	   50%	  

	   Brick	   5	   25%	  
	   Other	   5	   25%	  
	   	   	   	  
How	  many	  families	  
reside	  in	  the	  home?	  

One	  family	   17	   85%	  

	   Two	  families	   3	   15%	  
	   	   	   	   	   	  
Does	  the	  family	  own	  or	  
rent?	  

Own	   11	   55%	   	   Not	  an	  evaluative	  item-‐	  
but	  may	  be	  important	  to	  
know	  when	  setting	  goals	  	   Rent	   9	   45%	   	  

Does	  anyone	  smoke	  in	  
the	  home	  or	  car?	  

Yes	   1	   5%	   It	  may	  be	  
helpful	  to	  ask	  
this	  for	  a	  
specific	  period	  
of	  time	  rather	  
than	  a	  yes/no	  
item.	  

Moderate	  to	  high	  
likelihood	  of	  change,	  but	  
ceiling	  effect	  is	  a	  concern	  
with	  low	  response	  to	  this	  
item	  

Does	  the	  heating	  
system	  use	  a	  fuel-‐
burning	  appliance?	  

Yes	   4	   20%	   Concerns	  with	  
capacity	  of	  
low-‐income	  
families	  to	  
make	  
appliance	  
changes	  

Moderate	  
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Appendix	  E	  Continued	  Item	   Response	  
Options	  

Count	  
(n=20)	  

Percent	   Need	  for	  
cultural	  

adaptation?	  

Capacity	  to	  
evaluate	  behavioral	  

change	  

What	  does	  the	  patient	  sleep	  
on?	  

Mattress	  with	  
box	  springs	  

17	   85%	   It	  is	  not	  clear	  how	  these	  items	  are	  used	  
to	  guide	  the	  intervention	  or	  evaluate	  
change.	  	  Perhaps	  they	  could	  be	  re-‐
worded	  to	  specifically	  identify	  potential	  
trigger	  conditions	  (mattress	  on	  floor,	  
frequency	  of	  mattress	  or	  bed	  linen	  
cleaning?)	  

	   Sofa	   1	   5%	  
	   Other	   1	   5%	  
	   Unknown	   1	   5%	  
What	  types	  of	  bedding	  does	  
the	  patient	  use?	  

Bed	   18	   90%	  

	   Pillows	   18	   90%	  
	   Sheets	   2	   10%	  
	   Blankets	   18	   90%	  
Does	  the	  family	  use	  an	  
allergen-‐proof	  mattress	  
cover?	  

Yes	   4	   20%	   	   Good	  as	  protective	  
behaviors/goals	  

Does	  the	  family	  use	  an	  
allergen-‐proof	  pillow	  case	  
cover?	  

Yes	   4	   20%	   	  

What	  types	  of	  flooring	  is	  
present?	  

Carpeting	   2	   20%	   This	  is	  another	  set	  of	  items	  that	  could	  
be	  re-‐worded	  to	  identify	  specific	  trigger	  
conditions	  or	  desirable	  protective	  
behaviors.	  For	  very	  low	  income	  families,	  
there	  are	  also	  concerns	  with	  
sensitivities	  around	  the	  condition	  of	  
flooring	  and	  their	  capacity	  to	  change	  
those	  conditions	  (e.g.,	  holes	  in	  floors).	  

	   Hardwood	  
floor,	  tile	  or	  

vinyl	  

13	   65%	  

	   Cement	   3	   25%	  
	   Other	   2	   20%	  

Is	  upholstered	  furniture	  
present?	  

Yes	   8	   40%	   Concerns	  with	  
capacity	  of	  low-‐	  
income	  families	  
to	  make	  
furniture	  
changes.	  	  Is	  
maintenance	  
also	  important?	  

Moderate	  capacity	  
for	  change	  
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Appendix	  E	  Continued	  Item	   Response	  
Options	  

Count	  
(n=20)	  

Percent	   Need	  for	  
cultural	  

adaptation?	  

Capacity	  to	  evaluate	  
behavioral	  change	  

Are	  stuffed	  toys	  present?	   Yes	   5	   25%	   	   Moderate	  to	  high	  
capacity	  for	  change,	  
though	  it	  is	  not	  clear	  
whether	  
presence/absence	  is	  
sufficient.	  	  Is	  the	  
cleaning	  and	  
maintenance	  of	  these	  
items	  more	  
important?	  

What	  window	  coverings	  are	  
present?	  

Curtains	   12	   60%	   	   Is	  it	  the	  
presence/absence	  or	  
cleaning/maintenance	  
of	  window	  coverings	  
more	  important	  for	  
asthma	  control?	  

	   Blinds	   4	   20%	   	  
	   Other	   1	   5%	   	  
	   Unknown	   3	   15%	   	  

Is	  the	  patient’s	  asthma	  
worse	  around	  dust?	  

Yes	   14	   70%	   	   Patient	  responses	  are	  
covered	  by	  the	  CHSA	  

Is	  the	  neighborhood	  dusty?	   Yes	   8	   40%	   	   Would	  it	  be	  helpful	  to	  
know	  the	  frequency	  of	  
dusting	  in	  the	  home?	  

Is	  the	  primary	  residence	  
located	  near:	  

A	  highway	  or	  busy	  
street	  

8	   40%	   	   Low	  capacity	  to	  
change	  over	  time	  

	   Auto	  repair	  shop	   1	   5%	   	  
	   Gas	  station	   1	   5%	   	  
	   Restaurant	   1	   5%	   	  
	   Factory	   1	   5%	   	  
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Appendix	  E	  Continued	  Item	   Response	  
Options	  

Count	  
(n=20)	  

Percent	   Need	  for	  
cultural	  

adaptation?	  

Capacity	  to	  evaluate	  
behavioral	  change	  

Does	  the	  patient	  have	  allergies?	   Yes	   11	   55%	   	   Patient	  responses	  are	  
covered	  by	  the	  CHSA.	  	  
For	  the	  evaluation,	  it	  
may	  be	  more	  helpful	  to	  
ask	  behavioral	  questions	  
(e.g.,	  do	  you	  know	  how	  
to	  check	  for	  ozone	  
alerts?	  In	  the	  past	  30	  
days,	  have	  you	  kept	  your	  
child	  inside	  on	  high	  
ozone	  alert	  days)	  

Or	  a	  family	  history	  of	  allergies?	   Yes	   3	   15%	   	  
Is	  the	  patient’s	  asthma	  worse	  
on	  high	  ozone	  action	  alert	  days?	  

Yes	   11	   55%	   	  

Is	  the	  patient’s	  asthma	  worse	  in	  
large	  cities	  or	  areas	  of	  high	  
volume	  traffic?	  

Yes	   5	   25%	   	  

Does	  the	  heating	  and	  cooling	  
system	  use	  filters?	  

Yes	   14	   70%	   	   This	  could	  be	  re-‐worded	  
to	  capture	  protective	  
behaviors	  (frequency	  of	  
filter	  changes,	  use	  of	  
allergen	  filters)	  

Are	  there	  air-‐conditioning	  
window	  units?	  

Yes	   10	   50%	   	   Is	  the	  presence/absence	  
important,	  or	  the	  
maintenance?	  

Is	  the	  patient’s	  asthma	  worse	  
during	  days	  of	  high	  allergy	  
counts?	  

Yes	   14	   70%	   	   Consider	  re-‐wording	  to	  
track	  frequency	  of	  
behavioral	  monitoring	  of	  
pollen	  counts.	  

Is	  there	  evidence	  of	  water	  
damage,	  moisture,	  or	  leaks	  
(such	  as	  damp	  carpet	  or	  leaky	  
plumbing)?	  

Yes	   2	   10%	   	   Moderate	  to	  high	  
capacity	  for	  change,	  but	  
low	  incidence.	  

Do	  you	  see	  or	  smell	  mold	  or	  
mildew	  (such	  as	  in	  the	  
bathroom	  on	  tub,	  shower	  walls	  
or	  windows?)	  

Yes	   2	   10%	   	   Moderate	  to	  high	  
capacity	  for	  change,	  but	  
low	  incidence.	  

Is	  there	  standing	  water	  present	  
(such	  as	  in	  refrigerator	  drip	  
pans,	  air	  conditioning	  drip	  pans	  
or	  house	  plants)?	  

Yes	   1	   5%	   	   Moderate	  to	  high	  
capacity	  for	  change,	  but	  
low	  incidence.	  

Are	  humidifiers	  used	  in	  the	  
patient’s	  house?	  

Yes	   1	   5%	   	   Moderate	  to	  high	  
capacity	  for	  change,	  but	  
low	  incidence.	  
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Appendix	  E	  Continued	  Item	   Response	  
Options	  

Count	  
(n=20)	  

Percent	   Need	  for	  
cultural	  

adaptation?	  

Capacity	  to	  evaluate	  
behavioral	  change	  

Are	  rooms	  and	  moisture-‐
producing	  appliances	  such	  as	  
stoves,	  clothes	  dryers	  or	  
dishwashers	  properly	  vented	  
(including	  venting	  to	  the	  
outside	  if	  specified	  by	  the	  
manufacturer)?	  

Yes	   10	   50%	   There	  is	  some	  
concern	  about	  
the	  potential	  
cost	  associated	  
with	  changes	  to	  
venting	  systems.	  

Moderate	  capacity	  for	  
change	  and	  sufficient	  
variability	  to	  observe	  
aggregate	  changes.	  

Is	  there	  evidence	  of	  any	  
standing	  water	  or	  leaks?	  

Yes	   4	   20%	   	   Moderate	  capacity	  for	  
change	  and	  somewhat	  
low	  variability	  to	  
observe	  aggregate	  
changes.	  

Does	  the	  patient	  experience	  
shortness	  of	  breath	  on	  
exertion?	  

Yes	   11	   55%	   	   Covered	  by	  the	  CHSA	  

Does	  that	  patient	  currently	  
pre-‐treat	  with	  rescue	  
medication	  before	  physical	  
activity?	  

Yes	   9	   45%	   	   Moderate	  capacity	  for	  
change,	  but	  may	  be	  
more	  appropriate	  for	  a	  
symptom	  management	  
frequency	  assessment.	  

Do	  any	  pets	  reside	  in	  the	  
patient’s	  home?	  

Yes	   4	   20%	   	   Low	  to	  moderate	  
capacity	  for	  change.	  

If	  yes,	  do	  the	  pets	  sleep	  in	  the	  
patient’s	  bedroom?	  

Yes	   0	   0%	   	   No	  incidence	  or	  
variability.	  

Is	  the	  patient’s	  asthma	  worse	  
when	  around	  warm-‐blooded	  
pets	  (such	  as	  cats	  or	  dogs)?	  

Yes	   6	   30%	   	   Covered	  by	  the	  CHSA	  

Is	  there	  evidence	  of	  
cockroaches	  and/or	  rodents	  
(droppings	  or	  dead	  specimens	  
in	  traps)?	  

Yes	   8	   40%	   	   Moderate	  to	  high	  
capacity	  for	  change	  and	  
adequate	  variability.	  

Are	  there	  food	  crumbs	  or	  open	  
or	  unsealed	  food?	  

Yes	   2	   10%	   	   Moderate	  to	  high	  
capacity	  for	  change,	  
but	  low	  variability.	  
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Appendix	  E	  Continued	  Item	   Response	  
Options	  

Count	  
(n=20)	  

Percent	   Need	  for	  cultural	  
adaptation?	  

Capacity	  to	  evaluate	  
behavioral	  change	  

Are	  there	  holes	  or	  gaps	  
between	  construction	  
materials	  and	  pipes	  that	  
could	  allow	  pests	  to	  enter	  
the	  house?	  

Yes	   8	   40%	   There	  is	  some	  
concern	  about	  how	  
to	  approach	  this	  
problem	  with	  
sensitivity	  for	  low-‐
income	  populations	  
and	  about	  the	  
availability	  of	  
resources	  to	  make	  
repairs.	  

Low	  to	  moderate	  
capacity	  for	  change,	  
but	  adequate	  
variability.	  	  

Is	  the	  patient’s	  asthma	  
worse	  when	  aerosols	  or	  
sprays	  are	  used	  near	  them?	  
(like	  air	  freshener,	  cleaners,	  
hairspray,	  cooking	  spray,	  
bug	  spray)	  

Yes	   6	   30%	   	   Covered	  by	  the	  
CHSA-‐	  Instead	  ask	  
behavioral	  questions	  
about	  frequency	  of	  
use	  

Is	  the	  patient’s	  asthma	  
worse	  when	  around	  
chemicals	  or	  products	  with	  
strong	  odors	  (such	  as	  
cleaners,	  paints,	  adhesives,	  
pesticides,	  air	  fresheners,	  
bleach	  or	  cosmetics)?	  

Yes	   10	   50%	   Covered	  by	  the	  CHSA-‐	  Instead	  it	  may	  be	  
more	  helpful	  to	  ask	  behavioral	  questions	  
about	  frequency	  of	  use	  of	  these	  items	  

Are	  gas	  cooking	  appliances	  
used	  in	  the	  home?	  

Yes	   9	   45%	   Concerns	  with	  capacity	  of	  low-‐	  income	  
families	  to	  make	  appliance	  changes.	  Does	  
the	  prior	  question	  about	  stove	  ventilation	  
address	  this	  sufficiently?	  

Is	  the	  patient’s	  asthma	  
worse	  when	  
perfume/cologne	  is	  sprayed	  
near	  them,	  or	  if	  someone	  is	  
wearing	  a	  strong	  fragrance?	  

Yes	   5	   25%	   	   Covered	  by	  the	  CHSA-‐	  
Instead	  ask	  behavioral	  
questions	  about	  
frequency	  of	  use	  

Are	  any	  of	  the	  following	  
items	  (powder)	  used	  in	  the	  
home?	  

Talcum	  	   7	   35%	   These	  triggers	  can	  easily	  be	  tracked	  and	  
have	  a	  stronger	  likelihood	  of	  changing.	  
Wording	  the	  items	  to	  measure	  frequency	  of	  
use	  may	  be	  more	  helpful.	  

Baby	  	   2	   10%	  
Carpet	  	   1	   5%	  
Perfumed	  	  	   2	   10%	  
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Appendix	  E	  Continued	  Item	   Response	  
Options	  

Count	  
(n=20)	  

Percent	   Need	  for	  cultural	  
adaptation?	  

Capacity	  to	  evaluate	  
behavioral	  change	  

Does	  the	  patient	  have	  a	  history	  
of	  frequent	  respiratory	  infections	  
that	  tend	  to	  last	  longer	  than	  10	  
days	  or	  settle	  in	  their	  chests?	  

Yes	   8	   40%	   	   These	  items	  do	  not	  seem	  
to	  measure	  triggers.	  Are	  
there	  triggers	  associated	  
with	  them	  that	  can	  be	  
measured?	  Are	  these	  
needed	  or	  does	  the	  CHSA	  
adequately	  cover	  patient	  
health	  issues?	  

Did	  the	  patient	  receive	  the	  flu	  
vaccination	  this	  season?	  

Yes	   13	   65%	  

Does	  the	  patient	  have	  a	  history	  
of	  gastro	  esophageal	  reflux	  
disease	  (acid	  indigestion)?	  

Yes	   3	   15%	  

Does	  the	  patient	  experience	  
frequent	  heartburn	  or	  vomit	  
burps?	  

Yes	   5	   25%	  
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APPENDIX	  F	  

Texas	  Asthma	  Call-‐Back	  Survey	  (CDC	  BRFSS)	  	  

1. During  the  past  30  days,  on  how  many  days  did  symptoms  of  asthma  make  it  difficult  
for  you  to  stay  asleep?    

2. During  the  past  30  days,  on  how  many  days  did  you  have  any  symptoms  of  asthma?    
3. During  the  past  12  months,  have  you  had  an  episode  of  asthma  or  an  asthma  attack?    
4. During  the  past  three  months,  how  many  asthma  episodes  or  attacks  have  you  had?    
5. During  the  past  12  months,  have  you  had  to  visit  an  emergency  room  or  urgent  care  

center  because  of  your  asthma?    
6. During  the  past  12  months,  how  many  times  did  you  visit  an  emergency  room  or  urgent  

care  center  because  of  your  asthma?    
7. During  the  past  12  months,  how  many  days  were  you  unable  to  work  or  carry  out  your  

usual  activities  because  of  your  asthma?    
8. Has  a  doctor  or  other  health  professional  ever  taught  you  what  to  do  during  an  asthma  

episode  or  attack?    
9. Has  a  doctor  or  other  health  professional  ever  taught  you  how  to  use  a  peak  flow  meter  

to  adjust  your  daily  medications?    
10. Has  a  doctor  or  other  health  professional  ever  given  you  an  asthma  action  plan?    
11. Does  your  household  have  pets  such  as  dogs,  cats,  hamsters,  birds  or  other  feathered  or  

furry  pets  that  spend  time  indoors?    
12. Are  pets  allowed  in  your  bedroom?  
13. In  the  past  30  days,  has  anyone  seen  a  cockroach  inside  your  home?    
14. In  the  past  30  days,  has  anyone  seen  mice  or  rats  inside  your  home?    
15. Was  there  a  time  in  the  past  12  months  when  you  needed  to  see  your  primary  care  

doctor  for  your  asthma  but  could  not  because  of  the  cost?    
16. Was  there  a  time  in  the  past  12  months  when  you  were  referred  to  a  specialist  for  asthma  

care  but  could  not  go  because  of  the  cost?    
17. Was  there  a  time  in  the  past  12  months  when  you  needed  to  buy  medication  for  your  

asthma  but  could  not  because  of  the  cost?    
18. Was  your  asthma  caused  by  chemicals,  smoke,  fumes  or  dust  in  your  current  job?    
19. Is  your  asthma  made  worse  by  chemicals,  smoke,  fumes  or  dust  in  your  current  job?    
20. Did  you  ever  change  or  quit  a  job  because  chemicals,  smoke,  fumes,  or  dust  caused  your  

asthma  or  made  your  asthma  worse?    
21. Were  you  ever  told  by  a  doctor  or  other  health  professional  that  your  asthma  was  

related  to  any  job  you  ever  had?    
22. During  the  past  12  months,  about  how  many  days  of  school  did  the  child  miss  because  

of  [his/her]  asthma?    
23. Does  the  child  have  a  written  asthma  action  plan  or  asthma  management  plan  on  file  at  

school?    
24. Does  the  school  the  child  attends  allow  children  with  asthma  to  carry  their  medication  

with  them  while  at  school?  




