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ABSTRACT 

COMPLETED RESEARCH IN HEAL TH SCIENCES 
Texas Woman's University, Denton, Texas 

Garver, C. R. A field test of computer assisted instruction on fetal alcohol 
syndrome, Ph. D in Health Education, 1998, 153 pp. (J. Baker). 

The purpose of the study was to determine the changes in attitudes about 

alcohol among students attending a medical school in the Dallas/Fort Worth 

Metroplex before and after the use of computer assisted instruction (CAI) on 

fetal alcohol syndrome (FAS). Data were collected on a group of 30 medical 

students. The group was administered the Substance Abuse Attitude Survey 

(SAAS) before and after viewing a CAI on FAS to assess their attitudes about 

the use of alcohol. These attitudes would ultimately have a future effect on the 

medical students delivery of effective patient education. Data were collected on 

five dimensions of clinical attitudes towards substance abuse and its treatment, 

pre- and post-test scores which included permissiveness, non-stereotype, 

treatment intervention, treatment optimism, and non-moralism, and information 

about the usefulness of the educational information, evaluation of the CAI, and 

the participants plans to further utilize the educational information for patient 

education. A comparison of the pre- and post-test scores was determined using 

at-test, which indicated no statistical difference in the scores. Fifty-three 

percent of the participants stated the CAI would be useful to them. 
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More than half of the participants had positive attitudes toward the CA I, and 

63% of the participants stated they would use a product of this type for future 

patient education. 
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CHAPTER I 

INTRODUCTION 

Fetal Alcohol Syndrome (FAS) is characterized by a variety of physical 

and behavioral traits present at birth from prenatal maternal alcohol 

consumption. There is a distinct, recognizable pattern of physical malformation. 

Associated with this are long-term intellectual and psychological problems 

resulting in a plethora of social, economic and medical issues. Many health 

experts are exploring methods to better detect, identify, prevent, and treat this 

problem. FAS can be prevented. Steps need to be taken to improve risk 

reduction and promote prevention efforts and education. 

Comparatively little research has been published on the most effective 

way to promote low or no alcohol intake in pregnancy (Waterson & Murray

Lyon, 1990). To better meet the challenges of prenatal alcohol effects, the 

primary target area is prevention. The need for formal education for physicians 

and health professionals is critical. Beliefs and attitudes still persist among 

some health professionals that alcohol does not affect the unborn child 

(Donovan, 1991 ). Patient education that reflects and promotes the positive 

attitudes of physicians will better assist the patient toward making positive 

changes in their behavior. It is essential that health professionals be educated 

to recognize alcohol abuse and provide accurate information and meaningful 

interventions for patients. The challenge ahead is to reach and influence, 

through effective patient education, the women whose alcohol consumption 

may cause prenatal fetal damage. 
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Physicians and health professionals will be asked in the future to 

evaluate educational information that will be used for patient education. 

Different methods of teaching that include computer assisted instruction, videos, 

brochures and more standard educational tools will need to be examined to 

establish the efficacy for their patients. 

More studies are needed to evaluate medical students attitudes toward 

alcohol use and patient education currently as well as over time. These studies 

should determine if medical students who receive education relating to alcohol 

can change their attitudes to better effect risk reduction in their patients. 

Purpose of the Study 

The purpose of the study was to determine the changes in attitudes about 

alcohol among students attending a medical school in the Dallas/Fort Worth 

Metroplex before and after the use of a CAI on FAS. 

Hypothesis 

For the purpose of this study, the hypothesis is as follows: 

1 . There is no statistically significant difference between attitudes before 

and after participating in a computer assisted instruction on fetal alcohol 

syndrome in attitudes about substance abuse among medical students. 

Research Questions 

For the purpose of this study, the research questions were as follows: 

1. What are the perceptions of medical students regarding a CAI on 

FAS? 
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2. How do medical students plan to use the information from a CAI on 

FAS in a patient education setting? 

Definition of Terms 

For this study the following terms will be defined as follows: 

1. Medical Students. Students in their second year of medical school in 

the Dallas/Fort Worth Metroplex. 

2. Attitude. Sensitivity toward alcohol use as measured by the 

Substance Abuse Attitude Survey (SAAS). 

3. Fetal Alcohol Syndrome (FAS). Characterized by a variety of physical 

and behavioral traits present at birth from prenatal maternal alcohol 

consumption (Clarren & Smith, 1978). 

4. Fetal Alcohol Effect (FAE). Patients exposed to ethanol in utero with 

some partial FAS phenotype, and/or central nervous system dysfunction (CNS), 

but without sufficient f ea tu res for a firm diagnosis of FAS or strong consideration 

of any alternative diagnosis (Streissguth, Randels, & Smith, 1991 ). 

5. Computer Assisted Instruction (CAI}. Interactive multimedia tutorial. 

6. Patient Education. Interaction with health professionals and res onse 

to the services they provide. Guidance of patients toward realistic new values 

and goals through traditional learning and interaction with technology (Purtilo, 

1990). 

7. Dallas/Fort Worth Metroplex. The geographic location where the 

medical students completed the research. 
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Limitations 

The study included the following limitations: 

1. A sample of convenience was used. 

2. Only short-term changes in attitudes were measured. 

Delimitations 

The study included the following delimitations: 

1. The participants were students enrolled at a medical school in the 

Dallas/Fort Worth Metroplex only. 

2. Each participant was 18 years of age or older and was able to 

understand the English language. 

Assumptions 

The assumptions of this study were the following: 

1. Attitudes are complex, but can be measured. 

2. The medical students completed the instrument honestly and to the 

best of their abilities. 

Significance of the Study 

The impact of alcohol has both powerful social and financial implications. 

Alcohol abuse contributes to the significant loss of human potential especially 

when the patient issues are not addressed by the primary caregiver. Education 

of women prior to and during childbirth years is of utmost importance 

(Appelbaum, 1995). Unfortunately, the outcomes of alcohol use intervention 

and education can be influenced by the negative attitudes some physicians 

appear to have toward alcoholics [U.S. Department of Health and Human 

Services] (USDHHS, 1987). 
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Historically, the roots of these negative attitudes are the moralistic view 

that the use of alcohol and other drugs is a matter of personal choice (Chappel, 

Veach, & Krug, 1985). Chappel et al. (1985) state that the result of the negative 

attitudes has been that physicians learn little about alcohol and drug misuse 

problems and are hesitant to apply what they know. Members of the medical 

community have a special opportunity as the primary care physician to provide 

education to their patients on the use of alcohol (USDHHS, 1987). In a recent 

study done at the University of Wisconsin, a researcher found that a gentle 

suggestion from a person's family doctor might be all it takes to persuade 

problem drinkers to cut back on their alcohol consumption (Fleming, 1997). 

In the last two decades, there has been increased national and medical 

interest in the problems presented by the misuse of alcohol and drugs resulting 

in the establishment of a Career Teacher program in alcohol and drug abuse. 

This program was established under the joint responsibility of the National 

Institute on Alcohol Abuse and Alcoholism (NIAAA) and the National Institute on 

Drug Abuse (NIDA). In those medical schools that have added a Career 

Teacher to the faculty, significant increases in curriculum on alcohol and drug 

misuse have been a result. High on the list of educational priorities has been 

the inclusion of attitudinal objectives (Chappel et al., 1985). Research studies 

suggest that attitudes can be improved through training (USDHHS, 1987). 

Studies are needed to identify ways to improve, change, and influence the 

attitudes of physicians toward patient education. Starting early in the 

educational process of the student is a good way to begin to effect positive 

change mechanisms. 



CHAPTER II 

REVIEW OF THE LITERATURE 

This literature review includes an overview of the published literature on 

FAS, patient education, and CAI from 1975 to 1997. The first section of this 

chapter will present information about the problems and implications of FAS 

and the need for supportive patient education. The next section discusses 

previous studies that provided the basis for the research presented in this paper 

regarding medical professionals attitudes toward alcohol use and its 

relationship to their patients. The final section presents an overview of the 

efficacy of using CAI in the educational arena and for effective patient education 

in other settings. A summary concludes the chapter. 

Fetal Alcohol Syndrome and Its Implications For Patient Education 

The negative effects of alcohol on the fetus have been suspected since 

biblical times (Abkarian, 1992). Because concern about maternal drinking 

goes back to ancient times, it is surprising that only recently has the healthcare 

system's emphasis been on alcohol abstinence. Dedam, McFarlane, and 

Hennessy (1993) cited that it said in the Bible an angel of the Lord admonished 

Samson's mother, "Behold ... thou shalt conceive, and bear a son. Now 

therefore .. . drink not wine nor strong drink" (p.30). 

Two thousand years later, in 1725, during the great "gin epidemic" (p.30) 

in England (1720-1750), the College of Physicians warned the House of 

Commons that alcohol was "too often the cause of weak and feeble, 

6 
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distempered children" (Dedam et al., p. 30). In 1834, it was noted that infants of 

alcoholic mothers had "a starved, shriveled, and imperfect look" (p.30). Not 

long afterward, Charles Dickens noted that chronically drunken mothers 

produced children who were mentally defective (Dedam et al., 1993). Despite 

these forewarnings, it was not until 1967 that a French family practitioner, Dr. 

Alexandre Lamarche studied 1,245 children of alcoholic parents. His 

observations included. neurological impairments, mental retardation, behavioral 

disorders, genital malformations, facial anomalies, and excess infant mortality 

(Dedam et al., 1993). 

In 1973, a study by Jones and Smith sparked renewed interest in the role 

of alcohol as a teratogenic agent (cited in Abkarian, 1992). The distinct pattern 

of abnormalities was labeled fetal alcohol syndrome by a team at the University 

of Washington in Seattle in (Remkes, 1993). 

Fetal alcohol syndrome (FAS) is now recognized as the leading known 

cause of mental retardation in the United States, surpassing Down's Syndrome 

and spina bifida (Streissguth, Aase, Clarren, Randels, LaDue, & Smith, 1991 ). 

Researchers have also called it the most common, best known, preventable 

cause of mental retardation in the western world (Masis & May, 1991 ). FAS is 

characterized by a variety of physical and behavioral traits that result from 

maternal alcohol consumption during pregnancy. The full syndrome includes 

one or more characteristic facial features, growth deficiency (i.e., prenatal or 

postnatal height or weight~ 10th percentile for age), and central nervous 

system (CNS) impairment (cited in CDC, MMWR, 1993). The characteristic 

features include short palpebral fissures, midface hypoplasia, smooth and/or 
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long philtrum, and thin upper lip. The CNS manifestations include 

microcephaly or history of delayed development, hyperactivity, attention deficits, 

learning disabilities, intellectual deficits, or seizures (Streissguth, Aase et al., 

1991 ). The facial anomalies tend to become gradually less distinctive after 

puberty (Dedam et al., 1993). 

Patients exposed to ethanol in utero with some partial FAS phenotype, 

and/or CNS dysfunction, but without sufficient features for a firm diagnosis of 

FAS or strong consideration of any alternative diagnosis, are identified as 

possible fetal alcohol effect [FAE], (Streissguth, Randels, & Smith, 1991 ). FAE 

is estimated to occur in 3-5 per 100 live births (Spohr, Willms, & Steinhausen, 

1993). A diagnosis of FAE is much more difficult to make with certainty. 

Children with FAE generally show unevenness in academic ability with 

arithmetic skills least well developed. Importantly, children with F ~E have 

behavioral and social impairments every bit as debilitating as children 

evidencing full blown FAS (Abkarian, 1992). 

This problem is preventable through the avoidance of alcohol by women 

who are pregnant or anticipate pregnancy. In response to the severity of this 

problem, a national health objective (Objective 14.4), for the year 2000 is to 

reduce the rate of FAS to no more than 1.2 per 10,000 live births (MMWR, 

1993). During 1992, the CDCs Birth Defects Monitoring program (BDMP), a 

national program to monitor congenital malformations, identified 67 inf ants born 

with FAS, representing a rate of 3.7 per 10,000 births. From 1979 through 

1992, a total of 1,782 FAS cases were reported among 9,057,624 births, a rate 

of 2.0 per 10,000 births. 
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The rate in 1992 showed an increase of more than threefold that for 1979 [1. O 

per 10,000 births] (CDC, MMWR, 1993). 

Because of the widespread use of alcohol, the potential magnitude of 

birth defects stemming from ethanol exposure is relevant (Clarren & Smith, 

1978). Various researchers have tried to determine how and why alcohol 

affects the fetus. In a clinical trial conducted on six pregnant women, it was 

noted that fetal umbilical blood alcohol levels rapidly approximate maternal 

levels. It was also found that alcohol was present in the amniotic fluid after the 

ingestion of a single drink. The alcohol was only eHminated from the amniotic 

fluid at half the rate as from the maternal blood. The researcher hypothesized 

that alcohol reaches the amniotic fluid via the fetus and can only exit via the 

fetus, leading to what is termed as a trapping effect (Dedam et al., 1993). 

Despite the high incidence of FAS, a U.S. survey suggests that 

Americans between the ages of 18 and 24 are not knowledgeable about the 

syndrome. Of the 55% who had heard of it, fewer than one-quarter could 

correctly identify it as a set of birth defects. Researchers also noted that people 

who were heavy drinkers did not acknowledge the risks as frequently as 

moderate or light drinkers (Remkes, 1993). 

Safe levels of alcohol consumption during pregnancy have not yet been 

established, and consequences to the fetus of a single drinking binge are 

similarly unknown. Factors such as dosage, potency, timing of exposure, 

nutritional status, and exposure to other drugs may aggravate or mediate health 

outcomes (Donovan, 1991 ). Evidence suggests that chronic consumption of 89 

ml of absolute alcohol or more per day, the equivalent of about six hard drinks, 
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constitutes a major risk to the fetus. Lower levels of consumption or less 

frequent use of alcohol carries an unknown risk and may be associated with 

less seriously affected children (Clarren & Smith, 1978). Because no safe 

standard for alcohol consumption during pregnancy has been established, the 

safest course for women who are pregnant or plan to become so is abstinence 

(Gordis, 1992). 

Gottlieb (1994) states that all healthcare providers who care for women 

and children should have a particular sensitivity to the potential adverse 

consequences of alcohol consumption while pregnant. Women who are trying 

to become pregnant must be cautioned not to drink alcohol in any form, whether 

as a beverage or a solvent. Reid (1992) states the significance of 

contemplation of pregnancy, merits preconceptual care and counseling as an 

important part of healthy living, education, and advice. Sometimes the topic of 

alcohol is approached too discretely and is not given the emphasis it should. 

These perceptions are an indication of society1 s ambivalent attitude toward 

alcohol (Reid, 1992). Reid (1992) also states that it may be difficult to warn 

mothers of the dangers of alcohol without sounding sanctimonious, and patients 

sometimes think professionals are trying to put a stop to drinking and are using 

the pregnancy to get a personal view across. 

Niccols (1994) states that alcoholics and intermittent alcohol abusers are 

at higher risk for bearing infants with F=AS and FAE; yet a primary component of 

alcoholism is denial of alcohol dependence. Even though most women reduce 

their alcohol intake during early pregnancy, even alcoholic women, this is not 

necessarily sustained through out the remainder of the pregnancy. This is the 
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time when the healthcare provider has an opportunity to encourage and help 

maintain the initial decrease in alcohol intake throughout the pregnancy, as this 

is a time of continued contact with healthcare services, and advice about 

drinking in general would be given (Niccols, 1994). 

A short instrument was developed that would enable physicians to 

identify pregnant patients with an alcohol problem. Researchers (Gordis, 1992) 

at Wayne State University developed a four question instrument that takes less 

than one minute to administer. Use of the instrument circumvents the problems 

of denial and under-reporting that historically makes self-reporting, the only 

other screening tool available, of limited value. The instrument is known as T

ACE, and has the further advantage of not seeming to pry into current drinking 

habits, which might prompt untruthful answers. 

The key question concerns T, tolerance, one of the best predictors of 

continued drinking throughout a pregnancy. "How many drinks does it take to 

make you feel high,, (p. 3183). A woman who replies more than two drinks is at 

a higher risk to drink enough alcohol to bear an infant with alcohol related birth 

defects (ARBO). The A queries annoyed, which addresses whether the woman 

has been criticized for her drinking and feels she should, C, cut down. E, eye

opener, represents if the woman needs a drink to get started in the morning or 

get over a hangover. Justification for the instrument comes from studies funded 

by the National Institute on Alcohol and Alcoholism (NIAAA), in which pregnant 

alcohol abusers were urged in a supportive manner to drink less, or better yet, 

to quit. Neonatal outcomes improved when there was compliance by the third 

trimester. The message here is that intervention is worth trying (Gordis, 1992). 
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Another screening instrument, that was developed at Boston City 

Hospital, was administered to all prenatal patients that were involved in a study 

in Tuba City, Arizona. It consisted of 10 questions that assessed drinking 

history. It relied on self-reported frequency of and amount of alcohol used. Its 

use at the hospital represented a major accomplishment in general clinical 

awareness of alcohol problems. Programs were developed due to the 

increased awareness to assist women who were abusing alcohol (Masis & May, 

1991 ). Once identified, pregnant women at risk for delivering a child with FAS 

could be offered preventative counseling (Niccols, 1994). Niccols (1994) also 

states that positive reports have come out on such counseling programs from 

several research centers such as Boston and Helsinki. 

Abkarian (1992) estimated that $670 million is needed each year to treat 

the current population of 68,000 children with FAS under the age of 18 years in 

the United States. Estimates range between $600,000 and $1.4 million across 

the lifetime of each FAS patient. 

A study conducted in 1978, in the State of New York, gives an indication 

of the serious implications related to maternal alcohol abuse (Donovan, 1991 ). 

For that year, out of the 233,328 live births, 386 appeared to have FAS and 

1 , 563 were estimated to have FAE. The projected lifetime cost for these 

problems was approximately 155 million dollars for education, medical, and 

custodial care. Moreover, rulings in New York State proposed that physicians 

who failed to advise patients who were at risk of producing an abnormal child 

may be required to pay lifetime costs (Donovan, 1991). 

Remkes (1993) states, "given the cost of one FAS and one FAE baby, if 
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we could help one woman to stop drinking during her pregnancy each year, 

we,ve saved $1 million" (p.26). The lifetime costs are estimated from the special 

education classes, foster care, financial assistance, and social services that 

need to be provided for each individual. The big tragedy is the loss of human 

potential (Remkes, 1993). 

Another aspect of this tragedy is the consideration of the family structure. 

Many of the patients came from remarkably unstable family environments: they 

had lived, on average, in five different principal homes in their lifetimes [not 

counting receiving homes or temporary shelters] (Streissguth, Randels, & 

Smith, 1991 ). In a study conducted by Streissguth, Randels, and Smith (1991 ), 

only 9% of children in the study were still with both biologic parents; only 3% 

were still with their biologic mothers. Of those for whom accurate data could be 

obtained, 69% of the biologic mothers were known to be dead. Many died of 

alcohol-related illnesses and causes. Nearly one-third of the patients with 

FAS/FAE were never raised by their biologic mothers; they were placed for 

adoption or abandoned in the hospital (Niccols, 1994; Streissguth, Randels, & 

Smith, 1991 ). 

The long-term effects have far reaching consequences. FAS is not just a 

childhood disorder. There is a predictable progression of the disorder into 

adulthood in which maladaptive behaviors present the greatest challenge to 

treatment (Streissguth, Aase et al., 1991 ). 

Alcohol consumption during pregnancy is related to a continuum of fetal 

defects. At one extreme is FAS and its profound consequences associated with 

chronic heavy maternal drinking; at the other end of the continuum is evidence 
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of FAE associated with moderate alcohol consumption (Donovan, 1991 ). 

This information points to the importance of the doctor-patient relationship 

holding the greatest promise for preventing alcohol-related birth defects (ARBO) 

and FAS (Gordis, 1992). 

There are relatively few forms of mental retardation that can be 

diagnosed before birth. Through accurate understanding of the intrauterine 

effects of ethanol and widespread public awareness, this major cause of birth 

defects and mental retardation could be largely reduced and ideally, eliminated 

(Clarren & Smith, 1978). This is the goal implemented and fostered throughout 

the healthcare system. Physicians, nurses, healthcare workers, counselors, 

educators, and social service workers can impact the people they deal with 

through education and 1nformation. From the standpoint of community planning 

and patient management, it is extremely important to know the long-term 

consequences of this preventable birth defect. The knowledge that all alcohol

related birth defects are preventable should motivate prevention efforts. It is 

also important to be able to appropriately evaluate and plan for interventions 

with affected patients to enable as productive and successful a life as possible 

for each affected child (Streissguth, Randels, & Smith, 1991 ). 

The use of alcohol and other drugs is growing among the nation's youth, 

and the National Institute on Alcoholism and Alcohol Abuse reports "more 

women are drinking than ever before" (Donovan, 1991, p.36). It is not known 

how many pregnant women are drinking nor how much they are drinking, but it 

is generally estimated that eight percent of females of childbearing age in this 

country are alcoholics (Donovan, 1991 ). 
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Education about the effects of alcohol during pregnancy needs to begin 

early in life when attitudes toward alcohol are forming (Leversha & Marks, 

1995). Education on FAS needs to begin at least by early adolescence 

(Remkes, 1993). Remkes (1993) states that this is important due to the large 

number of young people who are becoming sexually active at an earlier age, 

and are starting to drink earlier and becoming heavy drinkers by adolescence. 

In 1994, Gottlieb reported that The American Academy of Pediatrics 

statement on FAS and fetal alcohol effects in Pediatrics, emphasized that 

physicians whose patients included women of childbearing age, especially 

adolescents, have a unique responsibility in preventive healthcare. Leversha 

and Marks (1995) state that information needs to be provided in a variety of 

ways to reach as many people as possible, and education should be integrated 

into the school curriculum. 

Pregnancy is a time when women are more motivated to change 

behavior, and the first antenatal contact should be a time of reinforcing previous 

health education and health promotion. Physicians can take an active role in 

assuming responsibility for imparting information which is accurate 

and consistent with the current research, to all women planning pregnancy as 

well as to all pregnant women and their families (Leversha & Marks, 1995). 

Health professionals have a unique opportunity as educators. If there is 

any doubt about the effects of alcohol on the fetus, it is the healthcare providers' 

responsibility to advise couples, especially mothers, to stop drinking before and 

during pregnancy. Even though drinking during pregnancy is the responsibility 

of the individual, responsibility can only be assumed when a person is fully 
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informed (Reid, 1992). Even though there is no conclusive proof that a small 

intake of alcohol is harmful to the unborn child, there is also no proof that is 

harm less. Because of the reasonable evidence of harm, the sat est course of 

action is nondrinking, when planning a pregnancy and during the pregnancy 

(Leversha & Marks, 1995). 

Gottlieb ( 1994) states that physicians should work with educators to 

develop educational programs that include a focus on alcohol as a potential 

health hazard for the self and the fetus as part of the curriculum starting as early 

as elementary school. The message must be sent that "a woman who drinks 

during pregnancy does not drink alone" (p. 78). In order to aid in the prevention 

of alcohol related birth defects, attitudes toward alcohol in pregnancy need to 

be well established prior to pregnancy. Among women already pregnant, 

prenatal counseling must be made available (Abkarian, 1992). 

Early identification of children with FAS/FAE is essential. Physicians 

and other healthcare workers encountering neonates should be trained to 

recognize the physical characteristics associated with prenatal ethanol 

exposure. The pediatrician is critical because identification is easier in infancy 

and early childhood when the physical signs are the most pronounced 

(Abkarian, 1992). The physician can play an important role in the recognition of 

FAS (Streissguth, Aase et al., 1991 ). 

A study was completed to assess clinical knowledge, practice, and 

attitudes among pediatricians concerning ARBO. Data were collected in a 

questionnaire that was mailed to 234 randomly selected Massachusetts 

pediatricians. The results suggested that a large number of pediatricians had 
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knowledge about the effects of alcohol on pregnancy, however, many 

considered themselves unprepared to deal with the topic. More physicians 

suspected the problem of FAS than made the diagnosis. Almost three-fourths 

reported that professional education in this field would be helpful (Morse, 

ldelson, Sachs, Weiner, & Kaplan, 1992). 

A critical factor in recognition of the problem is accurate documentation. 

Health personnel must be willing to report such births to state agencies in the 

interest of developing accurate incidence data. Suspected alcohol effects 

should be reported to parents and social service professionals so that early 

counseling and habifitative services may be initiated and future needs are 

anticipated and met (Abkarian, 1992). Another important benefit of early, 

accurate diagnosis is the potential for primary prevention of future children 

being born with FAS. There is a 77% probability of FAS recurring in a family 

where a child has already been diagnosed FAS (Niccols, 1994). 

The community can be a key element in developing programs to raise 

awareness about all forms of alcohol abuse, not just maternal alcohol abuse. If 

a community accepts and supports the programs, the individual tends to ado t 

the idea more readily (Masis & May, 1991 ). Gottlieb (1994) reported that the 

American Academy of Pediatrics called for state legislation that would make 

information about FAS and FAE available in marriage-license bureaus and 

other appropriate public locations, as well as places where alcohol was sold. 
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Intervention is most effective if implemented early and provided as an 

array of services from all aspects of society. These aspects include healthcare 

professionals, the school system, family planning services, prenatal clinics, 

church, family units, and establishments where alcohol is served (Duimstra et 

al., 1993). 

The tragedy for society is that FAS, although untreatable, is completely 

preventable (Remkes, 1993). The importance of education of would-be and 

expectant parents on the topic of alcohol consumption cannot be overstated 

(Reid, 1992). Awareness of the risks of alcohol consumption in pregnancy 

needs to improve and education must be present within the medical profession 

as well as in the community as a whole. Clear guidelines on alcohol 

consumption in pregnancy need to be developed and a clear, consistent 

message delivered nationally across all groups of health professionals 

(Leversha & Marks, 1995). 

Studies on Attitudes Toward Alcohol Use Among Medical Professionals 

Physicians' attitudes regarding alcohol play an important role in the 

practice of medicine, but frequently these attitudes are misunderstood. Medical 

ethics dictate that physicians' apply their professional knowledge and skill 

equally to all patients, but this standard is not always practiced (Chappel & 

Veach, 1987). Chappel, Veach and Krug (1985) state that there is evidence 

that medical students enter their training with more negative attitudes toward 

alcoholics than toward patients with more 11socially acceptable" medical 

problems, such as diabetes (p. 48). 
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Changes in attitudes of medical students have been measured following 

different educational experiences such as courses on alcohol and substance 

abuse and continuing medical education courses (Chappel & Veach, 1985). 

The historical roots of these negative attitudes tend to stem from the 

moralistic view that the use of alcohol and other drugs is a matter of personal 

choice. The excessive use of alcohol is viewed as representing weakness and 

a sinful nature. In the 1920s many of these ideas stemmed from a combination 

of influences from the Prohibition and the Harrison Act which prevented 

physicians' from treating opiate dependency, accentuating the view that alcohol 

and drug misuse were moral and legal rather than medical problems (Chappel 

et al., 1985). 

Negative attitudes can result in physicians' learning little about alcohol 

and drug misuse problems, therefore physicians, may be reluctant to apply what 

they know (Chappel et al., 1985). Volk, Steinbauer, and Cantor (1996) state 

that the uncertainty hypothesis about the efficacy and effectiveness of treatment 

might also extend to recognition and management of alcohol-related problems, 

as many primary care providers may not have the skills needed to treat alcohol 

problems in their patients and may question the effectiveness of alcohol 

treatment having seen their own patients refuse to modify consumption despite 

significant social and physical consequences of drinking. Negative attitudes 

among caregivers towards people with alcohol-related problems have been 

reported in many studies (Riley, 1996). 

Riley (1996) cites research studies that show that healthcare 

professionals do not have positive attitudes toward patients with alcohol-related 
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problems. This thought is disturbing because several researchers have shown 

that the attitudes of healthcare professionals toward people with alcohol-related 

problems are pertinent to the treatment outcomes (Riley, 1996). Riley (1996) 

also suggests that the patient's negative self-image and drinking behavior may 

well be reinforced by healthcare professionals who embrace negative attitudes 

toward them. 

There are numerous definitions of the word, "attitude." Cascio (1991) 

defines attitudes as internal states that are focused on particular aspects of 

objects in the environment. They include three elements; cognition, the 

knowledge an individual has about the focal object of the attitude; the emotion 

an individual feels toward the focal object; and an action tendency, a readiness 

to respond in a predetermined way to the focal object. 

Riley (1996) describes three elements of attitudes which include; an 

affective component which describes the emotional reactions towards an object; 

a behavioral component which includes the behaviors associated with the 

attitude object; and a cognitive component which includes the beliefs, facts, 

and information regarding the attitude object. 

There are several basic characteristics of attitudes. First, attitudes are 

inferred from the way individuals behave. Second, attitudes are directed 

towards a psychological object or category, and third, attitudes are learned 

(Riley, 1996). In order to explain the connection between attitudes and 

behavior, we must look at the precursors of attitudes. Attitudes are a function 

of beliefs (Cascio, 1991 ). Riley (1996) states that if an attitude is learned, it can 

imply that it can be unlearned. Generally speaking, a person who believes that 
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a particular behavior will lead mostly to positive outcomes will hold a favorable 

attitude toward that behavior. A person who believes that the behavior will lead 

mostly to negative outcomes will hold an unfavorable attitude (Cascio, 1991 ). 

Alcohol is the most widely used mind-altering substance and problems 

associated with alcohol consumption now affect people in virtually every 

country in the world (Walsh, 1995). While the study of addictions and treatment 

has gained importance, the question remains whether attitudes of healthcare 

professionals toward alcoholic patients have, likewise, changed (Schwartz & 

Taylor, 1989). Without surprise, among professionals and nonprofessionals 

both, attitudes reflect opinions and biases of the community within which the 

individual works (Schwartz & Taylor, 1989). 

Meakin and Lloyd (1996) state there is evidence that the attitudes of 

medical students influence their learning. Schwartz and Taylor (1989) report 

that within a medical school setting, negative attitudes of medical students 

entering their training become more negative through the four years of medical 

school. An Australian study found that attitudes toward the alcohol field 

deteriorated during medical training (Walsh, 1995). 

The research indicates that there are a number of impediments to care 

for persons with alcohol-related problems. Walsh (1995) reports that several 

studies have emphasized the pessimistic views held by doctors about their 

ability to intervene effectively with patients affected by alcohol problems. Fisher, 

Mason, Keeley, and Fisher (1975) report that effective treatment of alcoholism 

necessitates that medical professionals have positive attitudes about the 

disease and its prognosis. Pessimism surrounding the prognosis of alcoholism 
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may cause physicians to be reluctant to treat patients with a problem (Fisher et 

al., 1975). Judgmental attitudes are considered to be an impediment in 

establishing a therapeutic working relationship with patients and the manner in 

which help is offered influences whether or not help is accepted or rejected 

(Riley, 1996). 

Drinking habits, like sexuality, have been an uncomfortable topic for most 

doctors and has helped sustain the area as a taboo subject for many years 

(Walsh, 1995). Walsh (1995) states that in addition to inappropriate attitudes 

and lack of confidence, there is also evidence that medical school students and 

practitioners have inadequate levels of knowledge about alcohol and alcohol 

problems. 

Rezler (197 4) points out that any attempt to urge repeatedly attitudes 

which are contrary to those the student expects to encounter in his immediate 

future is likely to result in eventual failure. Rezler (197 4) suggests that medical 

students tend to increase in cynicism which is situational in nature, and 

decrease in humanitarianism as a reaction to the medical school experience. 

Fisher et al. (1975) reports that in an effort to isolate relevant factors in 

attitude formation, some investigators have correlated personality traits with 

views on alcoholism. In their study, they found that impulse expression and 

social maturity were related to attitudes toward alcoholics. Fisher et al. (1975) 

also state that findings from other studies have shown a relationship between 

attitudes and authoritarianism custodial attitudes, and demographic variables. 
I 

The researchers state, even though personality traits may be as resistant to 

change as attitudes, it is possible to manipulate the medical school curriculum 
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in order to have an effect on physicians' attitudes. If this assumption is correct, 

by altering the medical school experience it may be possible to change 

attitudes in a positive direction (Fisher et al., 1975). 

The impact of alcohol has both powerful social and financial implications 

with regard to the significant loss of human potential especially when the patient 

issues are not addressed by the primary caregiver. Education of women prior to 

and during childbirth years is of the utmost importance (Appelbaum, 1995). 

Women may be more likely to conceal their use of alcohol and limit 

consumption to those situations where negative social reactions may be 

avoided as well as denying alcohol problems (Volk et al., 1996). The 

perception appears to be that women receive more social disapproval and 

stigmatization than men who drink heavily (Schwartz & Taylor, 1996). Volk et 

al. (1996) also report that males were more likely to be asked about their 

alcohol consumption than women and it is unclear why female patients are less 

likely than male patients to have been warned about the harmful effects of 

alcohol, or to modify consumption. 

In a study conducted by Schwartz and Taylor (1989), they noted that 

female health professionals were significantly more likely than their male 

counterparts to ask their patients about their drinking habits at the onset of early 

visits. Increased awareness by the female health professional of the perception 

of the female alcoholic patient may result in increased awareness of the need to 

look for underlying reasons for any patient to drink (Schwartz & Taylor, 1989). 

As informative as these results may be, they have limited practical value 

since personality traits may be as resistant to change as attitudes. Unlike 
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personality traits, however, the medical school curriculum can be manipulated, 

if it is shown to have an effect on physicians, attitudes. Altering the medical 

school experience may be a viable way to change attitudes in a positive 

direction (Fisher et al., 1975). 

Medical educators would like to believe that given the right kind of 

learning environment student attitudes will change in a desired direction 

(Rezler, 1974). The likelihood that physicians, will respond appropriately to the 

challenges posed by alcohol problems is increased by exposure to well

designed professional education programs (Walsh, 1995). 

In a study done by Roche, Parle, Stubbs, Hall, and Saunders (1995), the 

authors report that better trained physicians express more confidence in drug 

and alcohol matters and intervene more often and more effectively. 

Postgraduate medical practitioners enrolled as trainees physicians, 

psychiatrists, and general practitioners through their prospective training 

colleges, were asked about their attitudes towards drug and alcohol 

management issues as a part of a national survey of knowledge, skills, and 

attitudes. Interpretation of the study indicates that regardless of the specialty, 

medical practitioners should play an active role in the management of drug and 

alcohol problems and that management by a physician influences prognosis 

(Roche et al., 1995). 

Medical education faces increasing criticism because of the perception 

that it is difficult to produce physicians who are both technically competent and 

compassionate (Wolf, Woolliscroft, Calhoun, & Boxer, 1987). Wolf et al. (1987) 

state that the teaching of interpersonal and communication skills is included in 
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most medical school curricula, even though it is a relatively new phenomenon. 

Proposals for new ways to train physicians that include heightening physician's 

awareness of and sensitivity to the rights and emotional needs of patients have 

been introduced. Responding to the feelings expressed by patients has been 

considered an important humanistic skill (Wolf et al., 1987). One role of a 

physician is to effectively communicate with his or her patients. The need for 

medical students to study the art and science of communication is basic to 

nearly every aspect of their professional endeavors. Communication is a critical 

factor in accurate diagnosis and effective management of patient care. Two 

essential aspects of medical education are understanding the major barriers to 

communication and the cultivation of skill in observing, listening, and conveying 

information (Walsh, 1995). 

A growing awareness and increasing concerns of the medical 

profession about alcohol abuse in the general population have prompted a 

search for successful methods of teaching about alcoholism and substance 

abuse diagnosis and treatment (Siegel, Markert, & Vojtech, 1986). Many, if not 

all, curricula of medical schools deal with alcoholism to some degree, but 

cognitive training which simply imparts facts about alcoholism may not be 

sufficient to strengthen positive attitudes (Fisher et al., 1975). Chappel and 

Veach (1987) suggests that the cognitive aspects of attitudes are more easily 

influenced than emotional aspects. Attitudinal education would have an optimal 

chance of success if it involved clinical training and taught appropriate attitudes 

in the same way as informational matters are currently taught (Fisher et al. , 

1975). 
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Chappel and Veach (1987) report the results of a five-year study that 

indicate that objectives for changing medical student's attitudes in substance 

abuse can be set and achieved in medical education. The optimum time 

required for attitude change is not clear. There is some reference in the 

literature that extended courses are more effective than short blocks of time 

(Chappel & Veach, 1987). Chappel and Veach (1987) believe that positive 

attitude changes can be consistently obtained with relatively brief educational 

experiences, but consider it unlikely that these changes will persist without 

reinforcement. 

Changing medical behavior is a challenging undertaking (Walsh, 1995). 

The optimistic assumption of medical educators that individuals' attitudes can 

be changed fundamentally is shared by others engaged in both short-term and 

long-term programs (Rezler, 1974). High priority should be given to 

pedagogical methods that will encourage students to identify their personal 

experiences and subjective feelings, and attain the goal of professional 

objectivity (Chappel & Veach, 1987). 

The Efficacy of CAI 

One way to address the new pedagogical demands of medical school 

curricula is the use of CAI. Adsit (1996) defines a CAI as a computer program 

designed to teach or inform. Computer-based multimedia programs (i.e., those 

that provide varied graphic displays, sound, and animation in addition to text) 

have the potential to meet health education and medical training needs. 
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Delivery of instruction to single individuals or small groups via a microcomputer, 

has been shown to be effective in promoting learning across user types and 

content areas and a wide range of learning styles can be accommodated 

(Kinzie, Schorling, & Siegel, 1993). 

CAI was designed to promote individualization of the learning process 

and adaption of instruction to individual student needs and patient needs 

(Calderone, 1994). Calderone (1994) suggests that the self-pacing of lessons 

and the ability to tailor the material to the learning style of the individual, creates 

an environment that allows for reinforcement, feedback, and learner control, 

which stimulates learning. Good quality interactive materials tend to motivate 

and promote effective learning (Longstaffe, 1996). 

New technologies such as CAI offer the potential to tailor learning to the 

needs of the learner (Walsh, 1995). The content can be presented in a multi

sensory, multi-channel format of learning (Kinzie et al., 1993). Longstaffe 

(1996) states that technology-based materials contribute to the quality and 

richness of the learning experience by providing another series of learning 

paradigms in addition to those that already exist. 

Multimedia is being used in health care education for a variety of content 

areas to present accepted instructional strategies: tutorials, drill and practice, 

simulations, and testing (Adsit, 1996). Walsh (1995) documented that in a study 

of primary care physicians, 30% said they had learned quite a bit from a 

computer simulation and 33 randomly selected students all gave their computer 

assisted instruction high ratings. 

Medical education is a discipline in transition. The pressures on medical 
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educators to produce quality doctors who are capable problem-solvers, is 

unprecedented (Khadra, Guinea, & Hill, 1995). Khadra, Guinea, and Hill (1995) 

state that CAI has been seen by many as having the potential to fundamentally 

advance education generally and medical education specifically which will 

significantly alter the face of teaching. Walsh (1995) states that new 

perspectives on medical education and related curriculum developments offer 

an opportunity to improve medical teaching about alcohol. 

Computer-based patient education materials are becoming more widely 

used in an attempt to increase the efficiency and efficacy of the delivery of 

healthcare (Sechrest & Henry, 1996). Glenn (1996) reports that the use of CAI 

decreases the time a person needs to master a given skill or body of knowledge 

and saves healthcare personnel time. In a study done to test a computer-based 

multimedia prenatal alcohol education program for use in a poor rural patient 

population, the authors found that use of the computer offered the potential to 

improve the health education possible with no increase in staffing levels at 

public health clinics (Kinzie, Schorling, & Siegel, 1993). 

Sechrest and Henry (1996) report that the computer does not serve to 

replace the role of the healthcare provider in the educational process, but to 

enhance the interaction between caregiver and consumer. Information can be 

made available to the healthcare consumer in a more understandable fashion 

through the use of computer graphics, computer animation, and other 

multimedia techniques (Sechrest & Henry, 1996). 
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A salient part of the study focused on medical students evaluating their 

intent to use CAI for patient education when they became a physician. This was 

emphasized throughout the study as the basis for using CAI as the intervention. 

Computer-based programs can be set up for free choice use in a patient 

waiting room or could be integrated into patient treatment by directing the 

patient to use the program during their visits (Kinzie, Schorling, & Siegel, 1993). 

One of the main purposes for using computers to educate patients is to make it 

easier and more accessible to obtain the necessary information (Sechrest & 

Henry, 1996). Sechrest and Henry (1996) discuss that learning should occur 

simply and effectively without a lot of input from staff members, and without 

requiring a college degree in computer science. The use of computers and 

multimedia technology in the healthcare field can be expected to follow the use 

of such technology in other fields (Adsit, 1996). 

Summary 

The way a physician views his or her patient is a critical element in 

effective patient education. Research studies suggest that attitudes can be 

improved through training (Chappel & Veach, 1987; USDHHS, 1987). To 

better meet the challenges of prenatal alcohol effects, two areas must be 

considered. The first area is primary prevention that targets the voluntary 

modification of alcohol use behavior among women who become pregnant 

(Hawks, 1993). The second area is the need for formal education for physicians 

and healthcare professionals. Beliefs and attitudes still persist among some 

health professionals that alcohol does not affect the fetus (Donovan, 1991 ). 
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Prevention of FAS and FAE requires that health professionals be educated to 

recognize alcohol abuse and provide unbiased, accurate information and 

meaningful interventions for their patients (Donovan, 1991 ). 

The challenge ahead is to reach and influence, directly and indirectly, the 

women who need education regarding the dangers of alcohol and its effect on 

the fetus. Studies are needed to identify ways to improve, change, evaluate, 

and influence the attitudes of physicians toward patient education. 



CHAPTER Ill 

METHODOLOGY 

The methodology of this descriptive study is discussed in relation to its 

population, procedures used to sample the population, instruments used to 

measure the variables, procedures used to collect the data, and descriptive and 

statistical techniques that were used to treat the data. In addition, the protection 

of human subjects is discussed. 

Population and Sample 

The target population of this study consisted of students attending a 

medical school who were enrolled in patient education workshops during the 

fall of 1997 in the Dallas/Fort Worth Metroplex. The sample consisted of 32 

eligible participants who were willing to participate. A final sample of 30 eligible 

participants completed the entire study and comprised the sample for this study. 

Each participant was 18 years of age or older and was able to understand the 

English language. The participants ranged in age from 21-60 years. 

Forty-seven percent of the participants were female while 53% were male. 

Information on ethnicity was not collected at the time of the study and this 

demographic information could have bearing on the outcome of parts of the 

study. This will be discussed in a later section. 

A non-randomized sample of convenience was utilized. Only those 

willing to complete an instrument prior to and after a series of patient education 

workshops which included viewing a CAI on fetal alcohol syndrome were asked 
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to participate. A pilot study was conducted prior to the actual study which 

employed the same procedures as in the research study. 

Protection of Human Subjects 

Prior to collection of data, permission was obtained from the Institutional 

Review Board (IRB) of the University of North Texas Health Science Center at 

Fort Worth (UNTHSCFW) [Appendix A], the facility from which the participants 

were recruited. Permission was also obtained from the Human Subjects 

Review Committee (HSRC) at Texas Woman's University (TWU) [Appendix B]. 

Finally, approval to conduct the study was secured from the Graduate School at 

TWU (Appendix C). 

All participants signed an informed consent form (Appendix D) that 

described the purpose of the study and study procedures. The consent form 

also assured participant confidentiality, anonymity, risks or discomforts, benefits, 

and absence of penalties with withdrawal from the study. It also noted that the 

study would have no bearing on the grade of the participant 

The consent form also listed several phone numbers, including a pager 

number to reach the researcher should the participant have questions or 

concerns regarding the study. A copy of the consent form was made available 

to each participant to keep for his or her record once it was signed. A cover 

letter accompanying each instrument packet was provided, repeating the 

purpose of the study, the estimated time for completion of the packet, and a 

reminder that participation was strictly voluntary (Appendix E and F). 
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Procedures 

Before initiation of the study, the following steps were taken. Permission 

to use the instrument was secured from one of the authors, Dr. Tracy Veach 

(Appendix G) currently at the University of Nevada, School of Medicine. 

A CAI on fetal alcohol syndrome (Appendix H) was created by the 

researcher using Authorware Academic (Allen, 1995), which served as the 

intervention. The CAI required several months to develop. 

Some of the problems encountered while developing the CAI consisted 

of computer failure numerous times due to the large graphic base 

used. This was solved by upgrading the computer with 32 megabytes of RAM 

allowing the researcher to utilize more graphics and sound. 

Another problem was the inability of the researcher to package the CAI 

for delivery in time for the pilot study. Packaging is the method where the CAI 

can be run but not edited and offers a finished version of the file. This created 

problems for the participants as well as the researcher. During the pilot, it was 

necessary to sit with each participant as she or he was completing the CAI. 

When icons were selected with a mouse click by mistake or inadvertently, the 

screen changed and the researcher had to stop the session to fix the problem. 

This created delays and interruptions in the learning process. The researcher 

sought technical assistance from a computer company in Dallas and the 

researcher accomplished packaging the CAI prior to the actual study. 

Before the actual study, a pilot study was conducted using a sample of 

convenience that included six health professionals attending a graduate class 

in the Department of Health Studies at Texas Woman's University during 
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summer 1997. Each participant was 18 years of age or older and was able to 

understand the English language. The sample was made up of both men and 

women between the ages of 35-47 years. The purpose was to test both the 

procedures and CAI (Appendix H) on a sample population in order to identify 

and solve any problems before initiation of the actual study. The same format 

was followed in the pilot regarding Human Subjects procedures (Appendix B), 

informed consent (Appendix D) and distribution of the packets and cover letters 

(Appendix E and F) as in the actual study. 

The pilot study was initiated June 18, 1997. At the first class session, the 

study was introduced and the participants completed the first packet which 

consisted of the informed consent (Appendix D), Demographic Inventory 

(Appendix I) and the first Substance Abuse Attitude Survey [SAAS] (Appendix 

J) [Chappel, Veach, & Krug, 1985]. After the informed consent ( Appendix D) 

was signed, it was collected and placed in a separate envelope to assure all 

information was kept anonymous and confidential. 

One week later, the students were asked to view a CAI on FAS 

(Appendix H), then complete another SAAS (Appendix J) and complete a 

Feedback Form (Appendix K) related to the software they had viewed. The 

researcher was present at both sessions to collect the packets and to assist with 

the study and answer any questions. 

Upon initiation of the actual study, the researcher consulted the 

UNTHSCFW to obtain assistance with IRB approval and recruitment of data 

collection sites. With the assistance of one of the faculty members, UNTHSCFW 

agreed to participate in the study. The IRB required that the site be named on 
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the consent form (Appendix D). Also required on the consent form was the 

name of the professor who would be willing to be a co-investigator for the study. 

This individual was responsible for assisting in providing the series of patient 

education workshops that were used to collect the data for the study. 

After IRB approval was obtained, the researcher contacted the faculty 

member who would be conducting the patient education workshops to schedule 

the dates for the study. A plan was formulated with the faculty member and the 

researcher as to how the study would be introduced to the participants in each 

of the workshops. 

A series of two workshops was scheduled. In the first workshop there 

were 15 subjects. In the second workshop there were 15 subjects. Each 

workshop spanned a two week period. The first patient education workshop 

was September 11, 1997. The study was introduced by the researcher and if 

they agreed to participate, the participants completed the first packet which 

consisted of the informed consent (Appendix D), Demographic Inventory 

(Appendix I) and the first Substance Abuse Attitude Survey (SAAS) [Appendix 

J] (Chappel, Veach, & Krug, 1985). After the informed consent form (Appendix 

D) was signed, it was collected and placed in a separate envelope to assure all 

information remained anonymous and confidential. Next, a cover letter 

( Appendix E) was read by each participant that presented a review of the study 

and provided instruction for completion of the two questionnaires included in 

the packet. When the participant finished answering the questionnaires the 

cover letter instructed the participant to return them to the researcher who 

placed them in a separate envelope. 
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Two weeks later, which was a change from the pilot study timetable, on 

September 25, 1997, the participants were asked to view a CAI on FAS 

(Appendix H) and then complete a second questionnaire packet which also 

contained a cover letter that repeated the purpose of the study and 

reiterated that the study was strictly voluntary. The second packet also 

contained the SAAS (Appendix J) and a Feedback Form (Appendix K) related 

to the software they had viewed. When the participant finished answering the 

questionnaires, the cover letter instructed the participant to return them to 

researcher who placed them in a separate envelope. 

The researcher was present at both sessions to collect the packets and 

assist with the study and answer any questions. The reason for the difference in 

the amount of time between data collection from one week as in the pilot, to two 

weeks, was twofold. The researcher decided that the participants would be less 

likely to remember the items on the SAAS (Appendix J) over a two week period 

thus reducing the likelihood of reactivity. There was also scheduling problems 

among the participants that had to be taken into account. The second patient 

education workshop was October 2, 1997. The same procedures were followed 

as in the first series of workshops. 

Two weeks later on October 16, 1997, the participants were asked to 

view a CAI on fetal alcohol syndrome (Appendix H) and then complete a 

second questionnaire packet which also contained a cover letter that repeated 

the purpose of the study and reiterated that the study was strictly voluntary. The 

second packet also contained the SAAS (Appendix J) and a Feedback Form 

(Appendix K) related to the software they had viewed. When the participant 
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finished answering the questionnaires, the cover letter instructed the participant 

to return them to the researcher who placed them in a separate envelope. The 

researcher was present at both sessions to collect the packets and assist with 

the study and answer any questions. 

Instrumentation 

One instrument; one demographic inventory, and one feedback form 

were used to collect data in the study: (a) the Substance Abuse Attitude Survey 

[SAAS] (Chappel, Veach, & Krug, 1985) [Appendix J], (b) the Demographic 

Inventory (Appendix I) , and (c) the Feedback Form (Appendix K). 

The SAAS was utilized in the study to assess medical students attitudes 

toward various aspects of alcohol and drug misuse. A review of the literature 

revealed only one questionnaire available to collect data for this study, the 

SAAS. The first part of the SAAS consists of 50 attitude statements. Scores 

provide information on five dimensions of clinical attitudes toward substance 

abuse and its treatment. The respondent was asked to indicate the degree of 

agreement or disagreement on a five point scale ranging from strongly disagree 

to strongly agree. The respondent was asked to blacken in the answer that 

most closely represented his or her attitude toward the statements presented. 

Scores were derived from five scales based on the 50 attitude 

statements: permissiveness, non-stereotype, treatment intervention, treatment 

optimism, and non-moralism. SAAS sub-scale scores were derived from all 

items. The substance abuse attitude score was the sum of item scores in each 

scale score column and was entered in a corresponding "Raw Score" box. T

score equivalents were converted using the T-Score Conversion Table. 
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The original SAAS was developed in 1977 by the Career Teachers in 

Alcohol and Drug Abuse, a group that later became the Association of Medical 

Educators and Researchers in Substance Abuse (Chappel & Veach, 1987). A 

factor analysis was run five different times and, as in the past, the same five 

stable coherent factors emerged (Chappel, Veach, & Krug, 1985). The scales 

are standardized in relation to a criterion group (c) of clinicians, experienced in 

treating patients who misuse alcohol and other drugs, versus a noncriterion 

group (nc) of clinicians: a score of 50 on any of the scales is equivalent to the 

average score for an experienced, professionally satisfied clinician who has a 

diverse background in the professional management of substance abuse 

patients, and who has experienced professional satisfaction and success in 

treating patients with substance abuse problems, as indicated by self-report 

(Chappel et al. , 1985). 

Reliability and validity data have been reported by Chappel et al. (1985). 

The alpha reliability coefficient was reported for each subgroup factor. Factor 1, 

nc, .77; c, .73. Factor II, nc, .63; c, .56. Factor Ill, nc, .81; c, .76. Factor IV, nc, 

.67; c, .64. Factor V, nc, .67; c, .63. The factor structure was found to be 

internally consistent over repeated administrations. 

The SAAS is currently being utilized in its complete form . A Brief 

Substance Abuse Attitude Survey (BSAAS) is being developed but at the 

moment, there are no group norms available, and the sub-scales have yet to be 

standardized (Chappel & Veach, 1991 ). 

The Demographic Inventory (Appendix I), part two of the instrument, was 

utilized by the researcher to collect demographic information such as age, 
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gender, educational attainment, and area of specialization. Information 

regarding clinical practice and professional satisfaction was included as part of 

the instrument, but was optional. The demographic inventory was administered 

with the first SAAS packet two weeks prior to the patient education workshop 

and CAI intervention. 

The Feedback Form ( Appendix K), was adapted by the researcher to 

collect information following the workshop and CAI intervention on fetal alcohol 

syndrome. The instrument was used to gather information about usefulness of 

the educational information, evaluation of the CAI, and the participant's future 

plans to utilize the educational information. 

Treatment of the Data 

The study was a one shot, pretest-posttest design. Only those 

participants who completed each questionnaire and all parts of the study were 

considered for inclusion in the data analysis of this study. Thirty-two 

participants were eligible to participate in the study during the data collection 

period. However, only 30 completed the entire study and were considered for 

data analysis. Attrition from the study was anticipated. Reasons for attrition 

included: failure to attend a section of the workshop, cancellation of class, and 

failure to complete the instrument. 

The study utilized descriptive analysis of the data that included 

percentages, mean, and standard deviation to determine the normalcy of the 

data sample. A dependent t-test was utilized to determine acceptance or 

rejection of the null hypothesis. A significance level of .05 was utilized on all 

parametric tests. The Statistical Package for the Social Sciences, SPSS-X, 



software program was utilized to analyze the data. Qualitative data were 

utilized to answer the research questions for this study. 
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CHAPTER IV 

FINDINGS 

The purpose of this study was to determine the effectiveness of a CAI 

about FAS on improving attitudes about alcohol use among medical students 

attending the University of North Texas Health Science Center at Fort Worth. 

The descriptive data of participants, statistical analyses of results, as well as 

additional findings are reported in this chapter. Descriptive analysis of data 

included the use of percentages, ranges, and standard deviation to determine 

normalcy of the data sample. A parametric test was utilized for the hypothesis 

which included a Dependent t Test. This design consisted of one group that 

yielded two scores and how they changed following the intervention. 

Descriptive Characteristics of the Participants 

The participants for this study were recruited between September and 

October of 1997 from the UNTHSCFW. The target population of this study was 

second year medical students attending patient education workshops in the fall 

semester. Each participant was 18 years of age or older, and was able to 

understand the English language. The participants ranged in age from 21-60 

years of age. Forty-seven percent of the participants were female. Information 

on ethnicity was not collected at the time of the study, but the group was 

perceived to be culturally diverse based on researcher observation. A final 

sample of 30 eligible participants completed the entire study and make up the 

sample for this study. 
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No participant failed to complete the study due to voluntary withdrawal. The 

final sample of 30 participants who completed the entire study including two 

separate questionnaire packets, ranged in age from 21 to 60 years with a mean 

of 27.1 years. The participants were asked to to report their age, gender, and 

any clinical practice related to patients with alcohol or drug-related problems on 

the Demographic Inventory (Appendix I). Only three (10%) of the participants 

reported any kind of previous contact with persons who had alcohol or drug

related problems. 

Each questionnaire packet asked the participant to respond to a SAAS 

(Appendix J) which consisted of 50 questions related to their feelings and 

attitudes regarding alcohol and other substance abuse issues. The questions 

provide scores on five dimensions of clinical attitudes towards substance abuse 

and its treatment. The dimensions are permissiveness, non-stereotype, 

treatment intervention, treatment optimism, and non-moralism. These scales 

are standardized in relation to a criterion group of counselors, determined by 

the authors (Veach & Chappel, 1985): a score of 50 on any of the scales is 

equivalent to the average score for an experienced, professionally satisfied 

clinician who has a diverse background in the professional management of 

substance abuse patients, and who has experienced professional satisfaction 

and success in treating patients with substance abuse problems, as indicated 

by self-report (Chappel et al. , 1985). 

At the second data point and prior to the second administration of the 

SAAS (Appendix J), the participants were asked to view a CAI on FAS 

(Appendix H). Upon completion of the study, pretest data revealed that on the 
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dimension of permissiveness, 5 participants (16%) scored 50 or above. Post

test data revealed that 4 of the participants (13%) scored 50 or above. The 

effect was not statistically different. The Q value is .33>.05. The obtained 

probability is greater than alpha. On the dimension of non-stereotype, pretest 

data revealed 7 participants (23%) scored 50 or above. Post test data revealed 

6 participants (20%) scored 50 or above. The effect was not statistically 

different. The Q value is .49>.05. The obtained probability is greater than alpha. 

On the dimension of treatment intervention, pretest data revealed 12 

participants ( 40%) scored 50 or above. Post test data revealed 14 participants 

(46%) scored 50 or above. The effect was not statistically different. The Q value 

is.46>.05. The obtained probability is greater than alpha. On the dimension of 

treatment optimism, pretest data revealed 10 participants (33%) scored 50 or 

above. Post test data revealed 8 participants (27%) scored 50 or above. The 

effect was not statistically different. The Q value is.28>.05. The obtained 

probability is greater than alpha. On the fifth and final dimension non-moral ism, 

9 participants (30%) scored 50 or above and the post test data revealed 8 

participants (27%) scored 50 or above. The effect was not statistically different. 

The Q value is.46>.05. The obtained probability is greater than alpha. 

Study Findings 

Data were analyzed using the Statistical Package for the Social 

Sciences, SPSS-X, (SPSS, Inc. , 1990) software program to test the hypothesis 

for this study. Descriptive data were collected and analyzed to answer the two 

research questions for this study. The hypothesis and each research question . 

are listed below followed by the results obtained during the data analysis. 
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Hypothesis: There is no statistically significant difference before and 

after participating in a computer assisted instruction on fetal alcohol syndrome 

in substance abuse attitudes among medical students. 

Substance abuse attitudes were measured by the SAAS. Each SAAS 

questionnaire packet that the participants answered requested the participants 

to respond to 50 statements based on a Likert scale format. The choices were 

strongly disagree, disagree, uncertain, agree, strongly agree. A Substance 

Abuse Attitudes Scoring Worksheet was provided at the time the instrument was 

secured by the researcher. Scores were derived by adding scores of the 

subgroups for each of the five categories and carrying out the addition or 

subtraction of the values in the "Base" and "Response" columns as indicated, 

and the results entered for each item in the "Reversal" column. This procedure 

yielded a "Raw Score". The "Raw Scores" were then converted to T-Scores, 

using Veach and Chappel's (1985) T-Score Conversion Table. The T-Scores 

were used to complete at-test analysis. Table 1-10 provides a summary of the 

t-test results conducted on each one of the subgroups which include; 

permissiveness, non-stereotype, treatment intervention, treatment optimism, 

and non-moralism. A significance of .05 was utilized for all parametric tests. No 

statistically significant difference was found with the t-test analysis for any of the 

subgroups. The null hypothesis was not rejected. 

Assumptions for this statistical analysis included; 

1. Normalcy, the data sample were approximately normally distributed. 

There were no outliers. 
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2. Randomness, this was violated but the ! -test was robust enough to 

compensate for the violation. 

3. Numerical data were used. 

4. Dependence, each score was dependent on the first score. 

Table 1 

A Comparison of Medical Students Attitudes Toward Alcohol and Substance 

Abuse: Subgroup Permissiveness 

Group 

Pretest 

Range M SD 

17-57 36.83 10.92 

SEM t p 

1.99 .99 .33 

Posttest 17-55 35.93 10.65 1.94 

Table 2 

A Comparison of Medical Students Attitudes Toward Alcohol and Substance 

Abuse: Subgroup Non-Stereotype 

Group 

Pretest 

Posttest 

Range M SD SEM t p 

13-57 42.53 10.07 1.84 .70 .49 

22-55 41.77 8.54 1.56 
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Table 3 

A Comparison of Medical Students Attitudes Toward Alcohol and Substance 

Abuse: Subgroup Treatment Intervention 

Group Range M SD SEM t p 

Pretest 31-69 47.60 9.10 1.66 -.75 .46 

Posttest 35-66 48.77 7.56 1.38 

Table 4 

A Comparison of Medical Students Attitudes Toward Alcohol and Substance 

Abuse: Subgroup Treatment Optimism 

Group 

Pretest 

Posttest 

Table 5 

Range M SD SEM t p 

24-68 45.23 9.96 1.82 1.10 .28 

28-63 43.67 7.91 1.44 

A Comparison of Medical Students Attitudes Toward Alcohol and Substance 

Abuse: Subgroup Non-Moralism 

Range M SD SEM t p Group 

Pretest 18-64 42.93 11.13 2.03 .75 .46 

Posttest 21-68 41.80 9.88 1.80 
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Research Question 1: What are the perceptions of medical students 

regarding a CAI on FAS? 

This research question was answered by the data obtained from the 

Feedback Form (Appendix K) completed by participants after viewing the CAI. 

This questionnaire asked participants to record comments on how they 

perceived the CAI, if the CAI would help them set goals for themselves, and if 

they would use the product again. 

Sixteen of the participants (53%) stated the CAI would enable them to set 

goals for themselves. Fourteen of the participants (47%) stated the CAI would 

not enable them to set goals for themselves. Nineteen of the participants (63%) 

stated they would use the product again. Eleven of the participants (37%) 

stated they would not use the product again. Table 11 presents the positive 

perceptions of the medical students toward the CAI. The question asked if there 

was one thing that stood out as being really good about the product. 

Table 6 

Perceptions of Medical Students (N = 30) 

Positive Responses 

Quite helpful 

Up to date 

Good background information and use of one sentence facts, easy to receive 
important points 

Well done product, useful for patient education with minor refinements 
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Positive Responses (cont.) 

Easy to understand and the quiz reinforces understanding. Use for educational 
purposes 

Nice pictures 

Educating skills 

Easy to read and understand and gave valuable information 

Would use product for patient education 

Simple, short and to the point 

Very clear instructions 

It integrated sight, sound, and physical motion to reinforce teaching points 

Flows well 

Good for patient education 

Emphasis on attitudes and positive communication is essential to good care 

Simple, easy to learn and remember 

Very well put together, organized and simple to use 

Graphics were good 

For educating a patient or lay person 

Would like to utilize interactive education in own practice 

Interactive and self-paced 

More interesting than a brochure 

Straight forward and accurate 

Short and to the point 

Informative in a concise, complete, and straight forward manner 



Positive Responses (cont.) 

Simple screens not too overwhelming to read for a patient 

Interesting and innovative 

Good for the general population 

Well put together 

Cool music 

Good graphics, short sentences, and relevant information 
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The information being given about the dangers of alcohol use among pregnant 
woman 

Table 7 presents the negative perceptions of the medical students toward 

the CAI. This question addressed the one thing that stood out as being really 

bad about the product. 

Table 7 

Perceptions of Medical Students (N = 30) 

Negative Responses 

For first two topics, wasn't much sound effects, when asked to use ear phones. 
Should be told not to expect much during first topic, main action is in third 
objective 

Music is sometimes distracting 

Music was intrusive, don't overload with flute music when trying to read 

Possibly more information needed on how one drink a day effects the baby, one 
drink a week, or one drink a month effects the baby. Little more information to 
encourage abstinence on the part of the mother 



50 

Negative Responses (cont.) 

Boring 

What educational level of individual is the CAI designed for, wording may be to 
advanced for some audiences 

Controlling the sound, go back to view previous slides 

Can't spell false but can spell no 
Seems to elementary, suggest different programs for varying intellectual levels 

Little flexibility and some of the graphics need help 

Music in part #3 

Too slow 

A little too brief. If used as a teaching tool, needs to be a little more "aggressive" 

Music was distracting, letter size too big, and not interactive enough 

Could have done all with mouse rather than keyboard with mouse. Music was 
distracting. Only useful for someone who has never had any experience in this 
field 

The true/false statements 

Simplistic 

Really bad graphics and navigation 

Too basic 

Research Question 2: How do medical students plan to use information 

from a CAI on FAS in a patient education setting? 

This research question was answered by the data obtained from the 

Feedback Form (Appendix K) from participants after viewing the CAI . The 

question focused on learning styles and what the participant thought the CAI 
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was trying to be. There were four choices. The choices were a book, a tutor, a 

reference book, or a tool. 

One participant (.3%) stated he or she would use the information as a 

book. Seven participants (23%) stated they would use the information as a 

tutor. Two of the participants (.6%) stated they would use the information as a 

reference book. Fifteen participants (50%) stated they would use the 

information as a tool. Five participants (17%) stated they would use the 

information from two categories as a tutor and a tool. 

Summary of Findings 

One hypothesis and two research questions were answered. Descriptive 

data for demographic information of the participants and statistical analyses of 

the results were presented. The next chapter will discuss and analyze the 

findings in detail. 



CHAPTER V 

SUMMARY, DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

This chapter presents concluding information that will be introduced 

under the following headings: (a) Summary of the Study, (b) Summary of the 

Findings, (c) Summary of Discussion and Conclusions, and (e) 

Recommendations. 

Summary of the Study 

This study was initiated to examine medical students' attitudes about 

alcohol, whether or not changes in their attitudes could take place following an 

intervention, and how these attitudes would influence and impact patient 

education in the future. The purpose of the study was to determine the changes 

in attitudes about alcohol among students attending a medical school in the 

Dallas/Fort Worth Metroplex before and after the use of a CAI on FAS. 

Demographic characteristics of the medical students was collected as well . 

A pilot study was conducted in the spring of 1997, prior to the actual 

study which employed the same procedures as the research study. The actual 

study was conducted during the fall of 1997. Thirty-two participants agreed to 

participate and 30 eligible participants completed the entire study and made up 

the sample of this study. Each participant completed two questionnaire packets. 

The first packet was completed during the first of a series of patient education 

workshops. This packet included a cover letter with packet completion 

instructions and the SAAS developed by Chappel et al. 
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(1985) which also included a Demographics and Clinical Practice 

questionnaire. The second questionnaire packet was administered during the 

second patient education workshop after the students had viewed a CAI on 

FAS. This packet included a cover letter, the SAAS, and a researcher adapted 

feedback form, designed to receive information regarding the CAI. 

Descriptive techniques such as ranges, means, and percentages were 

used in data analysis. A t-test was used to test the hypothesis. Qualitative data 

were used to interpret findings to answer the research questions. 

Summary of Findings 

The target population of this study was students who were enrolled in 

patient education workshops attending a medical school in the Dallas/Fort 

Worth Metroplex. The 30 participants who completed the entire study ranged in 

age from 21 to 60 years with a mean of 27.1 years. Forty-seven percent of the 

participants were female while 53% were male. In regard to the question of 

clinical practice, only three (10%) of the participants reported any kind of 

previous contact with persons who had alcohol or drug-related problems. 

Each questionnaire packet asked the participant to respond to a SAAS 

(Appendix J) which consisted of 50 questions related to their feelings and 

attitudes regarding alcohol and other substance abuse issues. The questions 

provide scores on five dimensions of clinical attitudes towards substance abuse 

and its treatment. The dimensions are permissiveness, non-stereotype, 

treatment intervention, treatment optimism, and non-moralism. These scales 

were standardized in relation to a criterion group of counselors, determined by 

the authors (Chappel, Veach, & Krug, 1985) : a score of 50 on any of the scales 
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is equivalent to the average score for an experienced, professionally satisfied 

clinician who has a diverse background in the professional management of 

substance abuse patients, and who has experienced professional satisfaction 

and success in treating patients with substance abuse problems, as indicated 

by self-report (Chappel et al., 1985). 

Upon completion of the study, pretest data revealed that on the 

dimension of permissiveness, 5 participants (16%) scored 50 or above. The 

post-test data revealed that 4 of the participants (13%) scored 50 or above. 

The mean number for permissiveness was 35.93 (SD= 4.97). On 

the dimension of non-stereotype, pretest data revealed 7 participants (23%) 

scored 50 or above. Post-test data revealed 6 participants (20%) scored 50 or 

above. The mean number for non-stereotype was 41 . 77 (SD = 6.02). On the 

dimension of treatment intervention, pretest data revealed 12 participants ( 40%) 

scored 50 or above. Post-test data revealed 14 participants ( 46%) scored 50 or 

above. The mean number for treatment intervention was 48. 77 (SD = 8.53). 

On the dimension of treatment optimism, pretest data revealed 10 participants 

(33%) scored 50 or above. Post-test data revealed 8 participants (27%) scored 

50 or above. The mean number for treatment optimism was 43.67 (SD = 7.82). 

On the fifth and final dimension, non-moralism, 9 participants (30%) scored 50 

or above and the post-test data revealed 8 participants (27%) scored 50 or 

above. The mean number for non-moralism was 41.80 (SD = 8.33) . 

Utilizing the SPSS-X, one hypothesis was tested. Descriptive data were 

collected and analyzed to answer the two research questions. The data 

analysis revealed the following: 
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1. Hypothesis: There is no statistically significant difference between 

attitudes before and after participating in a computer assisted instruction on fetal 

alcohol syndrome in attitudes about substance abuse among medical students. 

The null hypothesis was not rejected. 

2. Research Question 1 : What are the perceptions of medical students 

regarding a CAI on FAS? 

Sixteen of the participants, (53%) stated the CAI would enable them to 

set goals for themselves. Fourteen of the participants, (47%) stated the CAI 

would not enable them to set goals for themselves. Nineteen of the participants 

(63%) stated they would use the product again. Eleven of the participants 

(37%) stated they would not use the product again. No participant stated the 

information was not relevant. 

3. Research Question 2: How do medical students plan to use the 

information from a CAI on FAS in a patient education setting? 

One participant (.3%) stated they would use the information as a book. 

Seven participants (23%) stated they would use the information as a tutor. Two 

of the participants (.6%) stated they would use the information as a reference 

book. Fifteen participants (50%) stated they would use the information as a tool. 

Five participants (17%) stated they would use the information from two 

categories, as a tutor and a tool. 
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Summary of the Discussion and Conclusions 

This study was an exploratory study, fashioned after a study completed 

by the authors of the SAASJ the tool used for data collection (Chappel & Veachl 

1987). This study was conducted over a short time frame. Chappel and Veach 

(1987) presented their study over the course of a semester where the students 

took the SAAS prior to medical education on alcohol and then again after the 

term was completed. The results showed positive short-term change in 

attitudes regarding alcohol and the problem it presents. It is apparent that long

term studies on this subject would be beneficial. 

Many of the studies that were used to justify the problem were dated, or 

were studies done in other countries. The problems FAS present as well as 

physicians, attitudes toward alcohol outcomes and the implications for delivery 

of effective patient education, substantiated the need for new research. 

After data analysis, it was evident that there were discrepancies from the 

pretest results to the post-test results. Out of the five areast the dimension of 

treatment intervention revealed the most positive change. On the pretest data 

12 participants (40%) scored 50 or above and on the post-test 14 participants 

( 46%) scored 50 or above. Not even half of the participants scored close to the 

criterion group of counselors used as the norm from the original study (Chappel 

et al. 1 1985). On the other four dimensions, the post-test scores were lower than 

the pretest scores, between 2 to 3 percentage points. 
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The way a physician perceives his or her patient is a critical element for 

effective patient education. Patient education plays a key role in prevention 

efforts today. 

Another possible explanation to take into consideration is one of ethnicity 

which was not addressed on the demographic inventory and could have a 

bearing on a persons' view of how they deal with sensitive issues. Cultural 

barriers, as well as gender barriers, may sometimes hinder or prevent effective 

patient education and compromise confidentiality issues, where a patient may 

not feel free to discuss an issue with a person they feel does not understand the 

problem. A number of the participants in the study were from countries other 

than the United States and informed the investigator that in their culture, it is not 

acceptable for a woman to be alone with a male in an examining room, nor is it 

acceptable for a man to be alone with a woman in an examining room. In many 

instances the patient looks to the physician as the ultimate authority figure, and 

is only comfortable with him or her in the room. This would be a demographic 

variable worth exploring in future studies (Personal communication, September 

25, 1997). 

Gender can play a role in patient education. Women may feel more 

comfortable revealing problems to another woman, especially problems with 

alcohol. Studies showed that female health professionals asked more pertinent 

information about problems with alcohol, than their male counterparts. Many 

physicians have a female on their staff who will be the first contact with the 

female patient and will do the history taking and initial interviews. The initial 

contact is a critical factor as well as a time to begin the patient education 
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process. The role to be played by health professionals in the care of people 

with alcohol-related problems is a valuable one (Riley, 1996). 

Attitude is a critical factor in learning and instruction. Medical students 

are beginning to form and develop their ideas and attitudes as they go through 

medical school. This is the time to impact the students with medical education 

geared toward alcohol prevention and the efficacy of unbiased treatment. Due 

to the seriousness the problems of alcohol can cause, attention to physician's 

attitudes early on and throughout their medical education can not be over 

emphasized. Importance of developing positive skills and attitudes for risk 

reduction efforts are reflected in the literature. Riley (1996) states that patients 

value their relationship with healthcare professionals, and through this 

relationship there is the potential to use a powerful therapeutic resource. 

Due to the brevity of a one-shot study, this could be one reason for the 

. lack of quantitative distinctions. This type of study does not allow for change on 

a large scale. There is no control group and the researcher has to try and 

evaluate the influence of the independent variable through supposition. 

This study also looked at the efficacy of utilizing a CAI on FAS as the 

intervention. Even though the quantitative data failed to show significance, the 

qualitative data indicated that the concept of the CAI may be a good medium to 

present information. The results of the data indicate over half of the participants 

stated they felt the information was well presented, relevant, appropriate, and 

would use it as a tool for patient education purposes. Negative responses 

focused mainly on technical difficulties with the CAI, not content, which leads to 

the conclusion that the students were receptive to the information. 
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The CAI did not serve to change attitudes among the students 

participating in the study, but it did raise their awareness to the issues and 

problems that alcohol abuse can have on women if not addressed in some form 

or fashion. The sentiment among a small percentage of the students was that 

they knew all there was to know about the topic of alcohol abuse, but judging 

from the data, they did not fully understand the long-term ramifications of how 

their attitudes would impact their patients. The approach to a patient which a 

physician adopts will depend on knowledge and attitudes acquired during 

training (Meakin & Lloyd, 1996). 

Paperny and Starn (1989) state that in a study done to assess 

adolescent pregnancy prevention through use of a CAI on knowledge and 

attitudes, CAI has been documented as an effective health assessment and 

health education tool. A better way to motivate changes in behavior is through 

the use of interactive techniques in health education (Paperny & Starn, 1989). 

Recommendations 

The following recommendations are made for future investigations: 

1 . A larger sample size should be utilized among more medical school 

sites in a duplication of this study to further clarify attitudes about alcohol among 

medical students in different settings. 

2. When replicating this study, a longer time frame should be considered 

between administrations of the SAAS. This would reduce the likelihood of 

reactivity and increase the chances of getting a better measure of the students 

attitudes over time. 

3. The SAAS is the only tool currently available for use in a study of this 
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kind that has been tested for validity and reliability with medical students. 

However, a shorter version, the Brief SAAS is being developed due to time 

constraints in educational and clinical settings. Because time is precious, a 

shorter scale is more desirable. Reliability and validity studies are currently 

underway. When this scale becomes available, it will be a lot easier to 

administer and will better represent addiction in women, nursing, and self-help 

attitudes (Chappel & Veach, 1991 ). 

4. Results of this study should be used by the participating site to 

strengthen current medical education programs on alcohol abuse through the 

patient education workshops. Special attention should be paid during the 

educational process as to the benefits of research and the purpose that it 

serves. 

5. Different types of interactive mediums should be utilized in the 

educational process as well as the patient education arena which are tailored to 

individual needs, but provides feedback, reinforcement, and control by the 

learner. Research reflects the learning effectiveness of CAI. Studies show that 

the method of instruction affects attitudes toward learning and outcomes. 

Further studies need to be done on the relationship between CAI and its effect 

on attitudes and learning. 
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UNIVERSITY OF NORTH TEXAS HEALTH SCIEl'iCE CENTER AT FORT WORTH 

INSTITUTIONAL REVIEW BOARD FOR THE PROTECTION OF HUr.U.N SUBJECTS 

BOARD ACTION 

IRB PROJECT #: ___ 9 __ 6_-.._39 ______ _ DA TE SUBMTITED: __ J_u_ne_, _1_9_9_7 __ _ 

PRINCIPAL INVESTIGATOR: John c. Licciardone, D,O., !i.S., M.B.A. 
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A Fielc! Tes: o! Cc:::2uter AssiHed Instructic:i o:i Fetal Alcohol Syndrome 

PROTOCOL , :_;;_'!>/'-'-A;....._ _______________________ _ 

DEPARTMC:NT: __ 1':-_:/_?_~ ____ _ TELEPHO;\'E EXTENSION: ______ _ 

Protocol is defined as .ail documents rtiated to the project, including project description/ 
stud~· protocol, Informed Consent and subject recruitment ad,·ertisernents. 

In accordance with the U-7\'THSC JRB Policy on t.he prot.cction of hum~ si..;bj~cs. the fallowing a1:tion has 
been taken on the above referenced pro1veol: 

X Protocol is approved as submined. 

.Modified protocol is approved a.s submined. 

Amendment ___________ to the protocol is approved a.s submined. 

Based on the recently complet.ed Periodic Project Re,·iew (IRB Form 4), protocol has 
received continu~ appro\'al tl-irough __________ _ 

Protocol h:i.s ~en ,;>proved. contingent upon the modifications outlined below being 
incorporated. In order 1u receive final approval. you must submit one copy of the 
modified protocol to the Chairman of the IRB for review and incorporation into the 
pellllanen1 IRB file. 

Consideration of the prolocol h:i..s been tabled pending re.solution of the issue(s) outlined 
below. 

Protocol is disappro,·ed for the re:i.son(s) outlined below. 

Signa~amn .. , 
Julv 8 1997 

D ;.i.:.: 

lnstitutio!U.l Re,icw Board 

White Cory • P.J. Ye!Jc . ..,.· Ct;-y • IRB Of::c:~ Pink Copy· Dcpan:nc::t File 

IRB Form 2 (revised 01/97) 
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May 2. 1997 

Ms. Carolyn Garver 
2403 McCormick St. 
Denton, TX 76205 

Dear Ms Garver. 

TEXAS WOMAN'S 
UNIVERSITY 

Dl~TOS DALLAS t HOUSTOS 

HL~U.'i St.:SJEffi 
REVIEW CO~l\limE 
P.O. Box 4:?3ol9 
Dffl ton. TX ; o~N-3619 
Phone: 617 / 995-Sj:"i 
Fn: 6l7/S9S-;.;J6 

Social Security # 061-42-0264 

Your study entitled "Medical Stude:,t ;..::~des towa~c Patient Educatic:i on A!::ohol: A Field 
Test of Computer Assisted Instruction on Fetal Alcohol Syndrome" has been reviewed by a 
committee of the Human Subjects Re·,iew Committee and appears to meet our requirements 
in regard to protection of individuals' ri;hts. 

Be reminded that both the Universcy and the Department of Health and Human Services 
(HHS) regulations typically require t"lat agency approval letters and signatures indicating 
informed consent be obtained from 211 human subjects in your study. These consent forms 
and an annual/final report (attached) are to be filed with the Human Subjects Review 
Committee at the completion of the study. 

This 2;:,prova! is valid one year fr;:,r:-, !re da:e =~ t'iis letter Fur.hermore, ac::orc1ng to ~HS 
regu:a:1ons, ar:other review by the C~;r-:mi!Iee is required if your !=''Oject changes. If ycu have 
any questions. please feel free to e.:!I tne Human Subjects Review Committee at the phone 
number listed above. 

Sincerely, 

CJ>~~ 
Chair 
Human Subjects Review Committee 

cc. Graduate School 
Dr. Judy Baker. Department cf Health Studies 
Dr. William Cissell, Depa:-tme:it cf Health Studies 

-~ :. ··:; · . ; . .. .-:: _1. P"': " : : :· •. ·~ ~\ .·,!.: ·· 

. . .. ·:: ·~· : i,~ . 
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TEXAS WOMAN'S 
UNIVERSITY 

0£STO~ i 0ALLAS;HO~STO~ 

THE GRADL'ATE SCHOOL 
P.0 . Bo•-&~9 
Dr.ttro~. n 762~56-&9 
Phont: Sli /898-3-WO 
Fu. l :7/l<lt--3,,&12 

Ms. Carolyn Garver 
2403 M=Corr.iick St. 
Dente::, TX 76205 

Dear ~s. Garver: 

May 20, 1997 

I have received and app:c~ed the Prospectus entitled 
"A Field Test of Cc~pute= Assisted Instruction on fetal 
Alcohol Synd=ome" for ye~= dissertation research project. 
Best wishes to you int~= research a~d writing of your 
project . 

dl 

cc Dr. Judith Eaker 
Dr. Will i a~ Cissell 

Sir.cerely yours, 

~e{'Tho~ 
Associate Vice President for 
Research and Dean of the 
Gra::i'..late School 
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10/2/97 

UNIVERSITY OF NORTH TEXAS HEAL TH SCIENCE CENTER AT FORT 
WORTH 

TEXAS WOMAN'S UNIVERSITY 
SUBJECT: CONSENT TO PARTICIPATE IN RESEARCH 

Title of Study: A Field Test of Computer Assisted Instruction On Fetal 
Alcohol Syndrome 

Name of Investigators: Dr. John Licciardone 
Carolyn Garver 
Judy Baker, Ph. D Advisor 

Phone Numbers: 972-644-2076, pager 972-592-2080, Carolyn Garver 
940-898-2842, Judy Baker 

I understand I will be participating in a research study for the purpose of 
determining the changes in attitudes about alcohol among students 
attending a medical school in the Dallas/Ft. Worth Metroplex after the use of 
a computer assisted instruction (CAI) on fetal alcohol syndrome (FAS). I will 
be asked to complete a survey about my attitude toward alcohol and other 
substances and a Demographic form, which will take approximately 20 
minutes. Two weeks later I will participate in a patient education workshop, 
Which will involve viewing a CAI on fetal alcohol syndrome. Immediately 
following the workshop, I will complete another survey and Feedback form, 
which will take approximately 20 minutes to complete. I further understand 
this research study does not involve any experimental procedures. 

I understand the risks will be minimal which may include the possibility of 
breach of confidentiality, embarrassment, psychological discomfort or 
fatigue. Confidentiality will be ensured by the following methods. The 
survey will be preassigned a code for data collection only. The identification 
?f participants will be kept confidential. Only the researcher will have the 
information provided by the subject to protect confidentiality. The data will be 
stored until the study is completed. The data will be stored in a secure 
location. The data will be destroyed by shredding following completion of 
the study. 
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I understand that my participation in this research study will be to increase 
knowledge and awareness of attitudes toward alcohol use and patient 
education. I understand the knowledge learned from participation may 
benefit others. 

I understand that my participation is voluntary and that I may withdraw from 
the study at any time. My refusal to participate will involve no penalty or loss 
of benefits to which I am otherwise entitled. 

I understand the researcher will be available to answer any of my questions 
or concerns by pager, phone, or in person. I will be given a copy of the 
dated and signed consent form to keep. 

If a study related problem should occur, or if you have any questions at any 
time about the study, you may contact Dr. John Licciardone's office at (817) 
735-2252. If you have any questions about your rights as a participant in the 
study, you may contact Dr. Jerry McGill, Chairman, Institutional Review 
Board, University of North Texas Health Science Center at Fort Worth at 
(817) 735-2561 for more information. 

The researchers will try to prevent any problem that could occur because of 
this research. I should let the researchers know at once if there is a problem 
and they will help me. I understand, however, that UNTHSCFW or TWU 
does not provide medical services or financial assistance for injuries that 
might happen because I am taking part in this research. 

Signature of Participant Date 

Signature of Researcher Date 
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(Date) 

Dear Medical Student: 

Thank you for considering to participate in this study. The purpose of the study 
will be to determine the changes in attitudes about alcohol and other substance 
abuse among medical students, after the use of a computer assisted instruction 
(CAI) on fetal alcohol syndrome (FAS). It will also ask about your intent to utilize 
the information in the future. 

Your participation in this study is strictly voluntary. It asks you to answer two 
sets of surveys at two different times. One week before the patient education 
workshop you will answer the first set. After the workshop you will answer the 
second set. 

The envelope given to you by the staff today contains the first set of surveys. 
One asks information about you that will be helpful in the study. It is called the 
Demographic Inventory. The other survey will ask you to look at your attitude 
about alcohol and other substance abuse. It is called the Substance Abuse 
Attitude Survey (SAAS). The surveys will take about 15-20 minutes to finish . 

Directions For Answering The Surveys: 

1. The Demographic Inventory: Read each question. Blacken in the box that 
matches the appropriate answer. You will answer ten questions in this section. 

2. The The Substance Abuse Attitude Survey (SAAS): Please read each 
question carefully and answer by blackening in the box that corresponds with 
your answer. It is important to answer every question. You will answer 50 
questions in this section. 

3. When you have finished answering the surveys, put them back in the 
envelope and seal the envelope. Please return the envelope to the staff 
member. 

Thank you for your help with this study. 

c~o~te Student, Texas Woman 's University 
(972) 644-2076, pager (972) 592-2080 
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(Date) 

Dear Medical Student: 

I would like to thank you for participating in this study. As you may recall, the 
study is looking at attitudes toward alcohol and other substance abuse before 
and after utilizing a computer assisted instruction (CAI) on fetal alcohol 
syndrome (FAS). It is time to complete the final survey and feedback form 
packet for this study. 

This envelope contains one survey and a one feedback form. The first survey 
will ask you to look at your attitude about alcohol and other substance abuse. It 
is called the Substance Abuse Attitude Survey (SAAS). The other document is 
the Feedback Form. It will ask you questions about the CAI and how you will 
use the information in the future. The survey and feedback form will take about 
15-20 minutes to finish. 

Your participation in this study remains strictly voluntary. Your name will not be 
reported with the results of this study. If you decide to withdraw from the study 
you will not be penalized in any way. 

I will be happy to answer any of your questions about the study. I can be 
reached at 972-644-2076 or my pager 972-590-2080 during the day. You may 
also contact the Office of Research & Grants Administration at Texas Woman's 
University at 817-820-8700. 

Directions For Answering The Survey And Feedback Form: 

1. The Substance Abuse Attitude Survey (SAAS): Please read each question 
carefully and answer by blackening in the box that corresponds with your 
answer. It is important to answer every question. You will answer 50 questions 
in this section. 

2. The Feedback Form: Please answer each question with a short answer. If 
you have any extra comments, feel free to put them on the form. You will 
answer 15 questions in this section. 

3. When you have finished answering the survey and feedback form, put them 
back in the envelope and seal the envelope. Please return the envelope to the 
staff member. 



Thank you for your continued help in this research study. 

Ctv,~~ 
Carolyn Garver, BED, MED 
Graduate Student, Texas Woman's University 
(972) 644-2076, pager (972) 592-2080 
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1, neict L. Vf.Aclj SJ b--, give carolyn Garver, BED, 
(print name) 

MEO, consent t0 UH the Substanos Abuse Attitude Survey fn her graduate 

dis.sartatlorl research proj~. -~ tw~ 
Sigr.ati.Jre date l 
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Instructions on how to use computer 
assisted instruction {CAI) 

Follow instructions on each 
computer screen. 

Click to continue to neHt screen. 

Rt main menu, click on one topic at 
a time. 

There will be a short true/false 
quiz at the end. 

On final screen, click continue or go 
to File and select quit. 
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USING COMPUTER RSSISTED INSTRUCTION. YOU WILL LERRN TO 
IDENTIFY THE FOLLOWING: 

• WHRT IS KNOUJN RBOUT FETRL RLCOHOL SYNDROME (FRS)/FETRL 
RLCOHOL EFFECT ( FRE) 

• HOUJ RTTITUDES RFFECT PRTIENT EDUCRTION 

• llJHRT WE CRN DO RS HERLTHCRRE PROFESS I ONRLS 
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MAIN MENU 
CLICK ON A TOPIC IN ORDER PRESENTED 

INFORMATION 

ATTITUDES 

PROCESS FOR PREUENTI ON 



Rlcohol is the most commonly used drug in our 
societu. 
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The negatiue effects of alcohol on the 
fetus haue been suspected since 
Biblical times. 
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The term Fetal Alcohol· Synclrame (FRS) or Fetal 
Alcohol Effect (FRE) was first appliecl by Jones 
ancl Smith (1973). 
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FRS/FRE is characterized bu a uarietu of phusical 
and behauioral traits that result from maternal 
alcohol eHposure. 
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Definition of maternal alcohol eHposure: 

Pattern of eHcessiue intake characterized 
bu regular intake, substantial, or 
heauu episodic drinking. 

92 



There is a distinct pattern of malformation. 
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Rssociated with FRS/FHE are long-term 
intellectual and psychological problems 
resulting in a plethora of social, economic and 
medical issues. 
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DAMAGE FROM FAS 

MAY RANGE 

FROM MODERATE TD 

SEUERE? 
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( CORRECT ] 

[INCORRECT] 



Damage from FRS/FRE can range from 
moderate to seuere. 
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The true incidence rate of FRS/FRE is hard to 
determine. 
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In some cases the effects of prenatal 
alcohol eHposure may be different than 
those of FHS. 
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When onJu some of the criteria for FRS are 
met, indiuiduals haue often been described 
as hauing fetal alcohol effect (FRE). 
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The effects of FAS and FRE persist into adolescence 
and adulthood. 



Intellectual impairment is one of the most 
common and serious problems associated with 
FRS. 

D 1il ~ ~ ~ SO IO ~ "2 l'l 100 111 1IO 
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FHS/FHE is now recognized as the leading 
known cause of mental retardation in the 
United States. 
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Safe leuels of alcohol consumption during 
pregnancy haue not been established. 
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FHS has also been called the most 
preuentable cause of mental retardation in 
the western world. 
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Most studies haue shown increasing 
abnormalities with greate_r doses of alcohol and 
full FRS occuring onlu with heauu drinking 
throughout pregnancy. 
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The effects of moderate drinking are more 
subtle and uariable then those caused bg 
heauier drinking. 
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Due to uncertaintu about the effects of euen 
low levels of alcohol eHposure on the fetus, 
abstinence is the best policu. 

107 



108 

lndiuiduals readilU 11 tune in" ta personal attitudes 
and biases held by health professionals. 



Judgemental listening and insensitiue responses 
can impair the establishment of trust and 
rapport. 
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Rtt1tud11 of the h11lth11re profeuiona1 
11111 IDflUIAl:I lnforn1111oa tllat iDdiUIGUals 
are wm1a1 to ,11are during 1ateru1ew1. 
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Hlmost eueruone has had some eHperience with 
alcohol and it has influenced their liues at 
some point. 

111 



We all haue feelings about when 
it is appropriate to use alcohol 
and bg whom. 
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Dur own biases are part of who we are, where 
we come from and are often difficult to mask. 
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It is also important to be culturallu sensitiue. 



BEING JUDGEMENTRL WILL 

INFLUENCE 

PRTI ENTS IN H POSITI UE WHY? 
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[ CORRECT ] 

[INCORRECT] 
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Be readu to hear people in uaur audience eHpress 
ualues. attitudes and beliefs that mau be different 
than uour own. 



Respond to statements of differing ualues, 
attitudes and beliefs in a non-judgemental 
wau. 

117 



Recognize the diuersity of backgrounds and 
eHperiences among people. 
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Recognize how our background and 
eHperiences affect the way we uiew others. 

_. , ,.., ___ . 

'i / 
J 
I ' 

• 
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Find appropriate wags of discussing 
alcohol use in a non-threatening 
manner. 
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Use of alcohol and drugs is 
growing among nation's 
uouth. 
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The National Institute on Hlcohol and HICOhDI 
Hbuse reports more women are drinking than euer 
before. 



It is suggested that alcohol abuse 
during pregnancu presents a risk 
of negatiue effects to as manu as 
58% of eHposed infants. 
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Reducing the preualence of binge, moderate 
and heauu drinking among women of child 
bearing age is an important focus for primaru 
preuention. 
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More communitu inuoluement and 
awareness is a uital component to 
preuention of FRS. 
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Communities must acknowledge, seek 
to understand and address the 
underluing reasons for alcohol use 
among women generally, not just 
during pregnancy. 
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Education on FRS needs to begin at 
least bU earlu adolescence. 
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Media campaigns need to be launched on 
local, state and federal leuels. 
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Screening and prenatal education 
programs need to be deueloped 
that will encourage participation 
bU a greater number of women. 
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Seruices such as counseling, support groups, 
familU planning, parenting classes, financial 
assistance and transportation need to be 
offered regardless of abilitu to pau. 
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Earlu identification of children with 
FRS/FAE is essential. 
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Phusicians and other healthcare 
personnel should be trained to 
recognize the -Phusical 
characteristics associated w·ith 
prenatal ethanol e11posure. 
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Identification is critical because it 
is easier in infancu and early 
childhood when the phgsical signs 
are more pronounced. 
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R critical factor in recognition of 
the problem is accurate 
documentation. 
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Better data on the incidence and 
support sustems for indiuiduals with 
FRS/FHE and other alcohol related 
birth outcomes, will help the efficacu 
of preuention and treatment efforts. 
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R community based approach is 
a keu element in deuelopino 
programs to raise awareness. 

G) 
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I nteruention will be most 
effectiue if implemented earlu 
and prouided as a continuum 
from all aspects of societu. 
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The tragedu for societu is 
that FRS although untreatable 
is completelu preuentable. 
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The US Public Health Seruice in its 
Healthu People 2088 Objectiues set 
a goal to reduce FHS incidence to 
no more than B.12 per 1,eee liue 
births bg the year 2eee. 
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The challenge is in the hands of 
the community and the numerous 
healthcare professionals, who as 
a team, can prouide the tools to 
impact this serious problem of 
alcohol and pregnancu and help 
reduce the incidence of FRS. 
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<:.. 
Final Test Scores 

---

--- ---
--- ---
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H short quiz will follow. 

Rnswer the questions bU 
typing in true or false, then 
hit return. When uou are 
through, click to continue and 
reuiew the information or go 
to File and choose quit. 



The Incidence of FRS Is hard to determine but Is 
Increasing? 

false _. -
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The incidence is hard to determine and is increasing 

Tru again. 



Hauing one or more drinks a dau is not harmful to 
the fetus? 
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Hauing one or more drinks a dag is not harmful to 
the fetus? 

folse 

Correct! Click to continue. 
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You haue reached the end of this 
CHI. 

To go back to the main menu, click 
continue 

or 

Go to File and select quit. 
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Demographic Inventory 
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PART II: Demographics and Clinical Practice TOOAY-S DATE• AGE: SEX: 

I I I I Male C 
The dem09raphJc Information you provide will con• 
tribute to Mure developmenL :o, co, co.:i co, 

y 
co, :o, co.:i Fernalec 

:1:i c1, : 1 :I C 1 J ct, C1> c1.:i 

M c2, C2> C2> 
E c2:i 

c3, c3, c3, c3:, 
c2, · c2, 
:3, c3, 

0 ,,, 
0 

c,, A c,, 

N 
cs, cs, 

R 
cs, 

CS> A cs, cs, 

c,:i c,:i 
cs, cs, 
cs, cs: 

T c7::i y c7:, c7:, 
ca, ca, :a, ca, 

H cg, cg, :9, cg, 

c7.:i c7:, 
ca, cs, 
cg, co: 

HEALTH PROFESSIONAL TYPE AND SPECIALTY: 

F ,rn;ty Prac:tic:e .......... ... c , Ps)cNl:ry ...... • .... .. • ....... • • ........... C 
G.neraJ Internal Med. ... ... C ) Wtfflll Med°cirw/SubaoecillTy ....... .. .. C 

P'fdiallics ................... C ) Su,vety /Subs.>e<:il/ry • .... • .... • .... • .. .. . C 

08/GYN ................... c , 0a'wl' (spec:ify below); ..................... C 

Other ~fessions. rr.ar'I( princ:~al ar.a of worlc: 

~~ .. .•. ·•·.•.•.• .·.·•· .· .· .·•·.·•••·.•.· cc : EQ.Calion ................... . ............... C 
"""·--. • Soc::,IY.orit .. ... . ................... .... ... c 
Pas:oral/C~ ............ c , ~tls:lnet ~ ~ .. . .......... c 

PROFESSIONAL CERTIFICATION: ~ ................... . ............. c 

Oo ~ haV!! a professional certification in c/"iemiea! de;:>ende:,cy by: 

~ Society of ~C:icn MfcC.t>e ... .. .. .......... . . .. . . . .. .. . .... C 

S:a:e <Artifcation in ~Oru;s ........ . . ..... . .......... ............ c 
0:l'lef proftss.iona/ C>";L~:ioti • .. • • .. • . .. .. • • .. . .. • • • • .. • .. .. • .. .. .. .. • • C 

EDUCATION: 
~fy ________________ _ 

Mark ~l".es: ~I ol educ:ation a~..ained: 
H'~Sercol ....... ... ..... . : 4 YHl'J Cofte9e ....... ..... c 
2Y~Cone,ge .... .... ... . ; , t.tu:el'J L,..., ... ........... c 

Otx::oral L""1 .. ............ c 
CURRENT CLINICAL PRACTICE • Briefly describe: 

1. General es:imate of !he pen:ent.19e ol r:ry patients wi!.'i alconol or ot/"ier C~·l'!lat!d problems: 
:O:, Cl= :2: :J:, C42 C5> C6l C l C8> C• 

% : o, c1: :2: cJ: c, , cs, cg, c7 , : a, cs 

2. Le~, ol time treating chemically cepe~nt patien~: 

PROFESSIONAL SATISFACTION: 
Estimate the profeuional satisfaction ~ e.oerience 
treating patients with alc:ohol/drug prooiems: 

:o, c1: c2, cJ• ,,, cs, cg, c, ca, c 
YEA.9S L---~=~>...:,C~1~l ~C~l;...;.C.:r..;.)_c~·=-'~c~s~,;_;c~s~,;_;c~7_,;_;_c..._,......&c 

Ncneal 111 ..... ..... .. .. . . .. c , Modfnlt .................. . C 

~Uftle .. .... ......... .. . c, A Grtat De.a/ ............... c 
$ome ....................... c, No(~ .. ......... .. c 
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APPENDIX J 

Substance Abuse Attitude Survey 
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IDENTIFICATION NUMBER SUBSTANCE ABUSE ATTITUDE SURVEY 
INSTRUCTIONS: This survey has been designed for the purpose of 
assessing attitudes useful 1n the education of physicians and other 
healt h care prot_es_s1on_als. Indicate your degree of agreement or dis
agreement by til ling 1n the appropriate box to the right of each 
statement. USE A #_2 LEAD PENCIL There are no right or wrong 
answers, so work quickly and do not worry over every item. 

c Q o c 1 o : 2 : : 3 0 c 4 o : S o c 6 o c 7 0 
c O o c 1 0 c 2 o c J : c 4 : c S o c 6 o c 7 o 
c Q o c 1 o c 2 o c J o c 4 o c S o c 6 o : 7 o 
c Q o c 1 o c 2 o c J o c 4 0 c S o c 6 o c 7 o 
c Q o c 1 : c 2 o c 3 o c 4 o : 7 0 
c Q : c 1 o c 2 o 

PARTI: 
Attitude 
Statements 

1. A co o is an ef ective socia re axant. 
2. Marijuana should be legalized. 
3. Any drug can be safely used by a person who is mentally healthy. 
4. Almost anyone would turn to drugs if their problems were great enough. 
5. Alcohol is a food, not a drug. 
6. Physicians are an important source of drugs for most users. 
7. Marijuana use leads to mental illness. 
8. Heroin is so addicting that no one can rea lly recover once hetshe becomes an addict. 
9. Smoking leads to marijuana use, which in tum leads to hard drugs. 

10. Clergymen should not drink in public. 
11. Alcoholism is associated with a weak will. 
12. All heroin use leads to addiction. 
13. Daily use of one marijuana cigarette is not .necessarily hannful . 
14. Physicians should not smoke tobacco in front of their patients. 
15. People who use marijuana usually do not respect authority. 
16. The laws governing the use of mari juana and heroin should be the same. 
17. Angry confrontation is necessary in the treatment of alcoholics or drug ~ddicts. 
18. Using any hard drug shortens one's life span. 
19. Tobacco should not be smoked in the rooms where non-smokers are present 
20. Weekend users of drugs will progress to drug abuse. 
21. Tobacco smoking should be allowed in high schools. ;; . . . , .. __ _ 
22. Anyone who is dean-shaven with short hair probably doesn't use illegal drugs. 

· 23, Family involvement is a very important part of the treatment of alcoholism or drug addiction. 
24. Alcohol is so dangerous that it could destroy the youth of our country if it wasn't controlled by law. 
25. A physician who has been addicted to narcotics should not be allowed to practice medicine again. . 

26. Recreational d~g ~e precedes drug abuse. 
27. Lifelong abstinence is a necessary goal in the treatment of alcoholism. 
28. Drug addiction is a treatable illness. 
29. Alcoholism is a treatable illness. 
30. Street pushers are the initial source of drugs for young people. 
31. Personal use of drugs should be legal in the confineS of one's own home 
32. People who dress in hippie-style clothing usually use psychedelic drugs. 
33. A hospital is the best place to treat an alcoholic or drug addict ...... _ . . . 
34. Group therapy is very important in the treatment of alcoholism or drug addiction. 
35. Most alcohol_ and drug dependent persons are unpleasant to work with as patients. 
36. It can be normal for a teenager to experiment with drugs. 
37. Once a person becomes drug-free through treatment, he can never become a social user. 
38. Paraprofessional counselors can provide effective treatment for alcohol or drug abusers. 
39. Long-tenn outpatient treatment is necessary for the treatment of drug addiction. 
40. An alcohol or drug dependent person who has relapsed several times probably cannot be treated. 

41. Marijuana use among teenagers can be healthy experimentation. 
42. Urine drug screening can be an important part of drug abuse treatment. 
43. Physicians who diagnose alcoholism early improve the chance of treatment success. 
44. Alcohol and drug abusers should only be treated by special ists in that field. 
45. The best way for a physician to treat an alcohol or drug clependent patient is to refer them to a 

good treatment program. 
46. Persons convicted of sale of ill icit drugs should not be eligible for parole. 
47. Chronic alcoholics who refuse treatment should be legally committed to long-term treatment 
48. An alcohol or drug dependent person cannot be helped until hetshe has hit "rock bottom." 
49. Once an alcohol or drug dependent patient is abstinent and off all medication, no further contact 

with a physician is necessary. 
50. Parents should teach their children how to use alcohol. 

c u o 

c o o c u o 

c o o c d o c U o 

c o o c d o c u o 

cO o c do c u o 

c O o c d o c U o 

c O o c d o cuo 

c O J c d o c U J 

c o o c do c UJ 

c O o c d o c u o 

c o o c do cuo 

c O :i c d o c U o 

c O o c: d o c: U o 

c O o c d o c u o 

c o o c: d , c u o 

c O o c d o CU J 

c o o c d o c u o 

c o o c d o c U o 

c o o c d o c Uo 

c O o c d o : U o 

c O o c: d o c u o 

c o o c d o c u o 

c o o cd o c U o 

c O o c d o c u o 

c o o c d o c UJ 

c o o c d o c u o 

c o o c d o c u o 

c O J c d o c u , 

c O J c: d o c U J 

c o o c d o c u o 

c o o c d o c U J 

c o o c d ::, c u o 

c o o c d o cu o 

c o o c d , c U J 

c O o c d J c u o 

c O J c d o C U :i 

c o o c d J c u o 

c O o c d o c u o 

c O o c: d o c u o 

c o , c d o c U J 

c o o c d o c u o 

c o : c d o c U o 

c o o c d J c u o 

c O = e d s CU J 

c o o c d o c u o 

c O :, c d = CU 0 

c O o c d J C U :J 

c o o c d ::, : u o 

c O J c d :, CU 0 

: o , : d e CU J 
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APPENDIX K 

Feedback Form 
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Software Evaluation 

(1) Engagement 

Were the tasks you ere asked to do about the right level for you? 

Was there enough variety? 

Did the product seem relevant to real life? 

Was it always clear where you were in this product? 

Was it enjoyable? 

Was it interesting? 

Was it challenging ? 

Did you feel that you had achieved (or could achieve) something with this product? 

Would you want to use the product again? 

(2) Interactivity 

Did the product give you enough opportunity to choose and enter things? 

When you weren't making choices, was it still interesting? 

Did you ever feel that you were making choices just for the sake of it? 

Did you feel that you could decide what you wanted to do? 

Could you choose which route you wanted to take that was most relevant to you? 

When you were using this product did you feel that you were basically in control? 

Was it easy to make choices with the equipment provided? 

(3) Tailorability 

Did you feel that you could alter things sometimes to suite you personally? For example. 
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-turn down the volume? Change the colors? ~et up new ways of doing things? - save vour own 
work?- work at the right level? - get the just the right level of help (say, for a new use;)? 

( 4) Appropri.ateness of the Multi Media Mix 

Did you feel that the various features (e.g. text, sound, graphics, video , etc .) worked well 
together, or did one (or two) crowd the others out? 



If there was video or graphics, did the size seem OK? 

If there was audio, was the sound quality good enough? 
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In this case, do you think that having extra features like sound, video, pictures, etc,) would 
help you to learn? 

Do you think that having extra features like sound, video, pictures, etc,) made the product 
more enjoyable and interesting? 

(5) Mode and style of interaction 

Did the use of the mouse, keyboard or trackerball (etc.) seem natural when using the product 
or did it restrict you in any way? 

Did the use of the mouse, keyboard or trackerball (etc.) make using the product more enjoyable 
or interesting? 

Did you like the way that you made choices (e.g. from the menu, etc.)? 

Did the way choices were made alter how you felt about the software , (that is, did they make it 
more or less interesting or enjoyable)? 

(6) Quality of interaction 

Were you always certain how to proceed? 

How do you feel about the screen displays? 

Was everything always clearly laid out? 

Did you get the sense of where this product might fit into your own personal educational 

scheme? 

Did the software ever bother you or confuse you or just mystify you, perhaps because of the 

language or examples used? 

Was it racist or sexist? 

(7) Quality of end-user interfaces 

How did you feel about the way in which informa~ion w.as prese~ted to you? 
Did you always know how to make important choices, like , -movmg from one part to another? 

Did you feel that there was a regular way of moving about the package? 

If icons were use, 
How did you feel about using the icons? 

Was it fairly obvious how to use each one? 



(8) Learning sty/,es 

What do you think this product was trying to be? 
---~A book? 
----i~tutor? 
----A reference book? 
___ A tool? 
Etc . 
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Were you able to bring to this product other skills you had already acquired in the outside 
world or from other computer packages? 

(9) Moniwring and assessment techniques 

Did this product help you assess how you were getting on? 

Did you think this product would help you to set goals for yourself? 

(10) Built-in intelligence 

Did you get any extra help from this product because it seemed to remember what you did in 
the past? 

(11) Suitability for sing/,e user I group/ distributed use 

If used with a group of people, 
Did this software help you work together as a group? 

Did it help you cooperate with one another? 

Did it help you to assess how well you were doing? 

(12) Outstanding strengths and attractive features 

Is there one thing that stand out as being rally good about this product? 

(13) Outstanding limitation and weaknesses 

Is there one thing that stand out as being rally bad about this product? 




