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Mission Statement 
 
 
The mission of the Michigan Journal of Public Health is to promote public health practice, 
research and policy with specific focus on Michigan and the Great Lakes Region.  We encourage 
contributions from the field of practice, original research, opinion and commentary.  It is the 
expressed interest of this Journal to encourage dissemination from the field of public health 
practice. 
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journal. The members of the Editorial Board are solicited from among public health practitioners 
and researchers, and approved by the Board of MPHA. MJPH Editorial Board members must 
also be members of MPHA and serve three year terms. 
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Author Guidelines 
 
STYLE: 
 
APA, 12 point font, Times New Roman double spaced, and, 1” margin. We offer a variety of 
submission categories in order to welcome a varied audience within public health.  
 
SUBMISSION CATEGORIES: 
 
Research and Practice Articles (up to 15 pages or 3500 excluding references, words in main 
text, a total of 4 standard digital photographs/tables/figures, and a structured abstract of 180 
words) report the results of original quantitative or qualitative public health research.  These may 
include, but are not limited to: evaluations/reports, demonstrations of innovative programs, best 
practice, exemplars/community-engaged scholarship, service learning, emerging problems, 
evidence-based practice and preliminary findings.  
 
Commentaries (up to 10 pages or 2500 words in main text, 2 tables/figures, and an unstructured 
abstract of 120 words) include scholarly essays, critical analyses, and policy papers. 
 
Analytic Essays (up to 15 pages or 3500 words excluding references, in main text, a total of 4 
standard digital photographs/tables/figures, and an unstructured abstract of 120 words) provide a 
forum for critical analyses of public health issues from disciplines other than the biomedical 
sciences, including, but not limited to: the social sciences, human rights, and ethics.  
 
Briefs (up to 4 pages or 500 words excluding references, in main text, 2 tables/figures, and an 
abstract of up to 80 words) provide preliminary or novel findings.  
 
Editorials (may not exceed 1,200 words) are solicited based on recommendations from the 
Editorial Board, or members of MPHA.  All recommendations require approval from the MJPH 
Editorial Board.  
 
Letters to MJPH (must not exceed 400 words and contain no more than 10 references) are 
encouraged by our readers. Letters may include any public health topic.  
 
SUBMISSION FORM: 
 
All authors must sign and submit via surface mail the submission form along with a draft article.  
The form is available at: 
 
 http://www.mipha.org/PHJournal/MJPH%20MANUSCRIPT%20SUBMISSION%20FORM.pdf 
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Notes from the Field 
  

“Notes from the Field” invites submissions of new or emerging issues, and underrepresented 
voices in community and public health. This category is designed to promote the exchange of 
ideas and practices amongst public health practitioners, thus, perspectives on new or effective 
community/field practices are encouraged.   
 
“Notes” is also intended to enhance sharing insights, issues, innovations and new approaches to 
our shared problems. So, “Notes” will often not be considered research projects.  
 
“Notes” are not subjected to the normal peer review process of practice and research articles, but 
may be sent for content review at the discretion of the editor. 
 
Authors should be aware that some information/data in Notes from the Field may require IRB 
and/or HIPAA review. 
 
Submissions may be up to 750 words. 
 
 
 
SUBMISSION FORMAT: 

 
“Notes”: Submit 750 words or less in a common electronic text format. No more than two 
graphics may be included. Graphics include pictures, charts, graphs and tables. 
 
References: Limit references to those essential for scholarship or further follow-up by readers. 
Follow APA format. If the reference is not a book or an article, provide all the information that 
you can: page numbers, web site, e-mail address, radio show, manual, personal correspondence, 
videotape, and so on. 
 
Resources: Provide a separate list, or refer in the text to the location of available educational 
materials or community tools that you found especially helpful. If you would like the resource 
posted with the electronic version of the journal on the MPHA website, provide it with the 
submission. 
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In writing please follow these prompts: 
 
Title: Write short, catchy titles that capture the reader's attention and highlight the uniqueness of 
the program. 
 
Overview: In the first paragraph, give a brief overview of  

 problem addressed;  
 policy issues involved (local, state, federal, organizational);  
 geographic location and the populations targeted;  
 approach used to resolve the problem; and  
 results obtained. 

 
Description: Provide enough detailed information about the program/policy/issue to enable the 
reader to decide whether this effort could be replicated and what resources it would take to do so. 
Mention the history of the program/policy/issue and, if relevant, describe the key stages in 
program/policy/issue development, from acquisition of resources to current operational status. 
Interesting or unusual aspects of the program that merit a more detailed description, such as 
participant perspectives, staffing needs, volunteer training, special problems and solutions, or 
compelling situations may merit a more detailed description under a separate heading or as a 
sidebar box to the article. 
 
Discussion and Evaluation: Summarize the evidence for the program/policy/issue's 
effectiveness. What has been most successful and most disappointing in your appraisal? What 
could have been done differently? What additional resources would have helped? Be explicit 
about funding sources and program/policy/issue costs. 
 
Next Steps: Assess the viability/sustainability of the program and future challenges and 
opportunities. Comment on practical experiences and implications for other programs. 
 
Key Findings: Use 3 or 4 bullets to highlight key outcomes and public health implications of the 
program. Write in lay terms easily understood by policymakers, the media, and readers outside 
of the field of public health.  
 
Send only electronic submissions to: 
 
Greg Cline, PhD, Editor 
clinegr@gvsu.edu  
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EDITORIAL 
 
Welcome to another issue of the Michigan Journal of Public Health! We are very pleased to 
begin this issue with a Guest Editorial on H1N1 and Michigan.  
 
We also debut our new submission category Notes from the Field. Two Notes contributions 
complement eachother by illustrating a community health initiative on colon health.  A third 
Notes describes an alcohol prevention program.   
 
The  Research and Practice article provides additional perspective on alcohol issues, 
specifically an intervention to prevent fetal alcohol syndrome.   
 
The Michigan Journal of Public Health is launching an occasional series entitled “State of 
Affairs.” Each article will assess the state of practice and research within an issue area. Members 
of the Editorial Board and interested members of MPHA may volunteer to champion each issue 
area by selecting and interviewing a panel of national and state experts and posing a set of 
questions regarding regular practice, emerging practices and current research pertaining to that 
issue area. The responses from the panel will be drafted into a conversational article and 
published in an issue of MJPH.  State of Affairs seeks to capture recent knowledge and the state 
of affairs within specific topic areas of public health and the public health system as these topics 
are manifested in Michigan & the Great Lakes region.  
 
The ultimate purpose is to provide a better understanding and jump start dialog for public health 
practitioners and researchers concerning topics that are beyond their immediate interest area but 
affect the public's health.   We introduce our series on State of Affairs with an early fall of 2009 
standpoint on the H1N1 pandemic from cross-border and local public health perspectives. 
 
Lastly, I am standing down as the Editor of MJPH at the end of this calendar year. We will elect 
a new Editor, to be announced to the MPHA membership in January 2010. My five year run  has 
been a tremendous learning experience and affirmation of faith in our vibrant world of local, 
state and academic public health in Michigan! 
 
As always you may e-mail your comments, feedback and letters to me at clinegr@gvsu.edu. 
 
 
Greg Cline, PhD 
MJPH Editor 
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GUEST EDITORIAL 
 

H1N1 and Michigan 
 

Violanda Grigorescu, MD, MSPH 
Michigan Department of Community Health 

 
The first 2009 pandemic influenza A (H1N1) virus infections were identified in the United States 
in April 2009 as reported by the Centers for Disease Control and Prevention (CDC, MMWR, 
September 18, 2009 / 58(36);1009-1012). The 2009 novel H1N1 Influenza (sometimes called 
"swine flu") is a new influenza virus causing illness in people. This virus is spreading from 
person-to-person worldwide, in much the same way that seasonal influenza viruses spread.  
 
In addition and in response to the emergence and spread of the pandemic H1N1 virus, in April 
2009 the states and CDC implemented line-listed reporting for cases of novel H1N1 that was 
added to the CDC's National Influenza Surveillance System that monitors influenza viruses and 
the geographic spread and level of influenza activity. In May, this system transitioned to include 
aggregate counts of novel H1N1 influenza cases, hospitalizations, and deaths.  
 
On September 15, 2009, four influenza vaccine manufacturers received approval from the Food 
and Drug Administration for use of influenza A (H1N1) 2009 monovalent vaccines in the 
prevention of influenza caused by the 2009 pandemic influenza A (H1N1) virus. CDC's 
Advisory Committee on Immunization Practices has made recommendations previously for 
which persons should be the initial targets for immunization with influenza A (H1N1) 2009 
monovalent vaccines and issued guidelines on decisions for expansion of vaccination efforts to 
other population groups. Children aged 6 months--9 years receiving influenza A (H1N1) 2009 
monovalent vaccines should receive 2 doses, with doses separated by approximately 4 weeks; 
persons aged ≥10 years should receive 1 dose. 
 
The Michigan Department of Community Health (MDCH) has responded promptly to the 
national recommendations and guidance on preparing in the event of flu pandemic. On August 
17 and September 18, the Department released guidance for healthcare providers, laboratory 
professionals and public health personnel regarding appropriate patients for influenza testing at 
the MDCH lab and reporting of influenza hospitalizations and deaths. The guidance is available 
at: http://www.michigan.gov/h1n1flu.  
 
Flu symptoms are similar for both seasonal and novel strains:  
                                                                                                               

 A fever in excess of 100 degrees  
 Body aches 
 Constantly tired  
 Dizziness 
 Frequent dehydration 
 Vomiting                                                                                                                                                        
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There are several steps people can take on a daily basis to help prevent the spread of germs that 
cause respiratory illnesses such as the flu:           
                                                                                       

 Wash hands often with soap and water. If soap and water are not available, use an 
alcohol-based hand sanitizer 

 Cover nose and mouth with a tissue when you cough or sneeze, and throw the tissue in 
the trash after you use it.  

 Avoid touching eyes, nose or mouth   
 Try to avoid close contact with sick people  

                                                                                                                                                                                    
However, the most effective prevention measure is to get vaccinated. The MDCH encourages 
people to check with their health care provider or local health department regarding vaccine 
availability. 
 
More information about flu in Michigan can be found on the MDCH website: 
http://www.michigan.gov/h1n1flu. 
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RESEARCH AND PRACTICE 
 

Using Motivational Interviewing in Public Health Practice to  
Prevent Fetal Alcohol Syndrome 

 
Lisa J. Ficker 

Wayne State University 
 

Cheryl Lauber 
Michigan Department of Community Health 

 
Sandra L. King, Jewell Akins, Dranoel Knox, and William Ridella 

Detroit Department of Health and Wellness Promotion 
 
 
ABSTRACT: 
 
Background:  Surveys of women in prenatal care at busy clinics in Detroit, Michigan have 
reported 12.5% continue to drink during pregnancy (Flynn et al, 2003) and women in substance 
abuse treatment programs in Wayne County, MI have an incidence rate for Fetal Alcohol 
Syndrome (FAS) of 4 in 1,000 births, double the national prevalence rate of FAS.  The goal of 
the current study was to intervene with women at high risk for an alcohol-exposed pregnancy 
using techniques of Brief Motivational Interviewing (BMI) in a verbal and written format.   
 
Methods:  One third (33%) of 1,784 women screened at Detroit Department of Health and 
Wellness Promotion (DHWP) primary health care clinics and HIV/AIDS-STD clinic were found 
to be at risk of an alcohol exposed pregnancy defined as binge drinking (at least 4 drinks per 
occasion) or heavy drinking (8 or more drinks per week) in the last three months, while they 
were having sex with inconsistent or no contraception.  This intervention utilized Brief 
Motivational Interviewing (BMI) and developed written materials based on the principles of 
BMI to 1) assess readiness for change, 2) strengthen motivation to change, and 3) provide an 
individualized change plan.  For women who received the Individual Level Intervention (n = 77), 
four sessions of BMI were conducted (two in-person, two via telephone) over a six-month 
period.  A Self-Guided Change version of the intervention (Community Level Intervention) was 
offered for women (n = 327) who preferred to utilize the materials at home and receive two 
follow-up telephone calls following baseline interview, also during a six-month period. 
 
Results:  Both strategies, based on principles of Motivational Interviewing, have been shown to 
be effective in reducing drinking and increasing contraceptive use.  Out of the 404 women 
participating in the program, 310 (77%) women completed at least one follow-up and were 
included in the analyses.  Overall, 59.9% of the women enrolled in both interventions were no 
longer at risk for an alcohol-exposed pregnancy at the end of the intervention six months later. 
 
Conclusion:  Brief Motivational Interviewing, delivered verbally or in a written format, is an 
effective method of reducing women’s risky behaviors for an alcohol exposed pregnancy.  The 
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Individual Level Intervention that included 2 face-to-face sessions resulted in less attrition than 
the Self-Guided Change version which relied on phone and mail contact only. 
 
Key Words:  Prevention, Fetal Alcohol, African American, Women, Contraception, Pregnancy 
 

 
The U.S. Surgeon General has warned pregnant women and women who may become pregnant 
to abstain from alcohol consumption in order to eliminate the chance of giving birth to a baby 
with any of the harmful effects of Fetal Alcohol Spectrum Disorders (FASD). FASD is an 
umbrella term that describes the full range of birth defects caused by prenatal alcohol exposure. 
The spectrum ranges from mild and subtle defects, such as a slight learning disability and/or 
physical abnormality, to the most severe degree known as Fetal Alcohol Syndrome (FAS).  FAS 
can include severe learning disabilities, growth deficiencies, abnormal facial features, and central 
nervous system disorders. The risk of a baby being born with any of the disorders increases with 
the amount of alcohol the pregnant woman drinks; as does the likely severity of the conditions. 
In addition, studies indicate that a baby could be affected by alcohol consumption within the 
earliest weeks after conception, even before a woman knows that she is pregnant (American 
Academy of Pediatrics Committee on Substance Abuse and Committee on Children with 
Disabilities, 2000.)  
 
The prevalence of FAS is approximately 2 of every 1,000 live births in the U.S. (May & 
Gossage, 2001) while the prevalence of a FASD is about 1 per 100 live births. Other studies have 
demonstrated that prevalence estimates of FAS in disadvantaged groups and minorities are as 
high as 3-5 per 1,000 children (Sampson, et al., 1997; Bertrand, et al., 2004).  The brain damage 
caused by alcohol is not reversible.  Affected individuals typically have lifelong behavioral, 
learning, and emotional consequences.  
 
A recent surveillance project found that between 2000 and 2004, there were 10,224 women, ages 
14 to 54, admitted to Substance Abuse Treatment programs in Wayne County,  

 
Michigan (FASPP Surveillance Component, 2004).  About 50% of the women listed alcohol as  
one of the three major substances of abuse.  There were 1,640 (16.1%) women who were 
pregnant at admission, just prior to admission or just after admission. These women were linked 
to 2,144 live births.  Out of these births, 562 (26%) were found in the Michigan Birth Defects 
Registry.  The preliminary incidence rate for FAS was 4.1 per 1,000 live births, double the 
national prevalence rates.  The data also demonstrated much higher rates of the following 
abnormalities:  a) babies born small for gestational age, b) overall birth defects, 
c) microcephalus, and d) infant deaths.   
 
The Michigan Pregnancy Risk Assessment Monitoring Survey (PRAMS, 2005) has consistently 
found 49% of women drank prior to pregnancy and 5% report drinking during the last trimester.  
Surveys of women in prenatal care at busy clinics in Detroit have reported 12.5% continue to 
drink during pregnancy (Flynn et al, 2003).  In Wayne County, Michigan, the following 
characteristics describe the population of 1,640 pregnant women linked to substance abuse 
treatment (FASPP Surveillance Component, 2004):    
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• African American (66%)                    
• 21-44 years of age (97%)                   
• Unemployed (74%)   
• High school education or more (50%) 
• Never been married (77%) 
• At least one dependent (58%)   
• Had previous treatment (48%) 
• Average days of alcohol use-10.33 days for the 30-day period prior to admission.   

 
Fifty-six percent of women report not using contraception prior to the target pregnancy 
(PRAMS, 2003).  In addition, more than 40% of the target pregnancies were unintended.  Health 
beliefs and cultural norms influence the use of contraceptives particularly in minority 
populations (Project CHOICES Intervention Research Group, 2003). Thus, many pregnancies 
are at risk of alcohol exposure in women who drink regularly and who do not use an effective 
contraceptive method consistently. 
 
The Michigan Department of Community Health (MDCH) received grant funding from the 
Centers for Disease Control and Prevention (CDC) for a cooperative agreement to field test a 
Fetal Alcohol Syndrome Prevention strategy in the City of Detroit (FASPP Intervention 
Component, 2004).  Funding began in 2004 and will end in 2009 and the CDC FASPP grant had 
three distinct areas of focus:  surveillance, diagnosis, and prevention intervention.  The 
intervention project described herein targets women of childbearing age in this urban area who 
drink heavily and use birth control methods inconsistently.  These women are at risk of an 
alcohol-exposed pregnancy (AEP) because they could have an unrecognized pregnancy while 
continuing to drink.  Much damage can be done to organs in the early stage of development 
during the first trimester of pregnancy. 
 
The project mirrors the successful prevention intervention titled Project CHOICES: Changing 
High-Risk AlcOhol Use and Increasing Contraception Effectiveness Study (Floyd, et al., 2007).  
The intervention used two strategies to motivate women to reduce drinking to low levels and 
improve contraceptive use in order to reduce the incidence of an unintended pregnancy that 
exposes a fetus to alcohol early in fetal development.  One strategy relies on evidence-based 
Brief Motivational Interviewing (BMI) techniques that have demonstrated effectiveness in 
clinical settings to reduce risky alcohol consumption (Miller & Rollnick, 2002).  BMI has been 
effectively used in a public health setting to promote HIV risk-reduction practices, such as 
condom use among low-income urban women (Belcher, et.al., 1998).  An alternative strategy 
used by the project is self-paced motivational change materials being mailed to the participants 
(i.e., same materials used with BMI intervention).  This strategy, known as Self Guided Change 
(SGC), has been shown to be effective in a community based setting in Florida (Sobell, et al, 
2002). 
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METHOD: 
 
Procedure 
The Michigan Fetal Alcohol Syndrome Prevention Project (FASPP Intervention Component, 
2004) funded by the CDC recruited women in public health clinics such as family planning 
clinics and STD/HIV-AIDS clinic at the Detroit Department of Health and Wellness Promotion 
(DHWP).  Small incentive gifts (e.g., nail files, condom key chains) were given out to women 
who were willing to screen for eligibility.  A media campaign was also pursued in local 
newspapers, magazines, and one radio station to invite women between the ages of 18 and 44 
years old to call in and screen to find out if they were eligible.  Eligibility criteria were kept 
strictly confidential.  To be eligible, women had to be between the ages of 18 and 44 years old, 
be sexually active (e.g., have had sex at least once in the past three months), use birth control 
inconsistently, and have engaged in binge drinking behavior in the past three months (binge = 4 
or more drinks on one occasion) or heavy drinking defined as 8 or more standard drinks per 
week.  Already being pregnant, being diagnosed as infertile, or having had a hysterectomy were 
exclusionary criteria, because the intervention was designed to take place during the 
interconceptional period.  If a woman became pregnant during the intervention, she was retained 
in the intervention. 
 
The FASPP applied for and received approval as a service program from the Internal Review 
Board of the Michigan Department of Community Health.  Prior to participating in the 
intervention, each woman signed an informed consent statement, which described the program 
comprehensively, as well as stating details of their rights to privacy and confidentiality, and the 
right to refuse to answer any question or drop out of the program at any time.  A copy of the 
consent form was mailed to the clients who participated over the telephone after verbal consent 
was obtained.  Each participant was assigned an identification number and all her personal 
information was kept in a locked file under her assigned number with no other descriptive or 
identifying information. 
 
The Brief Motivational Interviewing (BMI) intervention developed written materials based on 
the Project CHOICES intervention model which utilizes BMI to assess readiness for change, 
provide a dialogue that strengthens the motivation to change, and sets up an individualized 
change plan.  After the initial session with an interventionist, three follow-up sessions were 
provided (one in-person, two via telephone) to continue the Motivational Interviewing and 
conduct assessment of drinking, sexual frequency, and contraceptive activity.  After the 
participant completes each session of the intervention, she receives an incentive gift that 
increases in value (a tote bag, bath kit, $20 Target Store gift card, and $25 Payless Shoe Store 
gift card).  The follow-up sessions included a motivational component as well as an assessment 
component.  Follow-up sessions were scheduled to take place one month after the initial meeting 
(in person), 3 months after the initial meeting (by phone), and 6 months after the initial meeting 
(by phone). 
 
A self-guided change version of the intervention was offered for women who wanted to utilize 
the materials at home and receive two follow-up telephone calls following baseline telephone 
interview.  Women in this group were assessed at three time points and the project materials 
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were mailed to them.  They received an offer to explain the intervention materials but did not 
receive any motivational interviewing and did not meet with the FAS prevention specialist in 
person.  The same incentive gifts were utilized as in the BMI Intervention.  The follow-up phone 
calls were conducted for the purpose of assessment of behavior change.  The phone follow-ups 
were scheduled 3 months after the initial phone call, and 6 months after the initial phone call. 
 
Materials 
A workbook entitled Personal CHOICES, based on the spirit and principles of Motivational 
Interviewing, was created to provide feedback to the women about:  

1) Their personal risk level for having an alcohol exposed pregnancy, 
2) How their drinking compared to other women in the United States,  
3) The pros and cons of drinking alcohol and using contraception,  
4) Assessing their readiness for change, and  
5) Setting goals and contracting.   
 

The workbook also provides a summary of facts about FAS and FASD, risky drinking, and 
pregnancy.  One unique aspect of the workbook is that the art work chosen for it was culturally 
relevant for African American women and it included instructions in a conversational question 
and answer format. 
 
A journal to track target behaviors included on the last two pages, provides women with a 
convenient way to track their risky behaviors over six months.  Each page of the journal provides 
space to record the number of alcohol drinks consumed for that day, whether or not they had sex, 
and the contraception method used (if any).  The participants were asked to track their at-risk 
behaviors for a period of one month between the first and second meeting with a FAS Prevention 
Specialist. 
 
Literature about FAS and FASD were provided to the women as resources, including a pamphlet 
from a clinic at Children’s Hospital of Michigan, which provides assessment of FAS and FASD.  
In addition, a full list of community resources was made available to the clients for information 
about services ranging from low-cost substance abuse treatment locations, psychological care, 
domestic violence shelters, free legal help, and local women’s resource centers and support 
groups. 
Participants 
 
The majority of the sample are African American (87.4%), single (64.6%), and live in a 
household with less than $20,000 annual income (66.7%).  The average age of the women is 30.9 
years (SD = 7.6 years) and average education was 13 years (SD = 5 years).  Approximately one 
third of the sample had a high school education (34.4%), forty-nine participants (15.9%) had less 
than a high school education.  Almost one half the sample was better educated with either some 
college (41.9%) or a bachelor’s or master’s degree (7.4%).  The largest age group of the 18 – 44 
year olds eligible to participate was the 25-34 year age range (41.4%).  See Table 1 for additional 
details. 
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Table 1: 
Participant Sociodemographic Characteristics  
 
Participant Characteristic   Percentage (Number) 
Age 
 18 – 24 years 23.6% (73) 
 25 – 34 years 41.4%  (128) 
 35 – 44 years 35.0% (108) 

Marital Status 
 Single, never married 66.6% (269) 
 Married 8.4% (34) 
 Living Together 14.6% (59) 
 Separated/Divorced/Widowed 9.9% (40) 

Race 
 Native American .2% (1) 
 Asian/Pacific Islander 1.4% (6) 
 African American 86.6% (350) 
 White 5.0% (20) 
 Multi-Racial 3.2% (13) 

Education 
 Less than high school 17.3% (70) 
 High school graduate/GED 34.9% (141) 
 Some college 39.4% (159) 
 College graduate or higher 7.9% (32) 

Employed 
 Yes 41.8% (169) 
 No 37.1% (150) 
 Student 15.8% (64) 
 Unable to work/Disabled 4.2% (17) 

Income 
 Less than $20,000 59.7% (241) 
 $20,000 or more 26.0% (105) 
 
 
Slightly more than half of the participants had not used an effective contraceptive method in the 
past 3 months (53%) and the average number of binge drinking episodes ( 4 drinks per 
occasion) during the same time period was 18.7 binges (median = 10) with an average number of 
drinks in a binge of 10.4 (median = 8 drinks).  In addition, approximately half the sample (53%) 
were heavy drinkers (8+ drinks per week) and the average number of drinks per week was 25.4 
(median = 16.8 drinks per week).  A small number of participants (n = 6) did not ever binge 
drink (1-3 drinks per occasion) but were eligible as heavy drinkers because they regularly drank 
eight or more drinks per week.  Exactly one-half the sample did not use any contraception (50%) 
or relied on non-device methods such as rhythm (1.0%) or withdrawal (2.7%).  Details of 
baseline contraception and drinking behaviors can be found in Table 2.   
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Table 2: 
Summary of Baseline Risky, Behaviors for last 90 days 
 
Participant Characteristic    %  # 
 
Contraception Use 
Used contraception, but ineffectively 47.0% (190) 
 
Used no contraception 53.0% (214) 
 
Alcohol Use 
History of treatment for alcohol/drug problems 13.4% (54) 
 
Heavy Drinkers (8+ drinks per week) 50.5% (204) 
 
Number of Binge Episodes in past 90 days 
 None  1.5% (6) 
 Once a month or less (1-3 binges) 30.7% (124) 
 More than once a month (4-11 binges) 20.8% (84) 
 One – two binges/week (12-24 binges) 21.5% (87) 
 Three-four binges/week (25-48 binges) 16.6% (67) 
 Five + binges/week (50 – 90 binges) 8.9% (36) 
 Mean 18.7 (sd = 21.9 binges) 
 Median 10.0 binges past 90 days 
 
Most Drinks per Occasion in past 90 days 
 1-3 drinks 1.5% (6) 
 4-6 drinks 41.8% (169) 
 7-10 drinks 23.0% (93) 
 11-20 drinks 23.5% (95) 
 21-64 drinks 10.2% (41) 
 Mean 10.4 (sd = 7.7 drinks) 
 Median 8.0 drinks per occasion 
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RESULTS: 
 
Almost 2,000 women (n = 2,054) were screened for eligibility.  Of these, 1,650 did not meet 
inclusion criteria (1,394 were excluded and 256 declined participation).  Approximately one in 
four women screened was eligible for the intervention.  Slightly over 400 (n = 404) women were 
accepted into the FASPP Intervention program with 77 enrolled in the Brief Motivational 
Interviewing intervention to meet face-to-face with the clinician, and 327 enrolled in the Self-
Guided Change intervention to receive information through the mail.  See Figure 1 for details. 
 
Of the 404 participants enrolled in the intervention, 310 (76.7%) received at least one follow-up 
and 264 (65.3%) completed the intervention. The Individual Level Intervention (BMI) had 
84.4% retention and the Community Level Intervention (Self-Guided Change) had 74.9% 
retention.  Women who did not complete the intervention were significantly younger than those 
who did complete the intervention (t = 2.03 (355), p < .05) and were significantly more likely to 
have a household income of over $20,000 per year (2 = 6.88 (2), p < .05). 
 
Figure 1: 
Study flow of Fetal Alcohol Prevention Project at DHWP.  
 *BMI = Brief Motivational Interviewing  **SGC = Self-Guided Change 
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FASPP Results:  To be considered a successful intervention and reduce or eliminate the risk of 
an alcohol exposed pregnancy, the participants had to change only one behavior (i.e., reduce 
alcohol consumption below risky levels OR consistently use contraception).  Risky level 
drinking is defined as 7 or more drinks per week or 4 or more drinks on one occasion.  
Approximately 25% of the women who enrolled in the intervention endorsed a desire to get 
pregnant and they were encouraged to eliminate alcohol completely, rather than just eliminating 
risky levels of drinking.  Another group of FASPP intervention participants did not remain 
sexually active throughout the six month follow-up period (n = 60; 14.9%).  These included a 
number of women who reported that they chose abstinence as a form of birth control and/or as 
part of their recovery program as recommended by Alcoholics Anonymous or other substance 
abuse treatment protocol.  By the last follow-up, 39 (9%) of the sample reported that they had 
enrolled in an inpatient or outpatient substance abuse treatment program. 
 
These analyses counted the women (n = 20) who got pregnant as treatment failures (e.g., as 
being at risk for an AEP) because they had been binge drinking immediately prior to pregnancy 
and may have binged before becoming aware of the pregnancy.   Only one-half of the 
participants who became pregnant reported that they were actively trying to get pregnant and 
reducing alcohol consumption accordingly.  All of the women who became pregnant abstained 
from alcohol as soon as they found out they were pregnant (except one woman who reported 
drinking on one occasion).  A summary of overall FASPP results can be found in Figure 2. 
 
Brief Motivational Interviewing-Individual Level Results:  Of the 77 women enrolled in the 
Individual Level intervention, 60 women completed the intervention.  Almost three-fourths (n = 
55, 71.4%) of these women had reduced their risk for an alcohol exposed pregnancy by the last 
follow-up meaning that they reduced their alcohol consumption to below risky levels, eliminated 
binge drinking and/or used a contraceptive consistently (100% of the time) for 30 days.  
Approximately half of the women (49.0%) were no longer at risk, i.e., no binge drinking for 90 
days and/or 100% consistent, effective contraceptive use for 90 days.  See Table 3 for details. 
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Table 3: 
FASPP Brief Motivational Interviewing Results (n = 77) 
 
Brief Motivational Interviewing 1st Follow-up 2nd Follow-up   3rd Follow-up 
(n = 77) Session Session Session 
 Risk Outcomes (%  or n) (n = 42) (n = 60) (n = 60) 
 Lost to Follow-up (n = 35) (n = 17) (n = 17) 
 

Reduced Risk Drinking 39.0% 53.2% 49.3% 
90 day reduced risk drinking  (n) - (39) (28) 
30 day reduced risk drinking  (n) (30) (2) (10) 
Binging and/or 8+drinks/week (n)  (8) (15) (15)  
 

Increased Effective Contraception 26.0% 41.6% 58.4%  
90 day effective contraception  (n) - (30) (28) 
30 day effective contraception  (n) (20) (2) (17) 
Ineffective/inconsistent contraception (n) (18) (24) (23) 
 

Reduced Risk for AEP 46.7% 61.0% 71.4% 
90 day reduced risk AEP (n) - (47) (38) 
30 day reduced risk AEP (n) (36) (0) (17) 
At risk for AEP (n) (2) (9) (8) 
 

Pregnant  % (n) 5.2% (4) 5.2% (4) 9.0% (7) 
 
 
Self-Guided Change-Community Level Results: Of the 327 women enrolled in the Self-
Guided Change (SGC) intervention, 204 completed the intervention.  Over half (n = 170, 52%) 
had reduced their risk for an alcohol-exposed pregnancy by the last follow-up.  Almost half 
(46.7%) were no longer at risk for an alcohol exposed pregnancy, i.e., less than 7 drinks per 
week, no binge drinking for 90 days and/or 100% consistent, effective contraceptive use for 90 
days.  See Table 4 for details. 
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Table 4: 
FASPP Self-Guided Change Results (n = 377) 
 
 SELF-GUIDED CHANGE 1st Follow-up 2nd Follow-up 
(n = 327) Session Session 
 Risk Outcomes (%  or n) (n = 211) (n = 204) 
 Lost to Follow-up (n = 116) (n = 123) 
 

Reduced Risk Drinking 34.5% 40.7% 
90 day reduced risk drinking  (n) (81) (95) 
30 day reduced risk drinking  (n) (32) (38) 
Binge drinking and/or 8+drinks/week (n) (96) (68) 
 

Increased Effective Contraception 35.8% 40.7% 
90 day effective contraception  (n) (102) (125) 
30 day effective contraception  (n) (15) (8) 
Ineffective/inconsistent contraception (n) (92) (68) 
 

Reduced Risk for AEP 48.6% 52.0% 
90 day reduced risk AEP (n) (134) (153) 
30 day reduced risk AEP (n) (25) (17) 
At risk for AEP (n) (50) (31) 
 

Pregnant  % (n) .6% (2) .9% (3) 
 
 
Figure 2:   
Percentage of women at reduced risk for an alcohol exposed pregnancy across time. 
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Note:  Time 2 follow-up session was only given for the Brief Motivational Intervention session at 4-6 weeks past 
baseline.  Time 3 and Time 4 follow-up sessions were conducted at 3 and 6 month post baseline for both levels of 
intervention but technically were the second third point of contact for the Self-Guided Change Intervention. 
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DISCUSSION: 
 
Both Brief Motivational Interviewing and Self-Guided Change were demonstrated to be effective 
strategies for reducing risk of an alcohol exposed pregnancy among low-income, minority 
women.  Brief Motivational Interviewing in person had less attrition than the Self-Guided 
Change intervention that utilized Motivational Interviewing in an interactive workbook, but both 
strategies inspired change in the women by reducing the amount of alcohol the women were 
drinking, increasing the amount of contraception they were using, or both simultaneously.   
 
Implementing the Michigan FASPP at the Detroit Department of Health and Wellness Promotion 
proved to be a worthwhile undertaking but it was not implemented without overcoming various 
barriers in a public health setting.  It took five and a half years to address the myriad issues 
related to the complex planning of a service program, integrating the program into the health 
department, and evaluating and monitoring the program once it was underway.  One of the most 
important factors necessary for success is a sustained buy-in from the target public health 
agency’s administration so that the Project CHOICES model garnered institution-wide support.   
 
To accomplish this the service program, in this case, the Michigan Fetal Alcohol Syndrome 
Prevention Project should be introduced as forthcoming to the management and supervisory staff 
at the public health setting.  This can be accomplished at minimum, by electronic notices via e-
mails to the staff using Listservs, or by way of hardcopy notices distributed through in-house 
mail delivery.  This is an important step in the implementation process in a public health setting, 
which should not be taken for granted.  Introducing the program department-wide will foster a 
spirit of wide support, interest and assistance from the other departments, which invariably will 
be needed as the prevention intervention becomes established and recognized within the public 
health setting.  This encompasses setting the pace for collaborating with other departments in 
community outreach activities, collaborating on health care initiatives of mutual interest, 
providing service referrals between departments, and utilizing existing services effectively and 
efficiently such as duplication and delivery, public relations, and environmental services. 
 
An additional barrier to implementing as well as intervening with at-risk women in a public 
health setting centers on proficiency in Motivational Interviewing techniques.  In order to be 
effective, training beyond a one or two-day introductory session to Motivational Interviewing is 
necessary (Schoener, et al., 2006).  At first, there must be leniency and an allowable learning 
curve supplemented by appropriate trainings for the interventionists to become knowledgeable 
and proficient in rendering precise and effective Motivational Interviewing techniques and 
strategies.  This psychotherapeutic approach also requires on-going bi-weekly or monthly 
supervision to ensure that it is being carried out based on the established principles of 
Motivational Interviewing (Schoener, et al., 2006) .  This, of course, would require that the 
individual who conducts the supervision already be knowledgeable and proficient in 
Motivational Interviewing techniques with credentials to substantiate this such as being M.I.N.T. 
(Motivational Interviewer Network of Trainers) or M.I.S.T. (Motivational Interviewing 
Supervisor’s Training) trained.  A qualified consultant could also serve in this capacity. 
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Once the FASPP intervention was established, it became clear early on to project staff that 
women who met the inclusion criteria were not engaging in behaviors that placed them at high 
risk for an alcohol exposed pregnancy because they were ignoring the information, but rather 
because they often didn’t realize how much alcohol they were consuming.  This became evident 
after the interventionists assessed clients’ drinking levels, converted them to actual alcohol drink 
measurements, and then repeatedly had to convey to the clients that what they thought was only 
“a few drinks” was actually a much higher number.  
 
This implies a need for education in public health that highlights the social behaviors that place 
women at high risk for an alcohol exposed pregnancy (AEP) and possibly having a child born 
with Fetal Alcohol Spectrum Disorders (FASD).  In general, women are unaware of the 
behavioral risk factors for an AEP and having a child born with FASD because it is not typically 
taught in schools, at home, or conveyed in a timely manner by their primary care physician or 
OB/GYN.  It is not a topic of general conversation among their social network of peers and 
contacts, and the warning messages in print media, television, radio or billboards are virtually 
non-existent.  Disclaimers on alcoholic beverage bottles are in very small print, typically located 
on the back of the containers, and are easily ignored over time from desensitization.  Public 
health settings are an ideal location for delivering warning messages to women about social 
behaviors that place them at risk for an alcohol exposed pregnancy and having a child born with 
FASD. 
 
Another consistent experience for the interventionists was refusal of contraception because the 
participants preferred to allow chance, fate, or “God” to decide when or if they conceived.  This 
was common among a young, poor, uneducated subset of the sample.  The concept of ‘family 
planning’ was foreign to them and their reticence to take control over their reproductive lives 
was a unique challenge.  Nevertheless, a public health setting is an ideal place to work for 
widespread cultural changes because it is the place where such women would come seeking 
services.  The target population can be recruited while they are already presenting for other 
services such as through the Sexually Transmitted Diseases/Communicable Diseases and 
HIV/AIDS clinics, primary care clinics, and the WIC offices.  Perhaps over time hearing similar 
messages regarding contraception, ‘safe sex,’ and family planning from multiple sources would 
result in these ideas becoming more acceptable to this subset of the population at risk for an 
alcohol-exposed pregnancy. 
 
Sustainability of the project can be accomplished based on and due to the high volume of visits 
by the target population to the aforementioned sites within the public health setting. Overall, the 
advantages for establishing Project CHOICES in a public health setting outweigh any potential, 
latent or manifest limitations or barriers because: 

 Women are generally unaware of their social behaviors that place them at high risk. 
 Women are responsive to the Project CHOICES prevention intervention model and the 

majority who did complete the program were at reduced risk upon completion, 
 Recruitment can be accomplished at existing services sites within the public health 

setting, and 
 The volume of high-risk women who present for services at the public health setting can 

facilitate project sustainability. 
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Attrition was a limitation of the FASPP.  An attrition rate of one-third of participants was 
anticipated by the funders of the project (the CDC) and was conveyed to the FASPP staff 
members during the project’s planning phase.  Based on this anticipated decline in clients over 
the 6-9 months intervention period, it was decided to design the intervention to deliver an 
abundance of information, education and encouragement during the initial session.  By doing 
this, if the client decided not to continue the intervention beyond the baseline meeting, or 
skipped one of the earlier follow-up meetings, she nonetheless had been provided with thought-
provoking information about the grave risk alcohol poses during the prenatal period.  In addition, 
the FASPP workbook included a plethora of ideas for modifying social behaviors of drinking and 
birth control use in order to reduce her risk of having an alcohol exposed pregnancy and possibly 
having a child born with the lifelong disabilities associated with FASD. 
 
To reduce the attrition rate, interventionists undertook efforts to contact clients believed to be 
“lost to follow-up.”  Interventionists placed up to five telephone calls to the primary and alternate 
phone numbers provided, and left messages to return their calls when the option to do so was 
made available.   Additional reminder letters were sent informing the client it was time to 
schedule or reschedule the next follow-up session—or follow-up telephone call.  The letters also 
reminded the client of the incentive gift they would receive after completing the next session 
which was either a $20 Target Store gift card or a $25 Payless Shoe Store gift card (for the final 
session).   
 
The response to the reminder letters was encouraging and staff learned that some clients believed 
they had missed the time period in which to call back and thought they could not continue on.  
Some clients had misplaced their original reminder letter and due to their already busy schedules, 
had simply forgotten to call back to reschedule.  Some clients had relocated out-of-state and 
thought because of that, they were no longer eligible to participate in the program; they learned 
otherwise.  Approximately 20 of the 50 clients classified as “lost to follow-up” responded to the 
follow-up reminder letters. 
 
Clients with cellular telephones posed unforeseen limitations; most noteworthy are the 
following: 

1. Cell phones are highly disposable, easily lost, stolen or broken leading to an inability 
to contact clients.  Obtaining an alternate land-based telephone number is highly 
recommended. 

2. Communication can be difficult if the client is receiving the call from the 
interventionist while she is mobile or in an area of poor reception resulting in 
distorted voice levels and sometimes dropped calls.  Conversing with a client on a 
cell phone is preferable when she is stationary and reception is good.  It also aids in 
keeping the client focused on the discussion at-hand and prevents interruptions. 

3. Conversing with a client who is riding a bus is discouraged because she is unable to 
pay full attention to her immediate surroundings which could potentially compromise 
her safety and certainly her privacy.  It is preferable to determine a better time to 
contact the client when she can be in a more secure setting. 
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In summary, from a public health perspective, the Michigan Fetal Alcohol Syndrome Prevention 
Project was successful at reducing the incidence of FASD in Detroit and Wayne county among 
the participants who took part in the Project CHOICES prevention intervention program.  The 
project also proved enlightening to countless women, as well as men, who were educated about 
FASD as a result of the numerous FASD community outreach presentations conducted by the 
staff interventionists both at the Detroit Department of Health and Wellness Promotion and in the 
community at-large. 
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NOTES FROM THE FIELD 
 

Keep Your Rear In the Clear:  
Colorectal Cancer Prevention Education through Collaboration 

 
Andrea Layman, MPH, MSW 
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National Cancer Institute’s Cancer Information Service 
 
Colorectal cancer is the third most commonly diagnosed cancer in the U.S. among men and 
women, and it is estimated to newly affect over 5,000 Michigan residents this year (American 
Cancer Society, 2009).  Despite a decline in incidence and mortality rates in recent years, there is 
still much progress to be made in public awareness and knowledge around colorectal health.  The 
Colorectal Cancer Awareness Network (CRAN) of Southeastern Michigan, developed under the 
leadership of the American Cancer Society (ACS), is a community network consisting of 
members from local hospitals, health departments, insurance providers and other individuals 
with a vested interest in colorectal cancer. Considering rising unemployment, loss of health 
insurance and rise of obesity in the metro Detroit area, CRAN called for a local and innovative 
approach to colorectal health promotion that provided not only messages about prevention, but 
also information about free or low cost screenings.  The goal was to “think outside the box” of 
delivering traditional community health messages through print materials or media messages 
alone.   
 
The fitting opportunity arose to bring the Colossal Colon®, or “CoCo”, to metro Detroit.  CoCo, 
a project of The Colon Club (www.colossalcolon.com) is a 40 ft long; 4-ft tall replica of the 
human colon designed to educate the public, raise awareness, and diminish the stigma associated 
with colon cancer and other colorectal diseases.  CRAN brought CoCo to the Detroit Science 
Center in March 2009, during national Colorectal Cancer Awareness Month.  
 
Successful completion of this endeavor required sharing of tangible and intangible resources, 
recruitment and training of volunteers, and a year’s worth of coalition planning.  Rental fees and 
materials amounted to thousands of dollars that individual CRAN member organizations (mainly 
non-profits or government institutions) may not have been able to do on their own, however the 
local collaboration allowed for a sharing of these costs. Other resources contributed by CRAN 
members included staff time, in-house printing, physicians and spokespersons for media 
opportunities, website development, volunteers and more.   
 
Educational activities were developed to enhance the visual messages provided by Coco, 
particularly for youth.  Nutritional messages were provided through an age-tailored card game 
and food models from the local university students.  A Resource Guidebook was created 
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specifically for this exhibit and included resources for colorectal screening and prevention along 
with activities for youth. Visitors could also view a DVD created by ACS explaining the various 
screening methods for colorectal cancer. 
 
As a community partner, the National Cancer Institute’s Cancer Information Service Midwest 
Region provided event volunteer recruitment and evidence-based training support using an 
adaptation of NCI’s Cancer 101 program. Volunteers provided critical assistance during the 
event by supervising the exhibit, guiding visitors through the various activities, and fielding 
general questions about colorectal health. Event volunteers were primarily recruited through 
promotion in the Michigan Nursing Association’s newsletter, Michigan Nurse. Volunteers 
represented a variety of professional fields, including community/social service personnel, 
graduate students, medical and nursing students, cancer survivors and co-survivors. Nearly 150 
volunteers served in the week-long event.   
 
In addition to volunteer leadership, overall project management was provided by CRAN 
members from the American Cancer Society & the Karmanos Cancer Institute.  Although 
planning and resources were contributed from the CRAN membership as a whole, leadership was 
necessary to keep the planning process moving on schedule, provide a primary contact to key 
constituents and serve as executive decision makers in the planning process.   
 
Over 3,000 community members visited Coco during the one week exhibit and the feedback was 
overwhelmingly positive.  Many visitors spoke about the personal impact of the event, including 
needing to talk to their doctors about getting screened, having family health history discussions, 
or increasing their fruit and vegetable intake and physical activity levels.  Impact assessment data 
was collected by asking participants to make a “pledge”.  Those who chose to make a pledge 
focused on dietary changes more so than screening or other behavior changes – reflective of the 
younger audience of the Detroit Science Center. 
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Well planned collaboration, leveraging of resources, organized volunteer recruitment and 
utilization, along with defined leadership roles were key to the success of this program.  This 
model is not specific to colorectal cancer and could be easily replicated in other community-
based health arenas.  In a time when budgets, staff, and resources are being cut; public health 
practitioners use of innovative programs, collaboration in planning and resource use, along with 
volunteerism will be vital for delivering effective community health events.   
 
For more information visit www.colossalcolon.com and www.detroitcolossalcolon.com.  
 

 

 
 

“CoCo” at the Detroit Science Center 



Using Card Matching Games to Reinforce Health Concepts 

Michigan Journal of Public Health             Page 30 of 47 Volume 3, Issue 1, Winter 2009 

NOTES FROM THE FIELD 
 

Using Card Matching Games to Reinforce Health Concepts at a Public Health Event 
 

George W. Dombi, PhD 
Master’s Candidate in Public Health, 2009, Wayne State University 

 
OVERVIEW: 
 
Colorectal cancer is the second most common cancer for males and females combined, after lung 
cancer1.  A diet rich in fruits and vegetables may play a role in colorectal cancer prevention2.  
During March 13-18, 2009, the Colorectal Cancer Awareness Network (CRAN) 3 of 
Southeastern Michigan, in partnership with Get Your Guts in Gear4 presented CoCo the Colossal 
Colon®5, a 40-foot long, human colon model at the Detroit Science Center, Figure 1.  Healthy-
food card matching games were played to reinforced the message of fruit and vegetable 
consumption for good colon health. The goal of this report is to show how to make and use card 
matching games at a Public Health event.  
 
DESCRIPTION: 
  
Each day of the event had wide spread community involvement. Eight students from Wayne 
State University, Dietetics Department presented displays and activities on healthy eating.  A 
master’s degree candidate, (the author) from Wayne State University, Department of Family 
Medicine and Public Health Sciences, played healthy-food, card matching games with visitors as 
part of his practicum experience.  
  
Card Preparation:  It was anticipated that many visitors would be children on field trips from 
local Detroit area schools. A card game was developed on the topic of healthy eating. Cards were 
constructed using Montessori principles of picture and label matching with build-in control of 
error6. Card images were taken from the National Cancer Institute, Body & Soul health program, 
developed for African American churches7.  Images included healthy and vibrant looking 
African American adults and children.  
 
Control Cards were made by pasting 18 different images plus corresponding labels on card stock 
5 x 4 inches. Picture Cards were made using copies of the same 18 images on 4 x 4 inch card 
stock. Labels were made using only the 18 labels on 1 x 4 inch card stock. When aligned, Picture 
Cards and Labels approximated Control Cards both in size and information content. All cards 
were covered with clear, vinyl contact paper for protection, Figure 2. 
 
Picture Matching Games were played with children, 4-5 years old.  The author set Control Cards 
face up on a table. Up to 4 children were given Picture Cards and told to match them to the 
Control Cards. Next, children were given the Labels and told to match them by placing Labels 
next to the label portion of the Control Card.  Once all the cards were properly matched, all 
players were given a soft plastic bracelet that said “Prevent Colon Cancer”.   
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Memory Games was played with adults and older children.  The author set Control and Picture 
Cards face down on the table.  In turn, players revealed two cards.  If they matched, the player 
proceeded to select two other cards. In the first round, revealed cards were allowed to remain 
face up until matched as an aid to finish the game in a reasonable time of about 10 minutes. After 
the first round, all pairs of unmatched cards were then replaced face down.  The object of the 
memory game was to match as many pairs as possible.  The player with the most matches was 
declared the winner and given a bracelet.  
 
Evaluation Tool:  Visitors were asked to make a Blue Star Pledge on a paper card with the 
outline of a blue star.  Visitors resolved to change some part of their life to keep their colon 
healthy.  Blue Star pledges were examined to find any relationship to the food card games. 
 
DISCUSSION: 
 
About 150-200 visitors of different ages, races, and genders played card matching games.  
Children displayed a range of behaviors when asked to play.  Some were shy and ran away.  
Some marched right up and played repeatedly even though they only got one bracelet for all their 
games.  During a game, the author would ask children which fruits or vegetables they didn’t like, 
which would elicit family cross-talk about who was a picky eater.  
 
There were 288 pledges made on the 232 Blue Star pledge cards.  Nearly 28% of these promised 
to “Eat More Fruits and Vegetables”. 

   
NEXT STEPS AND KEY FINDINGS: 
 
Matching cards have to be specially prepared for each Public Health event.   Making two smaller 
sets of 12 cards, and using two presenters, would have accommodated more visitors.    
 
Nearly equal in number, more that 75% of the card matching players were children while more 
than 75% of those who left Blue Star Pledges were adults.  A better card matching assessment 
tool needs to be developed.  The tool will have to be short and easy because Science Center 
visitors hurry on to the next exhibit. 
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Figure 1:   
CoCo, the Colossal Colon® at the Detroit Science Center with a number of 
elementary school aged visitors waiting to ‘cruise’ the Colon  
 

 
 
 
Figure 2:  
Six healthy-food cards matched both by picture and label. Control cards are 
in the middle. Picture cards are on top and Labels are at the bottom. 
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NOTES FROM THE FIELD 
 

An Effective Alcohol Prevention Program in Kent County, Michigan 
 

Donald Tex Bryant 
 
ABSTRACT:   
 
Over a two year period the “Making Sobriety Attractive” program directed by Alert Labs has 
significantly decreased the use of alcohol and marijuana at a high school in Kent County, 
Michigan.  The program uses an environmental approach by placing posters with messages that 
correct students’ misperceptions of alcohol and drug use at their school with the correct data 
about the actual use of these substances.  The figures for the actual use are drawn from an annual 
survey of the students.  As students begin to accept the messages about the actual use of illegal 
substances, their own use declines as they want to be like the majority of students who do not 
drink or use marijuana at their school. 

 
In most surveys, whether national, statewide or local, the illegal substance most used by 
teenagers of high school age (13-18) is alcohol.  In the State of Michigan according to the 2007 
Youth Risk Behavior Survey (YRBS)i 43% of high school students have had at least one drink of 
alcohol in the past 30 days.  In the same survey, 25% reported binge drinking (having 5 or more 
drinks in a two hour period) in the past 30 days.  Needless to say, the illegal consumption of 
alcohol, which often leads to negative consequences, such as driving under the influence, is a 
serious problem for high school youth in Michigan.  In the 2007 YRBS 9% of students reported 
driving under the influence of alcohol in the past 30 days.  
 
An effective alcohol and other drug prevention program managed by Alert Labs, “Making 
Sobriety Attractive,” has demonstrated that it has significantly lowered the use of alcohol at a 
high school in Kent County, Michigan over a two year period.  The core of the program is an 
environmental communication campaign based on a social norms strategy which addresses the 
students in the high school.  The program was first effectively used at Grand Valley State 
University. 
 
If you are not familiar with the social norms approach, let me illustrate the basic principal of the 
strategy with a story taken from my own experience: 

 
This past Christmas I was at my granddaughter’s home listening to a conversation between 
my granddaughter and her dad, my son.  They were discussing what she wanted for 
Christmas that year.  She stated clearly that she wanted an iPod.   
 
He replied, “Oh, you want an MP3 player.”   
 
“No,” she stated. “I want an iPod.” 
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He then asked why it had to be an iPod and not another brand of MP3 player, which was just 
as good and a lot cheaper.   
 
She stated, “Well everyone has an iPod and I want one too, just like everyone else.” 
 

The main point of this story is that my granddaughter perceived that all the other kids with MP3 
players had iPods and that she wanted to be like them.  Whether she was right or not about most 
others owning an iPod doesn’t matter!  She believed they did and she wanted one.  The 
prevention strategy of the “Making Sobriety Attractive” campaign recognizes that high school 
students’ perceptions about the amount of alcohol that is consumed by their peers at their high 
school is similar to my granddaughter’s perception that all students with MP3 players had iPods.  
Most students want to be like the majority of their peers.  If they believe that the majority drink 
alcohol, then they believe they should drink also.  In fact, though, in the average high school in 
Michigan the majority of students abstain from the use of alcohol, as shown in the statistics 
above.  
  
The “Making Sobriety Attractive” campaign corrects this misperception by the use of evidence 
gathered at the school.  By demonstrating that the majority of students at the high school abstain 
from the use of the alcohol, then the actual use rate declines as the correct norm becomes 
accepted at the school.  That is, students want to be like the majority and if they come to 
recognize that the majority do not consume alcohol, then more and more choose not to drink.  
The percentage who drink at a high school begins to decline over time as the correct norm 
replaces the misperception. 
 
As stated above the “Making Sobriety Attractive” program has made effective use of this 
strategy and the statistics support its effectiveness.  At the high school mentioned above, over a 
two year period, the percent of students who have used alcohol in the past 30 days has decreased 
19.1%.  The percent who have used marijuana in the past 30 days has decreased 17.3%.  Binge 
drinking has dropped 16.6%.  At the same time, the misperception of alcohol and marijuana use 
changed by 8.0% and 10.5% respectively.  The decrease in last 30-day alcohol use is statistically 
significant (at the 5% level of significance). 
 
The “Making Sobriety Attractive” program has two primary components—a poster campaign 
which highlights statistics about the positive social norms concerning alcohol and drug use and 
an annual survey of students which collects statistics to be used in the poster campaign.  The 
MSA staff provides the high school staff with 9 different posters to be put up in the school over 
the course of the school year.  There are enough copies of each of the 9 posters to place one in 
each classroom and in halls and other places students gather.  Each month a new poster is put up 
by a staff member at the targeted school.   
 
A sample of the poster is shown as Figure 1.  Notice several features about the poster.  First, the 
poster is attractive to students.  The posters used in the campaign have been vetted by a focus 
group of students to be sure that they will draw the students’ attention.  Secondly, two prominent 
statistics appear—one shows the students’ misperception and the other shows the correct 
statistic, the actual result of measuring  alcohol use.  Instead of stating that 36% drink alcohol at 
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the school, a positive statement is made about the percent who did not use alcohol in the past 30 
days. This figure corrects the misperception.  Social norms prevention theory stresses that a 
positive rebuttal be used.  Teens tend to dismiss negative statements about behavior and will 
change their behavior when given positive statements about the majority of their peers.  The 
social norm approach works best with students who are not heavy drinkers, those who drink 
alcohol 6 or more times in a 30 day period, although even some of this group will significantly 
decrease their drinking behavior.  
 
Figure 1 
 

  
 
 
Another important piece of information is also found on every poster used by Alert Labs in the 
“Making Sobriety Attractive” campaign—the source of the data.  As you can see in Figure 1 the 
statement at the bottom of the poster states that the statistics came from the students themselves, 
from a survey taken by the students, usually in the spring before the current school year.  It is 
very important for any effective social norms campaign to use local data.  If data from the State 
of Michigan YRBS survey had been used instead, then it would be easy for students at the school 
where the campaign is underway to dismiss the facts as coming from students at other high 
schools and therefore is not at all “like us.”  As stated, every poster uses data generated from 
surveys taken by students at the school where the campaign is underway.  (You can see other 
samples of posters at http://alertlabs.org.)    
 
The second primary component of the “Making Sobriety Attractive” campaign is the annual 
survey of students.  Each spring students are surveyed about their use of alcohol and other drugs 
and about their perceptions of others use of these substances.  The others include friends, 
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students in general and parents.  The survey has approximately 80 questions and is adapted from 
a survey developed by Linda Lederman, et al, at Rutgers University.  The questions on that 
survey have been modified over time and adapted for high school use as it was originally 
developed for college students. A version of the high school survey is available on the Alert Labs 
website.   
 
The survey is given before spring break at the school as the data gathered then for the past 30 
days use of alcohol and other illegal substances is more representative of student behavior 
throughout the school year.  Data collected after spring break tends to be skewed higher as there 
is an overall increase in the consumption of alcohol during spring break.  The survey is taken by 
the majority of students at the school; students may opt out if they do not wish to take the survey.  
At the high schools with which Alert Labs works the survey is taken on one day by all the 
students;  it is usually taken in English class as all students must take English each year. 
 
We at Alert Labs believe that the results of the surveys are accurate.  Studies in social norm 
theory, especially in regard to self-assessment of alcohol use, have indicated if the correct steps 
are followed, then the results will be accurate.  A description of the steps to follow are listed by 
Dr. H. Wesley Perkins of Hobert and William Smith College in the first issue of The Social 
Norms Reviewii.  One challenge in the survey is to eliminate liars.  To eliminate liars affecting 
the results, a question or two is inserted each year which clearly identifies student responses  as 
either truthful or not.  Also, care is taken during the analysis of the data that each student’s 
replies are consistent.  Those who are identified as not being truthful or who are inconsistent 
with their answers have their answers removed from the data. 
  
The data is primarily analyzed for statistics to be used in the posters for the coming year.  Alert 
Labs retains a statistician (the author of this paper) to provide deeper analysis of the data.  This 
analysis is used to sharpen the focus of the social norms campaign each year.  For instance, if the 
use of marijuana by the students is not changing as anticipated, then deeper analysis may reveal 
why and how to adjust campaign messages in order to achieve  better results. 
 
Because Alert Lab’s “Making Sobriety Attractive” campaign is funded by a Drug Free 
Communities grant, Alert Labs is able to offer other free services at the high schools which it 
serves.  One of these is the STARR program, a brief intervention program (adapted from 
SAMHSA’s BASICS program) for students who are identified as having alcohol or other drug 
problems that are resulting in disciplinary or other consequences.  The intervention is led by a 
specialist in alcohol and drug prevention and treatment.  Most of the students are referred to him 
by administrators at the schools for breaches of drug policy at the school.  Some of the students 
in the program are self-referred or referred by a school counselor, friend or parent.  The sessions 
occur over four visits of approximately one hour each scheduled at the school which the student 
attends.   
 
As stated earlier, the high school campaign is an outgrowth of a similar successful program at 
Grand Valley State University.  The Executive Director of Alert Labs, Dr. Nancy Harper, also 
led the program at the university from 1999 to 2006.  Between 1999 and 2002 data gathered from 
a random sample of students at the university indicated that binge drinking declined 39.5% and 
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abstention increased 30.4%.  Drinking moderately or abstaining increased to 78.7% in that time 
frame, an increase of 25.4% from the baseline measurement.  Alert Labs expects similar results 
at the high schools that is serves as the length of time spent at each school increases. 
 
The use of alcohol by teens is the most significant of all illegal drugs used by teens in Michigan 
and often leads to serious consequences.  “Making Sobriety Attractive” is an effective 
environmental prevention program which significantly reduces the use of alcohol and other 
illegal drugs, as demonstrated by the data listed before.  Its main components are the use of a 
poster campaign populated with data gathered from an annual survey of students.   
 
Alert Labs is branching out beyond the schools that it serves through the Drug Free Communities 
grant.  For instance, it has a client which is a non-profit agency that is implementing the “Making 
Sobriety Attractive” campaign at a high school in the state of Washington. If you have an interest 
in implementing the program at a high school or a college please contact Dr. Nancy Harper or 
Shannon Welsh, the project manager, through the Alert Labs website.  You may also contact the 
author of this article (see below in the author’s box) for more information. 
 
                                                 
i Michigan YRBS Reports, “2007 Michigan YRBS Report,” Michigan Youth Risk Behavior 
Survey, http://www.emc.cmich.edu/YRBS/2007/2007-
Alcohol%20and%20Other%20Drug%20Use.pdf, accessed July 11, 2009 
 
ii Dr. H. Wesley Perkins, “Critical Concerns for Evaluating Social Norms Interventions with 
Survey Data,” The Social Norms Review, 1 no. 1, page 1 
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INTRODUCTION: 
 
“There are so many challenges in public health – and issues such as the H1N1 pandemic are the 
purview of public health. The investigation, the surveillance, the development of policy – these 
are the things that make us different than the healthcare industry. We address the three core 
public health functions: assessment, policy development, assurance – making sure the things are 
in place so that people are able to receive vaccine, antivirals and information about how to 
protect themselves – this is real public health –” (Dixon, 2009). 
 
The Michigan Journal of Public Health “State of Affairs” series seeks to provide understanding 
and dialog around public health practice, research and challenges in population health. The issue 
area for this article is Infectious Disease, specifically the 2009 Novel H1N1 virus, a subtype of 
influenza virus A, and the most common cause of influenza (flu) in humans. Some strains of 
H1N1 are endemic in humans and cause a small fraction of all influenza-like illness and a large 
fraction of all seasonal influenza (CDC, 2009). In June 2009, the World Health Organization 
(WHO) declared flu due to a new strain of swine-origin H1N1 was responsible for a worldwide 
phase 6 pandemic. WHO noted the pandemic was early in its evolution and its severity can 
change over time. Furthermore, pandemics can differ by location or population, and future 
severity assessments could thus reflect any number of factors, including the changes in the virus, 
underlying vulnerabilities, or limitations in health system capabilities. (WHO, 2009). 
 
UNDERSTANDING THE PANDEMIC IN EARLY FALL OF 2009:  

 
In order to gain perspectives from local and state public health in Michigan, as well as cross-
border health, interviews were conducted with officials from the City of Detroit Department of 
Health & Wellness Promotion (DHWP) and Windsor-Essex County Health Department, Ontario, 
Canada. Windsor, Ontario shares an international Canadian-American border with Detroit, 
Michigan. The interviews explored, as relevant to the jurisdiction, target populations for 
receiving vaccinations, community immunization strategies, utilization of immunization 
registries, and general public health challenges. Interviews were conducted in September and 
October of 2009, thus reflecting a snapshot of 2009 early fall activity.   
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From the Canadian cross-border perspective, Allen Heimann, MD, Medical Officer of Health for 
the Windsor-Essex County Health Unit, Ontario,  noted similarities and differences in public 
health approaches between Canada and the United States.   From the local health department 
level, perspectives from the Detroit Department of Health & Wellness Promotion were provided 
by Melinda Dixon, MD, Medical Director for Disease Control, and Walter Davis, MD, MPH,  
Pandemic Flu Coordinator for the Office of Public Health & Emergency Preparedness.    
 
As noted by each of those individuals in the interviews that follow, trends for the H1N1 
pandemic evolve continuously. Updated information is available on public health local, state, 
provincial, national, and international websites, including: 1) City of Detroit Department of 
Health & Wellness Prevention (DHWP), Michigan www.detroitmi.gov; 2) Michigan Department 
of Community Health (MDCH) www.michigan.gov/flu and Michigan Care Improvement 
Registry (MCIR) www.mcir.org; 3) United States Centers for Disease Control and Prevention 
(CDC): http://www.cdc.gov/h1n1flu or www.flu.gov; 4) Windsor-Essex Health Unit , Ontario, 
Canada http://www.wechealthunit.org/diseases-conditions/h1n1-virus; 5) Canada Public Health 
Agency http://www.phac-aspc.gc.ca/alert-alerte/h1n1/families_familles-eng.php; and 6) World 
Health Organization (WHO): www.who.org and WHO Global Alert and Response (GAR) 
http://www.who.int/csr/disease/swineflu. 
 
Target Populations in the United States and Canada  
 
In the United States, the Center for Disease Control’s (CDC) Advisory Committee on 
Immunization Practices (ACIP) recommended certain groups of the population receive the 2009 
H1N1 vaccine first. The target groups included pregnant women, people who live with or care 
for children younger than 6 months of age, healthcare and emergency medical services 
personnel, persons between the ages of 6 months and 24 years old, and people ages 25 through 
64 years of age who were at higher risk for 2009 H1N1 because of chronic health disorders or 
compromised immune systems. Children through nine years of age were to receive two doses of 
vaccine, about a month apart. As vaccine became available, healthy 25 through 64 year olds and 
adults 65 years and older would be prioritized and offered vaccination. H1N1 vaccinations could 
be given at the same time as other vaccines, including seasonal influenza vaccine (CDC H1N1, 
2009). 
 
The Public Health Agency of Canada recommended vaccine sequencing in two categories, with 
groups in each category not listed in priority sequence. The first category was people under 65 
with chronic health conditions, pregnant women, children 6 months to less than 5 years of age, 
people living in remote and isolated settings or communities, health care workers involved in 
pandemic response or the delivery of essential health care services, household contacts and care 
providers of persons at high risk who cannot be immunized or may not respond to vaccines, and 
populations otherwise identified as high risk. The second category included children 5 to 18 
years of age, first responders, poultry and swine workers, adults 19 to 64 years of age and adults 
65 and older (Canada Public Health Agency, 2009). 
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Public Health Perspective: Ontario, Canada and Cross-Border Public Health  
Allen Heimann, MD, Medical Officer of Health, Windsor-Essex, Ontario, Canada 
 
Ontario has computerized information for immunizations. It is a system which is in the process 
of being rolled into our broader infectious information system and one of the challenges we have 
is institutionalizing immunization record-keeping. There is a different setting with the electric 
registration system for H1N1 immunizations because of concerns of the new type of vaccine 
being different than the previous year. Sharing information across the border is difficult, and 
depends on the individual healthcare worker. If the worker works in Detroit/Southeastern 
Michigan and is a Canadian resident, the transfer of information depends on the information the 
individual receives – whether on a card or as personal information. We don’t have the ability to 
share records with Detroit or southeastern Michigan.   

 
Unlike the United States, Canada has adjuvanted vaccine available. An un-adjuvented vaccine is 
available for pregnant women. Both vaccines come in multi-dose vials with a thimersol 
preservative. Many recipients have expressed concern above this preservative. In the United 
States, two versions of the vaccine are available through public health: inactivated vaccine which 
is injected into the muscle and live, attenuated intranasal vaccine. Canadian public health does 
not use the nasal spray vaccine although it is well advertised in the US. If you look at various 
media representations of the flu, it can create confusion in Ontario as a border community with 
Detroit. Given the scope of immunizations, Detroit and Southeastern Michigan were originally 
several weeks ahead. Our first flu clinic for health providers were held in late October and doses 
of the vaccine were also sent to local hospitals to vaccinate their staff. In Ontario, the H1N1 flu 
vaccine was available free at the health unit community H1N1 flu clinics. 
 
Potential challenges depend on how far we can project into the future. The next six weeks are 
critical, through the end of November, if we can get a significant amount of the population 
immunized. The United States was initially ahead with immunizations, but Canada is catching up 
quickly. A lot depends on the amount of disease. 
 
Public Health Perspective: Local Public Health Pandemic Planning and Challenges 
Melinda Dixon, Medical Director for Disease Control, Detroit Department of Health & 
Wellness Promotion 
 
There is a great deal of planning related to H1N1 pandemic – which was declared as of June 
2009.  Dr. Walter Davis, Pandemic Flu Coordinator, is DHWP leader for Detroit’s public health 
strategy. The pandemic has brought lot of activity to surveillance – where rubber meets the road 
– identifying where the disease is, how much disease is there, who is getting the disease, what 
does it look like, etc., including interaction with hospital partners and making sure all 
recommendations, guidelines and mechanisms for submitting specifics to the State of Michigan 
are known to the appropriate people. DHWP is in constant communication with the State along 
with monitoring the CDC website site for recommendations. CDC recommendations flow 
through the State for local public health guidance.   
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Planning continues with school partners. DHWP had interaction with schools in the early part of 
the year when H1N1 hit, trying to make certain what’s happening in Detroit Public Schools 
(DPS) and that the situation is monitored. We did not have to recommend any school dismissals, 
even before the CDC definition came out with suggestions around school closures. DHWP is 
also working with businesses and Federally Qualified Health Centers to provide public health 
information and recommendations. The surveillance piece is key and we maintain ongoing 
connections with providers, making sure reporting is being done properly. 
 
Vaccines, which are for disease prevention, are recorded in the Michigan Care Improvement 
Registry (MCIR), which is also used for inventory of vaccines. MCIR transitioned from a 
statewide immunization registry for children to a care registry. Adults and healthcare workers 
can now be recorded for future reference for evaluation of penetration of the vaccine. 
MCIR can also show the percentage of population vaccinated, especially if hospitals want to 
know how many of the healthcare workers have been vaccinated and which healthcare workers 
can work in a particular area if they have been vaccinated. Vaccination is critical if they work 
with high-risks groups (e.g., pulmonary) or persons who are immuno-suppressed, such as those 
on nephrology/dialysis, transplant or oncology floors. 
 
Private schools can be a challenge area because there is not one central entity for administrative 
guidance. We interact based on communication from them; however it helps that private schools 
tend to follow what DPS does. The DHWP team of planning is led by the flu planning 
coordination with the immunization program director. The team is working hand in hand with 
schools (public, private and parochial) and daycares – all schools must report immunizations.  
Daycares are regulated by the State and there are some connections available through the 
immunization requirements.   

 
Detroit has an international border and is also a regional center. There is a Great Lakes Border 
Health Initiative (GLBHI) which started out as the Border Health Initiative and began in 2004. 
There are five partners: the States of Michigan, Wisconsin, Minnesota, New York and 
Pennsylvania, and Canada. From an international perspective, Canada is brought in through 
GLBI under Early Warning Infectious Disease Surveillance (EWIDS). The purpose is to 
establish a partnership by which persons in the United States, border states and Canada can have 
communication regarding any infection disease situation. The connections are there for the 
partnership and GLBHI has point persons within each State and Ontario who are known to each 
other. 

  
In public health, there are always emerging and re-emerging issues. It could be around smallpox, 
SARS, H1N1, or H5N1 (avian), which is still out there.  H1N1 swine took us by surprise. The 
world is now a global society. There is also concern about the new hemorrhagic fever virus 
which is starting to spread beyond Africa in our global society. Travel and transmission is as 
easy as snapping your finger. Around the world – “vector borne” is the new norm. It is a reality. 
Another major part of the challenge is the constantly evolving scenario around new infectious 
diseases. We deal every year with flu and know the mutability of influenza. It is always an issue 
and we have to address all possible scenarios in our planning.  We can use a little bit of what has 
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gone before, but we cannot even really talk probability: as evidence, this is the first year we are 
dealing with this strain of the swine flu. 
 
Public Health Perspective: Local Public Health Coordination and Collaboration 
Walter Davis, MD, MPH,  Pandemic Flu Coordinator, Detroit Department of Health & 
Wellness Promotion 
 
Getting the Message to the Community: First of importance for the Detroit community is 
education of the public – letting them know what H1N1 is and what they can do to avoid getting 
and spreading the virus. The basic message is to cover your cough, wash hands frequently, stay 
home if you are sick before returning to work and get the vaccine when it’s available. We 
developed an H1N1 public health acronym  
 
Table 1: 
Public Health Acronym 
 
                                                          H1N1 

 H = hand wash frequently 
 1 = 1 day fever free before returning to work/school 
 N = never cough or sneeze into your hand, always use sleeve/tissue 
 1 = one shot vaccine (need 2 under 10 years) 

 
                                              FLU 

 F = frequently wash your hands 
 L = leave if you’re sick 
 U = use your sleeve, not your hand 

 
 
We are putting the basic prevention message out through flyers with a goal of distributing 
500,000 pieces of literature through literature drops, using the core of DHWP staff, volunteers 
corps, faith-based organizations, big businesses such as Detroit DTE, and the City of Detroit 
departments, with janitors leaving pamphlets on desks as they clean. 
 
The DHWP website has the H1N1 Flu Clinic Schedule as well as links to the Office of Public 
Health Emergency Preparedness (OPHEP).  OPHEP is coordinating Detroit planning and 
community strategy for the H1N1 pandemic. An important piece is getting to CDC target 
populations. For example, large percentages of Detroit’s small children and pregnant women are 
on the Women, Infants and Children (WIC) Special Supplemental Nutrition Program.  We have 
mailing labels for 30,000 participants and will send out mailers on where to get vaccine along 
with a prevention message. We are also working with large healthcare systems and private 
practitioners, especially pediatrics and obstetrics and gynecology.  Children under six months 
cannot be immunized, so we try to immunize everyone who will be in direct contact with them. 
When more vaccine is available, we will expand target populations as designated by CDC. An 
important element of coordination with MDCH is through the MCIR registration. As part of 
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surveillance with MDCH and CDC, everyone that gets the H1N1 vaccination is registered 
through the MCIR. 
 
Public Health Outreach: For both primary care and schools, the DHWP immunizations 
department has actively gone out and shown providers how to register for the MCIR. They have 
also provided multiple onsite trainings at the Health Department. Providers thought MCIR was 
great but some felt the paperwork was overwhelming. We’ve taken them by the hand – once they 
are registered with the state, they can receive vaccine for the target groups. We are working with 
DPS, charter and private schools individually with the goal of having vaccination clinics in every 
school.  
 
DHWP started general population clinics in late October. We are also doing Health Dept 
Community Clinics and outreach through City Recreation Centers. We had immunizations 
available at all public health clinics, including Grace Ross, Northeast and Herman Kiefer Centers 
and were doing close to 1000 a day. When we started out we mimicked hours normally open for 
public health clinics.  A lot of counties had decided to do mass immunization clinics – that did 
not really fit for Detroit. One of the big issues for our residents is transportation. We thought if 
clinics were open every day it would be easier if someone needed to get a ride – they would have 
multiple opportunities for transportation as well. 
 
DHWP community recreation center immunization clinics will begin in November. The sites 
include Northwest Activities Center, Butzel Family Center, Coleman A. Young Community 
Center, Heilmann Recreation Center, Patton Community Center and the LaSED Community 
Center. We will go to those recreation centers during the week and on Saturdays and have 
DHWP clinics open as well.  Faith-based organizations are also included in our public health 
outreach: I do public speaking in churches. The idea is to get enough exposure for all residents of 
Detroit. We explain to the citizens of Detroit that unless you have immunization from being 
previously exposed, you need to either get vaccinated or you could catch H1N1. 

 
We have some resistance from people. Maybe they do not trust the government – or when they 
get the seasonal flu they always get sick, or they are concerned the vaccine has not been tested 
adequately. In September we had flu season which typically does not start until December – we 
are months ahead in the flu season. We try to explain the CDC is using the same process as with 
seasonal flu and the development process is exactly the same. For 30 years, we have had a lot of 
history on the safety of vaccine. 
 
Collaboration and Partnerships: DHWP decided to organize and get vaccine out through a Pan-
Influenza Coordinator. As noted earlier, OPHEP helped put the pieces together to organize the 
vaccine distribution. There is also a major part from the DHWP immunization department and 
DHWP nurses. We work in partnership with them to get H1N1 immunizations out to our target 
population. The DHWP, OPHEP and Local Emergency Preparedness Committee (LEPC) 
coordinate with the City of Detroit Homeland Security (HLS) and Wayne State University 
School of Medicine continuing medical education in updating community physicians, health 
professionals and DHWP staff on the most recent CDC information on H1N1influenza, 
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recommendations for H1N1 vaccine and contraindications, and increasing understanding of the 
indications for Tami-flu messages. 
 
Schools are an important piece. The only time we consider school dismissal is if you don’t have 
enough children or teachers to effectively run the school. In most cases, those kids that get sick 
stay home and we continue educating the rest of the kids. We continue to monitor CDC 
recommendations about school closure. We are working with a company doing in-school 
immunizations and we are going to see how it works with Detroit schools. The company is 
willing to bill insurance for an administration fee; they are the largest company doing in-school 
immunizations provider in the nation. They are willing to come in with nurses and set up in 
school clinics. DHWP first gets consent from parents for the students. They will bill 
Medicaid/Medicare if insurance information is provided;  they will immunize everyone even if 
they do not have insurance. This approach is a saving and we are able to open up more clinics. 
We will share with public health departments in other counties any success we have with this 
company if they want to do in-school immunizations as well. 
 
Another innovative communication approach has been with the United Way 211 program. We 
began partnering with the United Way 211 in August. We needed to have a means of 
communication to give citizens information when the vaccine is available. If we get into 
December and we receive a thousand calls a day, 211 can upgrade their recorded message and 
even have a live person answering. It’s “scale-able” – we can increase the volume of calls 
handled through this partnership with the United Way and State of Michigan. We are also in 
communication with the Wayne County Health Department and how we can work together. 
These are examples of partnerships that are vital to residents of the City of Detroit.   
 
SUMMARY: 
 
Selected elements of public health practice and potential challenges for local, state and cross 
border/international public health around the H1N1 pandemic were explored in this article. As 
previously noted, there are also key resources such as  the Michigan Care Improvement Registry 
(MCIR), a lifespan immunization registry through the Michigan Department of Community 
Health (MDCH).  The Registry’s public health benefits include providing local health 
departments with the ability to do population-based immunization level assessments targeting 
outreach efforts.   
 
MCIR’s versatility includes the all-hazard tracking system for emergency preparedness and the 
Influenza Vaccine Exchange Network (MCIR, 2009).  It is important to track multiple 
vaccinations for children  in the  H1N1 pandemic.   The MCIR is automatically populated with 
electronic birth certificates of children born in Michigan since 1994, is linked with WIC and 
Medicaid, and integrated with a variety of other child health data sets such as lead .   For children 
less than ten years who should receive two doses of H1N1, MCIR can generate a reminder 
notice.  The Influenza A (H1N1) 2009 Monovalent Vaccination Program encourages appropriate 
medical providers to enroll in MCIR to document their patients’ immunizations.  As an example, 
there is particular relevance in the H1N1 vaccination for obstetrics and gynecology patients.  For 
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purposes of safety and efficacy, MCIR gives MDCH the ability to track vaccine distribution and 
administration and notify individuals if there are adverse events (Hoy, 2004; MDCH, 2009). 
 
Public health community planning is a lengthly and ongoing process.  Strategies for pandemic 
influenza mitigation are available from sources such as the CDC Interim Pre-pandemic Planning 
Guidance: Community Strategy for Pandemic Influenza Mitigation in the United States (CDC, 
2007), MDCH Pandemic Influenza Planning (MDCH, 2008) and the Windsor-Essex County 
Pandemic Influenza Planning Committee (Windsor-Essex County, 2005).    The progress of 
pandemics is documented through multiple levels of public health practice, surveillance and 
research. For additional public health perspectives on the 2009 H1N1 pandemic, websites and 
links such as the United States National Institutes of Health (NIH) National Library of Medicine 
(NLM) provide timely information about local, state, national and international trends and 
analysis (NIH, NLM, 2009). Other multi-level sources include CDC weekly MMWR (Morbidity 
and Mortality Weekly Report) which provides state of the epidemic articles such as the “Update: 
Novel Influenza A (H1N1) Virus Infections – Worldwide, May 6, 2009” that incorporated 
investigation and the spread of the virus reports from WHO, the Public Health Agency of Canada 
and CDC (CDC, MMWR, 2009). In the dynamic field of public health and pandemics such as 
the 2009 H1N1 Influenza, recognition of historical as well as current “state of affairs” will 
hopefully prove valuable to practitioners as well as researchers. 
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