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Abstract 
Background: More than 2/3 of US adults are either overweight or obese as 
determined by the body mass index (BMI). In Fulton County IL, about 20.4% of 
adults are obese excluding those considered overweight. With such great 
percentages in the overweight and obese categories, one of the health goals of 
Fulton County as outlined in the I-PLAN is to decrease the obesity rate and this 
study surveys whether nutritional deficit plays a role in increasing BMI. 
 
Objective: This study aims to identify whether there is a nutritional knowledge 
gap between individuals of various BMI ranges as well as whether there is a 
nutritional deficit between residents living in Fulton county and the rest of the 
United States.  
 
Study Method: A 15 questions survey was distributed to 60 residents of Fulton 
County that included questions about foods high in calories, fat, cholesterol and 
fiber, as well as general demographic information. The survey aimed to 
determine any nutritional deficits in knowledge in those of Fulton County and 
whether there is a correlation between nutritional knowledge and BMI. The study 
also compared the result of study to the rest of the US as outlined by a survey 
done by the Physician Committee for Responsible Medicine. The survey was 
distributed in three family practices at Graham Medical Group in Canton, IL.  
 
Results: The results of the study concluded that there is no correlation between 
nutritional knowledge and BMI. The individuals that fell in normal BMI range as 
well as those at fell in the obese range had the same amount of knowledge 
concerning foods high in calories, fat, cholesterol. Forty percent of individuals 
that fell in the normal BMI and obese range answered the questions correctly. 
However, people that fell in the normal range tend to know more about foods that 
are considered healthy in terms of cancer and digestion. The study also 
determined that compared to the rest of the country, residents of Fulton County 
are less knowledgeable about nutrition as the rest of the country.  
 
Conclusion: The results of the study indicate that a nutritional deficit does not 
correlate with increasing BMI. Resources aimed at decreasing the obesity rate 
should therefore be aimed at behavioral modifications as well as taking into 
considerations factors such as socioeconomic status and determine how they 
play a role in the development of obesity. 
 
 
 
 
 



 
Introduction 

According to the Center for Disease Control, the number one cause of death in 
adults in the United States is heart disease (1). The risk factors for heart disease 
include hypertension, diabetes, being physically inactive and high blood 
cholesterol. Most of these risk factors have a high correlation with obesity. (2) 
More than 2/3 of US adults are considered overweight or obese; this is twice as 
much as in the 1970’s making obesity a great public health problem. In 
accordance with the rest of the country, Fulton County in the state of Illinois has 
faced the obesity epidemic. According to the Illinois Project for Local Assessment 
Needs (IPLAN), 20.4%  of Fulton County residents are obese excluding those 
that are considered in the overweight category; overall 63.3% overweight/obese. 
Of those that are considered obese, 19.1% have been advised that they are 
obese and 41.3% are in the process of attempting to lose weight (3). This project 
aims to survey the adult population of Fulton County in order to determine if there 
is a correlation between a higher body mass index and a lack of nutritional 
knowledge. In recent years, Body mass index has been favored for measurement 
of adiposity and hence obesity (4). Body mass index is a measure of body fat 
based on height and weight. An individual with a body mass index of <25 is 
considered normal BMI, 25-30 is considered overweight, and >30 is considered 
obese. As outlined in the IPLAN for Fulton County, the number one height priority 
of the county is the management of obesity as it relates to chronic diseases such 
as diabetes, chronic pulmonary problems and chronic heart problems. The 
county has plans to set up interventional strategies such as educational classes 
that aim to teach about nutrition. With this survey we hope to find the deficits in 
nutritional knowledge as well as how those deficits affect BMI; We also hope to 
create better nutritional tools that can be used to teach individuals about 
nutritional based on their own shortcomings when it comes to nutrition.  
 
 

Methods 
This study utilized a survey tool by the Physician Committee for Responsible 
Medicine (PCRM) about nutritional knowledge (5). The 15-question tool 
incorporated questions from the PCRM tool as well as general demographic 
information. We utilized this survey in hopes of comparing the results of the 
PCRM survey with that obtain in the population of Fulton County. Patients were 
surveyed from Graham Medical Group of Canton IL in three family medicine 
practices; all of who are Family Medicine practices. The patient population 
included men and women ages18 and up. The participants were divided into 
groups of the three categories of BMI (normal, overweight, or obese). 
Participants were then asked to report their weight and height in order to 
calculate their BMI. Children and pregnant women were also excluded from the 
survey due to the increase in weight during pregnancy and the dependency of 
children on their guidance for their nutritional health. Survey was collected over a 
month period and the results were analyzed  
 



Results 
 
60 individuals participated in the study with approximately 54 (90%) women and 
6 (10%) men. Of the 54 women that 95% of participants were Caucasian while 
1.6% were Black/African American and 1.6% were of Native American or 
Hawaiian origin. The results indicate that there is no nutritional knowledge deficit 
with increasing BMI in Fulton County (see table 1).  
 

Table 1: Percent Correct based on BMI Ranges 
 
Of the 10 questions evaluating nutritional knowledge, individuals in the normal 
range BMI answered 40% of the questions correctly which is the same result for 
those in the obese range. Interestingly, individuals in the obese range answered 

 
 

Normal Overweight  Obese 

Calories in 
skim milk or 
Cola 

14.3% 14.3% 71.4% 

Cholesterol in 
cheese and 
steak 

42.1% 21.1% 36.8% 

Calories in 
cheese from fat 

37% 12.5% 50% 

Colon 
 
 

40% 20% 40% 

Cancer risk 
and soy 
products 

48.1% 29.6% 22.2% 

Salmon 
content 
 

40% 10.0% 50.0% 

Cholesterol in 
Egg and Big 
Mac 

55.6% 22.2% 22.2% 

Foods high in 
Calcium 
 

33.3% 24.2% 42.4% 

Fiber between 
Fish or Beef 
 

47.1% 23.5% 29.4% 

More calories 
per ounce 
 

33.3% 33.3% 33.3% 



correctly questions relating to calories in foods, while individuals in the normal 
range answered the questions relating to cholesterol correctly. The results also 
illustrate that compared to the rest of the country, the people of Fulton County 
are less knowledgeable. Based on the percentage correct in each question, the  
rest of the country answered 60% of the questions correctly as oppose to 40% in  
Fulton County (see table 2).   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Table 2: Comparison of percent correct between Fulton County and PCRM 
Survey Population 

 

 Fulton County 
Population 

PCRM Survey Population 

Calories in 
skim milk or 
Cola 
 

11.9% 19% 

Cholesterol in 
cheese and 
steak 
 

34.5% 39% 

Calories in 
cheese from 
fat 
 

14.3% 20% 

Colon 
 
 

35.1% 59% 

Cancer risk 
and soy 
products 
 

50.9% 41% 

Salmon 
Content 
 

16.9% 20% 

Cholesterol in 
Egg and Big 
Mac 

15.8% 7% 

Foods high in 
Calcium 

56.9% 22% 

Fiber between 
Fish or Beef 

30.4% 36% 

More calories 
per ounce 
 

5.1% 14% 



Discussion/ Conclusions 
The results of this study indicates that obesity in Fulton County is not caused by 
a lack of nutritional knowledge. Obese individuals are as knowledgeable about 
fats, proteins, calories and fibers as their non-obese counter part. Efforts to 
decrease the obesity rate in Fulton County should therefore be directed at 
behavioral modifications and other obstacles to having a healthy BMI. The efforts 
at improving behavioral modification can be addressed by health care providers. 
It has been shown that physician in primary care setting lack clinical nutritional 
knowledge (6). Physician gaining more knowledge about nutritional may be of 
some benefit in helping set up ways of approaching behavior modifications. 
Behavioral modification in obese adolescent has been effective in reducing BMI 
in obese children (7), therefore it may beneficial to try such measures in the adult 
population of Fulton County. Factors such as socioeconomic status should also 
be taken into consideration. In the past, obesity was considered disease of 
individuals with high SES but in recent years it has switched to those with low 
SES (8). Therefore, further research can be done to see if SES plays a role in the 
increasing obesity rate.  
 
 

Limitations 
Due to lack of racial and ethnical diversity in the participants of the survey, we 
were unable to identify if race and ethnicity played a role in BMI. The research 
population was also predominantly women, which is not a representative of 
Fulton County.  
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Nutritional Knowledge Survey 
 

This is a survey, not a test. Your answers will help identify 
which dietary advise people find confusing. 
 1. It is important that you complete it by yourself. 
 2. Your answers will remain anonymous. 
  
 
Height: 
Weight: 
 
Age: 18-34 ____ 35-64_____ 45-54____ 55-65____ 65 or older____ 
 
1) Are you male or female? 
(a) Male b) Female  
 
If you are a woman, are you on the Women, Infants, and Children (WIC) 
program? Yes           No 
 
2) Are you Hispanic or Latina? 
(a) Yes   (b) No 
 
3) Which of the following would you say is your race? 
(a) White 
(b) Black or African American 
(c) Asian 
(d) Native Hawaiian and other Pacific Islander, American Indian, or Alaska Native 
 
4) Do you have any children? 
(a) Yes   (b) No 
 
If yes how many of your children are? 
(a) Less than 13 years old ___ 
(b) 13-17 years old ____ 
 
5) What is the highest level of education you have completed? 
(a) High School or GED 
(b) Some College 
(c) Technical or trade certificate   
(d) College Degree  
(e) Post-graduate degree  
 
6) Which one of the following is true? 
  a. Skim milk has far more calories than Coca-Cola. 
  b. Skim milk has far fewer calories than Coca-Cola.  
  c. Skim milk has about the same calories as Coca-Cola. 



 
 
7) Which one of the following is true?   
a. Cheese has far more cholesterol than steak.    
b. Cheese has far less cholesterol than steak.    
c. Cheese has about the same amount of cholesterol as steak. 
 
8) What percentage of calories in typical cheeses is from fat?  
  a. 20 percent   
b. 40 percent   
c. 50 percent   
d. 70 percent 
 
9) What part of your body is more likely to get cancer if you eat hot dogs 
and bacon frequently? 
 
The colon is another name for what part of the body?    
a. Small intestine   
b. Large intestine   
c. Pancreas   
d. Stomach   
e. Don’t know 
 
10) Women who regularly eat soy products, such as soymilk or tofu, have: 
a. Less cancer risk, compared with women who avoid soy products  
b. More cancer risk, compared with women who avoid soy products   
c. About the same cancer risk, compared with women who avoid soy products 
 
11) Would you say salmon is:   
a. Free of cholesterol   
b. Low in fat   
c. All of these    
d. None of these 
 
12) Which one of these is true?   
a. An egg has more cholesterol than a Big Mac.   
b. An egg has less cholesterol than a Big Mac.   
c. An egg has about the same amount of cholesterol as a Big Mac. 
 
13) Which of the following foods are high in calcium?   
a. Milk   
b. Broccoli   
c. Beans   
d. All of these   
e. None of these 
 



14) Which one of these is true?   
a. Fish has more fiber than beef.   
b. Fish has less fiber than beef.   
c. Fish and beef have the same amount of fiber. 
 
 
15) Which of the following has the most calories per ounce?    
a. Roasted chicken breast without skin   
b. Regular soda   
c. Cooked white rice 
 
 

THE END 
 

Thank you so much for your time. If you have any comment you 
would like to make about this survey, please do so below, they 

would be very well welcomed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Source: Physicians Committee for Responsible Medicine (PCRM) 
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 Which one of the following is true? 

 a. Skim milk has far more calories than Coca-Cola. 

 b. Skim milk has far fewer calories than Coca-
Cola.  

 c. Skim milk has about the same calories as Coca-
 Cola  

Question One 



 Which one of the following is true? 

 a. Skim milk has far more calories than Coca-Cola. 

 b. Skim milk has far fewer calories than Coca-
Cola.  

 c. Skim milk has about the same calories as 
 Coca-Cola  

Question One 



 According to the Center for Disease Control, the 
number one cause of death in adults in the United 
States is heart disease  

 The risk factors for heart disease include 
hypertension, diabetes, being physically inactive and 
high blood cholesterol. Most of these risk factors 
have a high correlation with obesity  

 More than 2/3 of US adults are considered overweight 
or obese  

 

 

Introduction 



 Body mass index has been favored for measurement 
of adiposity and hence obesity. 

 Body mass index is a measure of body fat based on 
height and weight  

 An individual with a body mass index of <25 is 
considered normal BMI, 25-30 is considered 
overweight, and >30 is considered obese  

Introduction 



 It is calculated in the Illinois Project for Local 
Assessment Needs (IPLAN) that  20.4% of Fulton 
County residents are obese (BMI> 30) excluding those 
that are considered in the overweight category. 

 Health priority #1: The management of obesity as it 
relates to chronic diseases in adults and children. 

 

Introduction 



 This study aims to identify whether there is a 
nutritional knowledge gap between individuals of 
various BMI ranges as well as whether there is a 
nutritional deficit between residents living in Fulton 
county and the rest of the United States.  

 Hypothesis: Individuals with BMI in the obese range 
are less knowledgeable about nutrition than those 
with BMI in the normal ranges.  

 

 

Objectives 



 A 15 questions survey was distributed to residents of Fulton 
County  

  Included questions about foods high in calories, fat, cholesterol 
and fiber, as well as general demographic information  

 survey tool by the Physician Committee for Responsible 
Medicine (PCRM) about nutritional knowledge  

 Patients were surveyed from Graham Medical Group of Canton 
IL in three Family Medicine practices. 

 Patient population included men and women over the ages of 
18; children and pregnant women were excluded 

 Survey collected over a month period.  

Methods 



 Which one of these is true?  a. An egg has more 
cholesterol than a Big Mac.  b. An egg has less 
cholesterol than a Big Mac.  c. An egg has about 
the same amount of  cholesterol as a Big Mac. 

 

Question Two 



 Which one of these is true?  a. An egg has more 
cholesterol than a Big Mac.  b. An egg has less 
cholesterol than a Big Mac.  c. An egg has about 
the same amount of   cholesterol as a Big 
Mac. 

 

Question Two 



 60 individuals participated in the study with 
approximately 54 (90%) women and 6 (10%) men. 

  Of the 54 women that 95% of participants were 
Caucasian while 1.6% were Black/African American and 
1.6% were of Native American or Hawaiian origin  

 Of the 10 questions evaluating nutritional knowledge, 
individuals in the normal range BMI answered 40% of 
the questions correctly which is the same result for 
those in the obese range  

Results 



Table 1: Percent Correct based on BMI Ranges 



 Based on the percentage correct in each question, 
the rest of the country answered 60% of the questions 
correctly as oppose to 40% in Fulton County. 

Results 



Table 2: Comparison of percent correct 
between Fulton County and PCRM Survey 

Population 



 The results of this study indicates that obesity in Fulton 
County is not caused by a lack of nutritional knowledge  

 Obese individuals are as knowledgeable about fats, 
proteins, calories and fibers as their non-obese counter 
part  

 Efforts at decreasing obesity rate should be more geared 
towards behavioral modifications and that can start with 
more knowledgeable primary care physicians.  

 It has been shown that physician in primary care setting 
lack clinical nutritional knowledge  

Conclusions/Discussions 



 It has been shown that behavioral modification in 
obese adolescent has been effective in reducing BMI 
in obese children, therefore such such can be 
attempted with the adult populations in Fulton 
County. 

 Factors such as socioeconomic status should also be 
taken into consideration. In the past, obesity was 
considered disease of individuals with high SES but in 
recent years it has switched to those with low SES  

Conclusions/Discussions 



 Educational classes 

 Family focus nutrition and physical activities 

 Media Campaign:  plan, implement and evaluate a 
health education campaign focusing on physical 
activity and nutritional information, ideas, and recipes 

 Grass roots activity: locate land that would be easily 
accessible for community gardens 

Interventional Strategies 



 Have physicians address behavioral modifications that 
can improve overall health in a longer session and 
time span 

 Find 2-3 candidates for weight loss, educate them 
over a 5-month during in behavioral education and 
observe for any improvements in weight loss.  

Moving Forward   
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Continuous Quality Improvement in Tazewell County:  
Evaluating Patient Awareness 

 
Abstract 
 
Continuous quality improvement (CQI) is a research method that has been developed to improve 
healthcare by identifying current problems and implementing changes to achieve better patient 
outcomes. The objective of this study is to identify the understanding and awareness of patients in 
Tazewell County of major health issues among this population. A survey was developed and 
introduced to a primary care clinic in Tazewell County. There were several areas identified in this 
study that allow for significant improvement in patient care. The main areas of focus identified 
from this data are mental health, misconceptions of prevalent health issues, and methods of 
information distribution preferred by patients. 
 
Introduction 
 
One of the most common models for CQI is the Plan, Do, Study, Act cycle. In this cycle, the first 
step is to plan an objective and method to study the target population. The next step is to carry out 
data collection. Following this step, the collected data is studied and results are summarized. The 
last step is to reassess and implement changes to identified areas of weakness while preparing to 
restart the continuous cycle. 
 
The purpose of this study is to gain an understanding of patient awareness in this community by 
gathering information on patient opinion of personal health, identifying desires for improvement, 
and assessing interest in expanding their involvement in personal health care. This data will help 
develop targeted strategies for improvement based on community specific health concerns. Once 
the areas of weakness and patient objectives have been identified, attainable goals and 
interventions aimed at continuous improvement can be developed. 
 
Methods 
 
A 2-page survey was developed based on input from several physicians, community health 
workers, and health care administrators. This survey was then distributed to all patients in a 
primary care office in Tazewell County. The surveys were collected anonymously for a 2-month 
period from patients willing to participate. The survey was designed to avoid any identifying 
information and did not discriminate by age, sex, socioeconomic status, or any other factor. 
Surveys were no longer collected after 300 completed surveys were obtained. Approximately 
1500 patients came through the primary care office during the 2-month time period. This allowed 
the response rate to be determined as approximately 20%. 
 
Results 
 
When analyzing the data, four main areas of focus were chosen. A total of 65% of patients 
reported their overall health as good, which can act as a baseline for future studies. When looking 
at mental health, 46% of patients reported their health as fair or bad. It was also shown that 49% 
of patients chose cancer as the biggest health concern in the community, which was rated 
significantly higher than more prevalent issues such as obesity, diabetes, and lung disease. 
Patients also reported interest in learning more about several topics and a monthly newsletter was 
the most common mechanism selected. The full results are listed below: 
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Figure 1: Survey questions with number of patient responses 
 
 
How would you rate your overall 
health? 

 

Excellent 66 

Good 196 

Bad 6 

Fair 32 

Other  

 
 
 
How would you rate your mental 
health? 

 

Excellent 64 

Good 97 

Bad 55 

Fair 84 

 
  
 
What do you think is the biggest 
health concern in this community?  

 

Lung disease 8 

Diabetes 78 

Heart disease 24 

Obesity 42 

Cancer 148 

 
 
 
What is your main source of health 
information 

 

Doctor 176 
Internet 56 
Television 59 
Other health professionals 7 
Other  2 

 
 
 
 
In what ways do you try to stay 
healthy? 

 

Healthy diet 65 

Exercise 64 

Routine doctor's visits 171 

Other  

 
 
 
 
 
What are the main reasons that make it 
difficult for you to stay healthy 

 

Not enough information 27 

Transportation difficulties 3 

Not enough time 108 

Financial cost 121 

Lack of access to healthcare providers 14 

Other 27 

 
 
 
 
 
What are some ways you are aware of 
that can prevent diabetes? 

 

Maintain a healthy diet 90 

See a doctor regularly 21 

Stay at a healthy weight 90 

Exercise regularly 61 

Learning about signs and symptoms 35 

Other 3 
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What are some of the main reasons to 
control high blood pressure? 

 

Heart failure prevention 77 
Stroke prevention 103 
Heart attack prevention 92 
Kidney damage prevention 20 
Nerve damage prevention  8 
 
 
What do you think is the most 
common cancer in the community? 

 

Colon 70 

Lung 37 

Breast 162 

Prostate 28 

Other 3 

 
 
 
Do you have a copy of your medical 
information from doctors’ offices or hospitals 
you visit made available to you 
Yes 231 
No 68 
 
 
 
Do you feel like you are actively 
involved in your own healthcare? 

 

Very involved  164 
Somewhat involved 132 
Not involved  4 
 
 
 
Do you ever miss a dose or more of a 
medicine prescribed by a health care 
provider? 
Often 6 
Sometimes 81 
Rarely 194 
Never 19 

 
What topics would you like more 
information about? 

 

Exercise recommendations 56 
How to follow a healthy diet 58 
Quitting smoking 47 
Stopping alcohol/drug use 8 
Diabetes education 41 
Mental health resources 19 
Preventative health measures 71 
 
 
 
 
 
How would you prefer to receive information 
about your health issues and the issues most 
common in the community? 
Paper Handout 12 

Brochure 78 

Email 57 

Monthly newsletter 130 

I would not like more information 23 

 
 
 
 
 
What are some reasons why you do 
not take prescribed medication?  

 

Too expensive 143 
Do not feel it is needed 90 
Side effects of the medication 35 
Difficulty remembering to take  24 
Unclear instructions on the medication 7 
Other 1 
 
 
 
 
 
 
 



Alyssa Lawler 

 
Conclusion 
 
The purpose of this study was to collect data that was specific to patients in Tazewell County and 
use the information gathered to develop community specific goals for the future. After 
establishing patient status and opinion through this the study, the culturally relevant data can be 
used to drive further improvement efforts by health care professionals in this area. By focusing 
efforts on a few key areas identified by the survey for improvement, a significant impact may be 
made in this community for patient outcomes and satisfaction. 
 
One option for building on this project would be to carry out the intervention preferred by 
patients, a monthly newsletter, that focuses on topics of patient interest and areas of weakness 
identified by this data. After implementation for a period of time, the survey could be repeated to 
assess progress that has been made in comparison to this data. By incorporating this change and 
reassessing which aspects have been successful, plans can be determined for future improvements 
in patient care and the cycle can be repeated. 
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Introduction 

 Continuous quality improvement (CQI) 
 Identifying problems 

 Implementing changes 

 Improve patient outcomes 

 Model 
 Plan, Do, Study, Act 



Objectives 

 Identify current understanding 

 Gather patient input  

 Encourage participation and ownership 

 Assess data 

 Implement intervention 



Methods 

 2-page survey developed 
 Physician/community 

input 

 Distributed in primary 
care office 
 Tremont, IL 

 2 month period 

 All patients offered 
opportunity 
 Anonymity maintained 

 300 surveys collected 

 Response rate 20% 
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Results 

 65% of  patients self  reported 
good health 

 Baseline for future comparison 
22% 

65% 

2% 11% 

How would you rate your 
overall health?  

excellent

good

bad

fair



Results 

 46% patients reported as fair 
or bad 

 Tri-county region  

 35% 1-30 days bad or fair  

 Illinois average 
 16% report fair or bad  

21% 

33% 18% 

28% 

How would you rate your mental 
health? 

excellent

good

bad

fair

Presenter
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Results 

 49% reported cancer 

 Heart Disease 
 Leading cause of  

mortality 

 Obesity 
 Highest rate in tri-county 

area- 66.1% 
 Higher rate than Illinois 

average- 64% 

3% 

26% 

8% 

14% 

49% 

What do you think is the biggest 
health concern in this community?   

lung disease

diabetes

heart disease

obesity

cancer



Results 

 Lung Disease 
 4th leading cause of  death 

 Rate of  COPD 7% above 
Illinois average 

3% 

26% 

8% 

14% 

49% 

What do you think is the biggest 
health concern in this community?   

lung disease

diabetes

heart disease

obesity

cancer



Results 

 Breast cancer rate of  death in 
Tazewell country  
 19.3/100,000 

 National US breast cancer 
rate of  death 
 24.1/100,000 

23% 

13% 

54% 

9% 

1% 

What do you think is the most 
common cancer in the community?  

colon

lung

breast

prostate

other



Results 

 Lung cancer rate of  death in 
Tazewell country  
 67.2/100,000 

 National US lung cancer rate 
of  death 
 52.6/100,000 

 

23% 

13% 

54% 

9% 

1% 

What do you think is the most 
common cancer in the community?  

colon

lung

breast

prostate

other



Results 

 Patient preference 
 Monthly newsletter 

0 20 40 60 80 100 120 140

Paper Handout

Brochure

Email

Monthly newsletter

I would not like more information

Patient Responses 

How would you prefer to receive 
information? 



Results 

 Patient preference 
 Preventative health 

measures 

 Diet and exercise 
recommendations 

 

0 10 20 30 40 50 60 70 80

Exercise recommendations

How to follow a healthy diet

Quitting smoking

Stopping alcohol/drug use

Diabetes education

Mental health resources

Preventative health measures

Patient Responses 

What topics would you like more 
information about?  



Conclusions 

 Areas to focus 
 Mental health 
 Identify available resources 

 Education 
 Prevalent diseases in the community 

 Preferred method of  information distribution 
 Monthly newsletter 

 



Conclusions 

 Future directions 
 Implement monthly newsletter 

 Repeat survey after change has been implemented 

 Reassess patient awareness, involvement, and 
improvement 
 



Article #1: Using Community Health 
Needs Assessments to Improve 

Population Health 

 Action plans 
 Target identified priorities of  the community 

 Evidence based strategies 
 Maximize impact 

 Allows community to understand community specific 
data 

 
 



Article #1: Using Community Health 
Needs Assessments to Improve 

Population Health 

 Encourages participation 

 Focus on what the patients want 
 Prioritizing limited resources 

 Common goals 
 Community and healthcare collaboration 
 



Article #2: Qualitative Needs Assessment: 
Healthcare experiences of  underserved 

populations in Montgomery County, VA 
 

 Underserved area 

 Highlights importance of  qualitative data 

 Similarities in communities  
 Money 

 Seeking health care 

 Preventative services 

 Confidence in care 



Article #2: Qualitative Needs Assessment: 
Healthcare experiences of  underserved 

populations in Montgomery County, VA 
 

  Reveal target population’s behavior and perceptions 
 Engage community in research process 

 Culturally relevant care 
 Identify community strengths and challenges 

 Develop community health planning and improvement 
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Analysis of Rural Primary Care Practice HPV Vaccination: A prospective analysis of parents' 
perception and intent to vaccinate with Gardasil 9 in Gibson Area Hospital Affiliated/Owned 

Primary Care Clinics 
 

A. Objectives of this project. 
The project aims to quantify rural Ford County parents’ perception and intent to vaccinate 
their children, per the CDC guidelines, with the new FDA approved GARDASIL 9 vaccine 
series.  
 

B. Background. 
According to the CDC, the human papillomavirus (HPV) is the most common sexually 
transmitted infection (STI) that causes genital warts and cancers: oral cancer, penile cancer, 
and cervical cancer. People, especially teens, can be infected with HPV and spread it to 
others for years without knowing it. Symptoms may arise early or later in life, depending on 
the virus strand. Many parents of pre-teens and teens have not heard of HPV or have little 
knowledge about the diseases it causes. GARDASIL 9 is the new HPV vaccine that protects 
females (ages 9-26) and males (ages 9-15) against more viral types than Gardasil, is 97% 
effective against certain cancers/genital warts, and has mild side effects. 
 
The Ford County Public Health Department (FCPHD) identified low HPV vaccination rates as 
one of 3 high priorities for the new 2014-2019 Ford County Illinois Community Health Plan.  
The purpose of this study is to understand parents’ core beliefs, education, and intent/lack 
of intent to vaccinate their children with the vaccine via a survey/questionnaire. Young 
adult women (age 18-26) may be included as well. Results will be utilized by the FCPHD to 
decrease preventable cancers by increasing HPV vaccination rates in the county.    
 

C. Study Method. 
Surveys will look at parents’ (and young adult women’s) marital status, education, and etc 
as contributing factors to HPV beliefs, education, and intent to vaccinate. Considering the 
new and improved HPV vaccine, Gardasil 9, we would like to know if parents will be more 
likely to vaccinate their children considering its benefits as described above. 
 
The survey targets all parents and, more specifically, those whose children have not been 
vaccinated or completed the three dose series. Young adult women, ages 18-26, will also be 
considered in the study using a secondary survey to compare public ideas between the two 
groups (parents vs. young adult women). The results from the survey will be used as a 
preliminary step to assist in directing resources towards areas that greatly benefit the 
people of Ford County and lead to higher HPV vaccination rates. 
 

D. Inclusion/Exclusion criteria for subjects. 
Inclusion criteria: all parents who have children (largely between the ages of 9-17) as well as 
young adult women of ages 18-26 who have not received or completed the HPV (GARDASIL 
and GARDASIL 9) vaccine. Parents with children who have all completed the vaccination 
series will be excluded from the study population.  
 



E. Theoretical risks or potential benefits to: Potential benefits include decreasing 
preventable cancers. Theoretical risks are minimized, as no identifiable patient information 
will be used at all. 
 

F. Alternative treatments to patients (if applicable). 
 

G. Precautions and Safeguards taken:  Subjects will not put any identifiable information on 
their questionnaires. 
 

Population and Sample: 
 A. Estimated number of subjects: 100-300 
 B. Parents or caregivers, young adult women 18-26 years old  
 C. Sex (estimate M:F ratio): males and females  

 
State type and amount of incentive to be offered, if any: None 
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What is the Human Papillomavirus (HPV)  
• According to the CDC, the most common sexually transmitted infection in the US and 

common throughout the world. 
 

• Is a singe stranded DNA containing virus 
 

•Extensive virology over 100 types. 
• Low- risk viral types infect cutaneous epithelium cause genital warts (6 and 11) 
• High-risk, oncogenic, viral types infect mucosal epithelium oropharyngeal, cervical, 

vaginal, vulval, penile, and anal cancer (16, 18, 31, 33, 45, 52, and 58).  
•16 and 18 make up cancers in women and men 

 
•If HPV remains in the body, symptoms may manifest early or later in life depending on the 
infecting viral type.  

 



HPV Diagnosis & Treatment 
• Not cultured. 

 
• Digene Hybrid Capture 2 (hc2) High-Risk HPV DNA Test 

– The only FDA approved test and more specific than Pap smears 
– Detection of single-stranded DNA from 13 high-risk types although not type-specific 
– PCR Assays commonly used to target regions in the L1 gene of outer capsid protein. 

 
• HPV Test done in women  

– Abnormal Pap smear tests results (ASC-US)  
– Combination with Pap smear for cervical cancer screening (women age 30-65) q5yrs 

 
• No test approved for men. 

 
• No Treatment, but there is management of clinical manifestations previously mentioned 



Natural history of HPV infection 

Presenter
Presentation Notes
http://www.cdc.gov/vaccines/pubs/pinkbook/hpv.html#pathogenesis



HPV Epidemiology 
•79 million currently infected in the US  
•14 million become newly infected each year 
•360,000 get genital warts each year 
•Avg number of new cases per year of HPV- associated cancer 

–20,589 in women vs. 12,571 in men 
•Most common HPV- associated cancers 

–>11, 000 women get cervical cancer each year 
–>9,000 men get oropharyngeal cancer each year 

 



Diagnosis of HPV-associated Cancers by Age:  Females vs. Males 
(2000-2008) 



Risk factors of HPV infection 
•Most suggested risk factor is young age (<25 years) and sexual behavior of both partners 
(including sexual history) 

•Number of sex partners, lifetime history of sex partners and the partners sexual history  
 

•Compared to other risk factors: young age at sexual initiation, inconsistent condom use, 
number of pregnancies, smoking , lack of circumcision in male partner, and oral contraceptive 
use 

HPV Cervicovaginal  Prevalence of Types 6,11,16, and 18 Among Women Aged 14-59 Years By Age Group and 
Time Period, National Health and Nutritional Examination Survey, 2003-2006 and 2007-20010 



Preventing HPV Infection 
• Focus on reducing transmission vs. elimination 

– Consistent use of condoms 
– Remaining monogamous with an uninfected partner 
– Abstinence from sexual activity 

• Cervical Cancer Screening overall guidelines (e.g. ACOG, ACS, USPSTF) 
even if history of HPV vaccination completed 
– Pap Smear ages 21- 65 every 3 years 
– Co-testing Pap smear and HPV tests every 5 years for ages 30-65 

• Vaccines 
– Prevent don’t treat HPV infections 



Gardasil 9 Vaccine 

•FDA approved in Dec 2014 
•Benefits 

–Coverage of 5 additional viral strains: 31, 33, 45,52,58 causes ~25% of ≥CIN2 
–Efficacy of immunogenicity to HPV strains is  96.7 %  

•Success identified through >99% seroconversion to all nine strains 
•Can have concomitant administration of common vaccines 

–Mostly for girls: higher proportion of the cancer-associated 5 strains compared to boys 
–Although $13 more than Gardasil, cost-effective in considering  

•HPV natural history, long-term duration of protection (6-8 years), and health care costs 
•Vaccine For Children program  

 
 
 
 



Vaccine Recommendations 

• Advisory Committee on Immunization Practices (ACIP) 
recommendation initiate vaccine at age 11-12.  
 

• Vaccination ages 9-26 in females and 9-15 in males  
– “Catch up vaccinations” ages 13-26 years in females and 13-21 in 

males  
– Most effective in those who have not had any exposure to virus (i.e. 

no sexual contact with others) 
 

• 3 series dose: 0, 2nd, and 6th month from start of first dose 



Concerns  
•Concerns have been raised 

•G9 contains 2Xs more aluminum, a neurotoxin, than Gardasil 
•Perceived parental increased likelihood of child promiscuity if vaccinated 
at early (recommended) age 

 
 
 
 
 

Safety 
•Safety profile 

• CDC and manufacturer reported that  it is mostly well-tolerated, benefits far outweigh 
potential risks 

• Similar to Gardasil, most common adverse effects: Pain at injection site, swelling, 
erythema, fainting, dizziness, nausea, headache, and fever 

• Increased erythema and swelling after each dose 
• Manufacturer stated that deaths in participants were not vaccine-related (<3%) 

 
• Contraindications and Precautions 

• If pregnant, breastfeeding, or history of immediate hypersensitivity (including allergy 
to yeast) 
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•According to Chicago tribune, 
Illinois ranked low for HPV 
vaccination: 48th among all states in 
2012 
 

•Rates significantly increased in 4 
states between 2012-2013-  IL, MI, 
NM, and SC 
– Inc public awareness, campaigns by 

professional and advocacy orgs, peer to 
peer education for physicians, and 
general health initiatives 

 

• Awareness of the importance has grown, but uptake has been slow. 
• Vaccination rates only slightly higher than in 2012. 

• ~37.6% of adolescent girls age 13-17 in US received all 3 doses in 2013 (vs. 33.4% in 2012) 
• Still lower in boys (1.3% in 2011 and 7% in 2012) compared to girls, but is increasing  

 

Vaccination rates in the United States and Illinois 



•~22 states currently have various laws regarding HPV vaccination 
– Required for school entry 
– Provide funding to cover costs of vaccine (IL) 
– Support public education about HPV and the vaccine 
– D.C. and Virginia require vaccine for girls to enter 6th grade, but parents can opt of due to 

medical, moral, or religious opposition. 

Reasons for slow vaccine uptake: parents not 
vaccinating or planning to vaccinate their child 

-Lack of knowledge about vaccine 
-Belief that vaccine not necessary 
-Safety concerns about vaccine and side effects 
-It was not recommended to them 
-Their child/adolescent is not sexually active 

Presenter
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Research Study Goal 
• The study is a continuation of a retrospective analysis done last year to quantify patient consent to 

vaccine and compliance in completing the series in rural health clinics affiliated with Gibson Area 
Hospital. Along with the Ford-Iroquis Public Health Department, the retrospective study concluded 
low percentage (3%) of patients receiving Gardasil vaccine in primary care practices. 
 

• The Ford County Public Health Department (FCPHD) identified low HPV vaccination rates as one 
of 3 priorities identified for the new 2014-2019 Ford County Illinois Community Health Plan.  

 
 
 

• In light of the low HPV vaccination rates and the emergence of the new HPV vaccine, Gardasil 9, 
a new prospective analysis was created to identify whether parents and young adult women (YAW, 
ages 18-26), would be more likely to consent to the vaccination of their children and themselves, 
respectively.  

 
 

• Ultimately, the purpose of this study was to understand core beliefs, education, and 
willingness to vaccinate with the Gardasil 9 vaccine in parents and young adult women to 
provide a platform that would help the FCPHD decide where to fund interventions in order  
to improve HPV vaccination rates in the rural county. 
 



Methods 

• Two separate surveys were created including sociodemographic 
identifiers: one for all parents and one for all young adult women 
– Sociodemographic factors included: Role to child, age of children in 

household, parental ages, marital status, race/ethnicity, health insurance 
status, education level, employment level, household income level, 
cigarette use. 
 

• Inclusion criteria: All parents, especially those with children ages 
9-18, and  young adult women ages 18-26. 
 

• Exclusion criteria: Children and Parents with children who have all 
completed a 3 dose vaccination series of any HPV vaccine 

Presenter
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Methods: Parents and Young adult women were given the simple explanatory letter as informed consent and to provide basic concise background information on the virus itself and Gardasil 9 compared to Gardasil. Regardless of knowledge on diseases The surveys were distributed to parents and young adult women who visited local clinics in the Ford County area for their personal or children’s health needs. Surveys were completed by both groups either before or after seeing their primary care physician. All surveys were collected and stored into Excel program weekly within one month. 



Methods (2)  
• Participants visiting local Ford County clinics were surveyed anonymously for 

one month to analyze three contributing factors influencing themes pertaining to 
HPV vaccinations: knowledge, beliefs about the virus/Gardasil 9, and 
intent/willingness to vaccinate. The willingness and influential barriers to 
vaccinate as recommended were explored most specifically. 
– Knowledge: Questions 3,4,5,6,12 
– Willingness/Intent to vaccinate child: Questions 7,9,14,17 
– Attitude towards Gardasil 9: Question 8 

 
• Vaccination Locations 

– Preferential locations to receive vaccinations, in effort to create convenience and 
encourage active vaccinations of children and young adults were identified as well. 

 
• Statistical analyses were performed to determine a significant difference 

between demographics and willingness, if p-values <0.05. Frequencies and 
percentage of responses were stored in Excel. 
 
 



Results 
• 58 participants completed survey 

– 6 were excluded based upon series completion and ambiguous 
responses 

– 28 (53.84%) surveys were completed by parents  
– 24 (46.15%) were completed by young adult women.  
– 2 participants from both groups completely declined vaccine.  

 
• Based upon retrospective study, clinic patient population is 

approximately 7,252. 
 

• The survey population represents less than 1% of clinic 
population. 



Results (2) 
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Survey response to questions 3,5,6,12 

Comparing Awareness of HPV & Gardasil 9  

Heard of HPV

Desire for HPV
education

Heard of Gardasil 9

Doctor ever
recommended
vaccination for
child/self



Results (3) 
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Survey response to question 7 

Comparison of Willingness to vaccinate child/self with Gardasil 9 
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Results (4) 
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Results (5) 

• P-values for each of the comparisons between both 
groups were greater than 0.05, so we accept that there 
was NO difference towards Gardasil 9 in…  
– Awareness (P value=0.4435) 
– Willingness to vaccinate (P value=0.4435) 
– Attitudes (P value =1).  
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Survey response to question 17 

Comparing Barriers Influencing Willingness/Intent to Vaccinate with Gardasil 9 

Parents

YAW

•There was no difference observed between both groups on the barriers influencing 
willingness to vaccinate children (in the parental group) and self (in the Y.A.W group)   
(P-value=0.9985).  



Correlation: Willingness to Vaccinate and Health 
Insurance 

•In regards to making a correlation between the 11 survey demographics and willingness to 
vaccinate, there was only a significant statistical difference observed in health insurance 
(public aid vs private) of the parental group.  
 

•Parents’ willingness to vaccinate their children when covered by public aid 
(Pvalues=0.013)  



Preferential Vaccination Locations 

•Preferential locations, in order of most to least desirability, were 
clinics, hospitals, pharmacy/ public health department. 

Parents Young Adult Women 



Conclusion  
•Considering the very small sample size, it is difficult to truly say that there 
is a difference between both groups in awareness, willingness, attitude, 
and barriers. 
 

•The significance in survey question 7 demonstrated that parents with 
public aid were more likely/willing to allow their children to be vaccinated 
with Gardasil 9 than those with private health insurance.  



Conclusion (2) 

•In monitoring overall responses between both groups and the 3 
themes, most   of the participants were reportedly… 

•More aware of HPV and Gardasil 9 (although relatively new). 
•More willing to vaccinate child/self with Gardasil, in general, if provider 
recommended it and it was funded 

•Unable to judge or have a significant opinion towards Gardasil 9  



Discussion/ Limitation 

•According to one study, practical methods that would increase HPV 
vaccination rates include county-sponsored social marketing campaign that 
increases awareness about the virus and its pathological course through 
media (television, radio, informational advertisements in clinics and heavily 
populated businesses such as grocery/large department stores); this is a 
recommendation for where to allocate the FCPHD IPLAN funding.  

 
•In performing this study, more time would be needed to focus on one or both 
populations, ensure patients’ understanding of difference between Gardasil 
and Gardasil 9, and better involvement with nursing/clinic staff would lead to a 
increase sample size.  
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Analysis of Rural Primary Care Practice HPV Vaccination: A prospective analysis of YOUNG ADULT WOMEN’S 
perception and intent to vaccinate with Gardasil 9 in Gibson Area Hospital Affiliated/Owned Primary Care 

Clinics 
 
Please complete this survey. Do NOT provide any identifying (e.g. name) information, this survey will remain 
anonymous to protect your privacy. 
 
Please clearly check all that applies to YOU. 
 
Mom      Dad       Caregiver                    Young adult woman 
Age group:              18-20     21-23  24-26          
Marital Status:           Never Married Married   Divorced    Separated 
Race/Ethnicity:          White    Black               Hispanic     other 
Health Insurance:       Private   Public              None 
Education Level:         <High School             HS Grad/GED           Some college            College graduate 
Employment:              Not employed    Employed 
Household Income:   <$15,000     $15-25,000  $25-50,000       $50,000+ 
Cigarette use:             Current smoker  Former smoker  Never smoked 
 
Q1. Do you have a regular Primary Care Physician? Yes    No 
 
Q2. Have you seen a Primary Care Physician or Obstetrician/Gynecologist in the past year? Yes    No 
 
Q3. Before today, have you ever heard of the human papillomavirus or HPV? This is not HIV.     
        Yes   No, If no: Go to Q5 
 
Q4. Was your first time hearing about it through    TV      Radio      Internet     Family/friend  or 
Doctor? 
 
Q5.  Are you interested in learning more about the HPV infection and its clinical consequences? 
        Yes   No 
 
Q6. GARDASIL 9®, was recently licensed and FDA approved on December 2014. Before today, have you heard 

of the vaccine? Yes   No 
 
Q7. Considering the enhanced benefits of GARDASIL 9 compared to GARDASIL, would you be more willing to 

get vaccinated with GARDASIL 9? Yes   No    
 
Q8. What is your opinion of the vaccine, GARDASIL 9, based on what you know about it thus far? 
       Very favorable          Favorable         Unable to judge            Unfavorable        Very Unfavorable 
 
Q9. Knowing that this vaccine prevents you from getting cancer, how likely are you to get vaccinated, if it were 

available or covered by your health insurance/state-funds?  
        Very likely                Likely     Neutral/Not sure      Not Likely     Never 
 
Q10. Have you ever had the HPV vaccination with GARDASIL (NOT Gardasil 9)?  
      Yes   No, If no: Go to Q12. 
 
                                                PLEASE ANSWER REMAINING QUESTIONS 
ON BACK. 
 



  Q11. How many HPV shots did you receive? 1, 2, or 3 
 
Q12. Has a doctor or other health professional ever recommended that you get the HPV vaccination?      
       Yes   No, If no: Go to Q14. 
 

Q13. Do you intend to get vaccinated soon? Yes   No 
 
 Q14. Would you get vaccinated if the doctor or another health professional recommends it?  
        Yes   No 
 
Q15. If other people you know are getting vaccinated, how likely are you to get vaccinated? 
         Very likely          Likely     Neutral/Not sure      Not Likely     Never 
 
Q16. Please rank your top 3 locations. Where do you prefer to get the HPV vaccination?  1=Most desirable  3= 

Least desirable.    If vaccination declined, Go to Q17. 
   
___ Clinic         ___Hospital           ___Pharmacy        ___County Public Health Department       ____ School             
 
Q17. What is the main reason you would/did not receive or complete the HPV vaccinations?  

 
Q18. To serve you better, please feel free to write any comments below about your awareness, knowledge, or 
intent to/not to get vaccinated using the new HPV vaccine, Gardasil 9. 
 
 
 
 

o Religious objection to all/some vaccines o I am not sexually active/ Don’t need it 

o I don’t know enough about  -HPV,  -the vaccine, OR -
both 

o Provider has not recommended it 

o Concern for safety/side effects o Can’t afford it/ Not covered by health insurance 

o Did not have time/ too busy to make appointment o Companies trying to get more money 

o Other, Not Specified 

THANK YOU FOR COMPLETING THIS SURVEY! 
 



Analysis of Rural Primary Care Practice HPV Vaccination: A prospective analysis of PARENTS’ perception and 
intent to vaccinate with Gardasil 9 in Gibson Area Hospital Affiliated/Owned Primary Care Clinics 

 
Please complete this survey. Do NOT provide any identifying (e.g. name) information, this survey will remain 
anonymous to protect your privacy. 
 
Q1. Do you have children between the ages of 9-18 in your household? Yes    No 
 
Q2. Who is the primary decision maker on who allows your child to be vaccinated?  
       Mom  Dad   The child him/herself 
Please clearly check all that applies to YOU. 
 
Mom   Dad      Caregiver   
Age group:              18-29     30-39  40-49       50-59    60+ 
Marital Status:           Never Married Married   Divorced    Separated 
Race/Ethnicity:          White    Black               Hispanic     other 
Health Insurance:       Private   Public              None 
Education Level:         <High School             HS Grad/GED            Some college           College graduate 
Employment:              Not employed    Employed 
Household Income:   <$15,000     $15-25,000  $25-50,000       $50,000+ 
Cigarette use:             Current smoker  Former smoker  Never smoked 
 
Do you have a regular Primary Care Physician? Yes  No 
Have you seen a Primary Care Physician or Obstetrician/Gynecologist in past year? Yes  No 
 
Q3. Before today, have you ever heard of the human papillomavirus or HPV? This is not HIV.     
        Yes   No, If no: Go to Q5 
 
Q4. Was your first time hearing about it through    TV      Radio      Internet     Family/friend   or  
Doctor? 
 
Q5.  Are you interested in learning more about the HPV infection and its clinical consequences? 
        Yes   No 
 
Q6. GARDASIL 9®, was recently licensed and FDA approved on December 2014. Before today, have you heard 

of the vaccine? Yes   No 
 
Q7. Considering the enhanced benefits of GARDASIL 9 compared to GARDASIL, would you be more willing to 

get your child(ren) vaccinated with GARDASIL 9? Yes   No    
 
Q8. What is your opinion of the vaccine, GARDASIL 9, based on what you know about it thus far? 
       Very favorable          Favorable         Unable to judge            Unfavorable        Very Unfavorable 
 
Q9. Knowing that this vaccine prevents your child from getting cancer, how likely are you to get them 

vaccinated, if it were available or covered by your health insurance/state-funds?  
        Very likely         Likely     Neutral/Not sure      Not Likely     Never 
 
 

                                                              PLEASE ANSWER REMAINING QUESTIONS 
ON BACK. 
 



Q10. Has your child ever had the HPV vaccination with GARDASIL (NOT Gardasil 9)?  
      Yes   No, If no: Go to Q12. 
 
  Q11. How many HPV shots did he/she receive? 1, 2 , or 3 
 
Q12. Has a doctor or other health professional ever recommended that your child(ren) get the HPV 
vaccination?      
       Yes   No, If no: Go to Q14. 
 

Q13. Do you intend to get your child(ren) vaccinated soon? Yes   No 
 
 Q14. Would you allow your child(ren) to get vaccinated if the doctor or another health professional 
recommends it?  
        Yes   No 
 
Q15. If other people you know are getting their kids vaccinated, how likely are you to get your child(ren) 

vaccinated? 
         Very likely        Likely     Neutral/Not sure      Not Likely     Never 
 
Q16. Please rank your top 3 locations. Where do you prefer your son(s)/daughter(s) to get the HPV 

vaccination?  1=Most desirable 3= Least desirable.    If vaccination declined, Go to Q17. 
   
___ Clinic         ___Hospital           ___Pharmacy        ___County Public Health Department       ____Child’s school             
 
Q17. What is the main reason you would/did not allow your child(ren) to receive the HPV vaccinations?  

 
Q18. To serve you better, please feel free to write any comments below about your awareness, knowledge, or 
intent to/not to vaccinate your child using the HPV vaccine, Gardasil 9. 

o Religious objection to all/some vaccines o Child(ren) not sexually active/ Don’t need it 

o I don’t know enough about  -HPV,  -the vaccine, OR -
both 

o Provider has not recommended it 

o Concern for safety/side effects o Can’t afford it/ Not covered by health insurance 

o Did not have time/ too busy to make appointment o Companies trying to get more money 

o Other, Not Specified 

THANK YOU FOR COMPLETING THIS SURVEY! 
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Narcotic Prescribing for Chronic Pain Patients in Rural Western Illinois- Kerry 
Storms. MS3 
 
Abstract- Chronic pain affects 1/3 of adults in the United States with an annual cost of 
$85 to $90 billion in 2008.2,6 Patients taking chronic narcotic pain medications 
experience lower quality of life as exemplified by increased rates of health care 
utilization and depression.2 In 2012, 4.9 million Americans ages 12 and older used pain 
medication for nonmedical reasons.4 Multiple nonpharmacologic and pharmacologic 
alternatives to narcotic pain medications exist, including, but not limited to, lifestyle 
changes, physical interventions, psychological interventions, occupational therapy, 
nonopioid analgesics and antidepressant medications.4 Considering these factors, the 
Administrator of the Drug Enforcement Administration declared on August 22, 2014 that 
hydrocodone combination products would be rescheduled to schedule II from schedule 
III.6 Due to this newly enforced change, it is hypothesized that primary care physicians 
would increase referrals to pain specialists and decrease the number of chronic pain 
patients they treat. 
 
Introduction- Chronic pain can be defined as an unpleasant sensory and emotional 
experience associated with actual and potential tissue damage that lasts for six or more 
months or lasting longer than the normal course of the disease.2 The amount of 
prescription painkillers prescribed in the United States has seen an almost four-fold 
increase since 1999 without a difference in the amount of pain reported by patients.5 
Chronic pain affects 1/3 of adults in the United States with 5% of those individuals 
receiving opioid pain medications to treat their pain.1 This is at an annual cost of $85 to 
$90 billion in 2008 ($92 to $98 billion in 2015 dollars, a 9% increase, not accounting for 
the increased use over that time).6 Patients taking chronic narcotic pain medications have 
increased rates of health care utilization and depression, which is indicative of a lower 
quality of life.1 In 2012, 4.9 million Americans ages 12 and older used pain medication 
for nonmedical reasons.4 The growth in the number of new nonmedical opioid pain 
medications users is second only to the growth in the number of marijuana.4 Additionally, 
multiple alternatives, both pharmacologic and nonpharmacologic, to narcotic pain 
medications exist.6 Pharmacologic alternatives to narcotic pain medications include 
nonopioid analgesics, such as acetaminophen, nonsteroidal anti-inflammatory drugs, and 
aspirin; and adjuvant medications, which include anticonvulsants, antidepressants, topical 
lidocaine, topical capsaicin, and cyclobenzaprine, among other medications.6 
Nonpharmacologic alternatives to narcotic pain medications include lifestyle changes 
such as cessation of tobacco products and weight loss; physical interventions such as 
exercise, manipulation, physical therapy, stretching, yoga, nerve blocks, trigger point 
injections, spinal infusions, spinal stimulation, and transcutaneous electric nerve 
stimulation; psychologic interventions including biofeedback, cognitive behavioral 
therapy, counseling, music, and relaxation; and occupational interventions such as 
occupational therapy and work conditioning programs.6 These nonpharmacolgic options 
should be trialed prior to prescribing pharmacologic interventions.6 Due to this evidence, 
the Drug Enforcement Administration (DEA) declared on August 22, 2014 that 
hydrocodone combination products would change to schedule II from schedule III.6 
Schedule II indicates drugs, substances, or chemicals which are defined as having a high 



potential for abuse, but less abuse potential than Schedule I compounds.3 Schedule II 
compounds have the potential to lead to severe psychological or physical dependence and 
are considered dangerous.3 Examples of Schedule II drugs are: hydrocodone combination 
products with less than 15 milligrams per dosage unit (Vicodin), cocaine, 
methamphetamine, methadone, hydromorphone (Dilaudid), meperidine (Demerol), 
oxycodone (OxyContin), fentanyl, Dexedrine, Adderall, and Ritalin.3 Schedule III 
indicates drugs, substances, or chemicals defined as compounds with low to moderate 
potential for physical and psychological dependence.3 The abuse potential of Schedule III 
drugs is less than Schedule I and Schedule II compounds, but more than Schedule IV 
compounds.3 Examples of Schedule III compounds are products containing less than 90 
milligrams of codeine per dosage unit (Tylenol with codeine), ketamine, anabolic 
steroids, and testosterone.3 Due to this newly enforced change, it is hypothesized that 
primary care physicians and mid-level providers would increase referrals to pain 
specialists and decrease the number of chronic pain patients they treat. 
 
Methods- A survey was developed to assess the practices of physicians and mid-level 
providers in treating patients with chronic pain. This survey was mailed to the outpatient 
Internal Medicine and Family Medicine physicians and mid-level providers in Knox 
County. The responses on the returned surveys were tabulated and plotted as bar graphs 
where appropriate. 
 
Results- 12 of 25 physicians and mid-level providers returned the survey. 11 of the 12 
respondents indicated they had treated chronic pain patients on January 1, 2014. Of the 
11 continuing with the survey, all 11 indicated they used narcotic pain medications to 
treat at least portion of their chronic pain population. 

 
 

0

1

2

3

4

5

6

7

1-20% 21-40% 41-60% 61-80% 81-100%

N
um

be
r 

of
 r

es
po

nd
en

ts
 

Percentage of total patient population 

Question 3: What portion of your chronic 
pain patient population was prescribed 
narcotic pain medication on January 1, 

2014? 



All of these 11 indicated they treated a portion of their chronic pain patients with narcotic 
pain medications on January 1, 2015. 
 
 

 
Seven of the 11 respondents who treated chronic pain patients indicated their prescribing 
practices changed after October 6, 2014. Two respondents indicated a nonspecific 
increase in visit frequency, two respondents indicated they began scheduling monthly 
visits, and two respondents indicated they increased the visit frequency of their chronic 
pain patients to every three months. Two respondents indicated they began implementing 
pain contracts. One respondent indicated the use of drug screens. One respondent 
indicated the use of pill counts. One respondent noted referral to pain management 
specialists. One respondent indicated they were using more tramadol. One respondent 
indicated they were limiting the number of prescriptions. All seven of the respondents 
who stated they had changed their practices since October 6, 2014 indicated their changes 
were successful. Three of the seven respondents indicated they planned to implement 
further changes, which included more referrals to pain clinic(s), the use of non-narcotic 
pain medications, more teaching of patients, plan to prescribe narcotic pain medications 
less often, increase visit frequency to every month, and a follow-up log sheet as to change 
in the patient’s pain level. 
 
Conclusions- Given the information provided by physicians and mid-level providers in 
Knox County, the hypothesis would have to be rejected. Physicians and mid-level 
providers in Knox County continued to care for their chronic pain patients even after the 
Drug Enforcement Administration made prescribing hydrocodone combination products 
more difficult. There are a variety of changes by which physicians and mid-level 
providers have modified their practices to be consistent with the new regulations. Only 
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one physician or mid-level provider chose to refer their patients on to pain specialists, a 
behavior that was initially believed to be a common choice. The respondents believe that 
the changes they have employed have been successful. Some providers indicated they 
believe further changes to their practices could continue to improve care. Limitations of 
this study include the limited number of physicians and mid-level providers in Knox 
County from which to glean information. The mid-level providers could be following the 
practices of the physician with whom they are associated; this would result in the same 
patient population being reported upon. Also, there were a limited number of responses 
from the physicians and mid-level providers in Knox County, with only 48% returing the 
survey. Further studies could include follow up to see if changes continued to be 
effective, follow up to see if other proposed changes were effective, assessment of 
amount of narcotic pain medication prescribed prior to and following October 6, 2014, 
comparison of the narcotic prescribing practices of Knox County physicians with 
physicians in other rural areas of Illinois and other rural areas of the United States, and 
comparison of the narcotic prescribing practices of rural physicians with the practices of 
urban physicians. 
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Problem 

 Before arriving at OSF St. Mary’s Medical Center in 
Galesburg, IL, I queried my main preceptor, Dr. 
James Nesselroad, about concerns in the the area 
served by OSF St. Mary’s Medical Center 

 He informed me of three issues; one of the issues 
was abuse of narcotic pain medications 



Background 

 The amount of prescription painkillers prescribed in 
the United States has seen an almost four-fold increase 
since 1999 without a difference in the amount of pain 
reported by patients.5 

• Chronic pain affects 1/3 of adults in the United States 
with an annual cost of almost $100 billion.2,6 

• Patients taking chronic narcotic pain medications have 
increased rates of health care utilization and 
depression.1 

• In 2012, 4.9 million Americans ages 12 and older used 
pain medication for nonmedical reasons.4 

• Multiple alternatives to narcotic pain medications 
exist.4 



Background 

• Nonpharmacologic alternatives to narcotics4 
• Lifestyle: cessation of tobacco products, weight loss 
• Physical: exercise, manipulation, physical therapy, stretching, 

yoga, nerve blocks, trigger point injections, spinal infusion, 
spinal stimulation, transcutaneous electric nerve stimulation 

• Psychologic: biofeedback, cognitive behavioral therapy, 
counseling, music, relaxation 

• Occupational: occupational therapy, work conditioning 
programs 



Background 

• Pharmacologic alternatives to narcotics4 
• Nonopioid analgesics: acetaminophen, nonsteroidal anti-

inflammatory drugs, aspirin 
• Adjuvant medications: anticonvulsants, antidepressants, 

topical lidocaine, topical capsaicin, cyclobenzaprine 



Background 

• Due to this evidence, the Drug Enforcement 
Administration (DEA) declared on August 22, 2014 
that hydrocodone combination products would 
change to schedule II from schedule III.5 



Hypothesis 

• Due to this newly enforced change, it is hypothesized 
that primary care physicians and midlevel providers 
would increase referrals to pain specialists and, 
therefore, decrease the number of chronic pain 
patients they treat secondary to the increased 
difficulty with prescribing hydrocodone combination 
products. 



Methods 

• A survey was developed to assess the practices of 
physicians and mid-level providers treating patients 
with chronic pain. 

• This survey was mailed to the outpatient Internal 
Medicine and Family Medicine physicians and mid-
level providers in Knox County. 

• Responses were tabulated and plotted as bar graphs. 





Survey 



Results 

• 12 of 25 physicians and mid-level providers 
responded to the survey 

• 11 of 12 respondents indicated they treated chronic 
pain patients on January 1, 2014 

• All 11 indicated they treated those patients with 
narcotic pain medication 

• All 11 indicated they treated chronic pain patients on 
January 1, 2015 



Results 
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Results 

• 7 of the 11 indicated their prescribing practices changed 
after October 6, 2014 
 Increase visit frequency (two respondents) 

 Monthly visits (two respondents) 
 Every three months (two respondents) 

 Pain contracts (two respondents) 
 Drug screens (one respondent) 
 Pill counts (one respondent) 
 Referral to pain management (one respondent) 
 Use more tramadol (one respondent) 
 Limit number of prescriptions (one respondent) 

• All seven of these respondents indicated their changes 
were successful 



Results 

• Three of the seven respondents indicated they 
planned to implement further changes 
 More referrals to pain clinic(s) 
 Use non-narcotic medications 
 More teaching to patients 
 Prescribe narcotics less often 
 Increase visit frequency to every month 
 Follow-up log sheet as to change in pain level 



Conclusions 

• Physicians and mid-level providers in Knox County continued to care 
for their chronic pain patients after the Drug Enforcement 
Administration made prescribing hydrocodone combination products 
more difficult 

• There are a variety of changes by which physicians and mid-level 
providers have modified their practices, but only one has referred 
patients on to specialists 

• The respondents believe their changes have been successful 
• Some providers believe further changes to practices could continue to 

improve care 



Limitations 

• Limited number of physicians and mid-level providers from 
which to glean information 

• Mid-level providers could be following the practices of the 
physician with whom they are associated 

• Limited number of responses to survey 



Possibilities for Future Studies 

• Follow up to see if changes continued to be effective 
• Follow up to see if other proposed changes were effective 
• Assessment of amount of narcotic pain medication 

prescribed prior to and following October 6, 2014 
• Compare the narcotic prescribing practices of Knox County 

physicians with physicians in other rural areas of Illinois 
and other rural areas of the United States 

• Compare the narcotic prescribing practices of rural 
physicians with the practices of urban physicians 



Questions? 
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