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Age: Descriptive Information on Survey Sample (Question 5)
Northwest Salt L ake Valley Community Residents, 1999.

Northwest SL Valley
Unweighted Sample

Distribution

Percentage Number of

Demographic Subgroup Distribution  Persons

Age Group
17 or Under 35.9% 1,456
18-34 27.6% 1,120
35-49 17.6% 714
50-64 9.2% 375
65+ 8.5% 343
Not Reported 1.2% 49
Total, All Persons 100.0% 4,057

Sex: Descriptive Information on Survey Sample (Question 4)
Northwest Salt L ake Valley Community Residents, 1999.

Northwest SL Valley
Unweighted Sample

Distribution
Percentage Number of
Demographic Subgroup Distribution  Persons
Sex
Males 50.3% 2,040
Females 49.6% 2,014
Not Reported 0.1% 3
Total, All Persons 100.0% 4,057

Marital Status: Descriptive Information on Survey Sample (Question 47)
Northwest Salt Lake Valley Community Adults Age 18 or Over, 1999.

Northwest SL Valley
Unweighted Sample
Distribution, Adults Age
18 or Over

Percentage Number of

Demographic Subgroup Distribution  Persons

Marital Status
Single, Never Married 25.7% 657
Married 58.3% 1,488
Separated/Divorced 10.1% 258
Widowed 5.6% 143
Not Reported 0.2% 6
Total, Age 18 or Over 100.0% 2,552
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Northwest SL Valley
Unweighted Sample
Distribution

Percentage Number of

Demographic Subgroup Distribution  Persons

Languages Spoken and Understood Well
English 83.4% 3,385
Spanish 36.5% 1,482
Tongan 5.4% 221
Vietnamese 2.5% 102
Bosnian 1.7% 69
Samoan 0.8% 34
Russian 0.2% 9
Cambodian 0.0% 1
Laotian 0.0% -
Other 7.4% 299
Not Reported 0.2% 8
Total, All Persons’ 100.0% 4,057

Northwest SL Valley
Unweighted Sample
Distribution

Percentage Number of

Demographic Subgroup Distribution  Persons
English Spoken and Understood Well
Yes 83.4% 3,385
No 16.4% 664
Not Reported 0.2% 8
Total, All Persons 100.0% 4,057

L anguages Spoken: Descriptive | nformation on Survey Sample (Question 45)
Northwest Salt Lake Valley Community Residents, 1999.

1 Figures in this row sum to greater than 100% because respondents were allowed to select multiple answers.

English Fluency: Descriptive Information on Survey Sample (Question 45)
Northwest Salt L ake Valley Community Residents, 1999.
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Religion: Descriptive I nformation on Survey Sample (Question 41)
Northwest Salt L ake Valley Community Residents, 1999.

Northwest SL Valley
Unweighted Sample

Distribution
Percentage Number of
Demographic Subgroup Distribution  Persons
Religion
LDS (Mormon) 37.4% 1,517
Catholic 33.2% 1,345
Muslim 2.8% 112
Protestant 2.2% 88
Buddhist 1.9% 78
Jewish 0.1% 6
Other 11.4% 464
No Religion 9.7% 392
Not Reported 1.4% 55
Total, All Persons 100.0% 4,057

Religious Activity: Descriptive I nformation on Survey Sample (Question 42)
Northwest Salt Lake Valley Community Residents, 1999.

Northwest SL Valley
Unweighted Sample

Distribution
Percentage Number of
Demographic Subgroup Distribution  Persons
Attends Religious Services
At Least Once a Week 43.2% 1,751
At Least Once a Month 12.8% 520
Less Than Once a Month 16.9% 684
Never Attends 25.6% 1,038
Not Reported 1.6% 64
Total, All Persons 100.0% 4,057
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Household Size: Descriptive Information on Survey Sample (Question 2)
Northwest Salt L ake Valley Community Households, 1999.

Northwest SL Valley
Unweighted Sample
Distribution

Percentage Number of

Demographic Subgroup Distribution Households

Household Size

1 Person 17.0% 206
2 People 23.3% 282
3 People 16.8% 203
4 People 18.0% 218
5 People 11.6% 140
6 People 7.0% 85
7 People 3.7% 45
8 People 1.2% 15
9+ People 1.3% 16
Not Reported 0.0% -

Total, All Households 100.0% 1,210

Moved in Last 12 Months. Descriptive I nformation on Survey Sample (Question 50)
Northwest Salt Lake Valley Community Households, 1999.

Northwest SL Valley
Unweighted Sample
Distribution

Percentage Number of

Demographic Subgroup Distribution Households

Number Times Moved Last 12 Months

1 Time 16.0% 194
2 Times 3.9% 47
3 Times 1.7% 21
Has Not Moved 77.5% 938
Not Reported 0.8% 10
Total, All Households 100.0% 1,210

Telephone in Household: Descriptive Information on Survey Sample (Question 1)
Northwest Salt Lake Valley Community Households, 1999.

Northwest SL Valley
Unweighted Sample
Distribution

Demographic Subgroup

Percentage Number of
Distribution Households

Phone in Home
Yes
No
Not Reported
Total, All Households

91.2% 1,103
4.8% 58
4.0% 49

100.0% 1,210
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Race: Descriptive Information on Survey Sample (Question 43)
Northwest Salt Lake Valley Community Residents, 1999.

Northwest SL Valley
Unweighted Sample

Distribution
Percentage Number of
Demographic Subgroup Distribution  Persons
Race
White 47.8% 1,941
Pacific Islander
Samoan 1.0% 39
Native Hawaiian 0.0% 2
Guamanian or Chamoro 0.0% -
Oth. Pacific Islander 5.9% 240
Total Pacific Islander 6.9% 281
Asian
Vietnamese 2.5% 102
Chinese 0.5% 19
Asian Indian 0.4% 17
Japanese 0.3% 14
Filipino 0.1% 4
Korean 0.1% 3
Other Asian 0.7% 27
Total Asian 4.6% 186
Black, African American 4.4% 177
Am. Indian, Alaskan Native 2.1% 84
Some Other Race 25.8% 1,047
Not Reported 12.6% 512
Total, All Persons® 100.0% 4,057

1 Figures in this row sum to greater than 100% because respondents were allowed to select multiple answers.
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Northwest Salt L ake Valley Community Survey
Methodology and Technical Notes

The purpose of thissectionisto providethereader with ageneral methodol ogical overview of the project.
Personsinterested in obtaining additional or moredetailed information may contact:

Officeof Public Hedlth Assessment Bureau of Epidemiology

Center for Health Data Salt LakeValley Hedlth Dept.

Utah Department of Hedlth 610 South 200 East Room #218

PO Box 142101 OR  SaltLakeCity, UT 84111-3878

Salt LakeCity, UT 84114-2101 Phone: (801) 534-4600

Phone: (801) 538-6108 FAX: (801) 534-4557

E-mail: hihda phdata@dtate.ut.us E-mall: irisk@co.dc.ut.us
Overview

Following aprotocol developed by the Salt L ake Valley Health Department (SLVHD) and the Utah
Department of Health (UDOH), in-personinterviewswere conducted with randomly-sel ected househol ds
within selected censustractsin Northwest Salt Lake Valey. Ten censustractswereidentified for study.
These censustracts coincide closely with postal ZIP codes 84116 and 84104, and i nclude members of
primarily Jordan Meadows, Poplar Grove, Rose Park, State Fairgrounds, Westpointe, and West Salt Lake
communities. Theseare adjacent neighborhoodswith apopulation of about 45,000 residents. These
neighborhoods cover an areaof 41 sg. milesand arelocated in an areawith distinct geographical bound-
aries. They arebordered by Highway 201 (21 South) to the South, Interstate-15 to the East, oil refineries
tothenorth, and anairport tothewest. Sincethe geographic areawassmall and clearly defined, it was
believedit would belogistically feasbleto perform an areacluster-sample survey of householdsinthese
arees.

Questionnaire Design

Frominitial meetingsin 1998 until the beginning of datacollection time was spent crafting the survey
instrument; first deciding what items needed to beincluded and thenrefining theitemsand clarifying their
intent. TheBehaviora Risk Factors Surveillance System (BRFSS) survey provided question wording for
several items. Thequestionnaireformat wasfashioned after the U.S. Bureau of the Censusdecennia
censusform, and included questionnaireitemsin rows, with columns provided to record information for
individua household members.

TheHealthy People 2000 initiative has established objectivesto be met by state, county and
municipal governmentsregarding health and health carefor all Americans. Severa of the priority areaswere
used to hel p operationaize constructsfor thesurvey. Specifically, Priority Area21 (Clinical Preventive
Services, objectives 21.3 and 21.4) which dealswith health care accessand health care coverage, the Oral
Health (13.10, 13.12, 13.13, and 13.14) and Maternal and Infant Health (14.11) areas provided guidelines
for questions.

| nput on questionnaire content was sought from anumber of officeswithin both agencies. Ascould
be expected, moreareas of interest wereidentified than were possibleto include on the survey instrument.
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Sampling Methodology

Overview

The community survey utilized astandard geographic cluster sampling method asdescribed in detall
by the Centersfor Disease Control and Prevention (CDC) and the World Health Organization (WHO)*>.
Themethod has been used extensively by the Expanded Programme on Immuni zation (EP1) to estimate
immuni zation coveragein devel oping nations. EPI advocatesthe use of amodified version of atechnique
caled* probability proportionateto sze” in which sample selectionisdonein such away that the probability
of acensusblock being selected isdirectly proportional to the number of householdsonthat block. Thatis,
more blocks are selected in densaly-popul ated areas, and fewer blocks are sel ected in sparsel y-popul ated
areas. Thesampling method identifiesasurvey samplethat isrepresentative of the population of inference,
and may be best described asatwo-stage cluster sample where househol ds had known probabilities of
sel ection and were sel ected with probability proportionateto size. At Stage 1, householdsare clustered
withinU.S. Censusblocks, and at Stage 2, personsare clustered within households.

Determination of Sample and Cluster Size

For thisproject, the population of inference was defined as persons|living in househol dsin adjacent
censustracts, numbered 1001, 100302, 100303, 100304, 1004, 1005, 1006, 1026, 1027, and 1028.
These 10 censustractsincluded 32 census block groups, and 529 individual blocks.

It was decided that asampl e of approximately 1,130 householdswould produce atotal sasmplesize
of 2,938 persons. With an estimated intraclass correlation coefficient of .2 for most health variables
(Sudman®, Bennett”), and acluster sizeof n, =5, thiswould produce adesign effect® of 1.8, for an effective
samplesizeof alittleover 1,500 persons. It wasdecided that thiswould provide reasonably stable esti-
matesfor someof the small community and ethnic popul ations under consideration, and given budget
restrictions, was probably thelargest sample sizethat could be accommodated. Thetargeted censustracts
were estimated to contain 18,539 househol dsand 45,682 persons, for an average household size of 2.6
persons.

Selection of Blocks

Blockswereidentified fromwhich the clusterswereto be sampled. The 1990 decennia U.S.
Censusinformation on the number of households per block was used to select blockswith * probability
proportiona tosize.” Prior to selecting blocksfor the sample, popul ation estimateswere updated using
recent U.S. Census Bureau estimates of therate of increasefrom 1990 to 1997 of Salt Lake County racia
and ethnic popul ations, and estimatesfrom acommercia vendor® of therate of increasefrom 1992-1997 of
the population size of thetwo postal ZIP code areasthat closaly coincided with the sel ected censustracts.

Theblock groupswere sorted in the order of Census Bureau block numbers, within block groups,
within censustracts. A samplinginterval of 82 householdswas used toidentify atotal of 226 clusters. A
total of 279 of the 529 census blockswere represented in the sample (severa blocksweretoo small to
support an entire cluster, and the cluster was all owed to span across multiple sequential blocks).

Selection of Households

Thefirst household sampled wasthefirst household on theright side of the Street, starting at the
southwestern-most corner of the Censusblock. Thetargeted househol dsconsi sted of sequential house-
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holds, going clockwise around the block to thenorth of thefirst household, following apre-determined
protocol for sampling Side strests.

Selection of Respondents

Thetargeted survey respondent was the adult household member who was most knowledgeable
about the health of all household members. Thisperson provided survey informationfor al other household
members. Personsover the age of 18 were selected to providethisinformation, unlessthe ol dest household
member wasage 17 or younge.

Response Rate

A tota of 2,052 householdswerevisited from October through December 1999, with the purpose
of obtaining the needed information. A total of 1,210 familiescompleted the survey. Householdsthat
refused to participate (393) and vacant homes (83) accounted for 23.2% of the addressesvisited. There
were 27 addresses (1.3%) where there was no resol ution reported, such asarefusal, athird attempt or a
completed survey. Of these 27, only one househol d had requested afollow-up visit, which was not done
duetoan error intransferring theinformation to thefollow-up logs. Theremaining 340 homeshad afina
disposition of “no completedinterview after three or moreattempts.” Theresponserate may be cal culated
ascompl eted interviews/(completed + eligible not completed), or 1,210/(1,210+393+27+340) = 61.4%.

Data Collection Procedures

Interviewer Training

Survey interviewerswerenot required to have previoussurvey interviewing experience. Many of
theinterviewerswere studentsworking on bachel or degrees, master’sdegreesor ESL (English asa Second
Language) courses. Other interviewerswerefull timeor part time professionds, educators, or adultswho
werenot otherwiseemployed. A training manual wasproduced in order to familiarizetheinterviewerswith
therationaefor conducting the survey, the specific methodol ogy being used, and guidelinesfor conducting
thesurvey.

Interviewershired beforefiel dwork had begun attended amandatory 4-hour orientation. The
orientation went over thematerial in adatacollection proceduresmanua that had been constructed specifi-
caly for thispurpose, and covered basicsof survey interviewing (e.g., theimportance of following the
sampling protocol, avoiding interviewer bias, etc.). Inaddition, therewas close supervision and one-on-one
training at the beginning of fieldwork to quickly correct unwanted behaviors. Interviewershired after the
onset of datacollection read thetraining manual and were oriented to the survey proceduresin one-on-one
traning sessons.

Targeting Specific Addresses

We provided computer-generated mapsfor each targeted census block. These mapsincluded the
censusblock boundaries, along with landmarks such asfreewaysand street names. Thesewerevery
hel pful, both for identifying whereto begin sampling, and to help theinterviewerslocate unfamiliar aress.
Oneof thesenior fidldworkersvisited cluster locationsto identify theinitial addressesto be contacted
beforeany interviewersweredispatched. Thisprocedure minimized mistakesthat resulted from: 1) confu-
sion about wherethe appropriate houseswerelocated, 2) confusion about how the cluster sampling meth-
odology works, and 3) selection biasintroduced by any given pair of interviewers.
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Within each cluster, teamsidentified thefirst el ght resdences according to theinstructionson how to
identify eigibleresdences(initidly, 10 homeswereused, and thiswaslater reduced toimprovethere-
sponserate). From these eight residences, atotal of five survey interviewswereto be completed. Inthe
event that five househol ds could not beinterviewed after three attempts at each residence, theteam wasto
add residences, oneat atime, in an effort to compl etethe five household interviews. Once ahousehold had
been contacted, interviewerswererequired to keepitinthe sample, evenif fiveinterviews had been com-
pletedinthecluster.

Duetothevarying responseratefrom cluster to cluster, along with varying numbersof vacant
homes, anywherefrom seven to 15 addresseswereidentified to obtain the required five completed surveys,
with aaverage of nine addresses per cluster. Twenty-three clustershad fewer than five completed surveys,
121 clustershad exactly five, and 82 clusters had more than five compl eted surveys (average=5.35
interviews per cluster).

Advance Notice

A letter was sent to leadersof locdl religious, neighborhood, and ethnic community organizationsto
announcethe presenceof interviewersinthearea. Theletter included adescription of thegoasandratio-
naefor thesurvey. Leaderswereasked toinform their parishionersand community membersof the survey
and encouragetheir participation.

Colorful 1/2 sheet flyers, printed in both English and Spanish (on reversesides), were also pro-
duced. Theflyerswereleft at homesat thetimeof theinitia visitif therewasno oneat home. Theflyer
alerted resdentsto the survey and presence of interviewerson their block, and asked potential participants
to call uswhen they came home and found theflyer. Although very few respondentscalled, theflyer did
serveto aert the househol d that they had been selected for the survey.

Interviewerscarried aletter to validatethelegitimacy of thesurvey. Theletter wasprinted on
SLVHD letterhead and signed by llene Risk, the SLVHD epidemiol ogist. Theletter stated the purpose of
thesurvey, theresponsible parties, and other relevant information. Thisletter helped legitimizethesurvey,
and provided additional information for those participantswho wereinterested. Interviewerscarried
additional copiesof theletter and showed it to residentsas needed to elicit cooperation. Thisletter was
clearly useful, and copiesweredistributed by interviewersto at least 10% of the addressesvisited.

| ncentives

For thisproject, monetary donationsfrom the Alta Cottonwood Foundation allowed the purchase
of over 1000 smoke alarms, bicycle helmets, and flashlights. We used theseitemsasincentivesto partici-
pateinthestudy. Weasked interviewersto makeit very clear that thiswasathank-you gift only, and was
not to be seen as payment for participation. Theseincentiveswerevery popular with both our interviewers
and participants, and clearly helped us gain cooperation in caseswherethe participantswereinitialy reluc-
tant. Theuseof incentiveshel ped many interviewersfed likethey were ableto give something for the
family’stime. Furthermore, theseincentivesallowed usto promote household safety and improve public
relationsinthecommunities. 1nonecase, welearned that afamily had used theflashlight giventothem by
our interviewersto hel p them escape during ahomefire. Clearly, wewerevery glad to havetheincentives
available, and would encourage the use of smilar incentivesinany futurestudies.
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Daily Survey Log

TheDally Survey Log (DSL) wasastandard form that wasused by all interviewersto record all
attempts made to conduct interviewswith each sel ected household. The DSL included, for each household:
1) address and phone number, 2) dates and times at which up to three contacts had been attempted, 3) the
outcomes of each of those three attempts, 4) suggested or scheduled timesto complete afollow-up visit,
and 5) aspaceto record what gift (incentive) had been given to participantswho completed the survey.
OneDSL was compl eted for each of the 226 clusters surveyed, and included spaceto record information
on every targeted household.

Scheduling of Interviews

Aswehad origindly anticipated, thetimesthat were most productivefor interviewing weretheearly
eveningsonweekdaysand all day Saturday. Thesewerethetimeswhen we concentrated our efforts,
although some of our teamsworked throughout the day on weekdayswith afair amount of success.

When participantsasked that they bere-visited at acertaintime, or if they wanted to completethe
survey over thetelephone, thisinformation wasrecorded onthe DSL aswell asafollow-uplog. The
follow-up log served two primary functions: 1) it served asaguidefor the supervisory staff to help direct
interviewersinther daily work, and 2) it provided alist of namesand numbers of peoplewho could be
called when ascheduled interview had to bereschedul ed.

When non-English-speaking respondents were encountered, an interviewing team that spokethe
language was asked to return to the hometo do the survey inthefamily’snativelanguage. Multi-lingua
interviewerswereableto completeinterviewsin English, Spanish, Bosnian, Viethamese, Tongan, Somalian,
and Arabic. Therewereonly oneor two familiesthat had to be excluded dueto alanguagebarrier.
Younger children who might have been ableto trand atefor non-English-speaking adultsin thehousehold
werenot allowed to serve asinterpretersfor purposes of survey datacollection.

Data Collection

Datacollection for the survey began on October 6, 1999, and continued through December 31,
1999. The primary mode of datacollection wasthrough face-to-faceinterviews conducted by interviewers
whowerehired and trained by participating SLVHD survey staff. At any giventime during thedatacollec-
tion process, there were between 24 and 30 interviewers on staff, each working from 10 to 40 hours per
week.

I nterviewswere conducted on atotal of 68 days; thusthe average number of surveyscompleted
per day was 17.7, with arange of approximately 5-35. Thetota numbersof hoursrecorded by the
interviewerswas approximately 3330. Theaverage cost to obtain one completed survey was$27.80. This
costincludesinterviewer salaries, only, and does not include salariespaid to supervisory staff, support staff,
cost of incentives, or overhead costs. During the datacollection period, an estimated 1.0 ET.E. was
assigned to managing thedatacollection and monitoring the survey interviewers.

Telephone Interviews

Whenever possible, interviewers obtai ned tel ephone numbers at thetimeof theinitia contact with
the household. Asasecondary mode of datacollection, someinterviewswere conducted over thetele-
phone. Telephone surveyswere conducted in one of three cases: 1) aparticipant called the SLVHD after
receiving aflyer and requested to beinterviewed by telephone, 2) aparticipant was contacted at their home
by aninterviewer and requested to be contacted by telephoneat alater time, or 3) therewas alanguage
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barrier and the participant waslater called by an interviewer who spoketheir language. At the conclusion of
theproject, 5-10% of the surveys had been compl eted over the telephone.

Field Supervision

Field supervisonwas provided by SLVHD. Field managerswereavailableand on call whenever
interviewerswereinthefield. Theseindividualsprovided constant monitoring of dataquality and complete-
nessaspaper questionnaireswere submitted by interviewers. Training of interviewerswasessentially on-
going throughout the project asfield managers discovered, solved, and remedied datacollection problems.

Quality-assurance/verification interviewswere conducted by tel ephonewith 20 surveyed house-
holds. Theaddressand household sizeinformation wasverified, and all 20 househol dsacknowledged that
they had participated in anin-person survey interview.

I nterviewersneeded to bereminded of protocolsregularly, and their behavior brought into alignment
withthem. Onemeansfor providingincreased supervision and training wasto conduct supervisioninthe
field. When observing interviewerswhilethey wereworking, it wasastraightforward processto catch
mistakes and provideimmediate feedback on how to correct them.

I nterviewer Safety

Toensureinterviewer safety, interviewersworked in teamsof two during daylight hoursonly. The
expectation wasthat interviewerswould leave theareawhenit was still light and travel either back tothe
health department or to their homes. Becauseinterviewersweretypically inthefield unsupervised, they
were given thefreedom to decidefor themselveswhen their safety may bethreatened and to leavethearea
if they believedit was. If ahousedid not appear safeto theinterviewers, they wereto makeanote onthe
survey logand moveon. Surprisingly, very few interviewersconsdered homesto beunsafe. They usudly
did not pursueahomeif largeor unfriendly dogswere present in the yard, the gate was|ocked or there
wereother visblesignsthey were not welcome.

Miscellaneous

For thisproject, the SLVHD acquired cellular phonesfor use by theinterviewers. Thesephones
afforded interviewersan additiona safety mechanism, and facilitated communication with thefield supervi-
sors. Inat least onecase, aninterviewer team used aSLVHD cellular phoneto call the policewhenthey
observed acrimein progress. In many cases, SLVHD field staff were ableto prevent errorsfrom occurring
wheninterviewersused the phonesto cal inwith questionswhen confusonarosewhileinthefield.

AllinterviewersworeaSLVHD identification badgewhilethey wereinthefield. Thefeedback we
received wasthat these badges|egitimized theinterviewers presence on the block and allowed them to
achievegreater cooperation than would have been possible otherwise.

Data Analysis and Presentation

Population Size Estimates

Thereport tables provide estimatesfor the numbers of personsliving intheareasampledfor this
project. These numbersshould be considered estimates. 1990 U.S. Census estimates of areapopulations
of total personsand householdswere used asastarting point, and projectionsto 1999 were made based on
what littleadditiona information wasavailable. (see” Selection of Blocks’, p. 138)
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To deriveestimatesof the popul ation distributions by the grouping variablesthat appear inthe data
tables, the percentage distribution of personsinthe survey samplewere used to compute population size
estimates. For instance, thetotal number of householdswas estimated at approximately 18,500. Survey
anaysesyielded an estimate that 50.7% of househol ds contained children age 17 or under. The number of
areahouseholdswith children was estimated as 50.7% X 18,500, or 9,400 households.

The popul ation estimates are reasonable estimates given theinformation available. However, itis
likely that the 2000 U.S. Census numbers, when they come out, will bequitedifferent.

Thedatapresented in thisreport are representative of all personsliving inthe 10 sampled census
tracts. It should be noted that the estimates provided for the six communitiesinclude only those community
memberswho also liveinthe 10 selected censustracts. Although webelievethat the 10 censustracts
included al or dmost al member of al sx communities, itispossiblethat some community memberswere
not sampled becausethey lived outside of the population of inferencefor this project.

Missing Values

A consideration that affected the presentation of the popul ation estimatesin tableformat wasthe
inclusion or excluson of missing values(“don’t know” and“refused to answer”). Popul ation percentage
estimateswere cal cul ated after removing the* don’t know” and “refused to answer” responsesfromthe
denominator. This, in effect, assumed that personswho gavethose answersweredistributed identically on
thevariableof interest to thosewho gaveavalid answer to that variable. For instance, that among those
who did not know whether they wereinsured, we assumed that 76.8% of them wereinsured and 23.2%
were not insured — percentagesidentical to those found among the sample memberswho answered the
question with avalid response.

Survey Error

Estimates devel oped from the sample may differ from theresults of acomplete censusof all house-
holdsinthe Northwest Salt L ake Valley Communities dueto two typesof error, sampling and non-sampling
error. Eachtypeof error ispresent in estimates based on asurvey sample. Good survey design and data
collection techniques serve to minimize both sources of error.

Sampling error refersto random variation that occurs because only asubset of the entire popula-
tionissampled and used to estimate afinding for the entire population. 1t isoften mis-termed “margin of
error” inpopular use. Sampling error isexpressed asaconfidenceinterval. The 95% confidenceinterval
(calculated as 1.96 timesthe standard error of astatistic) indicatesthe range of valueswithinwhichthe
statistic would fall 95% of thetimeif the researcher wereto calculatethe statistic (e.g., apercentage) from
aninfinite number of samplesof size=n drawn from the same base population. Itistypically expressed as
the"plusor minus’ term, asinthefollowing example:

“The percentage of those polled who said they would vote for Al Gore was 52%, plus or
minus2%.”

Becausethe Northwest Salt Lake Valley Communities Survey used acluster survey design, it must
be considered acomplex survey sample. Estimating the sampling error for acomplex survey sample
requires special statistical techniques, to cal culatethe standard error for each estimate. SUDAAN software
(Research Triangle Institute) was used to estimate the standard errors of the survey estimatesbecauseit
employsadatistica routine (Taylor-seriesexpansion) that accountsfor the complex survey sampledesign.
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Figuresinthisreport include bars showing the estimated val ue of apercentage, plusaconfidence
interval around theestimate. 1n caseswherethe confidenceinterva wasgreater in magnitudethan the
estimate, the estimatewas supressed. Further, estimateswere not computed where the sample denomina-
torswerelessthan n=50. Readers should notethat we have dways presented the confidenceinterval as
though it were symmetric, that is, of equal value both above and below (plusand minus) theestimate. Itis
oftenthe case, however, that aconfidenceinterva will benonsymmetric. Thisoccurswhenthedistribution
ispositively or negatively skewed, such aswhen apercentageiscloseto 0% or 100%. However, because
the software program we use providesonly symmetric confidence intervals, wewere unableto providethe
asymmetric estimateswithout somedifficulty.

Non-sampling error aso existsin survey estimates. Sourcesof non-sampling error includeidiosyn-
craticinterpretation of survey questionsby respondents, variationsin interviewer technique, household non-
responseto questions, coding errors, and so forth. Good data collection techniques serveto minimize non-
sampling survey error. No specific effortswere made to quantify the magnitude of non-sampling error.

Comparability With Other Data Sources

Comparability with other datasourcesisanissuewith all surveys. Differencesinsurvey design,
survey questions, estimation procedures, the socio-demographi c and economic context, and changesinthe
structureand financing of the health careddlivery systemmay all affect comparisons between the Northwest
Salt Lake Valley Communities Survey and other surveys, including those conducted by the U.S. Bureau of
the Census, the Behaviord Risk Factor Surveillance System surveys, and Utah Department of Health,
Health Status Surveys.
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