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Abstract

Background: Alcohol and tobacco use are two major behavioral risk factors implicated
in increased morbidity and mortality. Since both substances are widely used in Korea, a
concerted effort is currently underway to reduce the use of tobacco and alcohol in Korea.

Objectives: Efforts directed toward educating health promotion planners and health
educators from local health departments to organize and implement health education
programs to reduce the proportion of people smoking and excessive drinking in the
community.

Methods: A training guide on prevention of smoking and excessive drinking has been
developed. Comprehensive multi-media health promotion materials were developed based
on health behavior theories and strategies for effective health behavioral interventions. To

better control of behavioral risk and promote health enhancement, the materials were
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developed to introduce a user-oriented developmental approach by making messages more
persuasive and organizing content in a user-friendly manner. Sections of the report
explain theoretical background of the intervention, choosing goals and a target population,
specific program activities to include in an intervention, development, organization, methods
of making program content vivid and persuasive, and evaluation,. Implications for
Practitioners: The process followed in developing the health intervention materials is
described in detail to assist practitioners who need to develop effective programs to reduce
the use of tobacco and excessive alcohol. Health educators from all local health
departments in the country were trained in the use of the materials, to enable them to
develop community interventions to reduce smoking and excessive drinking.Keywords:
health promotion, health education, smoking, excessive drinking, Korea, educational

materials, health intervention materials, educational video

Introduction

Historically, as living conditions improved and advances were made in sanitation,
immunization, and medicine, deaths from infectious diseases gradually decreased. Chronic
diseases then became the leading causes of death. Accordingly, attention has been paid to
preventing behavior-related diseases and to encouraging behavior and lifestyle changes at
an individual and community level. Unhealthy behaviors are the most common cause of
premature death. In the United States, it is estimated that about 50% of all deaths before
age 75 are caused by unhealthy behaviors, 20% by environmental factors, 20% by
biological factors, and 10% by inadequacies in the health care system (McKenzie and
Smeltzer, 1997)

Lifestyle-related diseases, principally cardiovascular diseases and neoplasms, are leading
causes of death in both developed and developing countries (Khor, 1997). Major lifestyle
risk factors are exercise (Paffenbarger et al., 1984; Powell et al., 1987), diet (Amler and
Dull, 1987; Eckersley, 2001; Jeffery, 1996; Must, 1996; U.S. Surgeon General, 1988a),
smoking (Amler and Dull, 1987; Skurnik and Shoenfeld, 1998; U.S. Surgeon General,
1989) and alcohol consumption (Adams et al, 1993; Burge and Schneider, 1999; Rankin
and Ashley, 1992; U.S. D.HH.S., 1991). Better control of these behavioral risk factors
alone could prevent between 40 and 70% of all premature deaths, one-third of all acute
disabilities, and two-thirds of chronic disabilities (USDHHS, 1990).
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These are aspects of health behavior, behaviors that impact a person's health, and their
importance cannot be overemphasized. Systematically planned health promotion programs
are based on the combination of educational and environmental supports for actions and
conditions of living conducive to health (Green and Kreuter, 1991). In this context,
environmental refers to social, political, organizational, policy, economic, and regulatory
circumstances bearing on health, while educational refers to health education or teaching
efforts. Health promotion is a broad term encompassing health education but also
vaccination programs and health-related research, while health education is an important
didactic component of health promotion.

Health educators are trained professionals who work to promote good health by teaching
people how to take care of their health. Health departments commonly employ health
educators to act as liaisons between their missions to monitor and safeguard the public
health and the individual members of the community. The need for health educators as
well as the need to provide quality health promotion programs grew out of local health
department activities in Korea. The role of health educators in local health departments in
Korea has expanded over the years, such that they are now involved in all aspects of
health promotion programs. The role of the health educator in developing a health
education program for prevention of smoking and excessive drinking is demonstrated in the
discussion, which follows. In brief, the health educator is responsible for putting together
a program that is suited to his/her community and for disseminating the assembled
information to his/her community members who need it. It is also often desirable for the
health educator to assess the state of health in his/her community prior to the intervention
and to do so again after the intervention. These assessments provide a means to evaluate
the impact of the intervention on the community.

A major health promotion effort on the subject of preventing smoking and excessive
drinking is underway throughout Korea. All health educators and health planners from
local health departments completed a two-day long training program in the summer of
2001. A new intervention guide aimed at a broad spectrum of cigarette smokers and
drinkers was developed for their use, providing them with the tools to create an effective
community intervention effort they could take home with them. The training materials
included both written and video media. The training guide and video were developed for
the training sessions for the health educators, but they also will serve as components of

community-based interventions. The goal of the training sessions was to prepare health
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educators in Korea to organize and implement community-wide interventions to reduce
smoking and excessive drinking. A report on the training program process and on the
results of the training program is in preparation.

The intent of this article is to describe a user-oriented process for the development of
health education materials including a manual and a video, which can serve as components
of a community effort to reduce cigarette and alcohol use. This process includes
examining the theoretical framework for the intervention, selection of the target audience
and media, the development of content which is both theoretically and empirically
informed, the presentation of this content in a manner that is vivid and persuasive, and
the organization of the content in a meaningful format. These steps constitute basic
elements in developing health education programs and materials. The steps here include
only the developmental phases. The purpose of this report is to describe the process used
to design a new intervention guide. The guide is intended to be used by health educators
to develop community interventions to prevent tobacco and excessive alcohol use. In the
pages that follow, the author describes the contents of the intervention guide and the
process of developing the guide. While many of the details refer to tobacco use, the
same process is directly applicable to the development of alcohol use reduction materials.
The utility of this user-oriented strategy and of the educational methodology is discussed.

Theoretical Background

Health promotion interventions have a much greater chance of achieving the desired
outcome if they are planned using sound educational theories and models. Hochbaum et
al. (1992, p. 298) defined theories in relationship to health education as tools to help
health educators better understand what influences health-relevant individuals, group, and
institutional behaviors -- and to thereupon plan effective interventions directed at
health-beneficial results. Successful health promotion interventions should be planned and
evaluated based upon well-established theories.

An approach based on theory provides direction and justification for program activities
and serves as a basis for processes that are to be incorporated into the health promotion
program (Cowdery et al, 1995). To give planners structure and organization during the
programming process, conceptual diagrams may be used. Refer to the diagrams that have

been developed on prevention of smoking and excessive drinking based on the theoretical
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perspectives relevant to behavior change interventions (KIHASA, 2000, p. 19 & p. 75).

In particular, following the Transtheoretical Mode! ("TM", Prochaska & DiClemente,
1986; DiClemente, 1991), smoking intervention was designed to emphasize that people
change behavior by moving through a sequence of Stages of Change. The stages range
from Precontemplation (not thinking about smoking cessation in the next six months), to
Contemplation (seriously considering about change in the next six months), to Preparation
(actively planning change), to Action (in the active process of quitting), to Maintenance
(taking steps to sustain change and resist temptation to relapse), and sometimes,
unfortunately, to Relapse (going back to regular smoking). Movement through these stages
may be a function of different psychosocial influences. The most exciting aspect of the
theory is that it leads directly to interventions: an intervention may be planned that helps
someone move from any given stage to the next.

TM involves ten psychological processes of change that move people through the stages;
some processes are important for movement from one particular stage to another while
others are non-specific (Prochaska and DiClemente, 1992). Ten processes of change were
expected to receive differential emphases during particular stages of change. Prochaska and
DiClemente found that self-changers: (a) use the fewest processes of change during
precontemplation; (b) emphasize consciousness-raising during the contemplation stage; (c)
emphasize self-reevaluation in both contemplation and action stages; (d) emphasize
self-liberation, a helping relationship, and reinforcement management during the action
stage; and (e) use counter-conditioning and stimulus control the most in both action and
maintenance stages (Prochaska and DiClemente, 1983). Relapsers were found to respond
in a manner between that of contemplators and people in action (Prochaska and
DiClemente, 1983). Other useful elements of TM comprise decisional balance (the balance
of the pros and cons of smoking), self-efficacy (the degree of confidence in oneself to
accomplish the change to non-smoking or to remain a non-smoker), and temptations (to
smoke).

For the health educator, understanding the Stages of Change is important. The ten
processes of change constitute both overt and covert techniques that work together to
modify problem behaviors.  Feedback, together with helpful strategies for increasing
confidence, resisting temptation, and thinking about their smoking as a problem they can
overcome, can help an individual progress to the next stage of change. This influential

model was incorporated into the present smoking cessation study and also applied to the
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problem of excessive drinking.

Other theories and models also provided some of the framework for the development of
the intervention guide. Social Cognitive Theory (SCT), the Cognitive-Behavioral Model of
the relapse process (CBM), and the Health Belief Model (HBM) were also applied to
create a comprehensive behavior change intervention. The main constructs that were
helpful in the development process were vicarious experience, modeling, self-management,
self-efficacy, expectations, behavioral capability, emotional coping response from SCT,
self-control strategies, high-risk situations, specific intervention strategies from CBM, and
perceived risk, susceptibility, seriousness, benefits, barriers, and cues to action from HBM.
The interventions are thus informed by both intrapersonal models (TM, HBM, CBM) and
an interpersonal model (SCT).

In addition, the community-level approach was also an essential part of the intervention
effort for the development of the present guide. Glanz and Rimer (1995) grouped
institutional, community, and public policy levels into a single level referred to as
community.  For the community-level efforts for preventing smoking and excessive
drinking, participants were exposed to presentations from the local health planners with
their local experiences. The intervention guide helps planners adequately synthesize and
integrate the theories and models to fit their particular situation, to address all components
of the problem. The weight of evidence suggests that a combination of interventions is
superior to single strategy approaches (Green and Kreuter, 1991). Therefore, the present
intervention guide is designed using a multistrategy approach.

Also, the work of health promotion should be approached through the ecological
perspective (McLeroy et al. 1988). The ecological perspective postulates macro and micro
levels of action. Interventions can be planned and implemented for a group of people
(macro) or can be aimed at a specific individual (micro). For example, health messages
can be planned for public service announcements in the mass media (television, radio, or
newspapers) aimed at large groups of people; that would be a macro intervention. In
addition, an individually prescribed smoking cessation program for suspended high school
students can be selected; even though those individuals may meet in a group, the
intervention is still aimed at specific individuals and so is a micro intervention.  The two
levels of activity work together to reinforce each other, thereby obtaining an optimal
result.

The concept of using both micro and macro interventions is explained fully in the
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intervention guide, so that health promotion planners and health educators in local health
departments can attack on multiple levels in their community. Based on their past
experiences, available resources, and the demographic characteristics of their target
population, health educators can choose options and ideas from the guide that will work
best in their community. Whether their intervention is aimed at specific individuals or at
groups, it is hoped they can plan and implement effective and efficient ways to intervene

in the community with behavior change efforts for smoking and excessive drinking.

Goals

The overall goal of the present intervention was two-fold: 1) to teach health educators
from local health departments about successful interventions to reduce tobacco and
excessive alcohol use, and 2) to reduce the proportion of people smoking and excessive
drinking in the target community. The materials used in achieving the first goal were
developed so as to be useful for subsequent efforts directed toward the second goal.
Since each community has its own needs that must be addressed, there is no one best
way of intervening to accomplish a specific program goal that can be generalized to all
target populations. It is the job of the health educator to assess the needs and resources
of his particular community so as to develop appropriate goals and objectives for the
health intervention. TM proposes that individuals move through a series of stages in
behavior change. The content of the lessons was developed to give tailored information
about what stage they were in and what to do to move to the next stage. Therefore,
another possible, intermediary goal could be to move participants along to the next stage

of change, even if a change in smoking/drinking behavior is not accomplished.

Target Audience

Although the present guide mainly targeted adult smokers as comprising the largest
number of heavy smokers, the guide also includes materials intended for other audiences
in communities as well (e.g., young adolescents). For example, the guide contains a mass
media message by a popular singer who has been successful in changing smoking behavior
by serving as a role model to provide motivation and reinforcement to adolescents for

making this behavior change.
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Limited resources often mean that the health educator must select a specific target
audience for his health promotion programs. Also, messages aimed at specific audiences
can be designed to address motivation, skills and barriers as well as predisposing factors
unique to a defined target group. The long-term health promotion strategy would then
include generic smoking prevention programs supplemented with smaller, more specific,

inserts aimed at difficult-to-reach subgroups of smokers/drinkers.

Developing the Intervention

Smoking cessation is an extremely difficult process requiring complex and
time-consuming strategies. Problems of over-simplification may result from a lack of
appreciation of the difficulty cessation poses for most smokers. It now seems clear that
simple health-related messages to quit by themselves have little effect on smokers.
Smoking cessation materials delivering these messages or offering a few tips on quitting
can be expected to have minimal impact. It is also important to acknowledge that
interventions should focus primarily on the behavior of the smokers (self-help materials
appropriate for many smokers), combining approaches directed at the smoker himself, and
at the smoker's social context. The guiding idea of this project is that intervention
programs should be targeted at enhancing a person's ability to make behavioral changes by
creating a supportive environment.

With this in mind, attention focused on self-help strategies for quitting smoking when
the guide was being developed. Self-help strategies are attractive principally because the
vast majority of individuals who quit smoking do so on their own (Prochaska and
DiClemente, 1983), but later than is healthy. The rationale for self-help materials as a
component of smoking cessation interventions has been presented elsewhere (Strecher,
1983; Strecher et al., 1989). While clinic programs often have high recidivism rates as
well as high initial cessation rates (Hunt and Bespalec, 1974), printed self-help materials
have demonstrated gradually increasing quit rates over time (Davis et al.,, 1984).

To accomplish the task of gathering self-help strategies, the research literature and
smoking prevention programs were reviewed. Newspaper and magazine articles, pictures,
posters, essays and videotapes were also collected. The content of the lessons, worksheets,
and pictures to lead the discussion were creatively developed from generally available

teaching materials. In addition, the educational video was created based on comments
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from focus groups and was pretested with convenience samples. A similar plan was
followed in developing the material to reduce excessive drinking. More emphasis was put
on the drinkers' social context by creating a supportive environment.

In developing this manual, suggestions were incorporated from reviewers, colleagues, and
health educators whenever possible. Several meetings were conducted to generate ideas
for the content and style of the guide and to gather feedback on proposed ideas for the
guide. Following this iterative developmental process is recommended to health educators

when they set about developing their own interventions.

Intervention Activities

The health intervention guide includes a large array of activities that may be
incorporated into a community intervention. A multiple-activity intervention has the
following advantages: (1) hitting the target population with a message in a variety ways;
(2) appealing to a variety of learning styles within the target population; and (3) appealing
to the various senses (such as sight, hearing, and touch) in the target population, the hope
being that at least one activity is sufficiently appealing to help bring about the desired
outcome. Although an intervention can consist of a single activity, it is more common
for planners to use a variety of activities to make up an intervention program. Please
refer to Table 1 for suggested types of intervention activities that are presented in the

manual.



Table 1. Types of Intervention Activities

Intervention Activities

Educational Methods used in the Guide

Educational Activities

Guest speakers, small group discussion,
role-play, audiovisual materials, written

materials

Behavior Modification Activities

Diaries, logs, or journals to be kept by
individuals for a specified period of time
documenting the behavior they want to alter

Environmental Change Activities

No smoking signs, elimination of ash trays,
signs on public telephones

Regulatory Activities

Warning labels, non-smoking taxis, a company
policy against smoking in corporate offices and
company-owned vehicles, a no-alcohol policy
on a college campus

Community Advocacy Activities

Lobbying, letter-writing campaigns

Organizational Culture Activities

Case examples of resisting co-worker pressure,
norms and traditions generated by a community
of people, e.g., a supportive decision-maker

Communication Activities

Mass media (both electronic and print)
analyses, newspaper and magazine articles,
newsletters, pamphlets, posters, videotapes,
booklets

Economic and Other Incentives

Incentives tailored to the participants, e.g.,
surcharges, fines, taxes, prohibiting use

Health Status Evaluation Activities

Professional health checkups and examinations

Social Intervention Activities

Buddy Watch (competition, contract), social
support from coworkers, social networks, AA
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Material Development

Organization: The intervention manual developed for smokers lays out all the steps of
a comprehensive smoking cessation program. A new strategy developed for this study is
a modular design with chapters organized around the stages of smoking cessation.
Dividing a guide into chapters reflecting stages of behavior change is, in effect, a form of
market segmentation. In this case, rather basic steps of the behavior change process are
segmented so that each chapter has the greatest relevance to the people who need it most.
Smokers who undertake a cursory examination of the guide will find relevant content
grouped together. Progress through the Stages of Change should then occur by following
the guide. Table 2 shows a chapter-by-chapter summary of the new guide, including the
stage of behavior being targeted, the purpose of the chapter, and the strategies employed.
Health educators are encouraged to select any or all chapters of the guide, which apply

most to their needs.

As Table 2 indicates, the guide was designed to influence lifestyle habits, personal
choices, circumstances, and social structure. The program increases public knowledge of
the consequences of cigarette smoking, promotes healthier attitudes, and motivates smokers
to quit, involving families and peers in the tobacco cessation process. Also, information
on smoking-control policies and regulations such as limiting or restricting smoking or
requiring strong warning labels was included. In addition, the guide includes a number of
exercises designed for acceptability to smokers to identify why they smoke, why they
should quit, how to cope with quitting, how to set quit goals, how to track smoking
through diaries, how to refuse offers of a cigarette, how to reward oneself for quitting,
how to help others to quit, how to identify nicotine-dependent smokers, where to go for
additional support and how to deal with relapses. Underlying causes of smoking and
group support issues were examined to prepare participants for the possibility of a relapse
period.

To aid the quitter, self-help techniques, rehearsal, motivation and persuasion by case
histories of successful quitters, role-play, and a practical (participatory) learning technique
were utilized. Lengthy written tasks and recording demands were avoided in an attempt to
reach smokers with less formal education. The intervention guide for excessive drinkers is

similar in structure to that for smokers.
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Making Content Vivid and Persuasive: The size of type, the text and the graphic
design and layout were appropriately selected in designing the guide and serve as an
example for health intervention materials that health educators may want to develop
themselves.

Text was divided into short pieces, so that the reader is not overwhelmed. Segments
explained some of the possible barriers in the behavioral change process. Then the text
of the manual strove to stimulate further consideration of a particular strategy and provide
the motivation to make a personal decision and commitment to action. For example,
rather than explaining all possible coping strategies for withdrawal symptoms, a few
strategies can be presented that other smokers have used successfully.  This allows the
reader the freedom to use the strategies presented and/or to develop similar strategies for
oneself.

Individuals using printed self-help materials begin by examining pictures or illustrations
that look interesting, then proceed to read a caption or title associated with the picture,
and if still interested, read text associated with the picture and caption (Strecher et al.,
1989). With the audience and a general package design in mind, the message was
presented with an emphasis on enhancing vividness and persuasiveness. Vivid information
is likely to attract and hold the attention and to excite the imagination to the extent that
it is emotionally interesting, concrete and imagery-provoking, and proximate in a sensory,
temporal, or spatial way (Nisbett and Ross, 1980). Taylor and Thompson (1982) conclude
that while vividness is difficult to influence through general factual information, case
histories appear to be consistently more persuasive. They suggest that individuals may
more readily understand the causal relevance of case history information than dry,
statistical information. The guide portrayed a message through case histories by guest
speakers and pictorial presentation.

User-oriented strategies and participatory learning strategies are emphasized, to access the
needs and preferences of intended users and to correct possible communication fajlures.
Among the contributions of these approaches were: (1) recognition that a broad-spectrum
magazine style format is appropriate, (2) use of a modular approach that emphasizes user
freedom, stage-appropriate information, and decision-making, (3) use of a vivid, graphic
design, (4) mini-case examples and vignettes in lieu of more didactic methods, and (5)
specific action instructions for enhancing maintenance success. In general, participants in

the training sessions preferred strong, vibrant colors, and they found the family theme of
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the guide very appealing.

Video component: During the development of the educational program for the health
educators, a video was specially produced as well as the intervention guide. According to
Oakley et al. (1995), research findings suggest a need to move away from the traditional
individualistic model of health education to an approach which takes into account the way
in which children's and young people's health behavior is affected by the circumstances of
their lives, many of which are beyond their individual control. In their study, although
knowledge was considerable, there was little to suggest that this was a result of health
education directly; television and other mass media were the most important sources of
information.

To analyze the media effect on smoking and drinking behaviors, the video was
produced in several stages. Based on research into previous intervention formats, videotape
was selected as a suitable and appealing format for a communication channel. The next
stage consisted of collecting, editing, and developing the material for the content of the
video. The video was created from collections of a variety of smoking scenes and
drinking scenes on television. More specifically, smoking and drinking scenes from drama,
movie, music video, comedy, news, and commercial advertisements had been captured over
a six-week period (4/25 to 6/S) from broadcasting stations: i.e.,, MBC, KBS1, KBS2, SBS
and cable channels (OCN, Dramanet, m.net). As a result, twenty videotapes (averaging 15
minutes long) were reviewed and edited. After compiling, two videotapes, Drinking scenes
on TV (38 minutes long) and Smoking scenes on TV (15 minutes long), resulted. Based
on feedback from convenience samples that consented to review the tapes, the tapes were
edited to shorter lengths. Finally, the educational videos for smoking (8 min.) and drinking
(20 min.) were produced.

In summary, the video highlighted these messages: 1) a person, especially a young
adolescent, can learn about smoking and drinking from observing media-based role models,
2) there are cultural inputs on drinking and smoking, and 3) there is a strong marketing
force behind commercial advertisements for alcohol.

From SLT, the concept of observational learning (vicarious experience) of smoking and
drinking was addressed in the video. When an observer watches the actions of another
person, observational learning occurs. A person learns that certain events are likely to

occur in a particular situation and then expects them to occur when the situation arises
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again. The video was created to disseminate the information that a young adolescent learns
that smoking and/or drinking can be fun, exciting, grown-up, even sexy from advertising
or from role models on TV. Media modeling with social reinforcement addresses a
society's experience with alcohol and tobacco; understanding the culture's current beliefs
and practices can help to diffuse their persuasive powers.

Also, the video provides visual information about a culture's impact on drinking and
smoking. A cultural norm of social drinking (i.e., multiple rounding of drinking places, the
custom of passing glasses around) was demonstrated. Additionally, the video drew attention
to the alcohol industry's efforts to market to youth and to conceal the truth about the
health effects of alcohol and its addictive nature. Small group discussion after viewing the
videos provided an opportunity for participants to raise their concerns regarding media
content and messages.

It was found that the effectiveness of the videotape as a teaching tool lay in its ability
to increase awareness of the adverse effects of media. Educating the individual about the
influence of media on the attitudes toward cigarette smoking and alcohol drinking is an

important aspect of a health education program.

Evaluation

Although evaluation may be the last stage completed in an intervention, it should be
one of the first stages developed. The evaluation of an intervention should yield sufficient
information to permit analysis of the impact of the intervention. In order to accomplish
this, it is necessary to have measures of the status of the community prior to the
intervention. A survey is usually used to assess the status of the community before and
after an intervention. The survey may be made by telephoning a random sample of
community residents, for example. The material covered by the survey must be chosen to
answer the question, "Did the intervention cause an improvement in the community's
health?" In the current example, it would be desirable to know what percentage of the
people in the community smoke, how much they smoke, and what intentions, if any, they
have to quit smoking. Similar questions would assess the status of alcohol consumption in
the community. After the intervention, a follow-up survey would ask the same questions,
thus permitting comparison of responses.

The quantitative survey method of evaluation outlined above is only one possible
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approach. A qualitative assessment was used as part of the evaluation plan during the
training program. The qualitative assessment consisted of a review by expert panels from
different settings, including the community, a university, non-government organizations, and
local health departments. The text of the program development guide was subjected to
scientific review and draft copies of the guide were reviewed. The authors collected
information on reactions to the guide (e.g., overall look, attractiveness, thoroughness, and
so on). The majority of respondents had positive reactions to the guide. In responses to
open-ended questions asking what they thought of the guide, it was mentioned that the
guide was user friendly and magazine-like as a positive feature. Also, it was noted that
the guide was fun, interesting, and enjoyable, well put together and comprehensive. Every
chapter of the guide was mentioned as being liked.

Information was also gathered on the participants' reaction to the training sessions. In
responses to open-ended questions asking which parts of the training sessions respondents
liked and did not like, widely varying responses were found. Respondents mostly liked the
participatory small group discussion (worksheet). Although one person remarked that it was
embarrassing and ineffective, others noted the small group discussion as what they liked
the most. Next best liked was the media analysis using the video. When asked whether
they would incorporate the new methods presented into their local programming, many of
the participants reported intentions to plan prevention programs. There were fewer
negative than positive remarks. The negative reactions were related to the long hours of
training, short breaks, and educational environment.

To summarize the qualitative results, readers were enthusiastic about the new guide.
Comments such as comforting manual, educational but not overbearing, and an excellent
tool suggest that the goal of creating an informative but upbeat, engaging guide has been
accomplished. The full evaluation remains to be done, but these preliminary results are

promising.
Discussion

There is clear evidence that current smokers are increasingly those populations that, in
the past, have not yet been reached by self-help materials. Printed self-help materials have

the greatest potential for reaching the widest audience of smokers in the most settings at

the least cost with the greatest acceptability. By making messages more persuasive and
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organizing content in a user-friendly manner, our goal was to introduce a user-oriented
developmental approach.

Local health departments need to set realistic expectations for the residents in their
communities. Not every smoker seriously considers giving up tobacco, so even moving
people toward contemplating quitting is a step forward. Preliminary results from the pilot
project were encouraging. Health educators trained with this guide appeared to appreciate
the skills and direction they gained from the program, but the important question is
whether they will use them successfully in their communities. The development of a health
education strategy for the target audience and the selection of proper educational materials
are important as well. Future research is needed to determine the extent to which
interventions to reduce tobacco and alcohol use in Korea are mounted, to discover the
types of intervention programs local health departments choose to present, and ultimately

to determine the extent to which these programs are successful.
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