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The United States (U.S.) has entered into a nutrition crisis.  Portion size and caloric intake are excessive and have only increased substantially throughout the last few decades.  This problem is caused by many factors including an increasing trend in meals eaten away from home, which in 1970 was only 25 percent of the average family’s food budget and now totals approximately 40 percent.  Away from home foods are typically ready to consume upon request with little nutritional information available leaving the consumer with less knowledge and control over one’s diet choices (Frazão, Guthrie, & Lin, 1999).  These nutritional problems play a major role in several health issues such as obesity, hypertension (HTN), heart disease and Diabetes Mellitus (DM).  The severity and increasing prevalence of these problems can be seen when comparing the leading causes of death between the years 1900 and 2000 (American Dietetic Association, 2008)/(Table 1).
	Top 7 Leading Causes of Death 1900 and 2000

	1900
	Percent
	2000
	Percent

	Tuberculosis (TB)
	11.3
	Heart disease
	31.4

	Pneumonia
	10.2
	Cancer
	23.3

	Diarrhea diseases
	8.1
	Stroke
	6.9

	Heart disease
	8
	Lung disease
	4.7

	Liver disease
	5.2
	Accidents
	4.1

	Injuries
	5.1
	Pneumonia and influenza
	3.7

	Stroke
	4.5
	DM
	2.7


Table 1: Top 7 Leading Causes of Death 1900 and 2000

(American Dietetic Association, 2008). 
Because of this shift from infectious diseases to chronic diseases caused by unhealthy lifestyles, the nation’s current comprehensive disease prevention and health promotion program, Healthy People 2010, has identified these illnesses as areas needing improvement.  Healthy People 2010 is structured with 28 focus areas encompassed by two overall objectives; to increase quality and years of healthy life as well as to eliminate health disparities.  Of these focus areas the following pertain to the four previously listed nutritional health disparities:


Focus 5 - Diabetes 


Focus 7 - Educational and community based programs 

Focus 10 - Food Safety 

Focus 11 - Health Communication 

Focus 12 - Heart Disease and stroke 

Focus 19 - Nutrition and Obesity 

There are also ten leading health indicators within Healthy People 2010.  Health indicator 2: overweight and obesity, directly pertains to this project (USA.Gov, 2008).  The Tacoma-Pierce County Health Department (TPCHD) has also recognized the importance of changing health habits to reduce the impact and prevalence of chronic diseases and has thus targeted obesity, HTN, heart disease and DM in the creation of their menu labeling program titled, SmartMenus.

These four health disparities are closely related in that one will often cause the other or exacerbate symptoms.  Obesity can lead to HTN, heart disease and DM while also increased the complications related to these and other health problems (CDC, 2008).  Obesity is classified using the Body Mass Index (BMI).  To determine BMI, one may use the following equation and table:
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Figure 1:  BMI index and equation

(U.S. Department of Health & Human Services, 2008).
A healthy weight is considered to be between the BMIs of 18.5-24.9, overweight is a BMI of 25.0-29.9 and obesity is a BMI above 30.0.  Obesity is further broken down into classes.  Class 1 consists of BMIs between 30.0-34.9, class 2 BMIs between 35.0-39.9, and class 3 encompasses BMI’s greater than 40.0, which is defined as morbidly obese (Centers for Disease Control and Prevention (CDC), 2008).  With an increase in weight, the risk for health disparities such as cardiovascular diseases, HTN and other chronic diseases increase.  


Some of the common contributing factors for obesity are heredity, metabolism, behaviors and environment.  An energy imbalance consisting of more calories taken in than calories expended, can lead to obesity (CDC, 2008).  This is a behavioral health problem and of the contributing factors, behavior and environment provide the greatest areas for prevention, management, and treatment.  The community can help to control and reduce these contributing factors by encouraging the food industry to provide reasonable portion sizes, increasing the number of healthy meal options, promoting healthier choices, and creating opportunities for physical activity within the community.

Obesity has risen to epidemic levels in the U.S. It causes devastating and costly health problems, reduces life expectancy, and is associated with stigma and discrimination (National Institute of Health, 2008).  Overweight and obesity are the leading causes of HTN, coronary heart disease, and DM, and cause 300,000 deaths each year.  In 2000, the U.S. spent approximately $117 billion dollars on obesity related costs. More than one quarter of the growth in health care spending in the U.S. between the years of 1987 and 2001 was attributed to obesity related costs.  In 1998, national healthcare costs demonstrated an excessive amount of spending, in the billions of dollars, on both overweight (BMI > 25) and obesity (BMI > 30)/ (Table 2).  

	Insurance Category
	Overweight and Obesity
	Obesity

	
	MEPS (1998)
	NHA (1998)
	MEPS (1998)
	NHA (1998)

	Out-of-pocket
	$7.1
	$12.8
	$3.8
	$6.9

	Private
	$19.8
	$28.1
	$9.5
	$16.1

	Medicaid
	$3.7
	$14.1
	$2.7
	$10.7

	Medicare
	$20.9
	$23.5
	$10.8
	$13.8

	Total
	$51.5
	$78.5
	$26.8
	$47.5


Table 2:  Aggregate Medical Spending, in Billions of Dollars, Attributable to Overweight and Obesity, by Insurance Status and Data Source, 1996–1998
MEPS- medical expenditure panel survey, NHA- national health accounts

(CDC, 2008).
From 1998 to 2000, Washington State (WA) spent 1.3 billion dollars on health care cost attributed to overweight and obesity.  The discrepancy between the money spent on Medicare, $236 million, and Medicaid, $365 million, compared to the total spent, $1330 million, represents the amount of money spent either out of pocket or by private insurance, $729 million (Table 3).
	State
	Total population
(%)
	Millions $
	Medicare population
(%)
	Millions $
	Medicaid population
(%)
	Millions $

	WA
	5.4
	$1330
	6.0
	$236
	9.9
	$365


Table 3:  Estimated Adult Obesity-Attributable Percentages & Expenditures, by State 





   


  
             (Fiebelkorn, Finkelsein, & Wang, 2004).


Cost containment for these figures is only becoming more difficult as prevalence of overweight and obesity increases.  In comparison to WA and even national levels, Pierce County has 2 to 4 percent more overweight and obese persons as well as 3.6 to 4.2 percent more in obesity alone (Table 4). 

	
	Pierce County
	WA
	U.S.

	Overweight and obese (BMI>25)
	63%
	59%
	61%

	Obese (BMI >30)
	28.4%
	24.2%
	24.8%


Table 4: Overweight and Obese prevalence
            (Washington State Public Health Indicators, nd).

Overweight and obesity are a leading cause of HTN which is commonly known as the silent killer. Hypertension is defined as high blood pressure resulting from the force of blood pushing against the vessel walls with readings above 120/80 (WebMD, 2006).  Hypertension is categorized by severity based on the blood pressure readings: 
· Normal: Less than 120/80 

· Prehypertension: 120-139/80-89 

· Stage 1 hypertension: 140-159/90-99 

· Stage 2 hypertension: 160 and above/100 and above (WebMD, 2006).
Contributing factors for this silent killer include overweight, tobacco use, sedentary lifestyle, high sodium diet, high cholesterol diet, increased alcohol consumption, stress, older age, family history, pregnancy, chronic kidney disease, thyroid disorders and genetics (CDC, 2008).  One such genetic predisposition is black heritage (CDC, 2008).  Hypertension is one of the leading causes of heart disease and stroke as well as DM and other chronic diseases. 

Twenty-nine percent of adults in the U.S. from 2005 to 2006 were hypertensive with a systolic readings > 140mmHg, diastolic readings >90mmHg, or were taking medications for HTN.  In that same time period, 37 percent of adults were found to have pre-hypertension with a systolic reading of 120-139mmHg, or a diastolic reading of 80-89mmHg, and were not using pharmacological treatment.  Contrary to popular belief that HTN is a man’s disease, the rates were nearly equal in both men and women.  Of the adults that were hypertensive, 78 percent were aware of their condition and only 68 percent were using anti-hypertensive medications.  In 2003, 24.1 percent of adults in Pierce County had been told they had HTN and the same percentage of adults reported having HTN in WA State in 2005 (Tacoma-Pierce County Health Department (TPCHD), 2007).

In the years 2001 to 2004, 31 percent of the morbidities in the U.S. were contributed to

HTN with a mortality rate of 24,902 deaths per 100,000 equating to 8.4 percent of adults.  In order to not become one of these statistics, it is advisable to make lifestyle changes that promote healthy hearts. The most effective lifestyle modifications are a combination of diet changes as well as exercising to correct an energy imbalance of excessive intake compared to output. Reducing sodium levels in one’s diet is also a key factor in reducing the risk for HTN.  


Heart disease is a broad term to include conditions such as coronary artery and heart disease, myocardial infarction, congestive heart failure and congenital heart disease amongst other possible heart complications.  In addition to HTN, some other leading causes of heart disease are:  obesity, DM, genetics and high cholesterol.  Heart disease can be costly for both individuals and society to live with.  For example, in 2006, it was projected that the U.S. spent $142.5 billion on health care costs related to heart disease (American Heart Association, 2008)/(Table 5).
	Estimated Direct & Indirect Costs (in Billions of Dollars) of Cardiovascular Diseases & Stroke in U.S. for 2008

	
	Heart Disease*
	Coronary Heart Disease
	Stroke
	HTN
	HF
	Total Cardiovascular Disease †

	Direct costs
	
	
	
	
	
	

	Hospital
	$99.3
	$51.0
	$18.9
	$7.6
	$18.8
	$140.1

	Nursing home
	$22.7
	$11.9
	$15.7
	$4.6
	$4.3
	$46.6

	Physicians/other professionals
	$22.8
	$12.9
	$3.6
	$12.8
	$2.3
	$44.4

	Drugs/other
	
	
	
	
	
	

	Medical durables
	$21
	$9.7
	$1.3
	$24.1
	$3.1
	$49.5

	Home healthcare
	$7
	$2.1
	$4.2
	$2.2
	$3.2
	$15.8

	Total Expenditures†
	$172.8
	$87.6
	$43.7
	$51.3
	$31.7
	$296.4

	Indirect costs
	
	
	
	
	
	

	Lost productivity/morbidity
	$23.1
	$10.2
	$6.7
	$8.1
	N/A
	$37.6

	Lost productivity/mortality‡
	$91.4
	$58.6
	$15.1
	$10
	$3.1
	$114.5

	Grand totals †
	$287.3
	$156.4
	$65.5
	$69.4
	$34.8
	$448.5


Table 5: Estimated costs of heart disease in the U.S. during 2008

† totals don’t add up because of rounding and overlap

‡ Lost future earnings of persons who will die in 2008, discounted at 3 percent

*This category includes CHD, HF, part of HTN, cardiac dysrhythmias, rheumatic heart     disease, cardiomyopathy, pulmonary heart disease, and other or ill-defined “heart” diseases 









      (American Heart Association, 2008).

In the U.S. it is estimated that more than five million people are living with heart disease with an incidence of 550,000 people newly diagnosed each year.  Heart disease is the leading cause of death for both men and women in the U.S, accounting for 29 percent of all U.S. deaths (CDC, 2008).  According to the American Heart Association (2008), nearly 2,400 Americans die of coronary vascular disease each day, with an average of one death every 37 seconds.  Coronary vascular disease claims about as many lives each year as cancer, chronic lower respiratory diseases, accidents and DM combined.  In 2005, Pierce County reported 206.9 deaths per 100,000 due to heart disease and in WA there were 176.4 deaths per 100,000 reported due to heart disease (TPCHD, 2004).
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Figure 2: Heart disease death rates in the U.S. from 2000 to 2004 

            (CDC, 2008).

Prevention methods and treatment for heart disease are similar to those for HTN due to their similar disease processes.  The best nonpharmaceutical method to prevent, manage and treat heart disease is through lifestyle modifications such as increasing exercise and eating a healthy diet (CDC, 2008).  The DASH diet can be effective because it is low in sodium and fat, thus reducing cholesterol levels and blood pressure, of which both may lead to heart disease and heart failure (The DASH Diet Eating Plan, 2008). 

Secondary treatment for heart disease and heart failure is medical management through pharmaceuticals that may include but are not limited to diuretics, angiotensin converting enzyme (ACE) inhibitors and beta blockers.  Tertiary treatment may be implemented in emergencies or when medical management has failed.  Such treatments range from stent placements to ablations to coronary artery bypass grafting (CABG) to pacemaker implantation and even heart transplantation.  A combination of these therapies may be used as well in an attempt to prolong quality and quantity of life.

Another common detriment to quality and quantity of life in the U.S. is DM.   Diabetes Mellitus is a group of metabolic disorders characterized by poor insulin control as a result of dysfunctional islet of Langerhan cells in the pancreas for a variety of reasons.  For DM type one, the cause is believed to be primarily genetic.  For DM type two, the cause is believed to be primarily environmental through diet choices such as excessive consumption of foods high in fats and carbohydrates (WebMD, 2008).  Figure 3 illustrates the correlation between obesity and DM, both possibly through nutritional problems.
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http://www.cdc.gov/diabetes/statistics


Figure 3: Adults in the U.S. who were obese or had DM in 1994, 2000 and 2007

(CDC, 2008).
Individuals with either type of DM are not only more susceptible to illness than individuals without DM, but they are also more likely to have a worse prognosis when diagnosed with an illness.  Diabetes Mellitus can be directly related to the previously mentioned heart disease as adults diagnosed with DM are two to four times more likely to be afflicted with this disease than adults without DM (CDC, 2008).  
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Figure 4: Percentage of adults with DM and HTN in 2003



    (CDC, 2008).
In 2005, DM was the leading cause of kidney failure accounting for 44 percent of the incident rate.  DM can also lead to Diabetic retinopathy which is the leading cause of blindness among adults aged 20 to 74 years and is responsible for 12,000 to 14,000 new cases each year.  Approximately 60 to 70 percent of people with DM have some form of related nervous system damage due to the accumulation of glucose on the nerve fibers and results in impaired sensation, slowed digestion of food, carpal tunnel syndrome and erectile dysfunction.  Because of this loss of sensation in the appendages as well as adversely effected blood flow, more than 60 percent of nontraumatic lower-limb amputations occur in people afflicted with DM.  Poorly controlled DM can also lead to periodontal disease and complications in pregnancy.  Individuals with DM are twice as likely to develop dental problems as those without DM and 15 to 20 percent of pregnant women with poorly controlled type one of the disease suffer spontaneous abortions.  Major birth defects can also be a consequence in five to ten percent of this subpopulation.  Even more severe, life threatening complications to the afflicted adult include diabetic ketoacidosis (DKA), nonketotic hyperosmolar coma and even death (CDC, 2008).

Not only does this disease have devastating consequences, but unfortunately it isn’t a rare anomaly and therefore needs to be addressed by the U.S. and its communities.  In 2004 to 2006, DM had a rate of eight percent of the U.S. population with a prevalence of 5.9 percent or 17.32 million people.  Yet, in 1958, the prevalence of DM was only 0.93 or 1.58 million.  This demonstrates an increase in prevalence far greater than that of the overall population growth of the U.S., which was only 1.2 percent over the last nearly 50 years.  For some specific U.S. subpopulations in 2007, there were 23.5 million or 10.7 percent of adults 20 years and older, 12.2 million or 23.1 percent of adults 60 years and older, 12 million or 11.2 percent of adult men aged 20 and older, 11.5 million or 10.2 percent of adult women aged 20 and older, 14.9 million or 9.8 percent of non-Hispanic Caucasians and 3.7 million or 14.7 percent of non-Hispanic Blacks that were afflicted with DM (CDC, 2008).  

According to the TPCHD (2008), in 2005, WA’s DM prevalence rate was 25.3 people per 100,000 or seven percent of the population, with an identical related death rate in the previous year.  Yet, in 2000, the statewide DM prevalence was 6.3 percent, 0.7 percent less than in 2005.  In 1995, WA’s DM death rate was 3 percent less than in 2005.  For Pierce County in 2005, the DM prevalence rate was 28.3 per 100,000 with a DM related death rate of 33.6 in the previous year; a whopping 9.2 percent higher than just ten years earlier (TPCHD, 2008).  As with the U.S. population, the state and Pierce county statistics also show an increasing trend in DM prevalence and mortality.
Similar to other chronic diseases previously mentioned, treatment for DM is also primarily lifestyle changes. People living with DM need to exercise, lose excess weight, and some even need to take oral medication in order to manage their DM. The Diabetes Prevention Program, a large prevention study of people at high risk for DM, showed that lifestyle intervention reduced developing DM by 58 percent over three years, and that reduction of DM was even greater amongst adults aged 60 years or older with a 71 percent decrease (CDC, 2008). Research has found that lifestyle interventions are more cost-effective than medications, and extremely helpful in prevention of DM in people with pre-diabetes. 
Self-care management or training is also a crucial step in improving health outcomes and quality of life. This is a collaborative process with diabetes educators and the patient, where educators stress the importance of healthy eating, being active, and monitoring blood-sugar levels. Diabetes educators also help with problem-solving and coping skills needed to successfully manage DM and its related conditions. When lifestyle modifications do not work, oral medications or insulin injections may be used to help lower blood sugar levels. Many diabetics, especially those with type one, must give themselves insulin injections on a daily basis.  Nonetheless, healthy food choices can still help manage this type of DM and even prevent the development of type two DM.

Armed with this information pertaining to diet choices and their effects on health combined with the understanding that eating away from home has become a common practice and little information is provided to allow consumers to make healthy diet choices in that environment, TPCHD has taken the initiative to do further research.  In a random digit telephone survey TPCHD conducted in the fall of 2004, 79.4 percent of Pierce County residents responded that they would like to see nutritional information available in a variety of venues from vending machines, to coffee stands to restaurants.  When asked if the availability of healthy food choices affected where they ate, 35.5 percent “strongly agree” that it did and 43.9 percent “agree” that it did (n= 379, 95% CI).  In another survey conducted in 2005, 3 out of 4 Pierce County residents “strongly support requiring fast food restaurants to display the calorie content of their foods.”  Additionally, in 2006, 30.1 percent of Pierce County residents surveyed “strongly agree” that full-service restaurants should display nutritional content of the foods served and 51.8 percent “agree” with this (95% CI)/(Tacoma-Pierce County Health Department, 2004).
In the summer of 2007, the TPCHD decided to heed the public’s requests and began implementing the SmartMenu program.  Although it doesn’t address behavioral concerns regarding health disparities, the SmartMenu program attempts to alter the environment to allow those ready to make healthy choices do so.  In this manner, the SmartMenu program requires participating restaurants, currently 27 with 12 operating under guidelines and seven ready for evaluation, to provide nutritional information pertaining to the items on their menus.  This can be a risk for some restaurants, particularly those with multiple unhealthy choices on their menus.  Because of the risk of reduced profit for participating restaurants combined with the fact that the program is not legally enforceable, TPCHD included incentives such as free nutritional analysis of menu items using the “food processor” program done by a registered dietician that would normally cost thousands of dollars otherwise as well as free promotional marketing of the restaurants throughout the county.

The SmartMenu program is not a novel concept as many cities and states have created regulations or laws requiring restaurants to provide the nutritional information for their patrons.  This past summer, Governor Schwarzenegger signed a food labeling law that requires restaurants in California that have more than 20 locations throughout the state, to provide calorie information on both their menus and menu boards.  Begininng July 1, 2009 these restaurants will be required to provide informational brochures to their customers and on January 1, 2011, the law will go into full effect.  Governor Schwarzenegger was quoted to say, “This legislation will help Californians make more informed, healthier choices by making calorie information easily accessible at thousands of restaurants throughout our state” (Luna, 2008).

Some fast-food chains have decided to take this legislation one step further and make it nationwide. For example, Yum Brands, the parent company for Taco Bell, KFC, Pizza Hut, and A&W, is voluntarily placing product calorie information on all menu boards across the country. This is a wonderful example of how the U.S. is not only realizing the prevalent obesity issue but also beginning to step up and take action against this epidemic (Luna, 2008).  Los Angeles’ (LA) public health department conducted a health-impact assessment and found that “menu labeling at fast food and other large chain restaurants could have a sizeable salutary impact on the obesity epidemic” (Fielding, Jarosz, Kuo, & Simon (Fielding, et al), 2008).  It is suggested that mandated menu labeling could reduce population weight gain with only modest changes in consumers’ behavior. A study conducted on obesity in LA, found that the average annual population weight gain for adults in LA country was 5.5 million pounds from the years 1997-2005. The researchers made the assumption that 10% of restaurant patrons would order reduced calorie meals and reduce meal by average of 100 calories as a result or menu labeling. Based on this assumption, an estimated 38.9% of the projected weight gain could be averted. If 20% of restaurant patrons reduced their caloric intake by 100 calories, a projected 77.7% of this weight gain could be avoided (Fielding, et al, 2008)/(Table 6). 
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Table 6: Consumer Response to Menu Labeling on the Percentage of Population Weight Gain Averted







          
 

(Fielding, et al, 2008).
Other cities around the country are also in support of menu labeling.  New York City (NYC) is currently  placing nutritional information for restaurants online, in brochures, or on the tray liners.  However, the NYC public health department has found this to be inadequate because 95% of the patrons reported they did not notice the information.  San Francisco also signed a menu labeling ordinance on March 24th, 2008 which requires chain restaurants with 20 or more establishments in the city and county to post nutritional information on menus and menu boards (California Center for Public Health Advocacy, 2008).   In WA, King County’s Board of Health voted to require food service establishments to list information on menus of restaurants chains with 10 or more locations.  This policy went into effect in August 2008 and it requires the placement of caloric, fat, carbohydrate, and sodium content on the printed menus and the caloric content to be listed on menu boards (CSPI Newsroom, 2007).  The CSPI (2007) nutritional policy director, Margo G. Wootan, states, “King County board of health is empowering restaurant patrons to make informed food choices for their kids and themselves”.
Yet currently, only one third of restaurants in the U.S. offer nutritional information on their menus.  This can be detrimental to such health disparities as obesity, HTN, heart disease and DM as studies have shown that people tend to under estimate the caloric content of restaurant menu items (California Center for Public Health Advocacy, 2008).  Kirsten Leng from the TPCHD stated that judging caloric content can even be difficult for a registered dietician.  Nonetheless, some restaurants have taken to providing nutritional markers for selected items to help patrons make healthier choices even without legal requirements.  For example, Subway provides low fat sandwiches, Olive Garden works with the American Heart Association by identifying heart-healthy food options, and Applebee’s has a section on their menus for meals that are in accordance with Weight Watchers.  Without the nutritional information directly on the menus, it is difficult for consumers to be able to compare and make informed decisions on their diet choices.  For people with chronic illnesses, such as heart disease, HTN, or DM, this information is all the more important for them to help manage their conditions.  

Analysis

As demonstrated previously, these chronic conditions are not only prevalent in Pierce County, but also on the rise and with lack of nutritional information available, those not yet afflicted are at risk for developing one of these disparities.  Although the SmartMenu program appears to be a good avenue for combating the environmental aspects of this problem, no information has been obtained as to how effective it is.  With this in mind, two nursing diagnoses can be formulated:

1. Risk for obesity, HTN, heart disease, and DM among Pierce County residents related to lack of nutritional information on menu items.

2. Need for follow up assessment amongst restaurants participating related to possible change in patron behavior after implementation of the SmartMenu program.

Plan

From these nursing diagnoses, a plan to address them would encompass conducting surveys of patrons at restaurants participating in the SmartMenu program to determine whether the new menu has changed food selections and sales data, thus possibly reducing risk for the above mentioned health disparities amongst Pierce County residents.  Nursing students will follow decision trees when scheduling with restaurants to determine dates and times, as well as what incentives will be given to patrons willing to complete and return surveys.  Wait staff at the participating restaurants will undergo brief training in order to ensure greater probability of uniform delivery of surveys and explanation of their purpose.

Subjective reports would include accounts from patrons listed on the surveys returned to the public health nursing students and objective data would include analysis of restaurant sales prior to and after implementation of the SmartMenu program.  This plan will operate on two of the three public health core functions as it is assessing patron participation in the program as well as the program’s effectiveness but it is also determining assurance of the program to evaluate if it is even noticed by patrons and if so, is the information understood?  Ideally, the SmartMenu program is to operate on a primary prevention level by giving patrons such information on menu items as caloric content, sodium levels, amount of fat and amount of carbohydrates in each meal to make educated decisions decreasing their likeliness of developing heart disease, HTN, DM or becoming obese.  However, this program may also work on a secondary prevention level to educate those who may have these issues but also on the tertiary level as those afflicted with these health problems can use the information to help them manage their conditions.

Short term, project centered goal: Conduct patron surveys at restaurants participating in the SmartMenu program.

· Objective: Nursing students will visit all seven participating restaurants ready for assessment at least twice during lunch or dinner hours Sundays through Thursdays by November 6, 2008.

Short term, client centered goal: Clients will make healthier food choices by using the SmartMenu program when dining out at participating restaurants.

· Objective: By the end of the semester, analysis of survey responses will demonstrate that the majority of patrons at participating restaurants will have made healthier decisions by choosing healthier menu items due to the nutritional information provided by the SmartMenu program.

Long term goal:  The TPCHD will develop an effective, uniform, countywide menu labeling program and will present it to the general public to be voted into law in the 2010 elections.


Objective: The results of these goals will show health improvements among Pierce County residents that will fall in line or at least improve on some level by 2010, in accordance with the following Healthy People 2010 goals:

· Increase the proportion of adults who are at a healthy weight from the baseline of 42 percent to the target goal of 60 percent.

· Reduce the proportion of adults who are obese from the baseline of 23 percent to 15 percent.

· Reduce the proportion of adults with HTN from 28 percent to 16 percent.

· Increase the proportion of adults with HTN whose blood pressure is under control from the baseline of 18 percent to 50 percent.

· Increase the proportion of adults with HTN who are taking action (for example: losing weight, increasing physical activity and reducing sodium intake) to help control their blood pressure from the baseline of 82 percent to 95 percent.

· Reduce coronary heart disease deaths from the baseline of 208 per 100,000 to 166 per 100,000.

· Prevent the development of DM by reducing the incidence of new cases from the baseline of 3.5 cases per 1,000 population per year to 2.5 per 1,000.

· Reduce the overall rate of DM from the baseline of 40 cases per 1,000 population to 25 per 1,000.

· Reduce the DM death rate from the baseline of 75 per 100,000 to 45 per 100,000.

Implementation

In order to implement the plan for this assessment, our group identified certain interventions that we as student nurses can carry out:

· Nurse will contact via phone the participating SmartMenu restaurants and schedule three different dates that the surveys will be conducted.

· Nurse will create one phone-dialogue-tree that will facilitate each telephone conversation and maintain consistency of discussions among the various restaurants.

· Nurse will go to each restaurant on the specific dates and times chosen by each restaurant.  

· This is when nurse will distribute the surveys as each restaurant desires for duration of two hours each visit.

· Nurse will bring a box to restaurants to put the completed surveys in, and assist each restaurant and its’ servers as needed.

· Nurse will use a “counter” to count the total amount of patrons that dine at the restaurants in order to see how many of them actually took the surveys. 
Evaluation
Short term, project centered goal: Conduct patron surveys at restaurants participating in the SmartMenu program.

· Objective: Nursing students will visit all seven participating restaurants ready for assessment at least twice during lunch or dinner hours Sundays through Thursdays by November 6, 2008.

· This will be formatively evaluated by using the counter to count how many people are going into restaurant vs. taking the survey.  Most restaurants we visited three times, which was the TPCHD’s objective, and only two restaurants we visited once, leaving the remaining two times for the TPCHD to survey.  At some restaurants, we also sat next to the door, and measured the effectiveness of SmartMenu program by discussing with customers after they had completed taking the HPRB approved survey.
Short term, client centered goal: Clients will make healthier food choices by using the SmartMenu program when dining out at participating restaurants.

· Objective: By the end of the semester, analysis of survey responses will demonstrate that the majority of patrons at participating restaurants will have made healthier decisions by choosing healthier menu items due to the nutritional information provided by the SmartMenu program.

· This will be formatively evaluated through the use of SPSS system to analyze the data in which surveys will capture.  Through using the SPSS system, we will be able to compare the people who notice the SmartMenu items, and how many people understood what it meant enough to change their meals or make wiser decisions about eating their meals.
Long term goal:  The TPCHD will develop an effective, uniform, countywide menu labeling program and will present it to the general public to be voted into law in the 2010 elections.  
Objective: The results of these goals will show health improvements among Pierce County residents that will fall in line or at least improve on some level by 2010, in accordance with the following Healthy People 2010 goals:

· Increase the proportion of adults who are at a healthy weight from the baseline of 42 percent to the target goal of 60 percent.

· Reduce the proportion of adults who are obese from the baseline of 23 percent to 15 percent.

· Reduce the proportion of adults with HTN from 28 percent to 16 percent.

· Increase the proportion of adults with HTN whose blood pressure is under control from the baseline of 18 percent to 50 percent.

· Increase the proportion of adults with HTN who are taking action (for example: losing weight, increasing physical activity and reducing sodium intake) to help control their blood pressure from the baseline of 82 percent to 95 percent.

· Reduce coronary heart disease deaths from the baseline of 208 per 100,000 to 166 per 100,000.

· Prevent the development of DM by reducing the incidence of new cases from the baseline of 3.5 cases per 1,000 population per year to 2.5 per 1,000.

· Reduce the overall rate of DM from the baseline of 40 cases per 1,000 population to 25 per 1,000.

· Reduce the DM death rate from the baseline of 75 per 100,000 to 45 per 100,000.
This will be summatively evaluated by using the TPCHD’s website and discovering if any policies have been enacted mandating the use of SmartMenus. We will also use the CDC and the HP2010 website to see if there has been a decrease in the U.S.’s population of people who are obese, have HTN, heart disease, or DM as well.
Discussion

Our implementation process changed after we got started on the project.  The first change was that we were not able to start calling restaurants as early as we had initially planned due to having to submit an HPRB and await their approval.  The second change was the fact that most of the restaurants we visited were lunch time restaurants and so we were not able to visit them during the intial time period of 1730-1930 but instead visited most of them druing 1100-1400.  Another change in the implementation was that most restaurants wanted us to pass out the surveys to the patrons instead of having the servers pass the surveys.  Due to the time constraint of waiting for the HPRB approval we were only able to visit four of the 6 restauants for the full 3 visits and were only able to visit the other two restaurants once.  

The results of the surveys was surprising.  We surveyed a total of 187 patrons at the restaurants.  Of those patrons 55.6% were female (n=105) and 44.4% were males (n=84).  The ages of the patrons surveyed were 16.8% were 18-30 years of age (n= 32), 29.5% were 31-45 years of age (n= 56), 43.2% were 46 – 64 years of age (n=82), and 10% were over the age of 65 (n=19).  People under the age of 18 were not counted due to the HPRB criteria and their minor status.  When asked if they noticed the nutrional information 69.0% replied yes (n=129) and 31.0% replied no (n=58).    When asked if they understood what the nutritional information meant 33.3% replied that they understood everything (n=64), 15.1% replied that they understood which meal was healthier (n=29), 4.7% replied they understood what some of the numbers meant (n=9) and 6.8% replied that they did not understand the numbers (n=13).  

One assumption made of the data was that more women would notice the numbers then the men however our data proves that there was not a great deal of difference between the two genders.  Of the males surveyed, 65.4% stated that they noticed the information (n= 53) and 34.6% stated that they did not notice.  Of the females surveyed, 71.2% stated that they noticed the information (n= 74) and 28.8% replied that they did not notice the information (n= 30).  There was also not a great deal of difference between gender and understanding the information.  Males replied with 51% marking the understood everything (n=24), 27.7% marking that they understood which meal was healthier (n=13), 8.5% marked that they understood some of the information (n=4), and 12.3% marked that they understood nothing (n=6).  Females replied with 59.7% marking that they understood everything (n=40), 22.4% marked that they understood which meal was healthier (n=15), 7.5% marked that they understood some of the information (n=5), and 10.4% marked that they understood nothing (n=7).  When an one way Anova test was conducted to compare the means between gender and whether they understood the data there was no significant data at the p < 0.05 level. 

For the survey question on whether the patrons chose anything differently because of the numbers, 19.6% chose a dish lower in calories (n=37), 5.8% chosea dish lower in carbohydrates (n=11), 7.4% chose a dish lower in fat (n=14), 3.2% didn’t finish their meal (n=6), 6.3% did not chose a dessert (n=12), 3.7% did not order an appetizer (n=7), 2.1% shared their meal (n= 4), and 37.2% said that they did not do anything differently.  An one way Anova test was conducted to compare the means between whether the people who noticed the nutritional information did anything differently.  There was a significant difference between noticing the nutitional information and choosing a dish that was low in calories (F (1,183)=18.4; p<0.001).  There was a significant difference between those who noticed the nutritional information and chosing a meal that was low in fat (F(1,183) = 4.173; p <0.05).  There was also a significant difference between noticing the nutritional information and chosing a dish that was low in sodium (F(1,183) = 9.25; p <0.005).  This indicated that those who are noticing the information are making healthier choices because of the nutritional information.  

An one-way Anova test was also conducted comparing themeans of whether the patrons noticed the nutritional information and the different age groups.  It was found that there was a significant difference (F (3,175)=5.86; p < 0.001).  To further evaluate this information a Post Hoc analysis was conducted comparing the age groups and it was found that the age group of 46-64 was signifanct in most categories at p < 0.05 level.  

Based on the data it can be said that our objective that a majority of the customoers are making healthier menu selecions was not met.  A majority of the patrons did not chose a healthier dish and 37.2% said that they did nothing differently.  However, the data shows that there is a significant difference between noticing the nutritional information and chosing a dish that is lower in calories, fat or sodium.  Also 19.6% of the patron said that they chose a dish that is lower in calories, while this not the majority of the patrons it sure is a good start.  One of the obsticles that we found while implementing this project is that many of the patrons of the restaurants are regulars at the restaurants and know what they want to order without looking at the menu.  

There were other challenges that we encountered at the restaurants that could affect the SmartMenu Program and in turn call for some followup action.  One thing is that a couple of the restaurants had their menus up on menu boards that did not have the nutritional information listed.  For example, at Friesenburgers the menu board had an incomplete menu without the nutritional information and yet that appeared to be where most people ordered from.  Another challenge encountered was at Fife City Bar & Grill where the server passed out the survey with the bill.  The problem with this was that he only passed out one survey per bill and so if more than one person was on that bill they either did not fill out the survey or they filled it out together altering the reliablity of the data.  There was also the challenge of the take-out customers because they tended to not fill out the surveys.  

Our recommendations to future nursing students when working with the SmartMenu Program is to obtain HPRB approval as soon as you possibly can so that you can attend as many restaurants as possible.  Also, provide more training to the staff at the restaurants about the survey and the need of its accuracy.  At Friesenburgers on our last visit the owner passed out the surveys to the patrons with a take-out menu and the SmartMenu brochure.  This  could affect the reliablity of the survey because the patrons have the information right in front of them.  Another area that students could focus on is working with the restaurants on advertising the SmartMenu and maybe enlarging the information so that it is more noticeable to the patrons.  

The SmartMenu program is off to a good start and is already starting to make a difference in the way that Pierce County residents chose their meals when eating away from home.  As research has shown even the modest changes can make a huge impact in the health of an individual.  While we still have a long way to go in order to beat the obesity epidemic , the TPCHD and other agencies all over the country are starting to take notice of the importance of informing the population of what they are eating when they eat out.  They are taking charge and empowering the society to make informed and healthy meal choices which in turn will increase their quality of healthy years of life.
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