nal electronic fetal monitoring devices among women

with live births between 1980 and 1987, from 33.5 per-

cent to 74.6 percent (P<<0.001) and in the use of inter-
nal fetal monitoring devices, from 16.5 percent to 19.7
percent (P<<.001). The greater increase in use of exter-
nal fetal monitoring devices may be related to the less
invasive nature of their use compared with internal fetal
monitoring devices.

In summary, findings from the NMIHS pretest sug-
gested recent trends toward nearly routine use of diag-
nostic ultrasound examinations and external electronic
fetal monitoring devices in the medical care of pregnant
women, while the use of medical X-ray examinations in
pregnancy has not changed substantially.

References..v.................................

1. Medical X-ray visits and examinations during pregnancy,
United States, 1963. Vital and Health Statistics [22] No. §.
PHS Publication No. 1000. U.S. Government Printing Office,
Washington, DC, 1968.

2. Hamilton, P. M., Roney, P. L., Keppel, K. C., and Placek, P.
J.: Radiation procedures performed on U.S. women during
pregnancy: findings from two 1980 surveys. Public Health Rep
99: 146-151, March-April 1984.

3. 1988 National Maternal and Infant Health Survey. Public Health
Rep 102: 703, November-December 1987.

4. Simpson, G. A., and Placek, P. J.: 1987 National Maternal and
Infant Health Survey: pretest results. In Proceedings of the
American Statistical Association, Washington, DC, August

1988.

5. Placek, P. J., Keppel, K. C., Kessel, S. S., and Hutchins, V.
L.: Uses of the National Natality and Fetal Mortality Surveys
for the assessment of obstetric technologies. Isr J Med Sci 22:
529-540 (1986).

6. Hamilton, P. M., et al.: Ultrasound use during pregnancy: find-
ings from the 1980 NNS/NFMS. In Proceedings of the Ameri-
can Statistical Association, Washington, DC, 1985, pp. 369-
373.

7. National Institutes of Health Consensus Development Con-
ference Consensus Statement: Diagnostic ultrasound imaging in
pregnancy. NIH Publication No. 84-667, U.S. Government
Printing Office, Washington, DC, 1984. pp.73-76.

8. Ultrasound in pregnancy. Technical Bulletin No. 116, American
College of Obstetricians and Gynecologists, Chicago, May
1988.

9. Campbell, S., Chervenak, F. A., and Sabbagha, R. E.: Should
every pregnant woman have a screening ultrasound examina-
tion? The Female Patient 13: 37-52, November 1988.

10. Bracken, M. B.: Ultrasonography in antenatal management:
should it be a routine procedure? Fetal Therapy 2: 2-6 (1987).

11. Thacker, S. B.: Quality of controlled clinical trials—the case of
imaging ultrasound in obstetrics: a review. Br J Obstet Gynecol
92: 437-444, May 1985.

12. Ewigman, B. G.: Should ultrasound be used routinely during
pregnancy? An opposing view. J Fam Pract 29: 660-664
(1989).

13. Berkow, R., editor: Merck manual of diagnosis and therapy.
Ed. 15, vol. 2, Merck & Co., Inc., Rahway, NJ, 1987, p. 98.

14. Kaczmarek, R. G., Moore, R. M., Keppel, K. G., and Placek,
P. J.: X-ray examinations during pregnancy: National Natality
Surveys, 1963 and 1980. Am J Public Health 79: 75-77, Janu-
ary 1989.

Providing Cost Efficient
Detoxification Services
to Alcoholic Patients

NABILA N. BESHAI, PhD

Dr. Beshai is a Research Analyst in Behavioral Sciences in the Los
Angeles County Office of Alcohol Programs.

Tearsheet requests to Dr. Beshai, Department of Health Services,
714 W. Olympic Blvd., 10th Floor, Los Angeles, CA 90015.

Synopsis . ............. ...

The literature was reviewed to determine whether
social model detoxification programs are safe and ade-
quate for treating persons with alcohol withdrawal
symptoms.

The alcohol withdrawal syndrome has three stages.
Each stage, more severe than the last, is reached by a
smaller percentage of those withdrawing from alcohol.
The literature showed that the majority of alcoholics
can be detoxified safely in social model programs.
These programs presented two main benefits, program
cost efficiency and the patients’ increased commitment
to treatment compared with those treated at medical
model programs. Medically operated detoxification
programs appeared necessary for patients with a severe
withdrawal condition at intake (abnormal blood pres-
sure and pulse) and those with a history of severe with-
drawal symptomatology. '

The results of the review reiterated the importance of
screening clients at intake to ensure the safety of the
patient and the appropriateness of the detoxification
program.

THE CONCEPT OF DETOXIFICATION as part of a com-
prehensive system for alcohol related services has been
established over the years. Detoxification occupies a

central position in the overall management of alcoholic
patients.
There has been increasing emphasis on containing
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health care costs, including alcohol-related services.
Detoxification programs in social settings provide a
cost-saving alternative to the medical model. When the
nonmedical model is considered, however, two ques-
tions emerge.

1. Is the social detoxification setting as safe for the
client as the medical detoxification?

2. Can alcohol withdrawal symptoms be treated in a
nonmedical environment?

In this paper I attempt to answer these questions and
provide conclusions in relation to rendering detoxifica-
tion services.

Alcohol Withdrawal Syndrome

The alcohol withdrawal syndrome (AWS) is usually
considered to have three stages. The first stage (approx-
imately 24-48 hours after cessation of drinking) is
characterized by tremulousness, weakness, perspiration,
anxiety, restlessness, nausea, irritability, low startle
threshold, headache, anorexia, and, in some cases, sei-
zures, and auditory or visual hallucinosis. The second
stage (around 48—60 hours) is reflected by global confu-
sion. The third stage (about 72-96 hours) is charac-
terized by agitated delirium often referred to as delirium
tremens (/-6). Each successive stage of withdrawal is
reached by a smaller percentage of those withdrawing
from alcohol (5, 7). Various drugs are used to treat
withdrawal symptoms (/, 4, 8-11). Reports of clinical
trials of new withdrawal medications and summaries of
preferred drug treatments are common in the treatment
literature (12-20).

Severity of Withdrawal Syndrome

Researchers have developed scales for assessing
severity of the alcohol withdrawal syndrome. Gross and
associates (2/) developed the Total Severity Assess-
ment (TSA). The instrument was designed for research
purposes and consisted of 30 clinical variables. They
also used 11 of these variables to compose a subscale
called Selected Severity Assessment (SSA). The sub-
scale was designed for routine clinical use employing
variables that were relatively specific and were gener-
ally accepted as part of the clinical picture associated
with withdrawal.

In 1981, Shaw and coworkers modified the SSA so
that it could be used to follow the clinical course of the
withdrawal reaction (22). The modified scale was
referred to as the Clinical Institute Withdrawal Assess-
ment for Alcohol (CIWA-A). The researchers indicated
that their modification of the SSA was reliable and
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valid as an assessment instrument and for following the
clinical course of a patient in withdrawal.

Knott and associates (23) modified and simplified the
original Total Severity Assessment (TSA) scale
developed by Gross. The modified instrument was
termed Abstinence Symptom Evaluation (ASE) scale.
Consisting of 30 items, the point score method was
designed to assess the variable phenomena of the syn-
dromes of acute alcohol intoxication and abstinence and
to determine the extent and severity in a particular case
as a basis for treatment. The scale developers encour-
aged continued development and standardization of the
instrument which ultimately could become widely
accepted.

In 1988, Foy and associates used a modified version
of the Clinical Institute Withdrawal Assessment Scale
(CIWA) in the management of alcohol withdrawal in a
general hospital (24). Patients who developed seizures
or confusion were noted to score higher on the scale,
even before experiencing complications, than patients
who remained uncomplicated. It was concluded that the
use of an objective clinical scale of alcohol withdrawal
is valuable in a general hospital to identify patients at
risk for severe alcohol withdrawal.

Adinoff and coworkers (25) described the CIWA-A
scale as offering a quick and reliable method of evaluat-
ing the severity of ethanol withdrawal. They further
stated that patients in minimal to mild ethanol with-
drawal (CIWA-A less than 20) and without a prior his-
tory of withdrawal seizures can be treated with sup-
portive care only. Patients in moderate withdrawal
(CIWA-A 20 to 25) frequently need only minimal phar-
macological intervention. Patients in severe withdrawal
(CIWA-A over 25) can be safely and effectively treated
according to a diazepam loading procedure.

Although the use of CIWA and other clinical scales
for measuring severity of the withdrawal syndrome has
been encouraged, it was suggested that withdrawal
severity scales be used to complement, not replace, a
thorough clinical evaluation of the patient’s medical sta-
tus (26).

Essence of Detoxification Services

The objectives of alcoholic detoxification involve the
relief of subjective symptoms, prevention, and treat-
ment of more serious medical complications, and the
preparation for long-term rehabilitation (27).

Detoxification is seen as a three-part process. The
first stage is simply drying out, limited to the acute
physical withdrawal syndrome. The second stage is full
assessment of the patient’s problems and building up a
detailed picture of his or her lifestyle and attitudes. The
third stage, which encapsulates the other two, is the



development of a rehabilitation relationship, the con-
frontation of defenses, and the motivation of insight
(28). Intervention at the time of withdrawal provides
detoxification programs with the opportunity to help the
person develop insight and motivation to continue in the
rehabilitation process (29-31).

Methods of Detoxification Services

Four methods of detoxification have been identified:
(a) medical model which involves hospitalization, (b)
nonmedical model of detoxification that is not hospital-
based but has medical backup, (c) ambulatory detox-
ification where persons attend an outpatient clinic or
private practitioner’s office where they may receive
medication, and (d) social or nonchemical detoxifica-
tion that entails the provision of a supportive environ-
ment (32).

The major differences between social model detox-
ification programs and most medical model programs
are the frequency and duration of client-staff interac-
tion. Staff members of social model programs, not hav-
ing the option of administering a tranquilizer, must use
interpersonal techniques to reduce client anxiety and
fear. This requires frequent contact involving feedback
and building of trust (5).

Appropriate Detoxification Setting

Alcohol detoxification generally can be managed
safely in nonmedical settings (32-36). A number of
studies have shown that the majority of alcoholics can
be safely detoxified in social model settings and outpa-
tient treatments (2, 36-39). Whitfield in 1982 noted
that only about 5 percent of the alcoholics require hos-
pitalization or a medical setting for detoxification (40).

Kessel and coworkers (30) reported on the outcome
of 235 police referrals made to the Manchester hospital-
based alcohol detoxification center. They indicated that
very little urgent medical attention was required. Severe
withdrawal symptoms were infrequent, and routine pro-
phylactic treatment was not necessary.

During fiscal year 1983-84, there were more than
2,500 admissions of people who abused alcohol to
Ontario hospitals. They had no serious medical prob-
lems and received no treatments normally requiring
hospitalization. The high proportion of admissions
through emergency departments and the relatively short
stays suggested that many of these patients were admit-
ted for detoxification. The available evidence (treatment
recorded) suggested that many could have been man-
aged outside the hospital (36).

Whitfield reported on the detoxification of 1,024
consecutive program participants who entered a non-

medical detoxification program in 1978. A total of 90
persons (8 percent) were sent to a hospital emergency
department for further examination. Of these, 28 people
(2.4 percent of total) were admitted to the hospital for
intensive treatment with drug therapy. The other 62
were returned to the originating unit for further
rehabilitation. He concluded that these persons did as
well’in the nondrug detoxification as similar persons
have done when given sedatives or mild tranquilizers
“1).

Hayashida and coworkers (39) recruited 90 male
alcoholic veterans from 280 requesting detoxification at
the Philadelphia Veteran Administration Medical Center
from March through September 1985 for a randomized
controlled study . Subjects were randomly assigned
either to inpatient or outpatient medical detoxification
treatment. At 1-month followup, both groups reported
considerable reduction in alcohol use, alcohol intoxica-
tion, and alcohol-related problems. Hayashida and
coworkers concluded that patients receiving either inpa-
tient or outpatient detoxification did not appear to differ
significantly at the 1-month post treatment followup.

In another study, Hayashida and associates (42) com-
pared the effectiveness, safety, and costs of outpatient
and inpatient detoxification from alcohol in a ran-
domized, prospective trial involving 164 male veterans
of low socioeconomic status. The mean duration of
treatment was significantly shorter for outpatients (6.5
days) than for inpatients (9.2 days). On the other hand,
significantly more inpatients (95 percent) than outpa-
tients (72 percent) completed detoxification.

Outcome evaluations completed at 1 and 6 months
showed substantial improvement in both groups at both
followup periods. No group differences were found at
the 6-month followup. Costs were substantially greater
for inpatients ($3,319 to $3,665 per patient) than for
outpatients ($175 to $388). Hayashida and associates
concluded that outpatient medical detoxification is an
effective, safe, and low-cost treatment for patients with
mild to moderate symptoms of alcohol withdrawal.

Outpatient detoxification has the major benefit of
being cost efficient. It is not clear, however, to what
extent serious comorbidities, which may be undetected
outside a hospital setting, may lead to more severe and
expensive problems later (26).

Medical Model Detoxification

Medical detoxification is characterized as involving
extensive use of physician and nursing staff resources
and medication as well as an essentially clinical orienta-
tion (43). This modality is recommended for chronic
alcoholic patients who need adequate physical and psy-
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chiatric examinations and medical care (44). It is also
necessary when the person’s detoxification is
unmanageable (33).

Pharmacological assistance is to prevent the march to
more serious complications such as epileptic seizures,
delirium tremens, arrhythmias, and to replace fluids and
electrolytes. The relief of subjective complaints such as
anxiety and depression are additional benefits of using
drugs (I, 6, 31).

Social Model Detoxification

The social model approach to alcohol detoxification
relies on a supportive environment to ease the discom-
fort and reduce the symptoms associated with with-
drawal (32, 43). The calm, anxiety-free, homelike
milieu of these programs can produce effects that have
identifiable medical benefits. In an effort to assess
physiological changes occurring during the withdrawal
process, O’Briant and associates (45) referred a random
sample of 99 residents of a social model detoxification
program for complete medical evaluations. They chose
three groups of 33 persons each to undergo the medical
examination, one group 24 hours after admission,
another 48 hours after, and the third group 72 hours.
Differences between the three groups were significant
in the reporting of high blood pressure. Hypertension
was experienced by 13 persons of the 24-hour group,
12 of the 48-hour group, and only 6 of the 72-hour
group. This may have been the result of decreasing anx-
iety over the 3-day period, since the 72-hour group
demonstrated the greatest stability in this area.

The design of the social setting detoxification pro-
grams calls for special emphasis on post detoxification
referral to rehabilitation (5, 43). The general assump-
tion is that these detoxification facilities would be the
entry point into a continuum of care and thus would
lead to rehabilitation (30).

Medical Model Versus Social Model

Two studies examined the differences between medi-
cal detoxification programs and social model detoxifica-
tion programs. McGovern (3/) compared medical and
social setting detoxification treatments to test whether
the different levels of motivation and actual referral to
ongoing treatment occur as an effect of either model of
detoxification.

A total of 200 males were selected randomly from
the 2 detoxification models, 100 from the medical set-
ting detoxification program and 100 from the social. All
were there for treatment of alcohol withdrawal syn-
drome. They had been admitted by medical staff to
either detoxification setting based on the observed
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intensity of the withdrawal and existing medical com-
plications. In order to be admitted for alcohol with-
drawal syndrome, a patient must have met the follow-
ing criteria: past history of delirium tremens, liver, met-
abolic, cardiovascular, or gastrointestinal disease, nutri-
tional, or sleep disturbance, and present indications of
seizures, hallucinosis, tremors, nausea or vomiting, or
bleeding. All patients admitted must be clearly depend-
ent on alcohol. The characteristics of the subjects
selected for the study were mean age: 38.7 years; race:
black 71 percent, white 23 percent, and Hispanic and
other 6 percent.

Physical Problem Inventory (PPI), Short Michigan
Alcohol Screening Test (SMAST), and Assessment of
Life Experience Scale (ALE) were completed within 48
hours of admission in order to obtain data on early
dropouts. The patient’s referral was recorded by his
individual counselor and logged according to categories
of no referrals, Alcoholics Anonymous (AA), and out-
patient clinic or inpatient rehabilitation facility.

Through multivariate statistical techniques (analysis
of covariance), McGovern attempted to control for pre-
existing differences between the groups treated in these
two modalities. The covariates he employed were PPI,
age, previous treatments, ALE, Motivation, and
SMAST. The analysis of covariance with multiple
covariates yielded a highly significant group difference
in referral rate. None of the covariates was related sig-
nificantly to the dependent variable. Half of the medical
model’s patients left treatment without a commitment to
continue rehabilitation efforts in any of the categories
delineated in the foregoing paragraph. Only 33 percent
of those in the social model left without some referral.
In addition, clients of the nonmedical component were
twice as likely to be referred to inpatient rehabilitation
(34 percent of the 67 percent referred to treatment) as

~were clients who received medical detoxification (11

percent of the 50 percent referred to rehabilitation).

McGovern concluded that his analyses of the litera-
ture supported clinical observations with regard to the
differences in medical versus social setting detoxifica-
tion programs. The two forms of treatment, seemingly
comparable in all ways except for the pharmacological
and physical setting variables, had different effects on a
patient’s willingness to continue rehabilitative efforts.
Patients assisted by social model detoxification pro-
grams exhibited treatment referral rates that reflected a
significantly greater commitment to treatment than
those treated at medical model programs.

Young and Sadd (35) conducted a controlled study to
compare the effects of medical and nonmedical detox-
ification on objective indicators of withdrawal severity.
Four programs were employed for the study. A free-



hospital medical program (HMED), and two nonmedi-
cal programs (NONM1) and (NONM2). The NONM2
program replaced NONM1 when the building in which
NONMI1 was housed was sold. Patients were screened
at both nonmedical facilities. Persons with recent trau-
matic injuries, abnormal vital signs, history of heart
disease, or any obvious psychiatric condition were
referred to nearby medical facilities. The admissions
policy of NONM2 also excluded persons who were 60
or older or had any history of alcohol-related seizures.

Persons who agreed to participate were randomly
assigned to one of the four study sites (FMED, HMED,
NONMI1, or NONM2 after NONMI1 closed). The sam-
ple of those who consented totalled 671 subjects. It was
composed of 43 percent blacks, 41.8 percent whites,
and 15.2 percent Hispanics. The average age was 41.9.
Extensive drinking histories were the norm in this sam-
ple. On the average, subjects had been drinking heavily
for 18 years, and more than half had not had at least a
month-long period of sobriety in the past year.

Of the 671 who consented, 57 were randomly as-
signed to a study site that had no beds available at the
time of assignment. Of the 614 remaining, 213 (34.7
percent) were denied admission to the assigned facility.
The hospital-based medical program accounted for the
great majority of these persons, because 77 percent of
the persons assigned to HMED were not admitted for
the lack of active medical insurance.

Analyses of treatment effects were conducted on the
sample of people admitted and treated at the facilities to
which they were assigned. The nonmedical programs
referred nine persons (7.1 percent) to a local hospital
because of concerns about the severity of the patients’
withdrawal symptomatology. After being treated and
monitored, six of them (4.7 percent) were able to return
to their programs to complete detoxification. Alcohol-
related seizures occurred in a small number of them.
However, the effect of the use of withdrawal medica-
tion at HMED and FMED was apparent when the four
sites were compared. No one at HMED, and only two
men (0.9 percent) at FMED experienced seizures; the
comparable figures at NONM1 were four (4.9 percent)
and five (11.1 percent) at NOMM2. While these propor-
tions were too small to submit to statistical tests, the
seizure data revealed clear and important differences
between the medical and nonmedical sites.

A composite variable was created to assess the effect
of multiple predictors on an index of withdrawal sever-
ity. Calculated for each subject, this composite variable
was defined as the sum of the number of days that the
subject experienced hallucinations, the number of days
of abnormal pulse, the number of days of abnormal
temperature, the number of days of abnormal blood
pressure, and whether the subject had seizures during

‘Social model detoxification programs
seemed to have two main benefits, the
cost efficiency of the programs and the
greater commitment to treatment that
patients exhibited in comparison with
others who were detoxified at medical
model programs.’

his stay in the detoxification program. The resulting
variable had scores ranging from 0 to 15, with a mean
of 1.35 and standard deviation of 1.69.

Analyses of the composite withdrawal index indi-
cated that patients detoxifying at the two nonmedical
sites were no more likely to manifest severe symp-
tomatology than were medical patients. The patient’s
withdrawal condition at intake (blood pressure and
pulse) and a history of severe withdrawal symptomatol-
ogy were the most predictive factors of withdrawal
severity.

Young and Saad concluded that their data clearly
showed that the great majority of alcoholics can safely
experience alcohol withdrawal in a nonmedical environ-
ment. Their results suggested that some of the patient
referrals made by NONM2 to a medical facility were
unnecessary with regard to the management of alcohol
withdrawal syndrome. However, they indicated that the
benefits of withdrawal medication were evident in the
area of alcohol-related seizures. Since the patient’s
withdrawal condition at intake (blood pressure and
pulse) and a history of severe withdrawal symptomatol-
ogy were the most predictive factors of withdrawal
severity, they recommended that these be the cor-
nerstone of screening and monitoring procedures, par-
ticularly in nonmedical settings that offer limited
assessment.

Conclusions and Recommendations

The literature indicated that alcohol withdrawal
symptoms can be safely treated in a nonmedical en-
vironment. The majority of alcoholics can be safely
detoxified in social model programs. It was suggested
that a calming and reassuring environment is an impor-
tant factor in lessening the severity of withdrawal (9,
29, 33, 34). Social model detoxification programs
seemed to have two main benefits, the cost efficiency
of the programs and the greater commitment to treat-
ment that its patients exhibited in comparison with oth-
ers who were detoxified at medical model programs.
The benefits of medical model detoxification were evi-
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dent in markedly reducing or eliminating alcohol-
related seizures.

The results reiterate the importance of client screen-
ing which should be conducted at all detoxification pro-
grams. The patient’s withdrawal condition at intake
(abnormal blood pressure and pulse), and a history of
severe withdrawal symptomatology warrant referral to a
medical facility, at least for temporary treatment. The
intake of psychotropic drugs should be assessed since
they increase the possibility of experiencing seizures
(46). Current use of alcohol should be investigated
because the relation of alcohol use to seizures is causal
and dose dependent (47).

To ensure the safety of patients treated at social
model programs, the staff members in these programs
should have knowledge of medical problems and physi-
cal symptoms that signal the need for evaluation by a
physician. In addition, social model detoxification pro-
grams should be closely linked with medical programs
and hospitals so that medical services are readily avail-
able when they are necessary. Links between hospitals
and detoxification programs also enable hospital
emergency room personnel to find a place for persons
for whom hospitalization is not warranted. It has been
estimated that at least 60 percent of all emergency room
admissions in New York City hospitals are alcohol-
related (48). Use of social model programs to treat per-
sons with an alcohol-related diagnosis frees hospital
beds for those people whose medical needs are more
urgent.
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SYNOPSIS . ..cooiiiiiiiiii it i

Independently done surveys of a target population
can make an important contribution to knowledge about
the determinants of personal health behavior by high-
lighting variables that consistently emerge as signifi-

cant predictors. This investigation examined the
correlates of four health practice and knowledge
indices related to cardiovascular disease (CVD) in two
baseline community surveys of the Pawtucket Heart
Health Program (N=2,413; N=2,808). An additional
dimension was the use of three adult age groups (18-
29, 3049, 50-64) in conducting the analyses.

Results of both surveys showed that sex was the
strongest correlate of the four indices—knowledge of
CVD, encouraging health practice changes in others,
dietary intake, and exercise. The four indices related to
CVD were also associated with years of education, pri-
mary language, and whether or not a recent cholesterol
measurement had been obtained, although these rela-
tionships were not as consistent as the results for sex.
Overall, about half of each survey’s significant associa-
tions were also found in the other survey (survey 1, 30
of 62; survey 2, 30 of 56).

Consistency of significant results between surveys
was best for the group ages 30—49. In either survey, it
was rare for an association between a predictor and
behavioral index to appear in each of the three age
groups. This study supports the importance of the sub-
Jects’ sex in research on personal health practices, sug-
gests the potential for independence even among health-
related indices pertinent to a single type of illness, and
emphasizes the usefulness of utilizing independent sam-
ples to identify important correlates of health behavior.
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