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Introduction

In the 80s, personal health behaviours received
wider recognition in relation to chronic diseases and
telephone surveys emerged as an acceptable
method for determining the prevalence of many
health risk behaviours among different populations.
In addition to their cost advantages, telephone sur-
veys were especially desirable at the local level,
where the necessary expertise and resources for
conducting area probability sampling for in-person
household interviews were not likely to be available.

As a result, surveys were developed and conducted
to monitor state-level prevalence of the major be-
havioural risks among adults associated with prema-
ture morbidity and mortality. The basic philosophy
was to collect data on actual behaviours, rather than
on attitudes or knowledge, that would be especially
useful for planning, initiating, supporting, and evalu-
ating health promotion and disease prevention pro-
grams.

In 1984, the Centre for Disease Control and Preven-
tion (CDC) launched the Behavioural Risk Factor Sur-
veillance System (BRFSS) working in an ongoing fash-
ion with several states to assess the health status
and health risk behaviours of their citizens. The
BRFSS is now conducted in all the states in the
United States of America (USA)and other US territo-
ries. CDC developed standard core questionnaire for
states to use to provide data that could be compared
across states.

Some of the health-related issues looked into under
BRESS are, general health status, health care access,
hypertension, tobacco use, alcohol consumption,
body weight, physical activity, diet, diabetes, respira-
tory conditions, immunizations and HIV/AIDS aware-
ness.

Use of BRFSS Data

The CDC developed the BRFSS to help states assess
health risks and monitor trends. Comparable surveil-
lance methods are used in all states. This allows for
comparisons among states and for the assessment of
geographic patterns of risk factor prevalence. The

BRFSS information is used to design, implement and
support public health activities. Examples of health
risk behaviour modification programs are the Diabe-
tes Prevention and Control Program, tobacco cessa-
tion and counter-marketing campaigns and cam-
paigns against problem drinking.

One way to assess program effectiveness is to moni-
tor the prevalence of risk factors in the population.
Comparing different times, demographic groups or
geographic areas may be quite useful in developing,
implementing and evaluating intervention pro-
grammes

Methodology

Questionnaire Design

The questionnaire consists of three sections:

1) The core questions required of all states partici-
pating in BRFSS

2) A set of standardized modules developed by the
CDC, which states may opt to include in their
survey

3) State-added questions which are designed and
administered by individual states to address
locally identified health problems.

Core and optional module questions were previously
tested. Changes in them were discussed and deter-
minations were made to include them at the annual
national BRFSS conference. The BRFSS questionnaire
is updated each calendar year by the CDC and by
each participating state. For example, in 2011, some
optional modules were included for only a part of
the year [The H1N1 epidemic prompted the inclusion
of influenza like illness (ILI) modules from January
through March].

Survey participants are requested to provide such
demographic information as age, sex, race, marital
and employment status, annual household income,
educational level, and location of residence by
county and zip code. This location information is
suppressed in public use data when the numbers are
so small that the respondent might be identified.
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Sampling Process

Only adults aged 18 years and above residing in households are
interviewed. People residing in group homes or institutions are not
sampled. Households are selected using list-assisted random-digit
dialling. This method provides a list of randomly chosen phone num-
bers from the pool of all existing phone numbers. These numbers
are not drawn in a simple random fashion, but use what is known as
the disproportionate stratified sampling technique (DSS). This sam-
pling methodology was designed to produce a random sample of
telephone numbers, including unlisted numbers and new subscrib-
ers in an efficient fashion.

The DSS method divides landline phone numbers into two strata.
The first stratum is residential but unlisted. The second stratum is
composed of residential listed numbers. Each stratum is sampled at
a different rate. The listed residential numbers are sampled at the
highest rate. Some numbers are marked by the list provider as not
to be called because they have been predetermined to be non-
residential or nonworking. There is no set number to be sampled per
group and completed interviews are not thrown out. The landline
sample is also stratified into geographic regions. These regions are
the same regions used by health resource and emergency planning
groups within the state. Geographic regions are represented at the
same proportion as their population within the state.

Some Of the regions are further subdivided into counties having a
relatively high minority population and counties having low or no
minority population based on the most recent census estimates and
past survey. The minority counties are sampled at a higher rate than
the nonminority counties in an effort to better represent minority
groups in the sample. Increasingly many people, including the
young, unmarried, ethnic minorities and renters are opting not to
use traditional landline telephone service in favour of cell phones.
Therefore, another stratum was added devoted to households hav-
ing cell phones only. All other strata excluded cell phones. However,
if they have both cell phones and landline phones, it is considered
that they could be included in the landline sample, and therefore,
not interviewed on their cell phone. The cell phone only sample was
a state wide sample of adults and is not further stratified geographi-
cally. These respondents are only asked the core questions in the
survey along with some procedural questions. For instance, they are
asked if they were doing anything that would make it unsafe to con-
duct the interview and not interviewed if they were.

Approximately equal numbers of interviews per month were con-
ducted from January through December. Interviews were conducted
in both English and Spanish. Interviewers make multiple attempts to
reach a number to complete an interview before replacing that
number.

One person 18 years or older residing in the home was randomly
selected to answer the survey.

If the person selected was not available, an appointment was made
to complete the interview at another date and time. If the person
was not available during the interview period, or if the person re-
fused to participate, no other member of that household was inter-
viewed. Attempts were made to convert initial refusals into partici-
pants.

The Interview Process

The interviews were conducted during daytime, evenings and week-
ends with appointments made as needed to schedule or complete
interviews. The average time to complete a landline interview varied

greatly per month as the part-year modules were added and re-
moved. The response rate, defined as completed interviews + partial
completes (A partial complete is an interview that was terminated
before it was complete, but sufficient data had been collected to use
for most measures) divided by all eligible households called, have
been declining in recent years. This means that results from ques-
tions later in the questionnaire are determined from a somewhat
smaller sample than earlier questions.

A Computer Aided Telephone Interviewing (CATI) system was used.
The CATI system not only assists interviewers in presenting the
questionnaire and recording the responses, it also helps keep track
of appointments and call-back attempts and reports statistics of call
dispositions. Data then were edited for accuracy and completeness
using software provided by CDC. After editing, monthly data were
submitted to the CDC and to the regional Department of Public
Health.

Advantages and Limitations

Telephone interviews provide a means to conduct affordable sur-
veys to monitor the prevalence of behavioural risk factors. Surveys
based on telephone interviews are much faster to complete than
surveys based on in-person interviews. In one hour, an experienced
telephone interviewer can handle busy numbers, calls not an-
swered, and refusals to participate, and still successfully complete
one and one-half interview. In contrast, in one day of in-person in-
terviewing, many miles of travel may be required with few inter-
views completed.

Another advantage of telephone surveys is the much higher re-
sponse rate compared to self administered surveys, such as mail
surveys. Supervision and administration are simpler for telephone
interviews than for in-person interviews. All calls can be made from
one central location and supervisors can monitor interviewers for
quality control.

There is one main limitation to telephone surveys. All people are not
reachable by traditional telephone services. Some do not live in
households but are in institutions such as nursing homes or prisons.
Some households do not have telephones. Persons of low socioeco-
nomic status are less likely than persons of higher socioeconomic
status to own telephones and are therefore under-sampled. Further-
more, the percentage of households with a telephone varies by re-
gion. New telephone technology such as caller I.D., and call blockers
that block telemarketers also pose problems for telephone surveys.

Despite these limitations, prevalence estimates from the BRFSS cor-
respond well with findings from surveys based on in-person inter-
views.

Some inaccuracy is expected from any survey based on self-reported
information. For example, respondents are known to under-report
their weight and inaccurately recall socially undesirable habits. The
potential for bias must always be kept in mind when interpreting
self-reported data.

Source-
Annual Report From the Behavioural Risk Factor Surveillance System, lowa
2011,

Available from www.idph.state.ia.us/brfss/common/pdf/ 2011BRFSSan-
nual.pdf

Compiled by Dr. Madhava Gunasekera of the Epidemiology Unit
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Table 1: Vaccine-preventable Diseases & AFP 15th - 21stDecember 2012 (51stWeek)

Acute Flaccid 01 01 74 85 -129%
Paralysis

Whooping 02 101 55 + 83.6 %
Cough

Table 2: Newly Introduced Notifiable Disease 15t - 21stDecember 2012 (51stWeek)
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Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa.

DPDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps.

Special Surveillance: Acute Flaccid Paralysis.

Leishmaniasis is notifiable only after the General Circular No: 02/102/2008 issued on 23 September 2008.

Dengue Prevention and Control Health M essages

Thoroughly clean the water collecting tanks bird baths, vases
and other utensils once a week to prevent dengue
mosquito breeding.
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Table 4: Selected notifiable diseases reported by Medical Officers of Health
15th -21stDecember 2012 (51stWeek)

a8 |alB|ajB[alB|alB [a]B[Aa|B[A]lB|AlB] % |
| 57| 7743 | o | o3 ]olus]i]ejol o jolayjo]s]e]aelo]] 53|
2t 207 | 4 J w6 o] e fo]2s o] [1]eaf1]wefa]ue]olo] 52
| 2| 32 o luwso]3]o]sfolofileli]e]ojnlo]] 4 |
|5 | s |1 ]s2]olsolzfofaji]ss]ol]ofz]olo] a2
35| 53 | o | 263|014 203 o] e o] 3 |30|s0]1]afo]2] o2 |
9 | 77 62 folelt]nlol v oz i]sfo]2]olo] 4
|| @ o7 Jojifofefol s Jols|o]s o1 jojo] 2 |
o] w |3 wfols]o]efo]z]olslolo]o]ls ool 4
|47 | 3310 | 4 |2 |10]ss 3]s 0] 3 |01 |0 ofuelo]s] as |
|5 | 4 |1 ]uoo]7 ooz |6lw|o]m]oje|o]] s |
| 2 | w05 | t]wefolefolsfol6 o] m[1]usfo]u]olo] s
| 5 | 383 | 9 |30 | 1] /0|51 |04 |2]304f0] 43|01 |0]3] 39
(0| 319 [ofas]o]2]ol s folooflofol1]o]lw]ols]| a1

Source: Weekly Returns of Communicable Diseases WRCD).

*Dengue Fever | DHF refers to Dengue Fever / Dengue Haemorrhagic Fever.

**Timely refers to returns received on or before 21stDecember , 2012 Total number of reporting units 329. Number of reporting units data provided for the current week: 162
A = Cases reported during the current week. B = Cumulative cases for the year.
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