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I. INTRODUCTION

Background

The continuing disparity between the demand for health care and

the number of qualified health care providers within the United States

Army suggests the need to involve the patient, his family and the com- -

munity as active participants rather than passive consumers of health

care. Health care has progressively become more complex as the tech-

nical knowledge base underlying it has grown at explosive rates. It

is no longer realistic to expect users of health care to learn their

role by word of mouth or any other disorganized approach to the dissemi- ": "

nation of information. Instead, a vigorous, organized community health

education effort, tailored to the needs of the population served, is "

necessary to gain the fullest cooperation from health care consumers

and to capitalize on their contribution to an effective health care

delivery system.

The above stance represents the general position of United States

Army Health Services Command (HSC) with regard to the responsibility * •

imposed on its subordinate organizations to launch and maintain an effec-

tive health education program. F4-rt published in late 1973 as a result .. * .

of high level directives calling for sweeping changes in the methods * -

of ambulatory patient care delivery, directives required that Army medical

"1;'.'
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treatment facilities be taxed with the responsibility to meet this

challenge.

In its initial form, this guidance lacked specificity and left

many of the recommendations for implementation to the discretion of

the Medical Treatment Facility (MTF) Commander. With essentially no

additional assets provided to support these recommendations, commanders

in general, afforded only limited attention to meeting HSC's target

dates for the accomplishment of suggested objectives. With little

formal health education expertise available at most installations,
3 4

some rather amateurish (but commendable) efforts eventually appeared.

Many of these programs were fragmented, reflected duplications of '

already existing civilian programs, and were seen as infringing on

areas of responsibility traditionally managed solely by preventive . 4,.

medicine activities. In many cases, these initial efforts also met
4

mith the animosity of the professional staff. .,I

In the years that followed, authority was given to the local ",'-' .

Medical Center (MEDCEN) or Medical Department Activity (MEDDAC) I 0

for the management and coordination of health education programs.
5

Successive revisions of Ambulatory Patient Care (APC) Model #14

called for the establishment of a "Community Health Education ! -.

Prcgram (CHEP) Committee," whose major function would be the routine

V 4 ---..- .. 7
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surveying of community needs and the establishment of local pro-

gram objectives. Additionally, a multitude of "spin-off benefits"

were hoped to be realized, and ranged from increased levels of ., . -.

patient satisfaction to effecting a higher economy of medical
6

resources. . -

Through feedback already received, the Fort Benning MEDDAC ..

Commander presently feels that the health education programs that

have been implemented locally have met with favorable responses

from patients, staff and the Fort Benning installation cadre. There

remains concern, however, regarding the following key questions:

1. Are the needs and interests of the community being ade-

quately surveyed in order to channel CHEP resources accordingly?

2. Are those administrative and medical areas that (in the

opinion of the staff- and patients) need consistent emphasis being

adequately addressed?

3. How can existing CHEP efforts be evaluated to determine

program effectiveness?

4. Within resource constraints, what alterations (and innovations)

should be made to effect improvement in patient health education? .

5. How can various subprograms or education efforts within -

CHEP be better coordinated and supervised? Should a cormittee continue

S S S S 0 S S.S S 5 -"S- ° *,-. S
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to be the instrument employed to manage this program, for example,

or should an activity, section, or individual be duly appointed

and provided appropriate responsibility for the overall discharge

of the CEHP responsibilities?

Statement of the Problem -:4

The problem is to design a health education program for imple-

mentation at the Medical Department Activity, Fort Benning, b

Georgia.

Objectives

The primary objectives of this study will be to:

a. Identify present staff contributors to the MEDDAC patient

health education program, and analyze their efforts in terms of

scope, specific goals, resource expenditures, subjects addressed,

target populations and evaluative procedures presently employed.

b. Through questionnaires, solicit opinions of staff members

by random sample, addressing (Appendix B):

1. M~ethods of patient health educatiun that should be

employed.

.7-4'
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2. Patient health education subjects that should be ad- ''',
dressed.

3. Sectors within the patient beneficiary population that

should receive emphasis.

4. Shortcomings with existing patient health education
.m e

programs.

c. Through questionnaires, solicit opinions of patient benefi- •

ciaries by random sample, addressing (Appendix C):

1. Patient awareness of existing patient health education

resources and efforts.

2. Methods preferred by patients for dissemination of health

education (or for those that they would prefer to see utilized). P% %

d. Establish resource requirements in terms of manpower, money

and material that are supporting the present patient health education

efforts.

e. Determine resource requirements in terms of manpower, money

and material to support/suggest future program components. -

f. Accomplish a descriptive analysis of various patient health

education programs in order to determine which program components

will have the most desired return (based upon available resources), i

and as a result, the greatest potential for success. This will require

the Command to identify the desired goals of the health education

4,.v

IS • S 5 0 S S • 0 0 0 S S S 0 0
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program.

g. Recommend the most appopiJFIJIU.. design for a functional

. *iI

patient health education program for implementation at the United

States Army Medical Department Activity, Fort Benning, Georgia.

Assumptions

In order for this study to be accomplished, the following

assumptions are made:

a. Staff reaction to a restructuring of a patient education

program will be supportive, cooperative and generally favorable.

b. There will be no significant changes in the composition of

health care services presently offered through facilities under the "*

jurisdiction of the Fort Benning Medical Department Activity.

c. There will be no significant changes in the composition of

the patient beneficiaries (in terms of overall numbers, as well as

categorial classifications) that are eligible to seek health care

services at facilities tinder the jurisdiction of the Fort Benning

Medical Department Activity. .

d. Support services presently being provided by the installation

of Fort Benning and other local agencies in the civilian community

will remain essentially as they are at the present.

SN ,
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Limitations and Obstacles to Optimum Research

The following limitations and obstacles to optimum research in

the preparation of this proposal are identified:

a. The focus of this study will concentrate on patient health

education subjects only.

b. Patient health education subjects that are presently endorsed

by higher echelons of command will be addressed with avoidance of K..1
research-related subjects and others not presently noted within the

mission template of the Fort Benning Medical Department Activity.

c. Although innovative ideas in the field of patient health

education will be solicited from both civilian and military institutions,

no attempt will be made to conduct either a quantitative or descrip-

tive comparative analysis of the Fort Benning MEDDAC and other

facilities. .•,...:

d. Specific design of an individual patient health education

Standing Operating Procedure (SOP), or the design of specific written
%-N

or other audiovisual material, etc., will not be addressed.

e. The percentage distribution of patient questionnaires and

the determination of sample size will not be based upon the percentage

distribution of patient beneficiaries who potentially could seek care

at Martin Army Hospital (known as "estimated patient population").

Such a calculation would serve little purpose in enhancing this study,

A ., -~~~.'-- .o -. °
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as to a significant degree, such figures are arrived at by utilizing

numerous coefficients and multiplying these coefficients against

selected base factors (which also may be simply estimates). In

essence, accurate patient population statistics are not available. .- .

As a more accurate alternative, the percentage distribution of

questionnaires and sample size will be calculated utilizing the

average ambulatory care workload during the calendar year (January

through December 1979). Such a display of outpatient workload is

included in Appendix D. It should be noted that the typical monthly

ambulatory care workload indicated also has a major shortcoming.

Such totals are not composed of many distinctly different patients.

For example, on many occasions, the same patient(s) may return to *•' .

use the clinical facilities of the Fort Benning MEDDAC a second time

(or more) and therefore be counted as an additional clinic visit.

Subsequently, some bias must be accepted in selecting the ultimate .-'.

patient sample that is generated. In summary, there is a lack of

data available to substantiate how many of the outpatients are re-

peaters. Nonetheless, outpatient workload, as recorded, serves as

the best available data base for defining the population and arriving

at appropriate patient sample size and sample composition. Hospital

*I~,...:. -,
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inpatients, unless they sought outpatient care while hospitalized,

will not otherwise contribute to defining the patient questionnaire

."w sample.

f. The distribution of staff questionnaires will be based .N-'.

upon staffing levels as of 31 December 1979 (Appendix E).

The required standards and design of an acceptable patient health

education program will include:

"a. The ability to effectively acquaint all patient beneficiaries •*'

*'i with the services and policies employed in health care delivery within , .

the Fort Benning MEDDAC. Because of the high mobility and short tours

of duty realized by most trainees and infantry school students, this

particular aspect of patient education must be responsive and timely.

b. The requirements for personnel resources, money and materials •_•

must be reasonably available within existing budgetary limitations.

"c. The recognition of demands that the program will have on
'-.%

responsbile staff members in terms of available duty time. -

d. The determination of the possibility of achieving the prescribed

goals for which the patient health education programs were designed.

Literature Review

Most authorities agree that the purpose of health education, in

* U. . U •
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general, is to help people make appropriate decisions and to carry 4

.I out behaviors that are necessary for optimum health. It is also

viewed as a process that bridges the gap between health information
and health practices. Its scope frequently encompasses education

p4

relating to the utilization of the health system and community

• resources, while addressing consumer habits and the management of
7 1*health problems.

Historically, such a perspective represents a significant ad-

vance when compared to the disjointed and poorly planned programs

• "of the 1930's. Following World War II, however, the major thrust!
of health education endeavors shifted from one of a basic "disease- -r.... -

prevention" orientation to one which recognized that rational man

does not necessarily behave with respect to his health as his intellect

might dictate.

The deluge of health and health related legislation of the late

-- - 1960's and early 1970's recognized health education as one of the

nation's top ten health priorities. Many of these laws taxed govern-

ment agencies with greater responsibilities with respect to providing

individuals with the information to advance and protect their own

9
health.

As a general result, hospitals and medical facilities must now

".5
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assume a greater role in health education. This must be accomplished

while also tryirng to satisfy the health consumer's demands that health

education is an "intrinsic right," not purely a privilege. Further,

it must not significantly contribute to the spiralling costs of

healh cae.10  In this same vein, advertising used in conjunction

with public education, whether to promote a health class or desirable

health practices, is now officially endorsed by the American Hospital

1111 'r'

Association as being in the best interests of society and patient

care. ..

The literature demonstrates that the field of health education

is surprisingly expansive with many potential facets. Appendix F

represents a sampling of the methodologies which could be included int h

a modern, hospital-based, patient-oriented, health education program.

Further, Appendix G represents a display of frequently addressed.

, 41
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workload accomplished.

b. Literature review. .

c. Modeling.

d. Personnal interviews.

e. Patient and staff questionnaires.

f. Direct site analysis.

g. Decision theory. I._-
A model utilizing a general systems approach and identifying the.

major stages that will be employed within this study to design a

functional patient health education program at Martin Army Hospital Ii

is included as Figure 1.

r V

-- !1'''I''•

%- %
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FIGURE 1. MAJOR STAGES IN DESIGNING A FUNCTIONAL PATIENT HEALTH EDUCATION
AND HEALTH PROMOTION PROGRAM AT MARTIN ARMY HOSPITAL, FORT
BENNING, GEORGIA

Identify Present Components of Health Education/
Health Promotion Program and Participating Depart-

ments and Agencies

PATIENT BENEFICIARY POPULATION
Review Hospi-

Research tal's Goals, Resources Mechanisms Program
Literature Mission, Popu- Expended Employed Effectslation, etc. ,

(Inputs) (Process) (Outputs)
• ', %~

Evaluate Present Solicit Future
Program Through Program Direction and
Questionnaire Needs Through Questionnaire

S': ..~-. ., .. •,

Staff Staff

"Analyze .
Questionnaire ...

Data -.-- '

Patient Patient

i" -1::~I -..-.. -

Develop Formulate
Recommendations Analyze Future

For Future Alternatives Program
Program Design Alternatives
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II. DISCUSSION

Ascertaining Program Goals and Methodologies

Health education is an organized process of behaviorally-based

learning so structured as to lead to changes in health behavior.

While such an endeavor encourages positive health practices, a

secondary motive aims toward improving overall health care delivery.

Patient health education can address an expansive array of

subject matter, theoretically limited only by the "resource con-
2 ".

straints and ideology composing the organization platform." The

goals of the program can range from improving individual (or collec-

tive) health status to assisting in the accomplishment of the overall -

goals of the organization. Such programs will routinely consist of

a broad group of activities which may include those more commonly

referred to as "patient education, health information and health

promotion endeavors."

4.,
As required through Army regulations, military medical treat-

ment facilities must consider their organizational goals as being

similar to the goals of consumer health education. Such institutions .lr,'

must also have strong ties to the communities that they serve and must .4 '

be prepared to comfortably recognize and deal with change. ( ...

The nine-story, main chassis portion of Martin Army Hospital

15
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was constructed in 1958 and designed to accommodate 500 inpatients.

In 1976, an ambulatory facility wing was added and now houses most

of the clinics supporting the hospital. Rounding out the direct
patient care facilities are eight troop medical clinics located at V_

selected points throughout the installation. These clinics are

tasked with providing the bulk of the primary medical care for

the largely infantry and infantry-oriented servicemember and, in

some cases, his dependents. The organizational structure of the

Fort Benning MEDDAC is not unusual and is similar to most CONUS

Medical Department Activities. With a mission templpte calling

for fulfilling the health care needs of the patient beneficiaries

residing on or near the installation of Fort Benning, the Fort

Benning Medical Department Activity utilizes basically only its "

authorized health services delivery sites to disseminate health care

information.

Whether or not to embark upon a health education program is a * *

question which has not been delegated to local command levels.

Ambulatory Patient Care Model #14 mandates that subordinate commands

develop a plan for Community Health Education which specifies goals -

and objectives and includes immediate, intermediate and long-range .....-,

educational activities and educational methodologies. It is

; '.- 4.-
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further stipulated by the model that this plan be reviewed on a

regular basis and revised as necessary.

As with most programs, selected goals must be clearly and pre-

cisely defined during the early stages of project planning in order
*t "- U ,L

for the organization to expect such goals to be orderly and effective-

ly accomplished. At the Fort Benning Medical Department Activity, the

health education effort has been vested by the organization commander

in which is now known as the "Consumer Health and Education Committee
6

(CHEC)." As defined by the implementing directive, the committee's

purpose is, "(1) to provide a communication means for transmittal of

information, suggestions, and expressed concerns of the Army community

about health services; (2) to provide consumer education and informa-

tion services; (3) to provide a means of conveying concerning regard-

ing health entitlements, benefits, and changes thereto; (4) to increase

th'i effectiveness with which the Medical Treatment Facility and its

supported population interact and (5) to formulate objectives, policies,

ald guidance concerning the MEDDAC's Community Health Education Program."

An extract of a portion of MEDDAC Regulation 15-1, which delineates

the functions, membership, and special instructions governing the

role of the CHEC is included within Appendix H. "".. ""

In that the hospital has assigned the responsibility to formulate

0f**~* 0 0.....% • .' I . .. .. . . . . . . . . . . * .
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the goals and cbjectives of the health education effort to the

CHEC, the available minutes of the CHEC were reviewed as a part

of this study in an attempt to ascertain what goals and objectives

have, in fact, been formulated.

All available records of proceedings for the CHEC were review-

ed from July 1976 to the present. It was found that the committee's

title and composition have changed several times during that period.

The committee's mission and functions were found to have been
formulated; however, specifically defined goals and objectives were

not clear. Numerous problem areas had been identified by the com-

mittee as requiring attention (in terms of patient educational

efforts). In some cases, the problems noted were accompanied by

specific guidance as to how the committee recommended resolution. A

Observations assessing program success or failure only rarely appear

in the minutes, and where identified, are based purely upon the

subjective opinion of committee members.

7;

Identifying Existing Endeavors

A second attempt to identify health education and health promotion

program elements, goals and methodologies was made through the distri-

bution of a command letter to all organizatic al staff elements during>1 the fall of 1979. The letter solicited input regarding program

[F • 0 * 0 .0 0 * * 0 * 0 * .,o-. *
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they partially contribute resources. The results of this solici- ---

tation are depicted in Table 3, Appendix I...o

The identified educational endeavors address the patient .
beneficiary population both in terms of major categorial segments

and in terms of the unique characteristic effecting a portion of •:
the total population. Fot example, Table 4, Appendix I cites the

number of programs identified within Table 3, in relation to that

segment of the population to which the program focuses..'.',

As the final phase in identifying existent health educational

endeavors, a listing included within Appendix J depicts those items ::
of printed literature presently available to the patient population

and organization staff. As can be noted, a total of forty-seven

readily identifiable programs are presently being executed within '•.

the command. *"

EvalIuati ng Exi sti ng Programs ••

In addition to the Community Health Education Cormittee'si

general lack of short and long term goals as a working body, there

is no identifiable written evaluation or evaluative mechanism which

could attempt to indicate how effective or ineffective the existinga

F F..
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programs have been. In the broadest sense, for example, the solici-
tation of patient opinion should be considered as a feedback mechanism,

and as such, it is an identifiable element which may be utilized in

conducting an evaluation effort of existing programs.

An evaluation of a health education program theoretically should
7- certify its appropriateness and its effectiveness. Basically,

"" evaluation is nothing more than the comparison of an object of interest

8against a standard of acceptability. In the case of this study, an

"object of interest" is considered as one or more of the elements of

"a health education program. 4.

The literature offers numerous hypothetical designs to conduct

evaluations of health education programs and levels where evaluation

efforts can be focused. Unfortunately, however, as is found most

often, the dilemmas such techniques offer pose significant obstacles
%' 4-..,

for the administrator and the practitioner, and are therefore not

accomplished. For example, standards in research procedures have

been formulated. There are problems in measuring outcomes of health

"education that require policy decisions on whether benefits are to

* be expected to accrue rapidly or slowly, temporarily or permanently,

in the general population or in high-risk groups, and in what relation-

ship to the economy. Finally, there is the dilemma posed by the
.4

- *4 • • • • - O-
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questions both the administrator and the practitioner must address

in the absence of an adequate data base. Avoidance of conducting

effective evaluation, therefore, frequently becomes easier than

overcoming these obstacles.

The Patient Beneficiary Survey

In the broadest sense, the solicitation of patient opinion

should be considered as a feedback mechanism, and as such, it is

an identifiable element which may be utilized in conducting an

evaluation effort of existing programs. The extent of this patient-

based "evaluatiofi" however, consists only of gaining a subjective .

appraisal of patient awareness relating to a selected portion of

existing services, while also soliciting insight regarding patient

utilization of these same services. The vehicle employed was Part L

I of the Patient Health Education Opinion Survey Questionnaire for

patients (Appendix C). Part II of the questionnaire was developed

in an attempt to surface guidance to the command from the health L

care recipient, with particular emphasis centered upon which direc-

tion(s) the health education programs of the future should take.

The questionnaire underwent several revisions following two ,

field tests within hospital clinics. Samples of thirty patients were
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utilized during the testing and the presence of surveyors allowed

for an open discussion regarding respondents questions.

Major modifications that resulted included, (1) an overall

simplification of language throughout the questionnaire, tailoring

the narrative in order that it be understandable to the average

10high school graduate; (2) development of "judgmental-desirability"
11 12 -rZ•

111rank order in Part II, versus a less discrete "positive-negative'*12

solicitation mechanism; (3) and the recognition that a surveyor need ,

be available at the time of questionnaire administration in order to

display copies, photographs, etc. and provide explanations of the

listed educational endeavors. It was felt that the presence of a

surveyor would insure that respondents had a better understanding of

educational mechanisms noted and thereby would furnish more dependable

responses.

The sample size for the patient beneficiary survey was arrived

at using inferential manipulation. As noted earlier in the study,

the average daily workload, which is representative of those patients

who more frequently utilize the health care facilities, was chosen as

the basis for defining the target population. The population standard

deviation (6) was estimated ((7--/&), with the percentage of

average daily workload utilized to serve as the polar values of the

-.-
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range. Invoking the Central Limit Theorem, with a confidence co-

efficient of .95 (reliability coefficient of 1.96), a maximum allowable

error or d = 2, the sample size (n) was calculated at 60. Breaking

down n according to percentage of average daily clinic workload, the

appropriate number of questionnaires per major status of patient ".4.

was determined as follows: "14

"Active Duty Military Patients 29 Questionnaires
Retired Military Patients 6 Questionnaires % .j
Dependents of Active Duty Members 17 Questionnaires
Dependents of Retired/Deceased

Memters 7 Questionnaires
Others 1 Questionnaire

n = 60 Questionnaires

The results of the survey are delineated within Appendix K.

A complete inventory of clinical settings was then assembled,

and utilizing a random numbers table, gross numbers of patient

questionnaires per clinic were determined. After recognizing those

clinics which do not offer services to all beneficiaries, a second

series of random numbers was employed to delineate which classes

of beneficiary within each selected clinic would be asked to complete

the questionnaire. The questionnaires were numbered for control

purposes; however, no patient identification was solicited in order

to insure bias levels were kept to the minimum.

0 0 S 0 0 0 0 0 0 0 0 *0 0
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The Staff Questionnaire

It can be argued that those responsible for existing programs

are in the best position to judge the effectiveness of their specific ,, >

program(s). To gain data which was as objective as possible, however,
D .... '4

random sampling techniques similar to those utilized in the patient ..'. -•

survey were employed with the staff survey. .

The staff survey has two major areas of interest. Part I of

the questionnaire is designed to gather input regarding subject matter

and methodologies that staff members feel should be employed in the
IS

command's health education program. Part II solicits staff opinions

relating to target patient populations toward which health education

programs should be aimed.

Inferential statistical manipulation was also used to determine

staff survey sample size. The population standard deviation was again krA

estimated, with the percentage of major personnel category utilized to

serve as the polar values of the range. Invoking the Central Limit

Theorem, with a confidence coefficient of .95 (reliability coefficient

of 1.96), a maximum allowable error of d = 2, the sample size (n) was

calculated at 34. Breaking down n according to percentage of major .1 41

personnel category, the appropriate number of questionnaires per major

category was determined as follows:

s i
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Officers/Warrant Officers 6 Questionnaires
Enlisted Personnel 10 Questionnaires
Civilian Personnel:

Wage Grade 3 Questionnaires
General Schedule 15 Questionnaires

n = 34 Questionnaires 0

Similar to the patient survey, the staff surgey underwent two

revisions followinq field testing within the MEDDAC. Two major

modifications included, (1) development of "judgmental-desirability"

rank order in Section A and B, Part I and Section A, Part II, versus ,A ,

a less discrete "positive-negative" solicitation mechanism; and (2)

the elimination of a numerical evaluation placement scoring mechanism 0N

in favor of a program shortcoming identification exercise. Samples

of 30 staff members were utilized during the testing episodes, and the

presence of surveyors allowed for an open discussion regarding any

questions.

Utilizing a random numbers table, a series of 34 random numbers

were selected and utilized to draw names of staff members to be surveyed

from computerized civilian and military personnel rosters. Those staff

members who refused to complete the questionnaire or were not available

to complete the questionndire within a reasonable period were dropped.

In their place, alternate names were drawn from the appropriate rosters .

using random numbers.

The results of the staff survey are delineated within Appendix L.

S 0 0 0 0 0 0 0 ~%-,- %-*P~~~ ~~ ~~~~ % % % • • • • -
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Data Analysis -

The patient questionnaire was administered to a randomly :.

chosen cross-section of patient beneficiaries who were utilizing

the clinical and inpatient facilities of Martin Army Hospital over

a five-day period. The majority of the sixty patients (65 percent)

in the sample consisted of active duty military personnel or their
,°

dependents. Thirty-two of the thirty-seven servicemembers were in'5::.

the pay grade of E-l through E-7. Sixty percent of all sampled "

patients indicated that they used the hospital facilities 1-3 times

during the past year, while 10 (16.7 percent) indicated they used
the services seven or more times. The age distribution of those .-

sampled indicates that over 43 percent were between the ages of 14 ,.,

and 25. Coupled with an additional 30 percent within the 26-39 year

old age group, the majority (73 percent) of those patients canvassed

were under the age of forty.

Because of the potentially wide diversity of educational levels

that could be encountered by a survey of this nature, only two central

motives were hoped to be accomplished by administering the patient

questionnaire. Firstly, patient knowledge of existing educational

programs or services was solicited. This included utilization rates

by sampled patients of those resources noted in Part I of the patient

r V '

IoV
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questionnaire. Secondly, patient opinion regarding which mechanisms

of health education they felt was most beneficial to them was solicited

via Part II.

The survey results revealed that many of the existing health "

education programs are not well known to the patient beneficiaries. 94 .,i

Logically, data generated relating to utilization rates of existing ","9-.-. .-

resources by these same patients was also low. For example, only one

of the seven educationally-oriented services listed on the questionnaire

was known to at least 50 percent of the patients canvassed. Most of

the services were known only to between 20 and 33 percent of those "', '

solicited. Correspondingly, most of the services were noted to have

been utilized by the patients in less than twenty-five percent of the

cases (Tables 5, 6, and 7 of Appendix K). *" '-

Three particular methodologies of health education delivery L

proved to attract the support of the canvassed patients. "Closed

Circuit Television," "Dial-A-Message" and "printed brochures" were

those methodologies drawing the heaviest support. However, closed

circuit television demonstrated a wide confidence interval which

alludes to the variance in the numerical scores received.

The staff questionnaire was distributed to a randomly selected

sample of 34 staff members, sixteen of whom were active duty service-

members, with the remaining eighteen questionnaires completed by

. . . ' % .. -".-9i'*:% °. -
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civilian employees of either the General Schedule (GS) or Wage

Grade (WG) classification. Of the military members included within

the sample, eleven were enlisted personnel, four were commissioned .. ,.-

officers, and one was a warrant officer. Those surveyed within the

civilian workforce included sixteen with a GS classification, and

two with a WG classification. The majority of those canvassed ...

identified themselves in a career field other than the several

selected career fields specifically noted on the questionnaire. A

review of tlie input, however, revealed that nearly all such respon-

dents were of a medical military occupational specialty being either

91B, 91C or 91D, or of the nursing aid job series. In terms of job-

setting, two-thirds of those sampled indicated they were either in

direct patient care or the direct support of patient care. -. *

Section A of Part 1 of the staff questionnaire attempted to

solicit staff opinion regarding methodologies that should be employed

within the Fort Benning Medical Department Activity in conducting *- *

health education program efforts. The utilization of printed brochures .. ,

as a distinct methodology proved to be the most popular by those

canvassed. Two other mechanisms, namely the utilization of the

"Dial-A-Message" system and closed circuit television, ranked second

and third in desirability. The width of the "closed circuit television" .'-".- ;.

*'I
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confidence interval, however, raise a question regarding the

solidarity of staff consensus with this mechanism. Although the

highest ratings offered using the judgmental rank-order mechanism

(score of 10) were received by this choice in the greatest number

of cases (mode), the median of seven reinforces this very point. io -

Those methodologies which drew the least support were the "mailed

reminder notices," and the "radio and television spot announcements."

Solidarity in the solicited opinions is demonstrated by the con- ,.• .- _..,.

siderably lower 07 calculated for the responses.

Section B of Part I to the staff questionnaire was intended to .

draw opinions as to those broad subjects which should receive emphasis •.-

in health education. Several of the subject areas received recog- .%

nizable agreement from staff members, to include "medical-administrative

informational areas;" "chronic disease management;" "psychiatric prob-

lems" and the continued use of "medical advisor reference booklets."

Although "emergency medical services and first aid subjects" drew high

ratings from some staff members solicited, these ratings were not con- -s..w

sistent, and this lack of consistency is noticeable in the rather

expansive confidence interval that resulted.

Seeking staff opinion as to which segment of the patient beneficiary

population needs more attention was the purpose of Part II, Section A .-.

* 0 0 0 .-, , ---: I ... -- ,-- --- --- ,------ -.--v -;-•.-- --w- -r c-r----T -.-.---w a-.-,: . . t :-.-r .- t--- .-•. -. . . • z-_ - -. ur-•.--- - .- •,-•-•z-
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of the staff questionnaire. Overwhelmingly, the solicited staff

members recognized the lower enlisted population as that segment

which should receive greater attention. Similarly, the staff demon-

strated surprising agreement in identifying the remaining order of

priority for the other seven beneficiary groups, with the allied

military members and their dependents receiving the lowest rating.

Identifying possible reasons for previous health education

program component shortcomings was the intent of Part II, Section B i

of the staff questionnaire. Five possible causes drew more positive

responses than negative, while another five drew more negative

responses than positive. One possible cause, namely "past poor

execution" drew an identical number of positive and negative responses.

Opinion could then be considered as split, with "lack of interdepart-

mental coordination," "lack of adequate monetary and materiel re-

sources" receiving the highest number of positive responses respective-

ly. The "lack of pre-implementation planning," "lack of ability to

evaluate the effectiveness of programs," and "command" and "staff

apathy" received the greatest number of negative responses from . .-..

solicited staff members. Data recapitulation of the staff survey .-.

results are included within Tables 8 through 13, Appendix L.

.1* .% .'.•
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Alternatives and Alternative Analysis

How far reaching the parameters of a health education program

should extend is a difficult question facing an administrator in

any type of a health oriented organization. A first step toward
- ,,-. ,ts.,..,

an answer, however, is to attempt to determine the quantity of re-

sources, in terms of personnel and monies, that are presently being

expended.

An analysis of the forty-seven identified programs at the Fort

Benning Medical Department Activity reveals that twenty-one are

delivered during normal duty hours. The remaining twenty-six are

provided the patient beneficiaries after normal duty hours, essentially

through the services of active duty military providers.

In terms of monetary resources, health education programs are Tvt,

not recipients of budgeted funds. What funding is necessary is , '.-

drawn from operating funds of the sponsoring section or activity.

This, however, was found to be the rule with only four of the twenty-

one programs. For example, four program components realized expendi-

tures from operating funds. Such expenditures consisted of film and

filmstrip rental and the procurement of printed educational literature -0

and amounted to $156.37 for all of fiscal year 1979. Printing support ,

S 0 0 0 0 0 0 0 0 0 0 0 ~ *.

1''. 0.-.



32

supplied normally from facilities of the Fort Benning installation

are provided at no charge LO the hospital. Therefore, it can be

concluded that the element of materiel expenditures to support

existing programs is negligible.

In terms of manhour expenditures, it was found that no reasonably

accurate records reflecting dedicated support to health education

endeavors are being maintained. During interviews, each staff

section sponsoring a program offered rather liberal manhour estimates

for accomplishing each program. Without a definitive mechanism which

could accurately accomplish this task on a continuing basis, however,

such estimates should be considered of only marginal value. If

utilized, such utilization should be limited to broad planning actions

only. These manhour expenditure estimates are depicted in Table 5,

Appendix M. Each program corresponds to the identified existing pro-

grams noted in Table 3, Appendix I. The estimates represent manhours

dedicated to the planning, teaching and other related phases necessary

to accomplish each program.6

Additionally, it should be recognized that these manhour require-

ments are probably inflated to some degree, but nonetheless represent

a tremendous expenditure of resources. The 4,673 hours which are

estimated to be expended annually represent a considerable cost to
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the MEDDAC, whether the programs are delivered during normal duty

hours or after duty hours. For example, if the average hourly

wage of those involved were $9.00 per hour (approximately comparable

to that of an active duty captain with over six years of service),

the cost in manhours would be $42,203.03.

The development of specific alternatives which will reflect ,.
•%t,

definitive personnel and materiel costs then can be calculated

accurately only after specific goals and objectives are determined

by the command and definitive mechanisms, over a specified period,

are established to capture necessary data. Therefore, the alternatives

that are delineated herein are relatively general in nature. They are

presented in terms of options (Table 6, Appendix N) with each of the

options depicting a varying level of intensity that the health educa-

tion program could assume. For example, Option A includes all goals k-_P

and objectives identified by this study and logically amasses the p. .

largest dedication of resources if that option were adopted. Because

Option A includes the largest array of possible program components,

the time frame requirements to effect the complete list of components

is also the greatest of the three options.

The general goals and objectives depicted in Appendix N can

be separated into two major categories. Goal 1 relates to improving

control, direction, and management of the overall Health Education

J. O O • • O • .. . ... .
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Program. Objectives 1A through 8A relate to more specified actions

that can be accomplished in an attempt to satisfy this goal. Goal

2 pertains to selecting the program components themselves and the ;. ?

delivery mechanisms for accomplishing the requirements of those

components.

Estimated time frame requirements were assigned in realistic

terms, following interviews with selected staff section chiefs.

In most cases, those interviewed were the same section chiefs who

would logically be assigned the responsibility to accomplish the

respective objective, within the parameters defined. In most cases, *'.

the estimated time frames of some objectives interrelate sequentially

with the time frames assigned to others. Additionally, the time

frames pertaining to each of the two major goals are inclusive of

each of the specific objectives assigned to each respective goal.

A similar interview methodology was employed to arrive at the

estimated general resource requirements. These requirements were

awarded utilizing any one of three general classifications: (1)

"Minimal" if the objective was estimated to require an expenditure

of less than $500 per annum. This was calculated on the hourly wage

of active duty Captain (with over four years of service) and the .7

estimated cost expenditures in terms of funds and material necessary,

. % ,. ... '
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(2) "Moderate," if the cited objective was estimated to require an

expenditure of more than $500, but less than $1,000 per annum, and

(3) "Considerable," if the cited objective was estimated to require

an expenditure of more than $1,000.

As can be noted in Table 6, Appendix N, Option A includes 28

individual objectives. Option B includes 22, while Option C con-

sists of 10 objectives. Assigning point values to the estimated

general resource requirement classifications ("minimal," one point;

"moderate," two points; and "considerable," three points), a quantifi-

cation can be made regarding the average resource requirements per

option. Employing this technique, Option A amassed a total of 58

points, which when divided by the 28 program objectives contained

within that option, averages 1.85 points. Descriptively, this option .•.

should be considered overall as demanding a moderate expenditure of 7._

resources, even though selected objectives contained within the option

would require considerable resources. Option B, which represents

a less intense overall program, amassed a total of 36 points which,

when divided by the 22 program objectives contained within that

option, averaged 1.64 points. This option, then, is considered as

demanding a minimal-to-moderate expenditure of resources. Finally,

Option C consists of 10 objectives amassing 12 requirement points.

S 0 S 0 S 000 0 0 0 0 0 0~ .. 9 S
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This calculates to an arithmetic mean of 1.2, which can be classified
A

as the least involved program and demanding only a minimal level of

resources.

All three options are designed to fulfill the general goals

established by the study. The major differences, 'hen, relate to

the level of intensity with which these goals are fulfilled. Option

A represents the "complete" program as defined by the author and based

upon input gained through the patient and staff questionnaire and through

personal assessment. Much improved control and direction would allow di

the command to better monitor the program and evaluate its effective-

ness. Program objectives are expansive and cover a full spectrum of

subjects which could employ numerous delivery modalities. All segments

within the patient beneficiary population are also addressed. Option

B, on the other hand, is somewhat more limited in terms of program

components than is Option A. All objectives which demand "considerable" 1'

expenditures of resources are excluded from Option B. With this exclusion •--

withstanding, no segments of the population are totally avoided by the

overall educational effort. Finally, Option C is the most restrictive,

and as a result, the command and direction elements are not as inclu-

sive as with Options A and B. Additionally, all special program 1.71

components dedicated to handicapping and chronic medical problems

%:....%..
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are avoided, with concentration only on minimal expenditure efforts _ _

that deal with basically general health promotion subjects. Once

again, the scope and delivery mechanisms appropriate to each objective

must be defined by the command once the option packages are evaluated

and a strategy adopted. % Y

3- °
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III. CONCLUSIONS AND RECOMMENDATIONS

Conclusions

After reviewing the programs presently being accomplished by
4', -

the MEDDAC, coupled with impressions gained through personal inter-

views with staff members and responses received through the staff

questionnaires, it becomes quite apparent that considerable

enthusiasm does exist at all managerial levels toward providing

health education efforts. A sizeable array of program components

has evolved. These components are aimed at most of the major seg- I.

ments of the patient beneficiary population, while addressing a

well balanced inventory of subject matter.

In addition to this staff enthusiasm, the hospital commander

and his immediate cadre are equally as enthusiastic about fulfilling .

the needs of the patient beneficiaries. Amidst a climate of continuing -

resource austerity, the preventive medicine advantage that such a

program offers is an attractive incentive to the health promotion

of these potential care recipients. Health education has become

rightfully viewed as a professional obligation and unquestionably

necessary for satisfying the accreditation and legal pressures being .;.

exerted through numerous channels. The distinguishing characteristic

of the contremporary patient educational effort is that it must be a

40 -
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deliberate and systematic effort, with specific and meaningful con-

tent, and undergoing regular monitoring and evaluation.'

Several significant problem areas, however, are exerting influence

in retarding these efforts from realizing their maximum potential. SA

Each of these problems are indeed correctable, and rectification

lies fully within the purview of the Medical Department Activity.

These problems include:

1. The command has formulated general functions for the health

education program. These functions were intended to serve as general

guidance to the Consumer Health Education Committee. A regular re- .

view of the committee's effectiveness to fulfill these functions,

however, is not being routinely accomplished. Therefore, although

the committee meets at the prescribed intervals, it serves as little

more than a communication vehicle on hospital services and problems,

and operates basically between the hospital leadership and represen-

tatives of selected patient beneficiary groups. With this lack of -

function fulfillment by the committee, and a similar lack of direction

by the command, the overall command health education program has

become somewhat disjointed, with many outstanding program components

being delivered basically independently of each other.

0 0 0 0 .0 0- -0
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2. A considerable duplication of educational efforts has " w

developed. Appropriate planning, reviewing, and direction can
prevent a needless expeiditure of valuable resources which could be

advantageously channeled elsewhere. The initiation and conducting

of the majority of the programs, however, appear to be based on V.

a bona fide need existing within the patient population. But all too

often, the scope and limitations of these programs are not outlined,

and thereby, these programs become helplessly subject to a multitude

of objective and subjective variables. Such variables, which include

the personal motivation, dedication and convictions of the resoonsible .• ,.

staff members who are directing the program components, frequently

serve to steer the program in whatever direction it eventually assumes.

For example, there are at least two separate program components

presently being conducted that deal with the subject of diabetic manage-

ment. Similarly, foiir programs deal with diet therapy and physical

fitness; seven programs deal with expectant parents and post partum

subjects, and five program components address dental and oral hygiene.

It is recognized that many of these programs are structured to address

different facets within the broad categories of subject matter listed.

Additionally, such programs may be tailored differently for their
S. .:.:-....

respective target audiences. However, a portion of the programs

% .
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appear amenable to consolidation.

3. A definitive awareness of those efforts presently being

sponsored within the command has not been accomplished. The staff -. *" -.

survey results, as well as information conveyed during personal in-

terviews with selected key staff members, substantiate the fact

that many staff members are not fully aware of what others are

doing. Further, those administrative and professional personnel

who serve in roles which could either channel perspective education
, ..' . .4J.,

recipients to the appropriate resource or provide for the general

dissemination of information regarding these programs are not fully

able to accomplish this function. In many cases, this disparity is

again related to the staff's lack of knowledge of those services

provided by other staff members. "

4. Generally, no formal means of evaluating past and present

programs has been established. Evaluative efforts examining program

effectiveness, timeliness, methodologies, scope, and content, regard-

less of the precise evaluative strategy utilized, could identify the

worthiness of resource expenditure.

5. In addition to the lack of definitive guidance regarding

health education, the apparent lack of goal and objective formulation

persists. Further, a review and reassessment function of the program

% %
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goals and objectives on a regular basis has not been accomplished.

6. Record keeping procedures have not been instituted to allow

for the command to accurately identify the material and personnel

resource requirements involved in the existing and proposed educa-

tional efforts. If such requirements were identified, newly proposed

education efforts could be submitted for command evaluation and

scrutiny prior to implementation. Additionally, cost-benefit analysis

and other techniques might be employed as a component to a formally .

structured evaluative mechanism.

Recommendations

Based upon the findings noted within this study, it is recommended

that the following actions be taken by the Commander, Fort Benning

Medical Department Activity:

1. That a Community Health Education and Health Promotion (CHEHP)

Committee be established as soon as possible. The suggested membership, ,..,, .'

purpose and general functions delineated by the MEDDAC Commander to

this committee are included within Appendix 0. Specific functions

and objectives can be developed by the committee and forwarded to the

Commander for approval.

2. That the CHEHP Committee or other body conduct a complete

% "
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assessment of the existing health education endeavors. The appraisal

should solicit similar information as noted in Table 3, Appendix I.

Additionally, it should require sufficient justification for the
•.1* -•.• .•

respective program's continuance, to include budgetary and staffing I

requirements, proposed mechanisms for evaluation, and the objectives

each program is intended to accomplish.

3. That the evaluation of the provisions of Options A, B, and -." -'" i"

C be accomplished in conjunction with the goals and objectives

formulated and approved by the Commander. That option which promises

to be the most compatible with these goals should be the option adopted.

4. That a comparative analysis be conducted between existing"-

program components and the selected option. This analysis will identify .

duplications, shortfalls and areas for consolidation.

5. That a health education program document be formulated, --

dictating the goals and objectives to be accomplished pursuant to a

particular period of time (fiscal year). *

6. That formal evaluation mechanisms be adopted through which

each program component can receive evaluation on at least an annual
2d3,4esigns'

basis. Numerous designs can be adopted to satisfy process, impact * -

and outcome evaluation levels. These include the (a) historical (or

record-keeping) approach, (b) inventory approach, (c) comparative

I-%
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approach, (d) quasi-experimental approach, and the (e) controlled

experimental approach.

7. That a program familiarizing the hospital staff with the

educational endeavors available be conducted. This effort will allow

for a greater dissemination of information regarding health education

resources to the patient beneficiaries.

8. That a large scale publicity effort promoting the program

components be launched. This will allow for those patient benefi- "

ciaries who do not regularly use the medical facilities of the Fort

Benning MEDDAC to receive information regarding what health education
I

and health promotion endeavors are available for their use.

A model highlighting the implementation of these recommendations

is included as Figure 2 indicated on the following page.
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DEFINITIONS
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DEFINITIONS

Ambulatory Patient Care (APC) Models: Written guidance developed by IN%
Health Services Command, addressing a wide variety of subjects which
relate to various aspects of Ambulatory Patient Care delivery and
facilities within subordinate medical treatment facilities.

Ambulatory Patient Care (APC) Program: A Health Services Command
directed program, composed of a series of goals and objectives, designed
to upgrade the quality of ambulatory patient care delivered in subordi-
nate medical treatment facilities.

Central Limit Theorem: The theorem of statistical inference which
states that given a population of any functional form with a mean,

and finite variance, (7-l , the sampling distribution of
computed from samples of size- - from this population, will

be approximately normally distributed with mean, A , and variance,
when the sample size is large.

Clinic Visit: A contact between a patient and a provider of medical
care, and includes at least one of the following: treatment, examina-
tion, evaluation, or consultation.

Community Health Education Program (CHEP) Committee: A committee con-
sisting of selected medical treatment facility staff members, which ful-
fills a wide parameter of functions regarding health education as defined
by the local commander.

Community Health Education Program (CHEP): A program established at all
Medical Centers and Medical Department Activities under the control of
Health Services Command, with the purpose of gaining full cooperation
from health care consumers and to capitalize on their contribution to an
effective health care delivery system.

Computer Assisted Health Education: An Automated Data Processing (ADP)
System which allows for patients to interact with ADP equipment in re-
ceiving answers to questions, etc.

Discharge Planning: A series of functions accomplished during the course
of a patients hospitalization, in order that appropriate care continuity
is not interrupted.

Health Education: Those educational efforts designed to acquaint patient
beneficiaries with necessary information, in order that they may better
manage their health problems.

49
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Health Promotion: Those educationally oriented efforts designed to
encourage patient beneficiaries to maintain a good health status
and avoid unnecessary illness.

Home Health Instruction: A wide variety of health education and health
promotion presented by qualified personnel, to patients and their
families within the home setting. ilIN

Judgemental-Desirability Rank Order: An opinion solicitation mechanism
allowing respondents to affix a numerical ranking order to given state-
ments.

C Mailed Reminder Notices: A mechanism whereby the hospital sends mailed
notices to patient beneficiaries, reminding them of recommended medical
" services that should be accomplished within a given period of time.

Medical Center: A large military medical treatment specialty center
offering all levels of primary, secondary and tertiary care.
Medical Department Activity: A military medical organization normally

consisting of a hospital, satellite troop/health clinics, veterinary
activities and other subordinate facilities. .qv
Medical Treatment Facility: Any medical facility, regardless of size,
which provides direct patient care.

Patient Beneficiary: All personnel who, through their status in re-
STation to the military service, have been declared by public law as
eligible to receive routine medical care at Uniformed Services Medical
Treatment Facilities.

Patient Education: Those educational efforts designed to acquaint
patient beneficiaries with generally administrative information regard-
ing health service procedures, policies, and services.

I"

Phone-In Educatio Taes: A communication-electronic apparatus which
a l fwor pa'tients Lttelephonically call for health education instruc-
tion and information.

Positive-Negative Solicitation Mechanism: An opinion solicitation tech-
nique whereby those surveyed can respond negatively or positively to a
question or statement.

Screening Booths: The establishment of a normally small station at a
', selected location where beneficiaries may have elements of their health

state measured and appropriate guidance and advice provided.

F. -
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Standing Operating Procedures: Written protocols developed by sec-
tions within an organization, delineating actions that should be f.,
taken under certain circumstances.

United States Army Health Services Command (HSC): A major military 2
command under the direct control of the Office of the Surgeon General,
and is responsible for the supervision of most Army medical treatment
facilities located in the Continental United States, Alaska and Panama.
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APPENDIX B ix"

PATIENT HEALTH EDUCATION OPINION SURVEY
QUESTIONNAIRE FOR SELECTED STAFF MEMBERS -*."-I

1.

II
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52
Patient Health Education Opinion Survey Questionnaire for Selected Staff

Members •,

Dear Staff Member: , "

Thank you for sparing a few minutes to complete this questionnaire. Its

purpose is to evaluate the Patient Health Education efforts at the Fort Benning

Medical Department Activity as seen through your eyes. The opinions you render I4 l

will be analyzed with all other completed questionnaires, and may be used in - .

planning our Patient Health Education Program of the future. -

This questionnaire contains three basic parts. Part I is designed to

gather input regarding subject matter and methodologies that you feel should be

employed in our patient health education effort. Part II solicits your opinions .

regarding target patient populations that the health education should be focused

toward, as well as those identifiable shortcomings effecting the present program. -

Part III is simply designed to gather administrative data which will aid us in
I

compiling our results. There is also a short section where you can add any addi- ,

tional comments.

PART I .

Section A - Methods

Instructions: Of the ten below listed types of patient health education delivery
methods, please rank them in order (from 10 to 1) for the method you feel "most
desirable" (by inserting the number "10" next to the respective item), down to the '-
"least desirable" (by inserting the number "1"). Please do not leave any items
blank.

10 = Most Desirable ..

1 = Least Desirable

1. Closed-circuit health education television within the
hospital facilities. -l

2. Printed brochures and handouts available at hospital, clinics,
and at selected locations on post. -l

,,,..;..%
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3. Guest speakers to groups, clubs, etc. " 1
4. Home health visits.

5. "Dial-A-Message" telephone services (where patients can call a
selected number for a certain health subject and listen in the .:,.-P
privacy of their own home.) 0% J"

6. Radio and television spot announcements. I-'
7. "The Benning Bulletin" notices.

8. Articles in the post newspaper (Bayonet). l "

9. Mailed reminder notices.

10. Orientation folders and briefings to new members of the
military cormmunity. ZI"

PART I

Section B - Patient Health Education Subjects

Although it is realized that the below listed subjects are all important, gaining .
your opinion as to where the Command should place its emphasis with its limited re-
sources will be helpful.

Instructions: Please rank these subjects according to your opinion of their im-
portance. Insert "10" for that subject area you feel most important (and should
therefore get priority), down through "1" for that subject you feel is the least
important. You may add to this listing (and appropriately rank) two additional
areas not specifically identified. ,

1. Medical-administrative information such as clinic services,
telephone numbers, hours of operation, etc. .. ,-

2. Chronic disease management (i.e., guidance for the coronary patient,
diabetic patient, etc.).

3. "Home Medical Advisors" containing information on treatment of
minor illnesses in the home, poison antidotes, etc.

4. Subjects relating to psychiatric or psychological problems % "W0
(i.e., stress management, depression, loneliness, etc.).

5. Preventive-oriented subjects such as the importance of properI
diet and exercise, how to reduce risk of heart disease, etc.

6. Public health subjects such as good personal hygiene, pest
and rodent control, importance of immunizations, etc.

* 0
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7. Emergency lifesaving and first aid (i.e., CPR, Heimlich maneuver, " ;•

snakebites, controlling of bleeding, etc.).

8. Explanation of policies and procedures in health care delivery
systems at Martin Army Hospital (i.e., medical record custodianship,
appropriate use of Emergency Room, etc.).

9. Other:

El * .. =",,

10. Other:_ _ _ _ _ _ _ ___

'- .... V

*.% *.'%

PART II

Section A - Patient Beneficiaries ....

Although it is also realized that each individual program or patient health *
education component that is undertaken, focuses on a respective segment of our
patient beneficiaries, in general terms we solicit your opinion as to what specific
segment of the patient population needs the most attention.

Instructions: Rank the following general portions of the population by inserting .- ,
an "8" in the respective box for that segment which, in your opinion, needs atten- -
tion immediately, down to "1" for that segment which is, in your opinion, least
in need. b, %

1. Active duty members in rank of E-1 to E-4 (and their dependents). E.
2. Active duty members in rank of E-5 to E-9 (and their dependents). r- .

3. Active duty officers and warrant officers (and their dependents). El

4. Retired members and their dependents. El

5. Members of the Civil Service workforce employed at the Fort Benning
ins ta ll a ti on.

%'.° %*

6. Soldiers of foreign nations (and their dependents) who are under-
going training at Fort Benning. -.

7. Reserve and National Guard personnel.

8. Dependents of deceased servicemembers. El

3
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PART II

Section B - Program Shortcomings

The following problem areas may or may not exist with our present patient health
education program.

Instructions: Please place a check in the "YES" box if you feel the problem does
exi-stto significant degree. Conversely, pl-ace a check in the "NO" box if you •-
feel that the problem does not significantly exist. YES NO

1. Poor execution of past/present programs. -7
:...-...:;-

2. Lack of interdepartmental coordination. Fl -l

3. Lack of staff section, body or individual to oversee pro- El E
gram implementation. 7'.

4. Lack of adequate pre-implementation planning. i'- ".

5. Lack of ability to evaluate the effectiveness of programs. F- -. -__

6. Lack of formally trained health educators. -- -"

7. Lack of adequate personnel resources in general. I-' -l

8. Lack of adequate monetary and material resources. -l El

9. Comnd apathy. -l

10. Staff apathy.El l
11. Patient apathy. El El

PA RT III - "-.r

Please place a check in the appropriate box next to each response:

Rank (if military): * *

E E-1 to E-4 El E-5 to E-9 Ol to 03 04 to 06 El Other

Rating/Classification (if civilian):
GS-I to GS-5 to GS-ll WG-l to WG-6 and

EDGS-4 El GS-10 El and Above -- WG-5 E Above 0.. 0

Other

Career Field:

F Physicians, Dentists, El Nurse, Physical E Administra- - Other .":":
etc. Therapy, Occupa- tive "'-..

tional Therapy, etc.
4 -""
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APPENDIX C

PATIENT HEALTH EDUCATION OPINION SURVEY
QUESTIONNAIRE FOR PATIENTS
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Patient Health Education Opinion Survey Questionnaire for Patients

Dear Patient:

Thank you for sparing a few minutes to complete this questionnaire. Its

purpose is to evaluate the Patient Health Education Program of the Fort

Benning Medical Department Activity as seen through your eyes. The

opinion you render will be analyzed with all other completed question-

naires, and will be used in planning our Patient Health Education Pro-

grams of the future. ,

This questionnaire contains three short parts. Part I is designed to
#' .,. '

measure your awareness and use of presently established patient health

education efforts. Part II is designed to gain your recommendations as

to which direction the Health Education Program of the future should take. '

Part III is simply administrative data which will aid us in compiling our

results. There is also a short section where you can add any additional

comments.

PART I

Patient Health Education can take many forms. Generally the subject can be
classified into categories which includes Medical-Administrative Subjects ,
(such as Patient Education and Patient Information); Medical Subjects such
as for the proper care for those with chronic diseases, treatment of minor
illness, etc.); and Preventive Medicine Subjects (stressing the importance
of immunizations, balanced diet,proper exercise, etc.). The listing included "-. '
below is a sampling of some of the patient health education efforts presently S

available within the Fort Benning MEDDAC.

Instructions: Please place a check in the appropriate box next to each respec-
tive item. Two answers are desired for each response. For example, the first
item is the "Patient Assistance Liaison" (PAL) Office. If you know of its ..
existence, place a check in the box under the "known to me" column. If you
have ever used this office, place a check in the box under the colum labelled
"have used." Other resoonses can be made to succeedinq items in a similar manner.

HEALTH EDUCATION RESOURCE Known to Unknown Have Have Not
me to me Used Used

1. Patient Assistance Liaison
'PAL) Office. E3 113 ..

* ~ . . . .,....., . .
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Known to Unknown Have Have Not
HEALTH EDUCATION RESOURCE me to me Used Used

2. Health nurse home visits fol-
lowing childbirth. E- El 21

3. "Outpatient Bulletin" News-
letter. El El I ;

4. "Patient Medical Advisor"
booklet. -l Ell
5. "Pediatric Medical Advisor"
booklet. -l '- E' -l
6. Blood pressure screening El
at PX Mall.

7. Medical services briefings
at club meetings, .etc. El

PART II

Which of the following methods of patient health education do you think is best?

Instructions: Of the ten below listed types of patient health education delivery
methods, please rank them in order of thoseyou feel are "most desired" (by insert-
ing the number "10" next to the respective item), down to those you feel are
"least desired" (by inserting the number "1"). Please do not leave any items
blank. 1 o s

10 = Most Desirable1 = Least Desirable ••%

1. Closed-circuit patient health educational television within the
hospital and clinic facilities.

5.¶

2. Printed brochures and handouts available at hospital, clinics,
and at selected locations on post. -'

3. Guest speakers at unit formations and at meetings of groups,
clubs, etc.

4. Health visits made to homes.

5. "Dial-A-Message" telephone services (where a patient can call a
selected number for a certain health subject and receive that informa-
tion in the privacy of their own home). El

6. Public radio and television spot announcements. .

7. "The Benning Bulletin" (weekly bulletin).

2
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8. Articles in the post newspaper (b.yonet) and civilian newspapers. -l

9. Health educational material mailed to the home or unit. -7

10. Orientation folders and briefings to new members of the military I
community.

PART III

Please place a check in the appropriate box next to each response: L•.
My age is: I2 EllEli

5 Yrs 26-39 Yrs 40-60 Yrs 61Yrs + Over '.

I am: - On Active - A Dependent El A Retired -A Dependent El Other
Duty in the oActive Duty Member oRetired Mem-
Military. Member ber A.-

I have used the hospital or clinic facilities at Fort Benning (including
dental facilities) within the past year:

El 1-3 Times [] 4-6 Times El 7-10 Times El 11-20 Times Eli21 or Mor
Times T

My rank is (for Active Duty Military only):

El E-l thru El E-5 thru El E-8 thru 'l CWO- f 0-1 thru El 0-4 thru
E-4 E-7 E-9 CW-4 0-3 0-5

El 0-6 thru
0-9

ADDITIONAL COMMENTS: L,.

% .0

Please return the questionnaire to the surveyor. Your cooperation and responses
are appreciated.

COMMANDER
FORT BENNING MEDICAL DEPARTMENT

ACTIVITY

3
-,-:77J
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APPENDIX D

AMBULATORY CARE W4ORKLOAD
BY PATIENT CATEGORY

JANUARY 1979 -DECEMBER 1979 V

7

€'.* *'*.

A,,,,

,,*-,

• 1aw'

¾.'.\-..



TABLE 1- Ambulatory Care Workload by Patient Category, Monthly/Daily
Average, Fort Benning MEDDAC, January 1979 - December
1979

MONTHLY DAILY PERCENTAGE OF
STATUS CATEGORY AVERAGE AVERAGE DISTRIBUTION "

Active Duty Military Personnel 25,694 857 48.2 •

Retired Members 5,024 167 9.4

Dependents of Active Duty -.-.
Military Personnel 15,119 504 28.3

Dependents of Retired/
Deceased Members 6,874 229 12.9

Others 618 21 1.2

TOTAL: 53,329 1,778 100.0 . .4

::-.'::

Source: Headquarters, United States Army Medical Department Activity, -.
"Medical Summary Reports," RCS-MED 302 (Fort Benning, Georgia:
January through December 1979).

* .2 ..--
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APPENDIX E

MEDDAC STAFFING LEVELS
BY GENERAL CATEGORY

"AS OF 31 DECEMBER 1979
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TABLE 2- Staffing Levels by General Category, Fort Benning, MEDDAC,
31 December 1979

CATEGORY OF ASSIGNED
STAFF PERSONNEL PERCENTAGE

Officer/WO (Total) 251 17.7

Officer 244 17.2
CWO 7 0.5

Enlisted (Total) 407 28.8

Civilian (Total) 757 53.5

Wage Grade 126 8.9
General Schedule 631 44.6 "

TOTAL MEDDAC: 1,415 100.0

N -4

60
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APPENDIX F

Typical Methodologies Employed in Hospital-Based Health Education Programs

Printed booklets, instruction sheets, flyers, news media announcements,
etc.

Public speaking efforts, public radio and TV announcements/interviews,
orientations, panel discussions, etc.

Patient questionnaires and surveys.•.

Phone-in educational tapes.

Home health instruction. I..-•
Health instruction by health providers, educators, and paraprofessionals
in the inpatient and outpatient settings.

.' .'- Zi'

Closed circuit TV educational broadcasts, audiovisual instructions, '-

etc.
!,•. .- ',*.p

Mailed reminder notices.

Computer assisted health education.

Screening booths for selected illnesses at shopping centers, public .,
facilities, etc. ..

Conducting of health preservation/first aid training.

Tours and open house at Medical Treatment Facilities. "

•,* P%. ".
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APPENDIX G

Frequently Addressed Subject Matter in Health Education

Medica l-Administrative Oriented:

1. Facility services, hours of operation, key telephone numbers, pro- 9-

cedures for facility use, et.

2. Regularly published bulletins reflecting changes in delivery pro-

cedures, administrative subjects, etc.

3. Patient complaints and assistance.

4. The role and duties of health care providers.

Medical Oriented:

1. Manaqement of minor illnesses. -.

2. First aid and cardiopulmonary resuscitation.

3. Discharge planning.

4. Chronic disease management. '. j'
4'

5. Coping with illness.
6. Stress management.

7. Medical research.

8. Home care and family adjustment.

Preventive Medicine Oriented:

1. Immunoloqy.

2. Prevention of heat and cold injuries. % %

3. Safety and accident prevention.

4. Recognizing disease warning siqns and symptoms.

5. Proper health maintenance and eating habits.

62 9"
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6. Sanitation and infection control. "'_ ,

7. Sports injury prevention.

8. Insect and rodent control.

9. Dental hygiene.

10. Poison prevention.

11. Epidemiology.

12. Occupational health.

. ... ,,.
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APPENDIX H 
V

ROLE AND FUNCTIONS OF THE
CONSUMER HEALTH AND EDUCATION COMMITTEE

FORT BENNING, GEORGIA
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ROLE AND FUNCTIONS OF THE CONSUMER HEALTH AND EDUCATION COMMITTEE • %

PURPOSE: To provide a communication means for transmittal of information,
suggestions, and expressed concerns of the Army community about health
services; to improve consumer education and information services; to
provide a means of conveying concern regarding health entitlements,
benefits, and changes thereto; to provide plans and recommendations for
implementation of new or projected services to meet the needs of the
health consumer; to increase the effectiveness with which the Medical .
Treatment Facility and its supported population interact; to formulate
objectives, policies, and guidance concerning the MEDDAC's Community
Health Education Program.

FUNCTIONS:

a. To familiarize the population with the Medical Treatment ..
Facility organization, policies, schedules, and services.

b. To assist individuals in learning to manage minor illnesses .#.
// and injuries on a self-help basis.

c. To encourage the maintenance of immunizations. .. '

d. To maintain an awareness of preventive measures for personal
illnesses and injuries.

e. To provide a community health education and information program .,
that will enhance the effectiveness with which the MEDDAC and its supported .
community interact. .

f. To provide a medium for the exchange of ideas relatinq to the
shared responsibility of the MEDDAC, and its supported communit., in
maintaining quality care.

g. To provide an avenue for the evaluation of current health
education and information programs to insure that the targeted public
is being reached.

h. To create awareness of problems unique to the MEDDAC which 7
have impact on the supported population. •

64
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i. To review the comments and recommendations of the Human
Relations Training Program and act on these as necessary.

J. To provide an avenue for discussion between the MEDDAC
and its consumers on such topics as identifying problemis, recommend-
ing solutions, and explaining changes in policy.

STANDING MEMBERSHIP: (With Vote)

Chairperson - MEDDAC Commander
Deputy Chairperson - Director, Dental Services
Recorder - Chief, Clinical Support Division (Secretarial support
provided by CSD).
Patient Affairs Officer
Representative, Army Community Services
Representative, Executive Officer, MEDDAC
Representative, Preventive Medicine Activity
Chief, Department of Primary Care and Community Medicine
Hospital Inspector, Martin Army Hospital
Administrative Resident, Martin Army Hospital (Ex Officio)
Representative, Social Work Services
Chief, Patient Administration Division
Consumer Representatives - Active Duty Personnel:

Representative, Assistant Commander, Fort Benning
Post Command Sergeant Major
1st AIT Brigade Command Sergeant Major
197th Infantry Brigade Command Sergeant Major
36th Engineer Group Command Sergeant Major
The School Brigade Command Sergeant Major
34th Medical Battalion Command Sergeant Major
Directorate of Personnel and Community Activities

Consumer Representatives - Dependents:
Dependents of Active Duty, Retirees, and Dependents of Retirees, who are •
full-time Federal Government employees - the number and name to be pro-
vided by the Post Commander.

OTHER MEMBERSHIP: (Without Vote)

Representative, Active Duty Dependent Officers' Wives Club
Representative, Retired Dependent Officers' Wives Club

-.; . ...-..
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Representative, Active Duty Dependent Noncommissioned Officers' Wives ý.
Club

Reoresentative, Retired Dependent Nonconmiissioned Officers' Wives Club
Representative, Retired Officers Council
Representative, Retired Noncommissioned Officers Council
Representative, AUSA

MEETS: Quarterly or as necessary at the call of the Chairperson.

OFFICE OF RECORD FOR APPROVED MINUTES: Central Files, Headquarters,
Martin Army Hospital.

FORMAL DISTRIBUTION OF APPROVED MINUTES: One copy of the approved
minutes will be distributed to each Committee member; one copy pro-
vided to the Office of Record, and one copy to Health Services Command,
ATTN: HSPA-A.

AUTHORITY: .-

a. AR 40-2.

b. Ambulatory Patient Care (APC) Program, Chapter 4, Section A,
1 October 1977.

REFEREN!CES:

a. AR 40-2.

b. APC Program, HSC, 1 October 1977.

c. APC Models 6, 14, and 15.

SPECIAL INSTRUCTIONS:

a. Responsibilities:

(1) Health Consumer and Community Health Education Committee.
Recommend to the MEDDAC Commander ways to improve health care provided
to the military community.

(2) EfEDDAC.

W W W w W W W W W W W V W W
. . . . . . . . . .. . . . . . . . . . . . . . . . . .
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(a) Evaluate consumer input.

(b) Take corrective action on comments/recommendations that
are within th( MEDDAC scope of authority.

(c) Develop procedures/means to provide response to all the
consumers served by the MTF. .

(3) Health Services Command.

(a) Review MEDDAC's Consumer Health and Education Committee
reports. ,..•

(b) Take corrective action on comments/recommendations that
are within HSC's scope of aL;thority.

(c) Forward consumer comments/recommendations relevant to
Department of the Army health policies through channels to HQDA
(DASG-HCP), Washington, D.C. 20310.

(d) Provide responses to consumer conments/reLommendations to
the MEDDAC concerned.

(4) HQDA (Office of the Surgeon General).

(a) Review comments/recommendations received.

(b) Consider comments/recommendations in the decision-making
Process.

(c) Provide response to comments/recommendations to the medical
company.

b. Tenure:

(1) Chairman - Duration of assignment.

(2) Deputy Chairman - Duration of assignment'.

(3) Recorder - Duration of assignment. ..

(4) Army Community Services - Duration of assignment or employ-
ment.

7W-oW
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(5) Active Duty Personnel - One to two years.

h (6) Dependents of Active Duty Retirees) One to two years
Dependents of Retired Full-Time ) - contingent upon
Federal Government Employees ) employment.

(7) Other MEDDAC Representatives - As deemed appropriate by the
Chairman.

Source: United States Army Medical Department Activity, Fort
Benning, Georgia, MEDDAC Regulation 15-1, MEDDAC Committees.

% Subcommittees, Conferences, Boards and Councils, Fort Benning,
Georgia, 1 July 1979.
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APPENDIX I -.

Identified Health Education/Patient
Education Endeavors

MEDDAC, Fort Benning, Georgia
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TABLE 4. Identification of Health Education Endeavors by Target
Population

MAJOR SEGMENTS OF NUIMBER OF
BENEFICIARY POPULATION PROGRAMS - :
A. All Eligible Beneficiaries (without

further delineation) 12

- Active Duty Military Population Only i .

(Male and Female Members) 1

- Active Duty Military Female Population 1

- Active Duty Members and Their Dependents 1

- Unit Commanders and Cadre 1

- Hospital Staff Members 11

- Grade School Aged Dependents of Active
Duty Members 2

B. Beneficiaries with Unique Characteristics
or Medical Problems.• "

- Beneficiaries with Nutritional Problems 4

- Beneficiaries with Back Problems 1

- Beneficiaries Expecting Children 2

- Beneficiaries with Diabetic Conditions 2 '

Beneficiaries with Young Children 1

- Beneficiaries with Arthritis 1 .

- Beneficiaries with Cardiac Problems 1

- Beneficiaries with Children with Learning
Disabilities 1
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TABLE 4. Identification of Health Education Endeavors by Target
Population (Cont'd)

MAJOR SEGMENTS OF NUMBER OF
BENEFICIARY POPULATION PROGRAMS .

-Active Duty Psychiatric Inpatients 1

-Female beneficiaries Recently Delivered 4

TOTAL PROGRAMS PRESENTLY IN EFFECT = 47

76 .



APPENDIX J -

LOCALLY DEVELOPED
PRINTED HEALTH EDUCATION -

LITERATURE

P4

P- A



APPENDIX J

Fort Benning Locally Developed
Printed Health Education Literature

1. USAIC Pamphlet 40-7 (Jan 79) Family Practice Medical Advisor
(Proponent: Clinical Support Division).

2. USAIC Pamphlet 40-4 (Oct 79) Adult Medical Advisor (Proponent:
Clinical Support Division).

3. USAIC Pamphlet 40-4-1 (Jan 79) Pediatric Medical Advisor -... ,
(Proponent: Clinical Support Division).

4. Booklet, "Patient Rights and Responsibilities," February 1977
(Proponent: Clinical Support Division).

5. Handout,"General Outpatient Clinic," June 1979. (Proponent: V.

Clinical Support Division).

6. Handout,"Application of Heat and Cold," no date, (Proponent:
Physical Therapy). -,

7. Handout,"Phone Numbers for Clinic Appointments," 30 July 1979 . .
(Proponent: Clinical Support Division).

8. Handout, no title, subject relates to routine Radiological
Procedures, no date (Proponent: Radiology). -

9. Handout, "Family Practice Department, Fort Benning, Georgia
31905," no date (Proponent: Department of Family Practice).

10. Handout, "Outpatient News Bulletin," published monthly -.

(Proponent: Clinical Support Division).

11. Letter, Headquarters, USAMEDDAC, Fort Benning, Subject: Aviation
Medicine/Family Practice Program, no date, 3 Inclosures.

12. Letter, Headquarters, USAMEDDAC, Fort Benning, Subject: Aviation
Medicine Service/Family Practice, dated 4 January 1979, with 1 S
Inclosure.

13. Booklet, "Caring/The Most Important Part of Patient Care," no .,.,..

date (Proponent: Clinical Support Division).

14. Booklet, "The Prevention of Hearing Loss," no date (Proponent:
Audiology).
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APPENDIX K

RESULTS OF PATIENT BENEFICIARY
QUESTIONNAIRE
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TABLE 5. Data Recapitulation - Patient Survey Questionnaire
Part I - Patient Health Education Subjects

FREQUENCY OF PERCENTAGE OF
RESPONSES n = 60 RESPONSES
Known To Unknown Have Have Not Known To Unknown Have Have Not

SUBJECT Me To Me Used Used Me To Me Used Used

1. Patient
Assistance
Liaison (PAL)
Office 25 35 10 50 41.7 58.3 16.7 83.3

2. CHN Home Visits
Following
Childbirth 13 47 2 58 21.7 78.3 3.3 96.7 1-

3. Outpatient
Bulletin 4
Newsletter 30 30 15 45 50.0 50.0 25.0 75.0

4. Patient Medi-
cal Advisor
Booklet 17 43 9 51 28.3 71.7 15.0 85.0

5. Pediatric Medi-
cal Advisor's
Booklet 15 45 6 54 25.0 75.0 10.0 90.0 _.

6. Blood Pressure
Screening at
PX 25 35 5 55 41.7 58.3 8.3 91.7

7. Medical Ser-
vice Briefings
at Club Meet-
ings 11 49 2 58 18.3 81.7 3.3 96.7

78
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TABLE 6. Data Recapitulation - Patient Survey Questionnaire

Part II - Desired Methods for Health Education Delivery

SUBJECT 3 MEDIAN MODE s __75_- (.?' cr

1. Closed Circuit -

TV 5.67 6 .10 3.398 .438 4.82 - " - 6.53 •

2. Printed Bro-
chures and Hand-
outs 5.98 6 10 2.764 .357 5.28 - 6.80 $

3. Guest Speakers 4.68 4 3 2.610 .335 4.02 -X - 5.34

4. Home Health L
Visits 5.37 5 9 2.888 .373 4.64 -X- 6.10

5. "Dial-A-Message" 6.88 8 10 2.835 .366 6.16 . 7.60

6. Radio and TV
Spot Announcements 4.70 4 2,3 2.612 .337 4.04 )_ 5.36

7. Weekly Bulletin 5.28 5 7 2.450 .316 4.66 - 5.90 ,-.,

8. Bayonet 5.35 5 8 2.863 .369 4.63 f-1'- 6.07 •

9. Material Mailed
to Home 5.22 5 1 3.001 .387 4.46 - 5.98 '.

10. Orientation
Folders and
Briefings 6.13 7 8 2.819 .364 5.42 i- 6.84 "

-In
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TABLE 7. Data Recapitulation - Patient Survey Questionnaire

Part III - Administrative Data from Respondants

FREQUENCY OF PERCENTAGE OF
SUBJECT RESPONSES n = 60 RESPONSES la

Age:

14-25 Years 26 43.3
26-39 Years 18 30.0 -

40-60 Years 16 26.7 ,$
61 Years 0 0.0

Status:

Active Duty 33 55.0
Dependent of Active Duty 6 10.0
Retired 5 8.3
Dependent of Retired 12 20.0
Other 4 6.7

Use of Martin Army Hospital:

1-3 Times 36 60.0
4-6 Times 14 23.3
7-10 Times 4 6.7
11-20 Times 4 6.7
21 or More Times 2 3.3

Rank: ..

E-1 to E-4 19 31.7
E-5 to E-7 13 21.7
E-8 to E-9 1 16.7
CWO to CW-4 0 0.0
0-1 to 0-3 3 5.0
0-4 to 0-5 0 0.0
0-6 to 0-9 0 0.0

.0
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APPENDIX L

RESULTS OF STAFF QUESTIONNAIRE
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TABLE 8. Data Recapitulation - Staff Survery Questionnaire

Part I, Section A - Patient Health Education Delivery Methods '%

METHOD x MEDIAN MODE s 71 X ± 1.qs, Q-

1. Closed Circuit
TV 6.15 7 10 3.82 .647 4.88 -t' i 7.42

2. Printed Bro-
chures 7.47 8 9 2.36 .400 6.69 -X - 8.25

3. Guest Speakers 4.85 5 8 2.54 .431 4.01 4-•R- 5.69

4. Home Health

Visits 5.21 5 2 4.81 .815 3.91 6.52

5. "Dial-A-Message" 6.24 7 8 2.69 .380 5.50 £K± 6.98

6. Radio and TV
Announcements 4.47 5 1,6 2.39 .405 3.68 •-(' 5.26

7. Weekly Bulletin 4.82 4 2 2.67 .453 3.93 fi-5 5.71

8. Bayonet 5.53 7 7 2.45 .415 4.72 Xit 6.34

9. Mailed Reminder
Notices 4.12 4 2,6 2.01 .341 3.45 -5-( 4.79

10. Orientation'
Folders and
Briefings 6.00 6 9 2.88 .488 5.04 - 6.96

4.-'

i .
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TABLE 9. Data Recapitulation - Staff Survey Questionnaire

Part I, Section B - Patient Health Education Subjects I

METHOD x MEDIAN MODE s _ X -*q, &

1. Medical-Admin
Information 6.15 6 8 1.95 .331 5.06 _ 6.36

2. Chronic Disease
Management 4.94 5 7 2.09 .355 4.25 5.64 * ?

3. Medical Advisors 5.44 5 6 2.13 .361 4.73 6.15

4. Psychiatric
Problems 3.88 4 5 2.04 .346 3.20 4.56 -

5. Preventive ..
Oriented Sub-
jects 4.15 4 4 2.32 .393 3.38 4.92

6. Public Health
Subjects 3.56 3 2 2.22 .376 2.82 4.30

7. Emergency Medi-
cal Service and .
First Aid 5.62 5 5,6 2.55 .432 4.77 f 6.47 -

8. MTF Policies
and Procedures 4.24 4 4 2.57 .436 3.39 ")-' 5.09 .

8.2.,

4.ii



TABLE 10. Data Recapitulation - Staff Survey Questionnaire

Part II, Section A - Patient Beneficiaries

% %

BENEFICIARY GROUP MEDIAN MODE s (. i t I.9(.c(

1. E-1 to E-4 (and
their Dependents) 8.26 8 8 3.55 .602 7.08 - X 9.04

2. E-5 to E-9 (and V

their Dependents) 7.00 7 7 2.04 .346 6.32 - - 7.678

3. Officers and War-
rant Officers (and
their Dependents) 5.65 6 6 1.28 .217 5.23 t-• 6.08 'Žd•'A

4. Retired Members
and their Depen- ,%.6

dents 5.24 5 5 1.56 .265 4.72 - 5.76 ,

5. Civil Service
Employees 2,68 3 2,4 1.37 .232 2.34 - 3.24

6. Allied Military
Members and '.. m
their Depen-
dents 2.15 2 1 1.21 .190 1.78 1-(- 2.52 '-

7. Reserve and
National
Guard Personnel 2.91 3 2,3 1.19 .202 2.51 's i-f 3.31 .y.,

8. Dependents of De-
ceased Service
Members 3.24 4 4 1.88 .318 2.62 -R- 3.86
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TABLE 11. Data Recapi .lation Staff Survey Questionnaire NO

Part II, Section C - Program Shortcomings

FREQUENCY OF RESPONSES PERCENTAGE OF RESPONSES
SHORTCOMING YES NO YES NO

1 Past poor execution 17 17 50.0 50.0

2. Lack of interdepartmental
coordination 25 9 73.5 26.5

3. Lack of staff section, body
2 or individual to oversee

program 20 14 58.8 41.2

4. Lack of adequate pre- -

implementation planning 14 20 41.2 58.8

. 5. Lack of ability to evaluate
the effectiveness of pro- -.

g grams 14 20 41.2 58.8

, 6. Lack of formally trained
health educators 16 18 47.1 52.9 " ,

S 7. Lack of adequate personnel
resources in general 23 11 67.6 32.4

"#a 8. Lack of adeqiate monetarv :.

and materiel resources 21 13 61.8 38.2

9. Command apathy 15 19 44.1 55.9

. 10. Staff apathy 15 19 44.1 55.9

, 11. Patient apathy 19 15 55.9 44.1

"84
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TABLE 12. Data Recapitulation - Staff Survey Questionnaire

Part III - Administrative Information (Rank/Rating)

FREQUENCY OF PERCENTAGE
RANK/RATING RESPONSES ,.= 34) OF RESPONSES

Rank (If military):
E-1 to E-4 4 11.8
E-5 to E-9 7 20.6
0-1 to 0-3 4 11.8
0-4 to 0-6 0 0.0
Warrant Officer 1 2.9

.,.% • "*J

TOTAL: 16 47.1 0,V,•

Rating (If civilian):
GS-I to GS-4 6 17.6 / .
GS-5 to GS-1O 8 23.5
GS-l1 and Above 2 5.9
WG-l to WG-5 0 0.0
WG-6 and Above 2 5.9 e.,.:..
Other 0 0.0

TOTAL: 18 52.9

,&. .-..-"% %
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TABLE 13. Data Recapitulation - Staff Survey Questionnaire .

Part III - Administrative Information (Career Field/Job Setting)

CAREER FIELD/ FREQUENCY OF PERCENTAGE OF '
JOB SETTING RESPONSES RESPONSES
Career Field

1. Physician, Den- .- 4
tist, etc 2 5.9 lo

2. Nurse, Physical 
I J,

Therapist, Occu-
pational Thera-
pist, etc. 7 20.6 .. .

3. Administrative 7 20.6 '4
4. Other 18 52.9 0

TOTAL: 34 100.0 •.. ,

Job Setting

1. Direct Patient
Care 16 47.0

2. Direct Support
of Patient Care 7 20.6

* 6

3. Administrative 8 23.6

4. Other 3 8.8

TOTAL: 34 100.0
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APPENDIX M
MANHOUR EXPENDITURE ESTIMATES

FOR EXISTING HEALTH EDUCATION
PROGRAMS
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TABLE 14. Manhour Expenditure Estimates for Existing Health Education
Programs (FY 1979)

ESTIMATED MANHOUR
PROGRAM EXPENDITURE (FY 79)

Back Care Classes 520
Behavior Weight Control 120
Birth Control Counseling Program 72
Cardiac After Care Group 200
"Caring" Briefings 25
CHAMPUS Benefits Briefings 30
Chronic Disease Management 260
Connective Tissue Disease Program 208
Death and Dying Seminars 32
Diabetic Management Classes 108
Diabetic Counseling Sessions 96
Diet Screening Walk-In Program 174
Discharge Classes for New Mothers 182
Expectant Parents Classes 144
First Aid and CPR Training 232
Grief Reaction Seminars 24
Health Education Articles 156
Hearing Conservation Briefings 72
Hypertension Screening and Counseling 96
Infant Bathing and Care Classes 245 &

Management of Minor Illness Classes 115
Medical Advisory Printed Literature 104
Medical Public Awareness-Program 310
Musculoskeletal injury Prevention Classes 50
Nutrition Education Program 116
Oral Hygiene Group Instruction 52
Oral Hygiene Instruction 72
Parent Education Program 76
Personal Hygiene Grooming and First Aid Classes 40
Post Partum Dental Hygiene Classes 15
Post Schools Flouride Self-Application/Dental
Hyqiene Program 105

Post Partum Health Education Program 78
Prenatal Physical Therapy Classes 26
Prenatal Orientation 70
Prevention of Heat and Cold Injuries 36
Preventive Dentistry School Programs 85
Preventive Medicine Orientation 20
Proper Medication, Administration and Precautions 10

87
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TABLE 14. Manhour Expenditure Estimates for Existing Health Education
Programs (FY 1979)

ESTIMATED MANHOUR
PROGRAM EXPENDITURE (FY 79)

Psychiatric Life Skills Group 15
Recognizing Disease Warning Signs and Symptoms 25
Safety and Accident Prevent 36
Sports Injury Prevention Classes 17
S.T.E.P. Program 36
Tuberculosis And Skin Testing Program 85
Veterinary Clinic Information System 56
Weight Control/Physical Fitness Program 27

TOTAL FY1979 ESTIMATED MANHOURS EXPENDED = 4,673

88#
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APPENDIX 0 ,,,•\

Community Health Education and Health
Promotion Committee

PURPOSE AND FUNCTIONS: To identify and assess the health education •
and health promotion needs of the patient beneficiaries. Using this
information, serve as a working committee to develop a plan for pro-
gram direction which includes immediate, intermediate, and long-range
educational activities and educational methodologies. Identify and
evaluate existing programs. Receive and evaluate proposals for new
educational endeavors. Define specific objectives which may include,
but not necessarily limited to, those noted in Ambulatory Patient
Care Model #14 (Community Health Education Program), Health Services
Command.

MEMBERSHIP:

Executive Officer (Chairperson)
Community Health Nurse
Chief, Clinical Support Division
Representative, Department of Nursing
Representative, Rehabilitation Services %.N,
Representative, American Red Cross
Representative, Department of Family Practice ,'.
Hospital Chaplain .. .

MEETINGS: Monthly or more frequently as directed by the Chairperson.
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