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I, INTRODUCTION

Conditions Which Prompted the Study

In recent years, the emphasis of the Department of the Army (DA) on the
total fitness of its members has increased significantly. The DA program is
outlined In AR 350-15 (The Army Phyaical Fitness Program), dated 30 December
1986. One of the objectives of the program is to enhance combat readiness by
developing and sustaining a healthy |ifestyle for all soldie-s. Included in
this program is the recognition that elements such as welight control,
gvoldance of eicohol end drug sabuse, smoking cessation, good nutrition, and
stress management play key roles in a healthy lifestyle. The requirements of
this regulation go beyond mere physical conditioning of soldiers into the
realm of wellness.

The interest of DA in the overall fitness of its soldiers Is the direct
result of efforts by Health Services Command (HSC) and the Office of the
Surgeon General! (0TSG) to promote wellness issues at the highesat command
levels. The inltial work in promoting wellness was done at the Academy of
Health Scliences in December 1984 during the Medical System Program Review
(MSPR). The Army Medical Department (AMEDD) concept of wellness was developed
and presented to the Vice Chief of Staff of the Army at the MSPR. Included
under this concept were health education and the promotion of such issues as
nutrition, amoking cessation, stress management, and accldent prevention. The
Surgeon General suggested that each Medical Treatment Facllity (MTF) establish
a Weliness/Health Promotion Center to provide the services needed to support

the wellness concept (Department of the Army, 1884).




follow.ng the MSPR, HSC published HSC Regulation 40-27 (AMEDD Support of
the Army Total Fitness Program), dated b Apri! 1985. This regulation outlines
the requirements which MTFs must fulflil in support af the Army’'s Total
Fitness Program. Programs which MTFs must provide include weight control and
dietary counsellinrg, drug and alcohol rehabilitatlion, smoking cessatiaon
clinics, stress reduction clinica, and cardiovascular risk reduction ciinics.
These programs are to be pravided to al! soldiers, leadership groups. and
famities. Conspicuously absent from the regulation is any discussion cf The
Surgeon Generaf’s proposed Wel Iness/Health Promaotion Centers.

While HSC was expanding its wellness programs in support of the total
fitness of saldiers, interest in these types of programs was growling at higher
levels. In December 19856, AR 360-15 was published. The Department of Defense
(DOD) produced Directive 1010.10 (Health Promotion) in March 1986. The direc-
tive requires each service to develop comprehensive health promotion programs
for military personnel, dependents, retirees, and civillan emplioyees. This
i the firat time that civiliian employees have been included as benefliclaries
of these programs. The comprehensive systems must include programs on smoking
cessatlon, physical fitness, nutrition and weight control, stress management,
alcoho! and drug abuse prevention and control, hypertension prevention, and
lifestyle health risk appralsal. The primary responsibllity for the
coordination of these programs has been assigned to installation commanders.
Commanders have been directed to utilize their medical resources for technical
guidance and assistance in developing and managing the programs.

In response to the DOD directive, OTSG has been tasked to develop the
Army’'sa comprehensive health promotion program. According to a recent article

in the HSC Mercury, OTSG will be publishing a bookiet ocutiining a model




comprehensive health promotion program for an instailation. |In addition, an
Army Regulation governing DA's health promotion program will be distributed
during 1987 ("Army strives,” 1986).

As the emphasis on wel !ness has increased, Martin Army Community Hospital
(MACH) has expanded the size and scope of its wellness programs to meet the
changing requirements of DOD, DA, and HSC. At the same time, the hospital has
endeavored to make these programs accessible to as many beneficiaries as
poasible. During a strategic planning conference held in January 1986,
promotion of the AMEDD concept aof weliness was formally adopted by MACH as one
of its major goals. At that time, the conmander identified the establishment
of a wellness center as a key objective of the hospital. The center was
beileved to be crucial to the hospital's ability to meet its wellness goal.
in eddition, it was felt that the center would allow for consolldation of
MACH’s wellness programs In one area, thereby Increasing their sccessibility
to the beneficiary popuiation (Department of the Army, 1086).

Based upon the results of the strategic planning conference and the
anticipated increase in the Army’'s interest in health promotion, the hospital
commander decided that an evaluation of the feasibility of establishing a
wel lness center at MACH should be performed. The center was envisloned as an
expansion of the present capabilities of the Physical Examination Service
(PES). Programs which were determined to be appropriate for inclusion in the
center would be combined with the exiating functions of the PES to produce one
central focation where active duty socldiers, dependenta, retirees, and
civilian employecs could receive physical evaluations and diagnostic tests,
health risk appraisals, and counselling cancerning wellness Issues. The

center was conceived to be self-sufficient such that all equipment, supplies,




and staff necegsary to provide its services were located in the center. Its
functiona were to be highly automated in order to take advantage of current
technology and to Insure rapid servicing af Individuals who visit the center.
It was to be housed in the facility which presently contains the PES, a
bullding which is physically separated from the hospital. Funding for the
center was initially to be sought from HSC. However, disapproval of funding
from this source would not preclude establishing the center. The result of
the evaluation was to be a document identifying the resources required to
operate the center, discussing whether ar not MACH could provide these
resources from its own assets, and recommending actions to take to obtain
asgistance from outside the hospital In supplying thcse resources that it was

not feasible for MACH to pravide (Richards, 1987).

Definitions

The following definitions were used for the purposes of this study:

The results of two phases of the research were analyzed using content
analysis. This methoed of analyzing research results “provides a means for
generating objective and systematic data from qualitative research outcomes”
(Pollt and Hungler, 1883, p. 344). 1t is often used to analyze responses ta
open-ended quesations on questionnaires and Interviews (Palit and Hungler).

The Delph| technique Is a research too! Involving a pane! of experts who

are asked to complete a series of questionnaires. The Information solicited
reiates to the experts’' opinions, predictiona, or judgement concerning a
apecific topic. Panel members remain anonymous so that no one member has an

undue influence over any other member (Polit & Hungler, 1883}.




The terms health promotion and wellness are considered to be synanymous

in this study. They are defined as a conscious and dei iberate approach to the
achievement of an optimal leve! of health. They involve a8 "process of
fostering awareness, Influencing attitudes, and identifying alternatives so
that individuals can make informed choices and change their behavior in order
to achieve an optimum level of physical and mental hesi{th...” (Cunningham,
1882). They go beyond the detection or treatment of digease to encompsass a
comprehensive approach to caring for the total person. The ideas of screening
for disease, conducting lifestyle health risk appraisals, and providing health
education are inciuded within these terms.

Health risk appraisal (HRA) is a technigue in which an individual’'s

heaith-related behaviors (such as diet, exercise, or smoking habits) and
personal characteristics (such as family history of breast cancer or heart
disease) are compared to mortality statlatics and epidemiologic data. His or
her health risks are identified before symptoms of disease occur. An estimate
Is made of his or her risk of dying by some specified future time. The amount
of that risk which could be eliminated by making appropriate behavioral
changes is aiso calculated (Wagner, Beery, Schoenbach, & Graham, 1082).
Appraisals often involve the use of computers to estimate an Indlvidual's risk
and recommend changes in behavior.

A Primary Care for the Uniformed Services (PRIMUS) Clinic is a clinic

owned and aoperated by a civilian contractor which offers primary care services

to a focal military community. |ts services usually include providing acute
care for guch Ilinesses as colds and the flu and such minor injuries as cuts,
sprains, and simple fractures. Limited followup care for chronic conditions

such as high blood pressure, diabetes, and heart problems is also provided, as




wel! B3 some preventive care such as physical examinations and Pap smears.
All beneficlaries eligibl= to use military hospitals may use a PRIMUS Clinic.
There is no charge to the patient for care received In the clinic.

The term total fitness is used by the Army to refer to a8 state of health

which optimlizes a soldier’'s physical and mental readiness for combat. The
term also refers to the Army's program to reach this optimal state of health.
Components of the Total Fitness Program are nutrition and weight control,
stress management, smoking cessation. substance abuse control, and exercise

(Depar tment of the Army, 1983).

A wellness center is a centralized facility where basically healthy

individuals can go to aobtain screening for specific health probiems, |ifestyle

health risk appraisals, Individual counselling, and health education classes.

Statement of the Problem

The research problem was to dete-mine the feasibility of eatablishing a

wellness center at Martin Army Community Hospltal.

Objectives

The objectives of the study were the following:
1. To conduct a review af the !iteratu. 2 concerning wellness
centers which have been established by civilian hospitals and corporations.
2. 7To conduct a review of regu'ations, directives, and policies
concerning weliness which have been published by DOD, DA, and HSC

3. To survey other HSC MTFs operating wellness centers.




4. To survey key MACH staff to determine what services should be
per formed at the center, to review how services to be included in the center
are presently performed, and to identify potential problems to consider in
establ ishing the center.

B. To determine services and projected workload for the center.

6. To determine the resources required to support the center.

7. To evaluate the feasibllity of MACH providing the required
resources and, as necessary, recommend actions to take to obtain resources

from outside the hospital.

Criteria

The servicea recommended to the Delphi panel for inclusion in the
wellness center were selected by at least 50 percent of the MACH staff members

participating in the staff survey.

Assumptions

1. The popularity of the concept of wellness among the civiiian and
military population would continue.

2. Only minor modifications would be requlred to the raole of the MTF In
support of the Army Tota! Fitneas Program should the booklet an the mode! for
an installation’s comprehensive health promotion program or the Army
Reguiation on health promot o »e published during the course of this study.

3. Martin Army Commun'ty Ho=rital would retaln control of the space

presently occupied by the “EG.




4. The differences between the missions of the wel lneas centers at other

MTFs and that of MACH’s center would be minimal. Therefore, information
concerning the operations ol ihe other centers would be appiicable to the
planning of MACH's center.

6. There would be no significant changes in the compositiaon of MACH’s

beneficiary population, both in terms of overall numbers and categories of

beneficlaries.

Limitations

1. The results of this study are applicable only to the situation at

MACH.

2. The center must be established in the space presentiy occupied by the

PES. Due to this space constraint, the we)lness center wil! not offer
gymnasium facilities.

3. Surveys of other MTFs were |imited to those HSC activitiea in the
Continental United States (CONUS) with wellness centers which had been
officially recognized as part of the MTF's mission.

4. Preventive dentistry activitiea were not consldered for inclusion
in the wellneas center.

6. Ihe number of beneficiaries who wouid obtain wellneas services from

the PRIMUS Ctlinic in lieu of the MACH wel lness center was unknown.




Review of the Literature

Weilness, a term that was created oniy in the 1960s, has roots that go
back to ancient times. Some of the earliest references to health as a concept
involving an individual and his or her relationship to the environment can be
found Iin the Code af Hammerabi (clrca 2000 B.C.) and the Mosiac Law (Moore and
Willlamson, 1984). The Greeks emphasized persanal health and ariginated the
idea of a8 “"healthy mind in a healthy body” (Ardeil, 19856). The Romans adopted
and further developed the medical innovations from Greece. Galen, a Roman
physictan, formulated a deflinition of health that stressed all aspects of an
Iindividual's |ife. He viewed health as "a condition in which we nelther
suffer pain nor are hindered In the functions of daily l|ife such as taking
part in government, bathing, drinking, eating, and doing the other things that
we want” (Moore and Williamson, p. 186).

In the late 19th century, the germ theory of disease and scientific
rationalism rose to prominence. The germ theory lald the foundation for
constructing new concepts of disease and health which still exist today under
the title of “"scientific medicine.” This approach to health care worked
effectively against the major Infectious diseases of the time, resulting In
vaccines for cholera, diphtheria, anthrax, and rabies. The success of these
vaccines obscured the fact that death rates for all Infectious diseases had
fallen with the advent of Improved sanitary conditions and living standards
(Johnson, 1986).

A major consequence of the growth of sclientific medicine was the notion
that both individual and public health were not personal responsibllities, but

rather were the responsibility of physicians and public agencies. Control of




10
disease and maintenance of health were separated from an individual's
lifestyle. This separation continued in Western medical practice until the
we |l lness movement emerged in the early 19608 (Johnson, 1986).

Wel Ineas was firast defined by a retired public health service physician,

Haibert L. Dunn, in 1961 in his book High Level Wellness. Dunn defined high

tevel wellness as "an integrated method of functloning which Is oriented
toward maximizing the potential of which the individual I3 capable; It
requires that the Individua! maintain a continuum of balance of purposeful
direction within the environment where he is functioning” (White, 1986, p.
74B) . He stressed the importance of the body, mind, and spirit in creating a
heal thful 1ifestyle for an individual (Ardell, 1988).

Over the next two and a half decades, a number of events occurred and
dacuments were produced which are considered key to the development of the
concept of wellness in this country. The most important of these milestones
are discussed Iin the fallowing paragraphs.

Influenced by Dunn’'s concept of wellness, John Travis, also & physiclan,
eatabl ished a Wellness Resource Center ag part of hig office practice. He
became the first physician to offer wellineas services to the general public
and other health care providers (Ardel{, 1986). Concurrent with the

develiopment of his wellness center, Travis published the Wellness Workbook,

which outlines the role of wellness within the continuum of the U.S. health
care system (Longe, 1981).

fn 1972, a longitudinal study of the impact of seven practices of dally
living on |ife expectancy and morbidity was published by Belloc and Bresliow.
This study has become one of the claasic documents of the wellness movement.

Over 6,800 adults In California were followed for five and a half years. The
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seven practices associated with increased longevity and decreased morbidity
among the adults were: 1) sleeping seven to eight hours per night, 2) eating
breakfast daliy, 3) not eating between meais, 4) mwmintaining ideal weight,
6) exerclsing regularly, 6) using alcohol moderately or not at al!, and
7) never smoking cigarettes (Taylior, Denham, and Ureda, 1982). This was the
first major study which demonstrated that |ifestyle and individual health were
clearly linked.

The Canadian Ministry of Health and Welfare published a report In 1874,
which was closely reviewed by the supporters of the wellness concept In the
United States. The report presented eplidem'ological evidence supporting the
significance of the Impact of |ifestyle on health. |t contained a call for a
series of national health promotion efforts. |In addition, it presented clear
evidence that advances in the healith of Canadians would come about only when
Individuals began to modify their lifestyles and assume more responsibility
for their own health (Ardell, 1986).

A report on dietary goais for the United States was released (n 1877 by
the Senate Seiect Committee on Nutrition and Human Needs. This document
demonstrated the |ink between diet and disease based upon research studlies
conducted on behalf of the committee. The repaort reconmended dramatic changes
in American food consumption patterns, including decreasing the intake of
salt, sugar, meat, and daliry products. It was felt that these changes in the
Amer ican |lIfeatyle would Improve the overall heaith of the nation (Ardell,
1986) .

The year 1979 Is conaidered by many to be a landmark year for the wellness
movement. Three major breakthroughs occurred during the year which served to

legitimize what had been a grassroots movement up until this time. First,
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Donald Ardeli, probably the most well known writer on the subject of weliness,
pub!ished a series of books which attained national prominence. These books
provided a definition of the concept of wellneas which continues to be
vti!lzed by numerous civlllian and government agencies. According to Ardeil,
five principles govern the concept of weliness: 1) Individual responsibility
for health, 2) nutritional awareness, 3) physical fitness, 4) stresas
management, and b) sensitivity to the phyaicel and cultural environments
influencing each individual {(Longe, 1881). He stated that all five of these
principles must be incorporated into a "welliness |ifestyle” that promotes
physical, emotional, mental, and spiritual health (Laughliin, 19882).

The second event which dramatically affected the wellness movement dur lng
1979 was the adoption of a policy statement by the Amer ican Hospltal
Association (AHA) on the hospital’s responsibility faor health promotian.
Because this policy statement was the catalyst for the establishment of health
promotion programs and wellness centers by a large number of hasplitals, it is

quoted in full below:

The hosplital has a8 responsibility to work with others In
the community to assess the hea!th status of the community
to ldentify target areas and population groups for
hospltal-based and cooperative health promotion programs,
develaop programs to heip upgrsde health In those target
areas, ensure that persons that sare apparently healthy
have access to Information about how to stay well and
prevent disease, provide appropriate health educatian
programs to ald those persons who choase to alter thelr
personal health behavior or develop a more healthful
lifestyle, and eatablish the hospital as an Ilnatitution In
the community that Is concerned about goaod health In
addition to one concerned sbout treating |Illness
(Cunningham, 1982, p. 84).
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The third major occurrence in 1979 was the release of the report Healthy

Peopie: The Surgeon General's Report on Health Promotion _and Disease

Prevention. This report confirmed "the growing belief among heaith experts
that further Improvements in the health of Amer ican people will be achleved -
not Just through increased medical care and greater health expendltures - but
through a national commitment to efforts designed to prevent disease and to
promaote health™ (Public Health Service, 1979, p. 1}). The report essentially
called for a new public health revolution requiring major changes in the role
of government in the development of its citizens' health habits (Jaffe, 1986).

Since 1879, the evidence supporting the importance of an Individual's
lifestyle in determining whether or not he or she develops a disease has
grown. The great epidemics of Infectious disease that are now history have
been replaced by contemparary epidemics of chronic diseasea. The leading
causes of death today are heart disease (48.4 percent of total deaths), cancer
{(20.6 percent), and stroke (6.5 percent) (Bader, Jones, and Yenney, 1982).
Together, they account for almost 75 percent of all deaths. Risk factors such
as smoking, obesity, dietary fat iIntake, lack of exercise, and stress are
associated with these causes of death. These risk factors can be reduced by
changes in |ifestyle by the individuals at risk (Taylor et al., 19882).
Advances in medical technology and drugs, on the other hand, have only |imlited
use in reducing the impact of these chronic diseases (Taylor et al.).

The cost of chronic Illnesses in the United States today is shoacking. In
preparation for a conference held in October 1083 entitled "Worksite Health
Promotion and Human Resources: A Hard Look at the Data,” the U.S. Department
of Health and Human Services attempted to capture the costs in terms of

dollars associated with several of these major chronic illnesses. Their data
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indicated that cardiovascular disease annually costs our economy %80 billion,
while cigarette smoking costs $48 billlon. The costs associated with drug
abuse approach $26 billion per year. These costs included costs assocliated

with lost workdays, decreased productivity, increased employee turnover, and
higher health insurance premiums. Not included were costs associated with
human suffering and grief (Polakoff, 198B).

At the same time that the wellnegss movement was bheing sanctioned by the
public and by private and government agencies, corporate America began to
reallze the drain that the costs of employee illnesses were having on thelr
profita. Corporations paid more than $100 biilion of the %400 billion spent
on health care by the nation during 1986 (Herzlinger and Caulking, 1886). In
actuality, businesses paid twice for the cost of health care: first through
insurance premlums for workers, retirees, and dependents and then through the
economic burden of employee absenteeism, decressed productivity, turnover, and
premature death (Forouzesh and Ratzker, 1986; Laughlin, 1982). For example,
the National Center for Health Statiatics found that smokers were il{ more
often than nonsmokers, lost more days from work, and were mare |ikely to

suffer from chronic conditions that Iimit activity. The center estimated that

each year in excess of 160 mlllion sick days are the result of the extra
amounts of |llness experienced by cligarette smokers (Bader, Jones, and Yenney,
1982) .

Corporations have responded to their rising health care costs In a variety
of ways. Wellness programs designed to change employees health behaviors such
as reducing stress, Iincreasing exercise, and improving their diets have been
developed by many businesses. The goal of these programs is to reduce direct

coasts for health care paid in the form of insurance premiums and medical bills
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and to decrease indirect costs associated with absenteeism, turnover, and
premature deaths (Ardell, 1986). [t is also anticipated by most businesses
offering these programs that employee recrultment, retention, morale, and
productivity will be Improved (Johnson, 1886).

The majority of corporate wellness programs are conducted at the work site
(White, 1986). They usually consist of activities such 83 health risk
appraisals, medical screening for specific health probiems including
hypertenaion and diebetes, individual counselling and health education
classes, physical fitness evaluations, and aerobic exercise progrems (Bader,
Jones, and Yenney, 1982). The programs most often address the Issues of
fitness, hypertension contro!, smoking ceasation, drug and alcohol abuse,
stress management, and nutrition and weight controi (Chen, 1982).

Most corporatlions with wellness programs spend less than $125,000 on these
activities. The majority spend between $1,600 and $50,000 for their programs
(Forouzesh and Ratzker, 1885). |In most cases, these costs are much less than
those associated with employee insurance premiums and medical bills. The
total cost of wellness programs among 200 large corporations examined by
Herzl inger and Caulkins (1986) amounted to only .11 percent of net profits
compared with 24 percent of net profits expended an employee health Insurance.

Although wel lness programs appear to be worthwhile investments for
corporations, evaluations of the effectiveness of the programs at reducing
health care costs are only now being conducted using objective criteria. The
!lterature contalns numerous reports aon the asuccess of such programs.

However, moat of the existing dats is highiy subjective. Four of the
corporate programs which have received the most attentian in the |lterature

are discussed below.
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The Campbell Soup Company was one of the earliest corporations to offer
employee weilness programs. Their programs were introduced In 1968. The
company has performed studies on the success of its programs in reducing
health care costs and improving employee health. The results of the atudies
indicate that the cessatlion rate among employees enrofied In thelir smoking
cessation clinic is over 25 percent after one year. A screening program for
colon and rectal cancer has saved the company %$245,000 (n direct Insurance
payments and indirect absenteeism costs (Bader, Jones, and Yenney, 1982).
Based upon data gathered from their own program, Campbell estimates that a
hypothetical company of 1,000 employees would generate annual savings of
$12,600 from stroke mortality, $60,000 from stroke morbidity, and $80,000 from
heart attack mortality and
maorbldity by establishing a hypertension screening and treatment program
(Potakoff, 1985).

Control Data Corporatian began offering !ts Staywel| program to Its
empioyees in 1878. The program consists of orientatlons for employees and
management, medical screening, health risk appraisal, and classes designed to
promote healthy behavior in a variety of areas. Enrolliment has ranged from 68
percent to 95 percent of employees at the corporation’s different plants. The
data avallable on the success of the Staywell program has thusa far been
subjective in nature. Employees participating in the program have reported
that they feel better, are absent less often, use medical resources less
frequentiy, and have higher morale. Objective data about changes in company
health care costs resulting from the program has not yet been published

{Herz!inger and Caulkins, 1886).
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Johnsan & Johnaon Corporation also initiated a wellness program for its
empioyees in 1979. Entitied Live for Life, the program offers medical
screening, health risk appraisal, indlvidua! counselling and group clasasee,
and exercise facilitlies. Just as with Control Data Corporation’s evaluation
of the success of Its wellness program, Johnson & Johnson Corporation’s
evaluation was based primarily on subjective measures. Attitudinal measures
such as satisfaction with growth opportunities, personal relationships, and
working conditions; job strain; job invalvement; and organizational commitment
were reported as improved by employees enrolled in the program. The data has
not been analyzed enough to allow demonstration of a cause and effect
relationship between the Live for Life program and the reported increase in
productivity (Manring, 1986).

A study of Prudential's wellness pragram conducted in 1984 provided more
objective data on the benefits of such programs than did the previous studies
discussed. Prudential’s program inciudes physical examinations, classes on
var lous wel lness subjects, and periodic medical screenings. The study was a
prospective, longitudinal evaluation of the effects of the wellneas program on
major medical and disability costs for the corporation. The resulits
demonstrated that employees enrolled in the program had lower major medical
and disabi!ity costs than did other employees. Major medical costs were 46.7
percent lower and disability costs were 31.7 percent lower over a four year
per iod among enrofied empioyees than among those not participating in the
program. At the time of the study, Prudential estimated that |t saved $1.93
for every doltlar Invested In Its wellness program (Elias and Murphy, 1886).
The authors of the study acknowledged that selection blas may have occurred in

that the study participants may not have been representative of the overall
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population. Some employees who took part in the program may have had
healthier lifestyles prior to enrollment. Their major medical and disability
costa might have been lower regardless of thelr participation {n a formal
wel lness program. However, the authora were of the opinion that this bias was
minimal and was far outwelighed by the main strength of the study, the fact
that it was a prospective, longltudinal evaluation of two measured cost
outcomes (E!ias and Murphy).

Corporations have not been the aonly organizations who have invested in
wellneass programs. Hosplitals have established progrems, both for their own
employees and for export to their local business cammunities. The mest comman
wel Iness programs offered by hospitals are nutritlon education, stress
management, hypertension control, physical fitness, smoking cessation, and
aerobic dance (Ross et al., 1986). Health risk appraisals and medical
acreening are also part of most of the programs (Longe, 1981).

The number of hospitals with wellness programs began to grow rapldiy soan
after the AHA's policy statement on health promotion was released. Through
their programs, these hospitals are sssuming responsibility for the health of
the communities they serve. Al| hospitals with welliness programs stand to
galn by offering these services. Benefits include improved competitive stance
among local hoapitals, increased referrais of patients, Increased revenues,
diversitication of services, Improved relations with the loca! business
communlty, increased util!lization of other hospital services, and enhanced
image of the hoapital in the eyes of Its employees and the public (Longe,
1986) .

Two examples of hospitals which have been successful in achieving their

goals through offering welliness programs to their employees and local
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businesses are Swedish Medical Center of Englewood, Colorado, and Skokle
Valley Community Hospital, Skokie, lliinois. The Swedish Medica! Center was
the first hospita! to establish a wellness center. It was created In 1978 to
offer programs to hospital employees and community businesses (Longe, 1981).
Soon after it was founded, the center was providing educational materials and
seminars to other hospitals, physician groups, schoois, and businesses in the
Denver area. The wellness center was so successfu!l that the hospital now has
a large number of contracts with institutions across the country to provide
wel lness Information and education (Ardell, 188B).

Skokie Valley Community Hospital’s Good Health Program was organized for
hospital empioyees in 1979. It offers a full range of wellness educatiaon
programs, as wel!l as health risk appraisal and medical screening services.
The hospital!l expanded its services rapidly. It presently directs wel lneas
programs for employees of Northwestern University, All-State !nsurance
Company, and other businesses In the Skokie area (Cunningham, 1982). As
evidence continues to mount concerning the Impact that |lfeatyle has upon
health, it becomea more and more evident that one solution to escalating
health care costs is to emphasize the concept of welliness in aorder to reduce
the deleterious effects which chronic diseases have upon our population.
Hospitals and corporations have already invested a great deal of money in
wel iness programs. Existing studies point toward numerous benefits from these
inveatments. However, the studies differ greatly in their design
methodologiea and measurement techniques. This makes it dif¢'rcuit to combine
their results into an aoveratl! picture of the benefits of wellnesa programs.
Further research is needed to better understand the long term effect of these

programs.
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Research Methodology

The research surrounding the establishment of the MACH wellness center was
per formed in six phases: 1} review of the |iterature and regulations,
directives, and policies; 2) teiephone interviews with other MTFs; 3)
survey of MACH staff; 4) determination of services and projected workload; 5)
determination of required resources; and 6) evafuation of the feasibility of

MACH providing the required resources.

Phase | ~ Review of the Literature and Regulations, Directives, and Palicies

The literature concerning wellness was reviewed to determine trends in the
wel lnesg fleid, services Included in civilian wellness centers, the procedures
used by civilian hospitals and corporaticns to establ)ish these centers, and
the effectiveness of the centers in meeting hospital and corporate goals.
Regulations, directives, and policies established on wellness by DOD, DA, and
HSC were reviewed. This information served as a framework within which the

other objectives of the study were accompl ished.

Phagse 2 - Telephone Interviews With Other MTFs

The initial step In this phase of the research was to contact HSC to
determine which MTFs had wetllness centers officially recognized as part of
their migaion. A teiephone interview was conducted with the HSC Community
Health Nurse Staff Officer, who is responsible for monitoring all of HSC's

wellness programs. She identified five MTFs with official wellness centers:
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1) Fort Bragg, North Caralina; 2) Fort Carson, Colorado; 3) Fort
Leavenworth, Kansas; 4) WIi!liam Beaumont Army Medical Center (WBAMC), EI
Paso, Texas; and b) Madigan Army Medical Center (MAMC), Tacoma, Washington
(Ashjian, 1987).

Structured teiephone interviews were conducted with the key individusals
responsible for operating the wellness centers at these MTFs. The purpose of
the interviews was to obtain information on what services these centers offer,
thelr average workioad, problems encountered In establishing and operating
them, and ways in which they cculd be improved.

The interviews were conducted in three stages. The first stage consisted
of an Initial telephonic conversation with each key individual to introduce
the research project and solicit his or her aasistance in completing a survey.
The second stage involved malling the survey cover letter and questionnaire to
each key individual. The questionnaire was pretested using the Delphi
technique. A panel of flve experts was selected based upon their expertise In
one or more of the clinical functions under conslideration for inclusiaon In the
wel lneas center, their famiiiarity with both the civilian and millitary
concepts of wellness, and their familiarity with the MACH beneficiary
population. The Delphi panel consisted of one Army Nurse Corps Lieutens. *
Colonel, one Medical Corps Lieutenant Colonel, one Medical Service Corps
Major, one A'my Medical Specialist Corps First Lieutenant, and one Masater
Sergeant with extenslive nureing experience. The panel reviewed the
queationnalre and recommended several changes. These changes were
tncorporated into the questionnaire prior to lts malling. Coples of the final
survey cover letter and questionnalire are at Append!x A. The reason for

mailing the survey questionnaire to each key individual! was to allow him or
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her time to review the questions and collect the requested data. The third
stage consisted of the structured telephone interview during which each key
individual provided responses to the survey questionnaire. This three stage
process proved successful in overcoming a potential problem with the iength
and complexity of the questionnaire being unsuitable for use in a telephane
interview.

The resuits of these interviews were evaluated and, where possible, used
to determine services, project workload, and determine required resaurces

dur ing Phases 4 and 6 of the research.

Phase 3 - Survey of MACH Staff

Selected chiefs of MACH's departments and separate services were surveyed
using the Wellness Center Survey at Appendix B. The questionnalire was
designed to provide information cn the types of services the gstaff felt should
be offered by the wellness center, the wel!lness services presently provided by
MACH, the resources used to support these services, and the impact that the
centgr would have upan their department or service.

The questionnalre was pretested by the Delphi panel. Two pretests were
necessary before the panel reached consensus. Modlfications were made after
each preteat based ufon the panel’s recommendations.

A total of 36 questionnalres was administered. The questionnalres were
delivered in person to each chief by the researcher. The areas surveyed were
selected by the researcher, in consultation with the Delphi pane! members,
based upon the potential impact that a wellness center would have upon their

operations. A listing of the areas surveyed can be found in the distribution
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of the Weliness Center Survey cover letter in Appendix B. An envelope was
sttached to each survey to allow the chiefs to return the survey to the
researcher through the hospital distribution system.

All 36 questionnaires were returned to the researcher. The responses from
nine of the areas surveyed were incompiete or unclear. Pfersonal interviews
were conducted by the researcher with the chiefs of these areas in order to
obtain additional infarmation and ciarify responses.

The reaults of the survey were evaluated and, where possible, used to
determine services, project workload, and determine required resaources during

Phases 4 and B of the research.

Phase 4 - Determination of Services and Projected Woarkload

The Information concerning services offered by other MTFs obtained during
the structured telephone interviews was combined with the services recommended
by the MACH staff and presented to the Delphi panel for review. The panel was
asked to apply their expert judgement and decide which services should be
offered by MACH's wel iness center.

Once the Delphi pane! had selected the services to be offered, attempts
were made to project the workload for the center usaing information from four
sources: 1) the review of the |iterature and regulations performed dur'!ng
Phase t of the research, 2) a detaliled examination of the demographics aof the
MACH beneflclary population, 3) the structured telephone interviews with
other MTFs conducted during Phase 2, and 4) the staff survey from Phase 3.
None of these sources produced the informatlon needed to accurately praject

workload, as will be addressed in the discussion section of this paper. This
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problem was presented to the Delphl panel. The panel reached a consensus on a
workload fligure based upon the average monthly workioad of the PES plus
additional workload due to the added wel lness servicea. This workload figure

was used during Phases 6 and 6 of the research.

Phase b - Determination of Required Resources

After the services to be offered and projected workioad of the center were
determined, the required resources were identifled based upon Information
obtained from the structured telephone interviews with other MTFa and the
survey of the MACH staff. These resources and their costs were presented to
the Delphl panel for review. The panel made a unanimous decision to elimlnate
selected services from the center to reduce costs. The revised llat of
services to ve offered and the resources sssoclated wlth these services were
used during the evaluation of the feasibility aof MACH providing the center's

resources in Phase 6 of the research.

Phase 6 - Evaluation of the Feasibllity of MACH Providing the Resources

The researcher performed this phase of the research in two atages. First,
a review of the current PES was conducted. Services that are provided and the
resources needed to support these services were examlned. Second, the
required resources for the weliness center identified during Phase B were
compared to the resources presently used in PES. Additional required
resources beyond those already available in the PES were determined. The

feasibllity of MACH providing the additional resources out of (ts current
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assets was evaluated. Sources were specified for those resourcea that could
not be provided by MACH. Actions that shouid be taken to obtain the resources

were developed.

11, DISCUSSION

Telephone Interviews With Other MTfs

Most of the questions asked during the structured telephone Interviews
with the five MTFs surveyed were designed as open-ended questions In order to
obtain as much information as possible about each MTF’'s wel lness center.

Since the majority of questions were open-ended, the responses provided to
them did not lend themselves to quantitative analysis. Therefore, the results
of the structured telephone Interviews were analyzed using content analysis.

In general, the researcher found that each of the wellness centers at
these MTFs differed significantiy from the other centers. Most of the centers
had been in operation for only a short period of time and had performed no
analysle of their workload or costs. Incomplete Information was recelved from
each of the centers concerning at least one of the questiona. This |imited
the usetfulness of the results during other phases of the resaearch.

Question | of the questionnaire concerned the length of time that the
center had been In operation. Responses to this question ranged from several
weeks to several years. The center that had been In operation the longest was
at Fort Bragg. It had been In operation alnce 1984. The centers at WBAMC and
MAMC had been open since mid-1886. The center at Fort Leavenwarth had been

functioning since March 1987, while Fort Carson's center had opened less than
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two weeks prior to the interview. This gradual increase in the number of
centers open throughout HSC appeared to parallel the growth of the Army's
interest in welliness and the fitness of its soldlers.

The second question addreased the services offered by the centers. A
table summarizing the results of thls question is at Appendix C. The services
offered most frequently by the wellness centers included physical
examinations, HRAs, blood pressure checks, helght and weight checks, blood
cholesterol levels, triglyceride levels, glucose levels, nutrition and welght
control counselling, stress management clinlca, exercise and physaical fitness
counselling, and videotapes on wellness subjects. The other services |isted
in this question were offered by a ama!ler number of the centers or were not
offered at all. Most centers referred patients seeking these other services
to specialty clinlca for care.

The responses to Question 3, whlch asked to whom the wellness center’s
services were aoffered, were identical for ali five MTFs. All centers extend
thelr services to active duty soldiers, retirees, dependents of active duty
and retirees, and civilian employees. By offering their services to all these
categories of beneficiaries, the centers are fully complying with DOD
Directive 1010.10 (Health Promotian).

During the discussions surrounding questions two and three, the model upon
which each wellness center was based was revealed. Each center Is designed
around a dlfferent model.

Fort Bragg’s wellneas center is conaidered a reception center model since
it is located in the installatlon’'s "One Stop Inprocessaing Center.” All newly
assigned active duty personnel and their dependents are offered the

opportunity to process through the center. Retirees, their dependents, and
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clvillan employees who seek the services of the center are seen on a space
avallable basis. The center provides its clients with HRAs, blood testing,
educatlonal classes on welliness subjects, and referrals for speclialized
testing or medical care, as required.

The we!llness center at WBAMC is focused around the PES. An HRA is
per formed on each individual who comes to the PES. Results of the appraisa!
and the physical examination are evaluated and the individual Is referred
elaewhere for more definitive medical care or educational classes, as
appropriate. Details concerning the aperation of thia center were of
particutar interest to the researcher since |t appeared to more closely
resemble a model for the potential center for MACH than did the other centers
surveyed.

Madigan Army Medical Center’'s "Total Fitness Center” is operated by the
hospital’'s Community Health Nurse. It is designed to be more mobile than the
other centers in that a team of health care personnel traveis to units, post
housing areas, and the Post Exchange and Commissary to conduct wel lness
assessments. Health risk appralsals are performed, biood is drawn, and
individuals are counselled concerning thelr health risks. A second visit Is
made to units and housing areas ta teach classes an nutrition, exercise,
stress management, and smoking cessation. Although identical services are
offered in the center itself, the activities of the team make up the bulk of
MAMC’s wel Iness workload.

The center at Fort Leavenworth Is based in a gymnasium opersated by the
installation. This center's emphasis (s an exercise and physical fitness. A
wel Ineas assessment, consisting of an HRA and blood testing, is performed on

each individual prior to his or her embarking on a physical fitness training
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program. The individual is counselled concerning his or her heaith risks and,
if necessary, referred to the hospital for more definitive medical care or
educational classes.

The services offered by the Fort Carson wellness center are provided
entirely through contracts with civilian sources. The center operates nut of
two locations, a central Inprocessing center and the PES. At both locations,
HRAs, height and weight checks, blood pressure checks, and blood testing are
performed. Individuais in whom probiems are identified are referred to the
hospital for further care or classes.

The purpose of the fourth and fifth survey questions was ta determine the
similarity between the beneficiary population of MACH's wellness center and
the benefliciary populations of the other MTFs' centers. The reaponses from
the MTFs varied. These responses are summarized in the table at Appendix D.
The composition of MACH's beneflcliary population ia also Included in the
table.

A review of the table revealed that two of the MTFs, WBAMC and Fort
Leavenworth, provided incomplete information concerning their beneficiary
populations. The missing information made it impossibie to compare the
populations served by these two wellness centers to the potential users of
MACH’s center. Since WBAMC's wel inesa center was of special interest to the
researcher, this inabillty to compare populations proved especially disruptive
to the research effort. |t should be noted that the researcher made three
separate attempts to obtain the information on WBAMC's beneflclary population
without success.

None of the beneficiary populations of the three MTFgs which provided

complete information were similar to MACH's population in all categories of
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beneficliaries. Fort Bragg's population was almost twice as targe as MACH'a In
all categories of beneficiaries except civilian emplioyees. Madigan Army
Medical Center's population resembled MACH's population in the active duty and
dependents of retirees and deceased service members categories. However, in
the dependents of active duty category, MAMC's population was almost twice as
targe as MACH's pcpulation and in the retiree category, It was almast three
times as large as MACH's population. On the other hand, MAMC had slightly
more than ha!f the number of civilian empioyees as MACH in Its population.
Fort Carson’'s benefliciary population resembied MACH’s in only the dependents
of active duty category. In the category of active duty, the Fort Carson
population was approximately two-thirds the size of the MACH population. In
the clviiian employees category, it was less than half the size of the MACH
population. Fort Carson’s population was over twice the size of MACH's in the
dependents of retirees and deceased service members category and almost three
times larger than MACH’s population in the retiree category.

Question 6, concerning the average monthi{y workload of the other MTFs'
wel lness centerz, was considered a critical question by the researcher. The
information obtained in response to this question was to have been used In
Phase 4 of the research to project workload for MACH's center. Unfortunately,
the responses to this question were incompliete. One MTF, MAMC, stated that
the center’'s workload was consolidated with that of the entire Preventive
Medicine Service and could not be broken out from that overal! figure. Three
centers, WBAMC, Fort Bragg, and Fort Carson, gave a total monthly work!oad
figure and indicated that it could not be broken down by category of
beneficiary or service. The figure provided by WBAMC was 1,200 patients per

month, the figure from Fort Bragg was 2,000 patients per month, and the figure
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from Fort Carson was 480 patients per month. The remaining center, Fort
Leavenwor th, provided workload data by category of beneficiary. The average
monthly workload for this center was 47 patients, 26 of which were active duty
soldiers. Ten patients were dependents of active duty and ten were retirees.
The other two patients were dependents of retirees. No civiiian employees
have been seen in this center.

The responses to Question 7, which concerned the average monthly cost to
operate the centers, ranged from no response to a !listing af the annual costs
assoclated with staffing, suppllies, and equipment. None of the MTFs were abile
to provide an average monthly cast figure for their center. One MTF, MAMC,
stated that the costs of operating the center were not malntained separsately
fram the costs of running the Preventive Medlicline Service. A second MTF,
WBAMC, iIndicated that the center’'s costs were Included In the costs of the
Community Health Nursing Service's aperations. Specific cost figures for
these two centers were not provided.

Fort Leavenworth and Fort Bragg provided incomplete information on their
center’'s costs. The only cost figure supp!ied by Fort Leavenworth was $36,000
for the salaries of 8 receptionist and nurse working In the center. This was
an annual cost figure and dld not Include the costs for the salaries of the
center’s other two employees. Fort Bragg simply provided an annua! cost
figure of £118,000.

The Information provided by Fort Carson was only slightly more detailed
than that provided by the other MTFs. An annual cost figure of $170,000
associated with the contract for this center’'s services was furnished. This
figure was divided between $100,000 for the salaries of flve employees,

$60,000 for supplies and maintenance of equipment, and $20,000 for the one
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time purchase of equipment such as scales, aphygmomanometers, computer
hardware and software, and a8 biood cholesterol analyzer.

Question 8 was divided Into two parts. Part a addressed problems
encountered In establishing the wel!ness center. Part b focused on praobiems
associated with operating the center.

The responses to Part a were grouped Into five categories: 1) no
problems, 2) staffing problems, 3) funding problems, 4) saspace problems, and
5) equipment problems. Two MTFs, MAMC and WBAMC, indicated that there had
been no problems encountered In establishing their centers. Two other MTFs,
Fort Bragg and Fort Carson, stated that they had initialiy had problems in
obtaining qualified personnel to staff thelr centers. Identifying sources of
funds and obtalning sufficient funds to cover the expenses associated with
creating the center were named as problems by Fort Leavenworth. Locating
space, obtaining permission to use that space, and completing engineer ing work
to prepare the space for occupancy were problems confronted by Fort Bragg,
Fert Leavenworth, and Fort Carson. Fort Bragg and Fort Carson also stated
that they had to overcome problems in securing computer equipment and a blood
cholesaterol! analyzer for thelr centers.

The responses to Part b were placed into twa categories: 1) funding
problems and 2) computer support. All five MTFs Identifled funding as a
probiem in operating the center. In each cagse, the problem was with acqulring
additional funding to expand the population serviced by the center. All of
the centers Initially offered their services oniy to active duty soldlera. In
order to meet DOD guide!ines, they began to offer their aservices to all
categories of beneficiaries and clvilian employees. This expansion increased

their funding requirements. They encountered difficulties in identifying
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sources of funds and secur ing enocugh funds to cover their growing costs.
Three centers, Fort Bragg, MAMC, and WBAMC, indicated that they continue to
have problems obtaining computer suppart to process HRA results and analiyze
workload and cost data.

Improvements that should be made in the centers were covered in Question
9. The responses to this question were directly related to the praoblems
ldentlfled In Question 8. The three MTFs which specified problems in Part a
of Question 8 indicated that better planning prior to opening thelir centers
would have alleviated all these problems. Increased funding for the centers
was the soie [mprovement recommended to resolve the probiems (dentified In
Part b of Question 8. Al|l of the MTFs stated that both their instaliations
and HSC should provide funds for the center to supplement the monies paild by
the hospital. These additional funds would permit the centers to properly
support al! categorles of beneficlaries in accordance with DOD requirements.

The final survey question requested additional comments. Four MTFs, Fort
Bragg, MAMC, Fort Leavenworth, and Fort Carson, made the same comment
concerning equipping their weliness centers. The comment was that a blood
cholesterol analyzer was critical to the operatlon of their centers. This
ingtrument permits Immediate analysis of the cholestero!l level in a blood
sample. Individuals who come to these centers recelve thelr biood cholesterol
readings without having to wait an extended perlod of time or return for a
second visit. The choleaterol reading is used iIn counselllng individuals
concerning their health risks and in identifylng patients who should be
referred for further medical evaluation. The MTFs felt that the Instant
feedback provided by this instrument directly affected the success of their

centers.
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Dur ing the course of the structured teiephone interviews, the researcher
became concerned that the wide varlety of responses to the survey questions
might indicate that the missions of the other MTFs' wellness centers differed
significantly from the proposed migsion of the MACH wel lneas center. [If this
were the case, the validity of assumption four would be questionable. In
order to confirm the validity of this assumption, which states that the
missions of the other MTFs’ centers and MACH's center are simiiar, the
regsegrcher deviated from the structured questionnaire to ask one addltional
question about the mission of each weliness center. The researcher verified
that the missions of all the centers were ldentical to the proposed mission of
MACH’s center. That mission, taken from DOD Directive 1010.10 (Health
Promotion), Is to provide wellness gervicea for the ingtallation which
increase the combat readiness of soldiers and encaourage a healthy |ifestyle
for al! categories of beneficiaries and DOD civiiian employees (Department of
Defense, 1886). The researcher concliuded that assumption four la valid
degpite the variances in responses to the questions.

There were several |imitations on the usefulness of the Infarmation
obtained from the MTFs in pianning for MACH’s we!lness center. First,
although the missions aof the centers were Identical, how these missions were
sccompl ished varied significantly among the centers. The researcher
discovered that each center was of a different design. The staffing,
supplies, equipment, apace, and funding required to support each center were
dependent upon the center's design. The differences between centera meant
that only portliona of any one center’'s Information were applicable to MACH'’s
center. Second, the differences between the beneficlary populationa served by

the centers interfered with the applicabi!ity of the other centers’' workload
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figures to MACH's center. Some researchers have stated that similarities
between potential populations of two heaith care facilities can result in a
similar demand for the sevices of both facilities (Bader, Jones, and Yenney,
1982). |t was hoped that at least one of the other MTFs’' beneflciary
populations wouid resembie MACH’s population so that its wellness center
worklioad could be appiied to the planning for MACH's center. This was not
what resulted from the interviews. Third, it was evident from the Incomplete
workload and cosat information avallable from the other centers that they were
not capturing this sort of Information in an effective manner. This led the
researcher to beiieve that any information provided on worklcad and costs was
only an estimate.

The researcher had anticipated that the information obtained from the
structured telephone interviews would prove applicable to MACH's wel lness
center. These limitations forced the researcher to conclude that this
information shouid be applled with caution and In only a very general manner

during the other phases of the research.

Survey of MACH Staff

The results of the Wellness Center Survey given ta selected members of the
MACH staff were snalyzed usling content analysis in a manner similar to that
used to evaluate the results of the structured telephone interviews with other
MTFa. This method was chosen again because the majarity of survey questions
were open-ended and the responses could not be quantitatively analyzed.

During this analysis of the survey responses, the researcher discovered that

the survey instrument had captured a great deat of information that was not
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pertinent to the research. Only that information relevant to the research has
been included in this discussion of the survey results.

All 36 questionnaires provided to the staff members were returned to the
reaearcher. Therefore, a 100 percent response rate was attalned for this
survey. This unusually high response rate was achieved because of the
emphasis placed upon the survey by the MACH Commander. The high response rate
initially ted the researcher to beileve that the reltlabllity and validity of
the questionnaire were high.

Question 1 of the survey soliclted staff members opinions on what services
MACH's wel lness center should offer. The responses tao this question are
summar lzed in Appendix E. The responses are listed in order from the services
recommended by the largest number of staff members to the services recommended
by the fewest staff members. The criteria that a service had to be selected
by at least 60 percent of the MACH staff members surveyed in order to be
recammended to the Delphi pane! for inciuslan in the wellness center was
applied to the responses to this question. The first 20 services |[isted, from
blood pressure checksa through immunizations, met this criteria. These were
the services presented to the Delphi panel for conslideration for inclusion In
the wellness center during Phase 4 of the research.

The responses to Question 2, which addressed services presently offered by
MACH, Indicated that many of the services in the questionnaire were provided
by more than one of MACH’s departments or gservices. The number of departments
and services offering each type of service Is outlined In Appendix F. The
services are ranked from thaose offered by the largest number of departments
and services to those offered by the smallesat number af departments and

services. A comparison of Appendices E and F demonstrated that 14 of the 20
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services recommended to the Delphi panel for inclusion in the wellness center
are presently performed at MACH. This similarity between the services
recommended and existing services indicated that many of the resources needed
to establish a wellness center were already available at MACH.

The answers to Question 2 were also evaluated to determine which
departments and services presently offer one or more of the wellness services
listed in the questionnaire. Twenty-one different departments and services
offer these services. The hospital’s four Family Practice Clinics, Women's
Health Clinic, Cardiology Service, PES, and internal Mediclne Clinic offer the
largest number of services. Each of these areas provides at leaat five
different types of wellness services.

The purpose of Question 3 was to cbtain an average monthly worklcad flgure
for each type of service. Unfortunately, most of the departments and services
Indicated that they did not malntain workload figures on the specific wellneas
gervices listed in the detal!l! requested by the researcher. Many key
departments and services such as the Family Practice Clinics and Internal
Medicine Ciinic stated that they were unable to provide any workioad figures
broken down by type of service. Those few departments and services that did
provide workload figures indicated that they were only rough estimates. The
fact that complete, accurate workload data an each type of welliness service
presently offered by MACH could not be pravided had a negative Impact on
efforts to project worklioad for the welinesa center in Phase 4 of the
research.

Questions 4, 5, and 6 were designed to obtain Information about the
staffing, supply, and equipment requirements associated with the wel lness

services presently offered by MACH. Much of the information contained In the
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responses to these questions was not relevant to the research and Is not
discussed. The information appl!icable to the research |s summarized in
Appendices G, H, and |. The only information reported in these appendices Is

that which applies to the 20 services identifled as appropriate for
consideration by the Deloh! panel for inclusian in the MACH wellness centar.

Appendix G capsulizes the responses to Question 4 and outlines the minimum
staffing presently employed by MACH to conduct these services. The minimum
staffing levels were determined by examining the personnel supporting a
particultar type of service in all the areas in which It was offered. The
lowest clvilian pay grade or military rank employed to perform the service was
selected as the minimum staffing level. Those services with both a civilian
pay grade and military rank |isted beside them were performed by both types of
employees in different areas of the hospital. Half of the services, mainly
those involving diagnostic testing, were carried out by employees in the
civilian General! Schedule (GS) pay grade of GS-4 or the millitary rank of E-4
and below. The rest of the services, most of which included interpretation of
test results and counselling of patients, were performed by employees In the
grade GS-b or 0-2 and above.

Appendix H captures the supply costs associated with one unit of each of
these services, as reported in the responses to Question 6. One unit of
service was defined as one blood pressure check, one nutrition and welight
control counselling session, ane HR,., etc. The researcher had planned upon
multiplying the supply costs for one unlt of a service by the warkload for
that service In order to determine the total supply costs assoclated with the

service. However, because the waorkload data provided in response to Question
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3 was so poor, total! supply costs for the services presentiy offered by MACH
could not be calculated.

Appendix | outlines the responses to Question 6. Although this question
was worded to include only equipment costing $1,000 or more, the majority of
respondents |isted all durable equipmert here, regardless of its cost. The
equipment costs reported ranged from $26 for callpers to determine percentage
body tat to $5,200 for a tonometer to screen for glaucoma.

Question 7 asked about computer hardwere and software pregently used to
support the wellness services performed by MACH. Only flve departments and
services (14 percent) stated that they were employlng a computer to sssist In
providing the services. Ail| the computers ident!fied were microcomputers.
Two of the five computers were used to process HRAs. The remaining three
computers were used primarily to perform word processing and manage supply
budgets. Six departments and services (17 percent) left this question biank.
The remaining 26 respondents (69 percent) stated that no computer support was
used to provide the services.

The purpose of Question 8 was to obtain an estimate of the percentsge of
workload for each type of service that could be transferred from |ts present
locatlon to the wellness center. The responses to this question were directly
related to the responses to Question 3. As noted earlier In the paper, the
responses to Question 3 were Incomplete and of doubtful accuracy. Twenty-two
of the respondents (61 percent) stated that none of thelr warkload could be
transferred to the wellness center. Seven respondents (19 percent) left the
question blank. The remaining seven respondents (19 percent) identified a
var lety of services and percentages of workload that could be transferred to

the wellness center. Unfortunately, in every case, these same respandents had
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not provided accurate, useful workload figures In Question 3. This meant that
although the researcher could identify that a certain percentage of workload
for a particular service should be transferred, she did not have an initial
workload figure upon which to base further calculatlans. The responses to
this question were essentially useless to the researcher in her efforts to
project workioad for the wellness center during phase 4 of the research.

Question 9 addressed the impact that the wellness center would have upan
the departments and services surveyed. Three basic themes emerged from the
answers to this question: 1} establlshing the center would have little or no
impact, 2) esteblishing the center would have a significant positive impact,
and 3) establishing the center would have a significant negative impact. Ten
respondents (28 percent) indicated that establ ishing the center would have
little or no impact upon their departments or services. All ten respondents
were from specialty clinlcs who were presently providing few wellness
services. Twenty-three respondents (64 percent) stated that establishing the
center would have a significant positive Iimpact upon their departments or
services. The main reason given for the positive Impact was that the center
would keep relstively healthy patients out of hospital clinics and allow the
staff to concentrate its efforts on sick patien.a. Three reapondents (8
percent) felt that the center would have a significant negative Impact on
their departments and services. They expreased the oplnion that the hospltal
did not have the staff nor the funds to properly support the center. Since
the majority of respondents felt that the center’s Impact would be poaitive,
the answera to this question seemed to Indicate staff support for the center.

Staff support for the center was further demonatrated in the responses to

Question 10. The additional comments provided were very positive. The 23
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respondents (72 percent) who made additional comments stated that they fully
supported the idea of the center and were interested in assisting in its
planning.

In summary, the results of the Welliness Center Survey aliowed 20 services
to be identified and recommended to the Delphl panel for inclusion in the
we!l iness center. However, several |limitations to the usefulness of the
information obtained from the survey were identified. Firat, the workload
information provided was extremely Incomplete and was not broken down by
service. This incomplete workload information detracted from the usefuliness
of much of the other information obtained from the survey in projecting demand
and estimating resource requirements for the center. Second, the validity of
the survey questionnaire was not as high as the 100 percent response rate
seemed to indicate. Even though the questionnaire underwent two revislons and
was successfully pretested with the Delphi panel, the wide variety of
responses to the questions and the number of questions left blank ted the
researcher to conclude that respondents misunderstood some of the questions.
Their responses did not provide the typas of answers expected by the
researcher. Therefore, the questiona did not appear to measure what the
researcher had Intended them to measure. Just as with the results of the
structured telephone interviews, the researcher determined that the
Information attained from this survey should be used with care and only In a

general manner during other phases of the research.
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Determination of Services and Projected Workioad

In order to determine what services the wellness center ahould offer, the
researcher combined Information concerning the services provided by other MTFs
obtained during the structured telephone interviews {(Appendix C) with the
services recommended by 50 percent or more of the MACH staff on the Wellness
Center Survey (Appendix E). This information was presented to the Delphi
pane! for review. The panel members were asked to decide which services
should be made available In the weliness center. The services recommended
initially by each panel member were complled and returned to al! the members
for review in order to further refine the list of services.

After three lteratlons of thils process, the five pane! members were unable
to reach a consensus on servicea. However, three panel members dlid agree an
services at the end of the third lteration. The researcher accepted the
services recommended by this simple majority of the panel as the aoplinion of
the overall panel.

The three panel members first identified the 17 gervices listed In
Appendix J as essentia! to MACH’s wel lneas center. They then stated that
alcaohol and drug abuse counselling should continue to be per formed by the
Alcoba! and Drug Abuse Prevention and Contraol Program (ADAPCP) staff rather
than being transferred to the center. The ADAPCP bullding is within walking
distance of the proposed wellness center location. It is staffed with
counseilora tralned In hand!ing alcohal and drug problems. Patlents
ldentified as having an alcohol or drug problem during a viait to the wellness
center would be referred to ADAPCP. Pap smears, birth control counselling,

and breast self-examination classes were also eliminated from the |ist because
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they are already performed at the Women's Health Clinic (WHC). The buliding
housing WHC is located adjacent to the proposed wellness center location. It
is already staffed and physically configured to handle these specific
services. The panel members determined that these four types of services
should continue to be performed in their present locations. Once these four
services were deleted from the |ist, the 13 services remaining were the ones
recommended by the Delphi panel for inclusion in the wellness center. They
were used by the researcher in planning for the center during the rest of the
research.

After the services to be offered in the center were chosen by the Delphi
panel, the researcher focused on projecting workioad for the center. The
initial attempt to estimate worklocad was made using information aobtained
during the review of the |iterature and regulations, directives, and policies.
This attempt produced no useful workload Information. The {iterature reviewed
on clvilian wellness centers contained no workload figures for these centers.
The regulations, dlrectives, and policles also did not include any workload
Informatian.

A second attempt at determining potential waorkload invaolved analyzing
demographic features of the MACH benefliciary population such as age, sex, and
category of beneficiary. The review of the civiliian literature had produced
information concerning such {asues as which medical screening tests should be
per formed on Individuals of a particular age and sex, how often these tests
should be performed, and what percentage aof a population of a particuiar age
and sex was most |ikely to smoke or be averweight. The researcher intended to

apply this Information to the MACH benefliciary population to determine an
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approximate number of individuals who would use the center over a ane year
period.

A computer printout of the Fort Benning population broken down by sex,
age, and category of beneficiary was obtained from the Defense Enroliment
Eligibility Reporting System (DEERS) Support Office in Monterey, Cailifornia.
A review of the printout revealed that the DEERS data base for Fort Benning
had ser ious problems. For example, the printout listed more than 13,000
individuals under the sge of 16 and more than 300 individuals over the age of
64 on active duty. A telephone conversation with the Director of the DEERS
Support Office confirmed that the data base was very inaccurate (Nownes,
1987). For this reason, the researcher ellminated the analysis of the MACH
benefliciary population as a method of obtaining workload infarmatian.

The researcher next attempted to estimate workload using the results of
the structured telephone interviews with other MTFs. As mentioned earlier in
the discussion section of this paper, the information provided by the other
MTFs was incomplete and only very broadly applicable to the MACH wel lness
center. Specific workload figures could not be determined from the results of
these interviews.

The fourth attempt to determine workload utilized information obtained
from the survey of the MACH staff. This Informatlen also proved to be
incomplete and of |ittle assistance in providing specific workioad figures.

The researcher summar ized the failures of these four attempts to estimate
workload and presented the problem to the Delphi pane!. The panel was asked
to assisat the researcher In projecting workload for the center. One panel
member proposed that since the wellness center was to be established in the

PES that its workload be estimated as the average monthly workload of PES plus




.. /00

44
- a8 figure for additional workload generated by the creatlon of new weliness
services. This proposal was presented to the entire Delphi panel for review.

The consensus of the panel was that the workload figure to use in planning for

the center should be the average maonthly workload of PES plus approximately
200 additional patients.

The average monthly workioad of PES reported In the MACH ataff survey was
3,211 patients. A break down of these patients by category of beneficlary is
contained in Appendix K. The Delphi pane! recommended that 214 patients,
separated Into categories of beneflclaries as outlined in this appendix, be
added to the existing PES workload to give a projected monthly workioad figure
of 3,425 patients for the wellness center. This workioad figure was used In
planning for the center during the succeeding phases of the research.

It Is Iimportant to note that this workload flgure i3 only a rough
approximation of the average monthly workload for the center. There are at
least two factors whose [mpact upan the center’s workload cannot be predicted
at the present time. First, the Fort Benning area Is acheduled to receive a
Primary Care for the Uniformed Services (PRIMUS) clinlc durling fiscal year
1988. Although no apecific wellness services are included In the Fart Benning
PRIMUS clinic contract, beneficlarles are certain to obtain at least some of
the services offered by the weliness center from the PRIMUS clinic.
Unfortunately, the number of beneficiaries who will use the clinic Iin tieu of
the wel!lness center for their preventlve health care Is unknown. Second, the
Delphl panel members acknowledged that it was very difficult for them to
predict the usage of the center by category of beneficiary. They Indicated

that the breakdown of the 214 patients |isted in Appendix K was only a raugh




45
estimate of what would actually occur based upon thelr experience In the

wellness field.

Determination of Required Resources

In determining the resources required in order for the center to provide
the services recommended by the Delphi panel, the researcher drew upon
information obtalned from the structured telephane Interviews with other MTFs
and the survey of the MACH staff. |Information contained in Appendices G, H,

I, J, and K was utliiized In combination with the PES response to the MACH
staff survey. Costs were attached to the identifled resources. The center’s
total resources and costs resulting from an analysis of this information are
outlined in Appendices L, M, and N.

The development of the Infarmation on staffing, supplles, and equlipment
contained in Appendices L, M, and N for blood pressure checks is dlscussed in
detail below. The resources assoclated with the rest of the services were
developed in a manner similar to that used for blood pressure checks.

The minimum staffing for blood pressure checks was determined by reviewing
Appendix G and the PES response to the MACH staff survey. Appendix G
indicated that a civiliand employee in the grade of GS-3 or a military service
member with the rank of £-3 could perform this service. The PES response
stated that thls service was presentiy belng performed by two GS-3 civilian
employees. Since the PES workload waes used as a base figure In predicting the
center’'s workload, It was determined that at least two personnel were required
for this service. The researcher selected two GS-3 civilian employees rather

than E-3 military service members because the civilians' salaries were
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substantially lower than the military service members salaries. The salary
rate for the civilians was taken from the standard GS pay table. The pay rate
for the military members was taken from the 1987 Compasite Standard Rates for
Costing Personnel Services (Department of the Army, 1887a). The average step
level for a GS-3 civilian employee at Fort Benning was verified as atep level
four (Creek, 1987). Therefore, the annual salary for a GS-3, step 4 was used
in the cost calculations. This annual figure was divided by 12 to obtalin the
monthly salary figure reflected in Appendix L.

The supply costs associated with providing blood pressure checks were
obtained by combining information in Appendix H with the PES response to the
gtaff survey. No supply costs were Iinvalved In providing this service. For
thaose services involving supply costs, the costs were calculated for one unit
of service and multipllied by 3,426, the projected monthly workload for the
center. This resulted in the total monthly supply costs listed Iin Appendix M.

Information found in Appendix | and the PES response to the staff survey
was used to determine the equipment costs involved In providing blood pressure
checks. The equipment costs were figured as one time costs assocliated with
the initlial establ ishment of the center. Since the MACH Commander’s original
concept was that the center would be highly automated, a computerized blood
pressure machine, blood cholesterol analyzer, and HRA computer system were
Included among the Items of equipment |isted In Appendix N.

The total costs Involved in offering the services recommended by the
Delphi panel! were separated into one time costs to establish the center and
recurring costs to operate the center. The one time costs were to purchase

equipment to initially outfit the center. They totalled $17,880. The
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recurring costs, totalling %$42,383.75 per month or $508,726 annualiy, were for
salaries and supplies.

Appendices L, M, and N were presented to the Deiphl panel for review. AlI
flve panel members agreed that the salary costs assoclated with the two 0-2
Army Medical Specialist Corps officers for nutrition and weight contro! and
exercise and physical fltness counselling, the one 0-3 Medical Service Corps
officer for stress management clinlcs, and the one Army Nurse Corps officer
for smoking cessation clinics were prohiblitive. They recommended that thesge
services be el iminated from the center. Martin Army Community Hospital
presently has staff members In these specialties conducting these services at
the main hospital. Therefore, the panel decided that these services could
best be provided by referring patients who were identified in the wellness
center as needing the services to the main hospital. All other information
contained in the appendlices was approved by the Delph! pane! without comment.

The revised services recommended by the Delphi panel for Inciusion (n the
welIness center are listed In Appendix 0. Eliminating nutrition and welight
control counsellling, exercise and physical fitneas counselling, stress
management clinics, and smoking cessation clinics from the services to be
offered signiflicantly reduced the center’'s required resources and costs. One
time costs to estabiish the center were reduced to $16,730 by deleting
equipment costing $1,1680. Recurring costs were reduced by $24,704.50 per
month or $206,464 per year. The revised total recurring costas were $17,689.26

per month or 212,271 per year.
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Evaluation of the Feasibility of MACH Providing the Resources

The evaluation of the feasibility of MACH providing the resources required
to support the center was conducted in two stages. The first stage consisted
of an analysis of the current PES. The second stage involved comparing the
services performed and the resources presently used in the PES toc those needed
for the wellness center.

The PES presently performs var ious types of physical examinations on ail
categories of beneficiaries. Types of physical examinationsg performed include
periodic, separation, over 40, service academies and ROTC, military sachools
{(Airborne, Ranger, Pathfinder, Officer Candlidate Schoo!), Special Forces,
employment, and sports physicals. Physical examinations for individuals are
per formed on a walk-in basis or by appointment depending upon the type of
physical. Examinations for entire units are done by appointment only.

As noted eariier in the paper, the PES completes an average of 3,211
physical examinations per month. This workload Is accomplished utillzing 18
civilian employees and one milltary employee. The PES functions are divided
into 17 statlons. |Individuais rotate through these stations during the course
of tneir phyaicaia. The stations, services performed at each station, and
staff required to support each statiaon are detailed In Appendix P.

The PES presently uses a wide varlety of supplles and equipment to support
fts workisad. Supplles such as blood tubes, needles, alcohol swabs, bandages,
X-ray film, developer, sllides, and specimen cups are used routinely. During
tfiscal year 1887, the PES was budgeted $23,000 for these types of supplies
(Kahn, 1987). Major equipment presently used by the PES Includesa a

computer ized blood pressure machine, sphygmomanometers, stethoscopes, a chest
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X-ray machine, a processor, audiometers and an audlometric booth, vision
teating machines, and scales. Wlith the exception of the cheat X-ray machine,
this equipment has been purchased within the past five years and Is in
excellent condition.

The operations of the PES are accomplished in a bullding located
approximately five miles from the main hosplital. The building Is over 40
years old but in good repair. It is two stories high and contains a total of
23,5630 square feet of usable space. All of this space is currently occupled
by the PES' stations, offices, and storage areas. Two parking lots with
spaces for over 250 cars are located adlacent to the PES bullding. Aithough
these parking areas are shared wlth four other facillties, they are rarely
filled.

Dur ing the second stage of the evaluation, the researcher compared the
services and resources of the PES to those required for the welliness center.
As part of this comparison, Appendices L, M, N, 0, and P were examined.

The PES already performs seven of the nine revised services to be offered
by the we!lness center outlined in Appendix 0. The staff, supplies, and
equipment to support these seven services are already avallable. The two
services not presently perfo-med by PES are HRAs and videotapes on wellness
subjects. These services and the resources ta support them would have to be
added in order to create the wel!ness center.

According to the Chief, PES, these services could easily be added. Space
for an extra station for HRAs is available in the area presentiy containing
Statlaon 3. A break area and waiting room on the second floor could be
modifled to praovide space for a videotape |lbrary and viewing area. Nao

engineering work would be required to make these changes (Kahn, 19887).
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These two additional services wouid be incorporated into all physical
examinations performed at the PES. |In addition, selected stations (1, 2, 4,
6, 7, 8, 9, 13, 14, 16, and 16) wou!d be available to the 214 patients
projected to use only the wellness services. There are times when the
building is crowded with personnel processing through the stationa. This
usually occurs when entire units are obtaining physical examinations. Much of
the time, however, there is excess capacity at the stations that could
accomodate these 214 indiviuais. |In order to svolid having individuals arrive
for weliness services at peak physical examination times, the pracedures of
the PES could be modified. Physical examinations far both Individuals and
units would be conducted by appointment only. The hours when physical
examinations were avalilable would be separate from those when we!lness
services were offered.

The additional resources requlred to convert the PES to a wellness center
would be minimai. Two G5-83 clvilian employees to administer HRAs and produce
computer printouts with results would be the only added staff necessary. The
cost for these employees would be $2,163.50 per month or $25,962 annually.
Extra supplies required would include paper, pencils, and computer mark sense
forms to process HRAs on 3,425 patients per month plus Increased amounts of
supplies already used by the PES to support the additional 214 patients
receiving only wellness gervices. These supplies would cost approximately
$3,799.50 per month or %45,584 annually. Total recurring costs for additiaonal
staff and supplies would be $71,666 annualiy.

The purchase of 8 blood cholesterol analyzer, a computer system and

gsoftware for HRAs, two videocassette recorders, twa televislon sets, and a
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videotape library on wellness subjects would be required on a one time basis
to establish the center. The total cost for this equipment would be $10,800.

Martin Army Community Hospital is not capable of providing ali the
additional resources necessary to support the wellness center. The hospital
presently has no funds available to hire extra personnel. Supply monlies are
also severely |limlted. Even the $10,800 required to purchase equipment is not
avallable in the current MACH budget. It is anticipated that the hoapltal’s
fiscal year 1988 budget will be between $250,000 and $500,000 less than the
fiscal year 1987 budget (Department of the Army, 1987b; Department of the
Army, 1987c).

The funds to support the establishment and continued operation of the
wel lness center should be sought from two sources, HSC and the Fort Benning
installation. During the telephone interview with the HSC Community Heal th
Nurse Staff Officer, the researcher discovered that HSC piens to provide an as
yet undetermined amount of funds to all CONUS MTFs during fiscal year 1888 to
support their wellnesa programs. This maney is to be used to purchase staff,
supply, and equipment resources to develop whatever weliness services MTF
Commanders deem appropriate for their installations (Ash}ian, 1987). At a
.minimum, MACH should request the $10,800 needed to equip the center and 50
percent of the recurring costs for the first year of operation. The total
amount MACH should request during fiscal year 1988 from HSC shoulid be $46,678.
Requests for funds In subsequent years should be based an what s requlired at
that time.

The other 60O percent of the recurring costs for the center’s first year of
operation, a total of $36,778, should be sclicited from the Fort Benning

installation. According to DOD Directive 1010.10 (Health Promotion}), the
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primary responsibility for an installation’s wellness program rests with the
instaflation Commander (Department of Defense, 1986). Therefore, the
installation Commander should contribute funds to support a center which wili

asgiat him in accomplishing a8 part of his miasion.

{11. CONCLUSIONS AND RECOMMENDAT IONS

Conclusions

The researcher concluded that It lg feasible to establish a wellness
center at MACH. The results of the research seem tao indicate that staff
support for the center is present, space to house the center is available in
the PES building, parking space adjacent to the building Is avallable, and the
additional resources required to support the center are minimal.

The major problem anticipated with establishing the center Is obtaining
funds from HSC and Fort Benning to supplement funds invested by MACH. The
probability of HSC providing funds during fiscal year 1988 is high. The
likel ihood of acquiring funds from the installation is an unknown factor which
requires further Investigation.

The researcher also concluded that only the wellness services recommended
by the Delphi pane! should be inciuded in the center. The other weliness
services currently offered by MACH should continue to be performed in their
present locatlons. The resources to support these services are already in
place at their present locations. Allowing the services to remaln at thelr
current locations appears to be the most cost effective means of insuring that

the maximum number of wellness services are available at MACH.
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Recommendations

The following recommendations are made concerning the MACH wel lness
center:

t. It Is recommended that the wellneas center be establighed withln the
confines of the PES building with the services and resources outlined in this
paper.

2. 1t is recommended that the other wellness services currently offered
by MACH continue to be performed in thelr present locatlions with thelr
existing resources.

3. It is recommended that policies and procedures be establ ished to
govern operation of the center incliuding such topics as access to the center,
handiing of paperwork generated by the center, and referral of patients to
erecialty clinies for more definitive medical care.

4. It ls reconmmended that actions be taken to procure the additional
resources required to operate the center. Actions should include requesting
funds from HSC and the Instailation, submitting a request to HSC to have the
center officlially recognized as a MACH mission, sulialtting an interim manpower
document to have the two additional clvillan employees performing HRAs
recognized on MACH's Table of Distribution and Al lowances, and submitting
requisitions for supplies and equipment.

6. It is recommended that coaordination be effected with the Installation
Commander and his staff concerning the changes In services that will occur
when the center Is opened. The services planned for the center and the

existing wel!ness services performed by MACH should be integrated Into the
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installation's overall wellness program as required by DOD Directive 1010.10
(Health Promotion).

6. It is recommended that a marketing plan be developed for the wellness
center. The plan should include articles for the MACH and installation
bulletins and the Fort Benning newspaper; flyers to be placed in hospital
clinics, the Post Exchange, and the Commissary; information sheets to be
placed in the installation and hospital welcome packets; and briefings and
classes for units, the U.S. Army Infantry Schoo!, civilian employee groups,

and local military community organizations.
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DEPARTMENT OF THE ARMY

HEADQUARTERS UNITED STATES ARMY MEDICAL DEPARTMENT ACTIVITY
FORT BENNING, GEQRGIA 31905-6100

11 May 1987

SUBJECT: Request for Wellness Center Information

Preventive Medicine Department
Evans Army Community Hospital
ATTN: LTC Mallory

Fort Carson, Colorado 80913-5207

1. Reference is made to my telephone conversation with 1LT Lasure, your
activity, on 7 May 1987.

2, Martin Army Community Hospital (MACH), Fort Benning, Georgia, is planning
to establish a wellness center. As part of the planning process, I have been
tasked by the MACH Commander to conduct a survey of other Military Treatment
Facilities (MTF) that operate wellness centers. This letter is to request
your assistance in completing the survey attached at Enclosure 1 concerning
the operation of your wellness center.

3. The information obtained from this survey will be used in MACH's planning
process for a wellness center. In addition, the consolidated results from

the MIFs surveyed will be included in a report to the U.S. Army Academy of
Health Sciences as part of my completion of a Masters Degree in the U.S. Army-
Baylor University Graduate Program in Health Care Administration.

4. As I mentioned during referenced telephone conversation, I will be calliné
you in approximately two weeks in order to obtain your responses to the survey
questions. I hope this will provide sufficient time to gather the data since
the time frame for completion of the project is rather short.

5. 1f you have any questions or experience problems in completing the survey,
please call me at AULOVUN /34-2516/1212 or Commercial (404) 544-2516/1512.

6. Thank you very much for your assistance in this matter.

<::~: ) S Ck*,é§o\f¥>

Encl ANN E. SAUNDERS
Captain, MS
Administrative Resident
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Telephone Survey of Medical Treatment Facilities

Purpose of the survey: To obtain information concerning the operation of
your wellness center which might prove useful in planning for a wellness
center at Martin Army Community Hospital, Fort Benning, Georgia.

Date:
Name of Individual completing survey:
Duty position:

Address:

Telephone number - AUTOVON:
Commercial:

1) How laong has your wellness center been in operation?

2) What services does the center offer?

Physical examinations

Health risk appraisals

Blood pressure checks

Helight and welght checks
Determination of percent body fat
Resting and stress EKG

Blood cholesterol level
Triglyceride level

Glucose level

Pulmonary function tests

Hear ing tests

Glaucoma screening

Mammogr ams

Pap amears

Stool guaiac tests

Digital rectal examlnations
Proctosigmoidoscope examinations
Wel |-baby clinics

Birth control counselling
Immunizations

Nutritiaon and welght counselling
Streas menagement clinics

Smok ing cessation clinics
Exercise and physical fitness counselling
Alcoho! and drug abuse counselling




3)

4)

B)

Breast/testicular self-examination classes
Videotapes on wellness subjects

Aerobics classes

Gymnasium facillities

Other - please speclfy

To whom are these services offered?

Active Duty

Dependents of AD

Retirees

Dependents of Ret and deceased
Civilian employees

Other - please explain

What is the present compositiaon of your beneficliary population?

Category of Beneficiary Number

Active duty

Dependents of AD

Retirees

Dependents of Ret and deceased
Other - please specify

What ia the total number of civilian empioyees at your

installation?

b7




6) What is the average monthly workload of your center broken down by
category of beneficiary and type of service identified in Question #2?

Service and Category Monthly
of Beneficiary Work load

Service: _______________
Active Duty
Dependents of AD
Retlrees
Dependents of Ret and Deceased
Civilian employees
Other

Service: ___ __ __________
Active Duty
Dependents of AD
Retlirees
Dependents of Ret and Deceased
Civilian employees
Other

Service: ___ ___ _________
Active Duty
Dependents of AD
Retlirees
Dependents af Ret and Deceased
Civilian employees
Other

Service: _____ __________
Active Duty
Dependents of AD
Retirees
Dependents of Ret and Deceased
Civilian employees
Other

Service: _______________
Active Duty
Dependents of AD
Retirees
Dependents of Ret and Deceased
Civilian empioyees
Other




7) What is the average monthly cost to operate your center? |f this

Informatlon Is not avallable, what is the annual

8) What were/are the major probiems encountered

a) Establishing the center?

b) Operating the center?

budget for the center?

In:

b9




9) What improvements would you
these problems?

10) Additional comments:

like to see made

in the center to overcome
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‘DISPOSITIOM FORM

Far use of this form, see AR 340-15; the proponent agancy is TAGO.

REFERENCE OR OFFICE SYymBOL SUBJECT
HSXB-AR (40) Wellness Center Survey
TOSEE DISTRIBUTION FROM Commander, MEDDAC DATE 20 May 87 CMT 1

CPT Saunders/ad/544-2516

l. 1In recent years, the popularity of the wellness movement has been steadily
growing. Many civilian hospitals now offer wellness programs to both their own
employees and to businesses in the local community. These wellness programs
usually include a means of evaluating the health status and lifestyle risk
factors of an individual, as well as educational programs in such areas as
smoking cessation, nutrition and weight control, and stress management. Often,
the hospitals create wellness centers to consolidate all of their programs
under one roof and make them more accessible to interested individuals.

2. I am considering establishing such a center here at Martin Army Community
Hospital (MACH). As you are undoubtedly aware, we presently offer a number of
programs designed to enhance the health of our military community. Currently,
these programs are located in many different areas of the hospital. A wellness
center would provide a central location for our programs and, hopefully, make
them more accessible to our beneficiary population. I envision locating the
center in a building separate from the hospital, possibly in the Physical Exam
Service building. This would keep relatively healthy individuals out of the
hospital. If we can assist these individuals in their efforts to prevent ill-
ness, they may never return to MACH as patients.

3. I am asking for your assistance in evaluating the feasibility of establish-
ing the wellness center. CPT Saunders, the Administrative Resident, has
developed a questionnaire which I would like you to complete. The gquestion-
naire is attached as Enclosure 1. The purpose of the questionnaire is to obtain
information about wellness programs that your department or service is pres-
ently supporting and the impact that creating the center would have upon your
organization. In answering the gquestionnaire, please keep in mind that MACH
can request additional resources from post and Health Services Command if our
resources alone cannot support the center.

4. Please complete the guestionnaire, place it in the envelope provided, and
return it to CPT Saunders by 18 Jun 87. If you have questions concerning the
guestionnaire, please contact her at 544-2516/1512.

M.D.

Encl . RICHARDS,
Colonel, Medical Corps
Commanding

DISTRIBUTION:

C, NCD

C, Community Mantal Hlth Svc
C, Dept of Psychiatry

C, Psychology Svc

{(CONT'D)

1986 -490-003/
FORM PREVIOUS EDITIONS WILL BE USED ® USGPC 1986-490-003/43241
AUG 80




HSXB-AR (40)
SUBJECT: Wellness Center Survey

DISTRIBUTION: (CONT'D)
Dept of Radiology
Dept of Nursing

SWS

Depts of FP/PCCM

C,
C,
C,
C,

c,

C,

C,
C,

FPCCS
EACS

Dept of Med

Allergy
Cardiology
Dermatology
Gastroenterology
Internal Med
Pulmonology
Pediatrics

Dept of Surgery

C,

14
C,

Gen Surgery

Ob~-Gyn

Urology

Orthopedic
Occupational Therapy
Physical Therapy
Ophthalmology
Otolaryngology
Optometry

Audiology

Clinical Dir, ADAPCP
C, PVNT MED

Comm Health Nurse
Occu Health Nurse

C,

STD Clinic

62

20 May 87




63
Weliness Center Survey
Date:
Name of individual completing survey:
Duty position:
Depar tment or service:
Phone number:

1) Place a check mark in front of the types of services |isted below which
you feel should be offered by a welliness center established at Martin Army
Community Hospital:

Bliood preassure checks (as part of hypertension control)
Height and weight checks
Determination of percent body fat
Resting and streas EKG

Blood cholesterol level

Blood trigiyceride level

Blood glucose jevel

Pulmonary function tests

Hear Ing tests

Glaucoma screening

Mammogr ams

Pap smears

Stool gualac tests

Digital rectal examinations
Proctosigmoidoscopic examinations
Physical examinations

Health risk appraisals
immunizaticns

Birth control counselling
Nutrition and welight control counseiling
Exerclise and physical fitness counselliing
Alcohol and drug abuse counselling
Stress management clinics

Smok ing cessatlion clinics

Wel l-baby clinics

Breast self-examination classes
Videotapes on we!llness subjects
Aerobics ciasses

Gymnasium facllities

Wel lness hatline

Other - please specify
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2) Place a check mark In front of the types of services |isted below which
are presently offered by your department or service:

-

Blood pressure checks (as part of hypertension control)
Height and weight checks
Determination of percent body fat
Resting and stress EKG

Blood choleaterol level

Blood triglyceride level

Bload giucose level

Pulmonary function tests

Hear ing tests

Glaucoma screening

Mammogr ams

Pap smears

Stool guaiac tests

Digital rectal examinations
Proctosigmoidoscopic examinationa
Physlical examinations

Health risk appraisals
lmmunizations

Birth control counselling
Nutrition and weight control counselling
Exercise and physical fitness counselling
Alcohol and drug abuse counselling
Stress management clinics

Smok ing cessation clinics

Wel l-baby clinlics

Breast self-examination classes
Videotapes on wel lness subjects
Aerobices classes

Gymnasium facllities

Weltnegs hotline

Other - please speclfy




3) What is the average monthiy worklioad for the services identified In
Question 2 broken down by type of service and category of beneficiary? This
page may be reproduced as many times as necessary to provide information on
all the types of services offered by your department or service.

Type aof Service:

———— e e s — o ——_ . o —

Category of Average Monthly
Beneficiary Work | oad

Active Duty

Dependents of AD

Retirees

Dependents of Ret and Deceased
Civitian employees

Other

TOTAL

Type of Service:

Category of Average Monthly
Beneficiary Work |l oad

Active Duty

Dependents of AD

Retirees

Dependents of Ret and Deceased
Civilian employees

Other

TOTAL

Type of Service:

Category of Average Monthly
Beneficiary Work|oad

Active Duty

Dependenta of AD

Retirees

Dependenta of Ret .nd Deceased
Civilian employees

Other

TOTAL

———— e =




service.

Type of Service:

Officer: Branch (i.e. MC, AN, etc.)
Rank
Amount of time spent per unit
of service (in minutes)

Branch (i.e. MC, AN, etc.)

Rank

Amount of time spent per unit
of service (in minutes)

Enlisted: Rank (l.e. E-b, etc.)
Amount of time spent per unit
of service (in minutes)

Rank (il.e. E-B, etc.)
Amount of time spent per unit
of service (in minutes)

Civitian (excluding contract personnel):
Grade (i.e. GS-b, etc.)
Amount of time spent per unit
of service (in minutes)

Grade (l.e. GS-B, etc.)
Amount of time spent per unit
of service (In minutes)

Contract personnel:
Duty title (i.e. radialogist,
cardlologist, etc.)
Amount of time spent per unit
of service (in minutes)

66

- 4) What staff is your department or service using to perform one unit of
service for those services ldentified in Queation 2? One unit of service lIs
defined as one physical examination, one mammogram, one nutrition and welight
control couselling seasion, one smoking cessation clinic, etc. If a clinle
consists of more than one meeting for a group of patients (l.e. a smoking
ceasation clinic that consists of four group meetings), record the staff
required to conduct the total clinic by adding together the requirements for
each meeting. This page may be reproduced as many times as necessary to
provide information on all the types of gervices offered by your department or




B) What is the estimated supply cost (MDS costs plus SSSC costs plus all
other supply costs) per unit of service for these services?

Estimated Supply Cost
Type of Service Per Unit of Service

67
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6) What equipment (costing %1,000 or more) is required to perform these
gervices? |If no equipment is required, please annotate as "None.” Thlis page
may be reproduced as many times as necessary to provide information on all
types of services offered by your department or service.

Type of Service:

Eatimated
Type of Equipment Quantity Cost
Type of Service: e

Eatimated
Type of Equipment Quantity Cost
Type of Service: _________ o

Estimated
Type of Equipment Quantity Cost
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7) What computer support (hardware and software) Is your department or
service using to support these services?
8) If a wellness center were egtabl ished, what percentage of the workload
identifled in Question 3 do you estimate couid be transferred to the wellness
center?

Estimated Percentage
of Workload That Could
Type of Service Be Transferred
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9) If a weliness center were established, what impact do you feel this would
have upon your department or service?

10) Additional comments:
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Table 1

Services Offered by Wel lness Centers at Other MTFs

APPENDIX C

Service

Physical examinations
Health risk appraisals
Blood pressure checks
Height and weight checks
Determination of percent
body fat
Resting and stress EKG
Blood chalesterol levels
Blood triglyceride levels
Blood glucose levels
Pulmonary function tests
Hear ing tests
Glaucoma screening
Mammogr ams
Pap smears
Stoc! gualac tests
Digital rectal examinations
Proctosigmoldoscopic
examinations
Well-baby clinics
Birth control counselling
Immunizations
Nutrition and weight control
counseli |l ing
Streas management clinlcs
Smok ing cessation cllinics
Exerclse and physical
fitness counselling
Alcohol and drug abuse
counselling
Breast/testicular self-
examination classes
Videotapes on wel |ness
subjects
Aerobics classes
Gymnagium facilities
Other - Back schaol

Number of Centers
Offering Service

4

movm

P oooOm -~

Ll A B - Y

Number of Centers

Referring Patients

to Specialty Clinics
for Service

mooommoooom |

oo m

N = =

71




APPENDIX D

POTENTIAL BENEFICIARY POPULATIONS OF WELLNESS CENTERS




Table 2

APPENDIX D

Potential Beneficlary Populations of Wel lneas Centers

Category of
Beneficiary

Number of indlviduals in Each Category by MTF

Active Duty

Dependents
of Active
Duty

Retirees

Dependents
of Retirees
& Deceased
Service
Members

Civilian
Employees

TOTAL

a
Source:

Ft. Leaven-

72

Ft. Benning Ft. Bragg WBAMC MAMC wor th Ft. Carson

a

28,670 46,300 Not 26,000 5,370 19,800

provided

a Not

28,770 80,000 50,000 provided 27,380
a

10,800 25,230 30,000 2,420 31,620
a Not

26,800 48,630 30,000 provided 54,130
a

10,180 11,670 6,000 4,460
a

106,330 211,830 No data 142,000 Incompiete 137,360

Command Per formance Summary, August 1987, USAMEDDAC, Fort Benning, Georgla.
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APPENDIX E
Tabie 3

Services Recommended hy MACH Staff for the Wel lness Center

Staff Members I|dentifying That Service
Should be Offered in MACH's Wellness
Center

Percent of Total Staff

Service Number Members Surveyed
Blood pressure checks 33 92
Helght and welight checks 33 02
Nutrition and welight

control counsgelling 32 89
Smok ing cessation clinics 32 ag
Exercise and physical

fitness counselling 31 86
Stress management clinics 31 86
Videotapes on wellness

subjects 31 86
Blood glucose levels 29 a1
Blood cholesterol levels 28 78
Health risk appraisals 28 78
Breast self-examination

classes 28 78
Hear ing tests 27 76
Blood trigiyceride levels 26 72
Glaucoma sc.eening 26 72
Alcohot and drug abuse

counsel ling 24 67
Wel iness hotline 24 67
Determination of percent

body fat 22 61
Stool gueiac tests 22 61
Birth control counselling 21 b8
Immunizations 18 60O
Physical examinations 17 47
Pap smears 16 44
Digltal rectsl examin-

atlons 16 44
Well-baby clinics 14 39
Mammogr ams 12 33
Aerabics clagsges 1 31
Reating and streas EKG 8 22
Puimonary function tests 8 22
Gymnasium facillties 8 22
Proctosigmoidoscopic

examinations 4 11
Other - Back school 1 3
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APPENDIX F
Table 4

Wel lness Services Presently Offered by MACH

Number of Departments or Services

Service Offering the Service
Height and weight checks 2
Blood pressure checks 7

Nutrition and weight control
counsel ! ing

Stoo! guaiac tests

Digital rectal examinations

Physical examinations

Blood glucose levels

Exercise and physical fitness
counsel l ing

Blood cholesterol levels

Blood trigliyceride levels

Hear ing tests

Alcoho!l and drug abuse
counselling

Pulmonary function tests

Proctosigmoidoscopic
examinations

Health risk appraisals

lmmunizations

Birth control counselling

Streas management clinics

Breast self-examination clasges

Reating and stress EKG

Pap smears

Smok ing cessation clinics

Well-baby clinics

Videotapes on wellness subjects

Determination of percent
body fat

Glaucoma screening

Mammogr ams

Aerobics clesases

Gymnagium facilities

Wellness hotllne

[ea B o B « MR o - LN}

s e
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APPENDIX G
Table &

Minimum Staffing for Services Presently Offered by MACH

Service Staffing
Blood pressure checks GS-3 or E-3
Helight and weight checks G5-3 or E-3
Nutrition and welight

control counselling 0-2 (SP) =
Smok lng cessatlon clinics 0-3 (AN) ##
Exercise and physical

titness counselling 0-2 (SP)
Stress management clinics 0-3 (MS) ##
Videotapes on wel lness

subjects None
Blood glucose levels GS-4 or E-4
Blood cholesterol ievels GS-4 or E-4
Health risk appraisals GS-3
Breast self-examination

classes 0-3 (AN)
Hear ing tests GS-4 or E-4
Blood triglyceride levels GS-4 or E-4
Glaucoma screening E-4
Alcoho! and drug abuse

counselling GS-7
Wel Ineas hotline Not presently offered
Determination of percent

bady fat 0-2 (5P)
Stool gualac tests GS-3
Birth control counseltling 0-3 (AN)
Immunizations GS5-4 or E-4

#* SP Army Medical Specialist Corps

([}

x* AN
*Ee MS

Army Nurse Corps
Medical Service Corps

i
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Table 6

Supp!y Costs Per Unit Of Service for Services Presentiy Offered

APPENDIX H

by MACH

Service

Blood pressure checks

Height and weight checks

Nutrition and weight
control counse!lling

Smok ing cessation clinics

Exercise and physical
titness counselling

Stress management clinics

Videatapes on wellness
subjects

Blood glucose levels

Blood cholesterol '!evels

Health risk appralsals

Breast self-examinatian
claasges

Hear ing tests

Blood triglyceride leveis

Glaucoma screening

Alcoho! and drug abuse
counsel | ing

Wel lneas hotline

Determination of percent
body fat

Stool guaiac tests

Birth control counselliing

immunizations

Supply Cost
$1.00
$ .50
$ .60
$ .60
$ .60
$ .BO
$1.00
$ .60

Not presently offered

$ .26

$1.60

76




APPENDIX |

EQUIPMENT COSTS FOR SERVICES PRESENTLY OFFERED BY MACH




Table 7

Equ ipment Costs for Services Presently Offered by MACH

APPENDIX |

Service

Blood pressure checks

Helght and weight checks

Nutrition and weight
control counseiling

Smok Ing cessation clinics

Exercise and physical
fitness counsellling

Streas management clinics

Videotapes on wellness
subjects

Blood glucose ievels

Biood cholestero! levels

Health risk appralsals

Breast sel f-examlination
classes

Hear ing tests

Blood triglyceride leveis

Glaucoma screening

ltem of Equipment

Computer | zed blood
pressure machine
or
Sphygmomanometer
Stethoscope

Scale

Food modelis

Spirometer

Videocassette
recaorder
Videotape !lbrary

Television set

Computer system
Software

Audiometer
Audiometric examin-
ation booth

Tonometer

$1,E00

$60
$40

$160

$1,000

$160

$600
$1,600
$400

$2,000
$500

$1,500

$2,600

$6,200




APPEND I X

Table 7

| (Continued)

Equipment Costs for Services Presently Offered by MACH

Service

Alcaho! and drug abuse
counselling

Wellness hot!line

Determination of parcent
body fat

Stool guaiac tests
Birth control counselling

Immunizations

|tem of Equipment Cost

Not presently offered

Calipers $26

Refrigerator $1,000
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APPENDIX J

Services Recommended by the Delphl
MACH Wel lness Center

Blood pressure checks

Helght and weight checks

Blood cholestero! ievels

Blood triglyceride ilevels

Blood glucose levels

Health r isk appraisals

Stoo! gualac tests

Hear ing tests

Videotapes on wel lness subjects

Nutrition and weight control counselling
Exercise and physical flitness counselling
Stress management cliinics

Smok ing cessation clinics

Alcohol and drug abuse counselling - ADAPCP
Pap smeara - Women's Health C.linic

Panel

Blrth control counselling ~ Women’'s Health Clinic
Breast se!f-examination classes - Women's Health Clinic

Offered in location separate from wellness center

for the
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Table 8

Projected Average Monthly Workload for the Wellness Center

APPENDIX K

Category of

Beneficiary
Active Duty

Dependents of
Active Duty

Retirees

Dependents
of Retirees
& Deceased
Service
Members

Civilian employees

Other - ROTC
Students

TOTAL

Average Monthiy Workload

Estimated

Additional
PES Work | oad Tota!l
2,976 4b 3,021
b1 66 106
BO 60 110
b2 B0 102
18 4 22
64 - 64
3,211 214 3,425
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APPENDIX L

Table 8
Required Staffing for MACH Weliness Center

Monthly

Cost Per Total
Service Staff Quantity Individual Monthiy Cost
Blood pressure checks GS-3 2 $1,081.76 $2,163.60
Height and weight checks GS-3 1 $1,081.7b $1,081.76

Blood cholesteroi levels
Blood trigliyceride levels GS-4 1 $1,214 .60 $1,214.560
Blood glucose levels

Health risk appraisals GS-3 1 $1,081.76 $1,081.76
Stool gualac tests GS-6 1 $1,614.50 $1,614.60
Hear ing testis GS-4 1 $1,214 .60 $1,214.560

Videotapes on wel lness
subjects None - - -

Nutrition and weight control

counsel | ing 0-2 (SP) 1 $3,487.00 $3,487.00
Exercise and physical!

fitness counselling 0-2 (SP) 1 $3,487.00 $3,487.00
Stress management clinics 0-3 (MS) 1 $4 584.00 $4 ,684.00
Smok ing cessatlion clinlcs 0-3 (AN) 1 $4,684 .00 $4,584.00

TOTAL $24,412.50
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APPENDIX M
Table 10

Required Supply Resources for MACH Wel lnegs Center

#*
Supp!l les Per Cost Per Unit Total Monthly
Service Unit of Service of Service Supply Costs

Biood pressure checks - - -

Height and weight checks - - -

Blood chotesterol fevels Glass tube, needle,

alcohol swab,

bandage $ 6O $1,712.60
Blood triglyceride levelis " ¢ .60 $1,712.60
Blood glucose levels b $ 6O $1,712.60
Health risk appraisals Paper, pencils,

computer mark

sense forms $1.00 $3,426.00
Staol guaisc tests Sl ide, developer $ .2b $866.26

Hear Ing tests - - -

Videotapes on wel lness
subjects - - -

Nutrition and weight contraol

counsgel il ing Handouts £1.00 $3,426.00
Exercise and physical
fitness counselling Handouts $ .60 $1,712.60
Stresas management clinics KEandouts $ .60 $1,712.60
Smok ing cessation clinics Handouts $ b0 $1,712 .60
TOTAL $17,081.26

# Total monthly supply costs = Cost per unit of service X 3,425 patients
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Table 11

Required Equipment Resources for MACH Wel lnegss Center

APPENDIX N

Service

Blood pressure checks

Height and weight checks

Blood cholesteral levels
Blood triglyceride levels

Bload glucose levels

Health risk appraisals

Stool guaiac tests

Hear ing tests

Videotapes on wellness
subjects

Nutrition and weight
contral counsellling

Exercise and physical
fltness counselling

Stress management clinlics

Smok ing cessation clinics

Equ ipment

Computer ized blood
pressure machine

Sphygmomanometer

Stethoscope

Scale

Blood cholesterol
analyzer

Computer system
Software

Audiometer
Audiometric examin-
ation booth

Videaocassette recorder
Videotape |lbrary
Televialon set

Food models

Spirometer

Cost Per
Quantity | tem
1 $1,600
2 $50
2 $40
1 $1560
i $6,000
1 $2,000
1 $600
1 $1,600
1 $2,600
2 $5600
1 %1,600
2 $400
1 $1,000
1 $160
TOTAL

83

$17,880.00

Total
Cost

$1,600
$100
$80

$160

$5,000

$2,000
$500

$1,600
$2,600
$1,000
$1,600

$800

$1,000

$160
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APPENDIX O

Services (Revised) Recommended by the Delphi Panel
MACH Wellness Cenier

| Blood pressure checks
Height and welght checks
Blood cholestercl levels
Blood triglyceride levels
Blood glucose levels
Health risk appraisals
Stool gualiac tests
Hear ing tests
Videotapes on wellness subjects

for the
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Table 12

APPENDIX P

Stations and Staffing for Physical Examination Service

Station Number

Service Pertormed

10

1B

13

14

and

12

Preparstion of physical
examination paperwork

Vital slgns - blood pressure,
temperature, and pulse

Logging patient in on dally
roster and entering Into Tri-
Service Radlology (TRIRAD)
computer

Urinalysls - glucose, protein,
specific gravity, and micro-
scopy

Chest X-ray

rfear ing test ualng audlo-
meter - done only with small
groups of patients

Distant vision

Height, weight, near vision,
and color viaion

Blood collection - giucose,
cholesterol, triglyceride,
and others, as required

Hear Ing test using audiometric
booth - done with large groups
of patients

Physiclians

Digital rectai examination
and stool guaiac test

Review of paperwork for
comp:eteness and preparation
of consult paperwark

Staffing

GS-3 - 1 ea.
GS-3 - 2 ea.
GS-3 - 1 es.
GS-3 - 1 ea.
GS-6 - 1 ea.
G5-3 - 1 esn.

(Same Individual
aa Station %10)

GS-3 - 1 ea.
GS5-3 - 1 es.
GS-4 - | es.
GS-3 - 1 en.

(Same individuai
as Station %6)
GS-12 and 0-3 (MC)

GS-6 - 1 ea.

GS-9 - 1 ea.
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APPENDIX P (Continued)
Table 12

Stations and Staffing for Physical Examination Service

Station Number Service Per formed Staffing
16 Schedt . ing of consuit
appointments GS-3 - 2 ea.
16 Recall of patients with

abnormal test results and
final review of paperwork
for completeness GS-b - 1 ea.

17 Distribution of physical
results to patient, medical
records, and file. GS-4 - 2 es.
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