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SUMMARY

1. INTRODUCTION.

a. Perhaps the riost convincing testimony in support of health education
of the public is contained in The Report of the President’s Commit tee on
Health Education. In the Letter of Transmittal to the President, the report
conveys : “...how deplorably this country is neglecting a vast opportunity
to help people help themselves to have better health.” In addition, it
states that “it is evident fro m our inquiry that the needs , problems, and
oppor tunities in health education are so large , so urgent , and so complex
that progress will depend upon a major long—term commitment to it by the
nation’s leaders..” The letter goes on to say that, “the responsibility,
the challenge and the burden of providing for the widespread need, solv ing
the problems , and meeting the opportunities must be shared by all concerned
and capable parties in both the public and private sectors of society~

4
’
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b. Purpo8e.

The purposes of this phase as the fourth of a planned series
of five studies was to study in detail, analyze, and describe the develop-
ment and operation (system effectiveness and efficiency) of a patient learn-
ing center in a MEDDAC , and to provide such information to the Surgeon Gen-
eral for use in planning future health care delivery to military—care eli-
gible beneficiaries.

c. Background.

Toward this end, in 1973 Kucha developed and validated a
model with guidelines for consumer health education based on the educa-
tional technology systems approach.3 The overall purpose of Project
PACOMED (Patient and Community Health Education Model: A Developmental arid
Evaluation Project Study) was to revalidate all components of the original
model on a grand er sc ale with the hope that the f indings could be of value
in assisting to upgrade the current health education practices in the Army,
DOD, and the nation.k

1U.S. Department of Health, Education , and Welfare , Forward Plan for Health,
FT 1977—8 1, June 1975, 86.

2U.S. Department of Health, Education, and Welfare , The Report of the Pre-
sident ’s Committee on Health Education, 1973, 11—12.

• 3Kucha, D.H., The Design, Developmen t, and Evaluation of An Empirical Mo-
del of Art Outpatient Health Information and Management System, Unpublished
Doctoral DissertaUon, The Catholic University of America, Washington D.C.,
1973.

kKucha , D.H., Health Care Delivery Proposal, Original Protocol; Patient
and Community Health Education Model: A Developmental and Evaluation Pro-
ject (Project : PAC~~ED), January 1974.

iii
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2. OBJECTIVES.

The overall objective of the fourth phase of Project: PACOMED was
to ascertain the feasibility of a patient learning center for a MEDDAC.
The epecifli- objectives were:

a. To develop and describe the physical facilities,

b. To describe the selection of the communications media,

c. To develop , descr ibe , and evaluate the role of a para—pro—
fessional as le.arning laboratory technician (91C20 or 91B20),

d. To develop , descr ibe , and evaluate a profess ional referral
system ,

e. To document the professional user’s response to the Systems
Approach in a prototype patient education setting,

f. To develop, uescribe, and evaluate a self—referral system ,

g. To describe and analyze the outcomes of the eight learning
systems, and

h. To document the patient consumer response to the systems
approach in a prototype patient education setting.

3. METHODOLOGY.

a. This part of the PACOMED study was primarily developmental. This
report documents the experiences gained and the problems encountered for
the year of operation, August ‘76 — July ‘71. The attempts made to resolve
these problems were discussed and appropriate suggestions or recommendations

~~re made. The type of data collected wa& included and may prove useful
as a source of information for those contempleting establishing a patient
learning center.

b. The overall project was ongoing for three years, September 74 —

September 77•5 The first year an assessment of patient and community
health needs was completed.6 In addition current baseline information and
cost analysis pertaining to patient information and education was collected.
Concurrent with that the procurement of equipment and learning center
furniture was accomplished along with the development of the Prototype
Patient Education Center. From July 75 thru July 76 the completion of the

5lucha , D.H., Health Care Deliver y Prop~~al, Original Protocol; Patientand Community Health Education Model: A Developmental and Evaluation Pro-
ject (Project: PACOMED), January 1974.

6Kucha, D.H., Assessment of Consumer Health Education Needs of DeWitt
MEDDAC, Fort Belvoir, VA, (Phase 1, Final Repor t, April 1975, HCSD, ABS,
FSHTX.)

Iv
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eight learning syst.ms (hypertension , diabetes , weight control, breas t self—
examination, family planning , child growth and development , vaginitis, and
low back pain) via the Instructiona l. Systems Design Process and validation
were completed. 7

c. The first learning system that was completed was hypertension , Oct.
75. From Oct 75 until May 77 a comparative study was done.~

d. This fourth study is a description of the remainder of
the developmental components that haven ’t been reported on. Because the
total study was so comprehensive and had so many phases it would have been
unrealistic to address all components in one report. Furthermore, the com-
ponents of the system , assessment, planning, resource, design , evaluation,
and research9 were so designed that each component could sts~d alone ,
have a two—way communication relationship with another component or func-
tion synergically as a total consumer patient health education system .

e. As such there was no one final report but a series of cumulative
reports with the outcomes of the initial report setting the foundation for
the other consecutive studies. By so doing decisioms did not need to be
held off before the “final” results were in.

4. CONCLUSIONS.

a. Physical Facilities.

Due to time and space constraints the findings for the physi-
cal facilities were limited and can only be used as guidelines.

b. C’ .~gnun i~~t ions Media.

Until approximately 1985 the videocassette format appears
to be the moat cost effective and efficient medium, f or the AMEDD, in which
to transmit the validated patient learning systems in hospitals and out-
patient settings .

7Xucha , D.H., Strategy for Instructional Systems Desl&n and Formative
Evaluation, Phase 2, Final Repor t, Ju ly 1976 , HCSD, AN S , FSHTX .

• 8Kucha , D.H., A Comparative Evaluation of the Traditional Versus a Systems
Approach for H1pertensive Patient Education, Phase 3, Final Report, Augus t
1977 , HCSD, AIlS, FSHTX.

9Xucha , D.H., The Design, Development, and Evaluation of An Empiri~~~~~~~
del of An Outpatient Health Information and Mana&eiuent Sy8tem, Unpublished
Doctoral Dissertation , The Catholic University of America, Washington D.C..,
1913.
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3 The instructions that were given weren ’t very ef-
fective , as Indicated in the individual patient baseline scores, in the
areas of comprehension , retention, and psychomotor skills.

4 The data revealed that patients were only getting
part of the educational message. There were wide gaps in what behaviors
were perceived to be most important and the priorities that were given
those behaviors by the patients.

S The PACOMED concept could provide the patient educa—
tion at approximately 1/1000th the cost if the learning systems would be
used in 30 to 50 MEDCENS , ?~ DDACS, or troop clinics.

(b) Judging from the demographic data it was documented
that the five learning systems (hypertension, diabetes, weight control,
breast self examination, and low back pain) all have wide application for
the active duty soldier. Therefore, the implications of providing pre-
ventive patient educat ion using the I.S.D. approach via some form of medium
for the active duty soldier that is cost effective could have far reaching
consequences.

(c) The data suggest that booster levels and times of re—
inforceinent were learning system dependent. In other words, different to-
pic areas and learning objectives probably would require different time
increments for optimum reinforcement in order to sustain desired outcomes.

(d) The analysis of the Patients’ Opinion toward the systems
approach indicated very positive findings in relation to the SA concept.
Scores were hIgh in content interest, uniqueness and value, the non—pro-
fessional paramedical health educator’s style, the learning center concept,
audiovisual preference for instruction, more freedom to learn, and greater
personal responsibility for learning by audiovisual compared to usual in-
struction by professional health care workers. The patients attitudes toward
the audiovisual modes were excellent. There was a high acceptance of the
non—professional as health educator.

(e) Many patien t consumer s ref lected an at t i tude , conveyed
by their actions , of the relative unimportance In their value system of
health education per se. Therefore , more general education and information
about the value of consumer health education will be needed to change their
current attitudes.

( 3) This phase of the PACOMED p roj ec t  was too short.  At least
an addi t iona l one or two years would have been needed to examine the results
of the outcomes properly. More subjects as well as long—term measurements
in all areas were needed .

v i i
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“.. RECO IENDAT h)NS.

a. Although the patient measurements were limited , the outcomes of
this phase , like the hyp e r ten s i o n  study , demonstrated the efficiency of the
SA app roach in the a reas of comprehension , r e t e n t i o n, behav ioral inf luence
and c o s t — c f  ~oct  ivcne’ss. It  would .c?pcar  v ory  desirable to i edia te ly
s tar t  this tv~’c o~ ~ot  ient  ‘ducat ion program in t 1 i ’  AMEDD .

b. C on s i d e r a t i o n should h t ’ i~tvcn  by HSC and t~TSi~ t o in s t i tu t L ’ action
towa rd t h i s  .‘nd .

c. Addition al roscarch should be done in the following areas :

ti’) Cost analysis studies in the .croas of quantifying benefits

~or.’ accurat~’iv and in the distribut ion of costs and utilization of patient
educat ion .

t 2 ’) lJoi ~t i t  ‘. c a t  ~~~ ot throshold and booster le ’ve ls  as well as
lcvc s ot  diminish t i t ~~ re t u r n s .

t 3 ’)  D eve lopment  ot coimnon measurable  p red ic to r s  of success fo r
a recep t ive  a t t i t u d e  tow ard p a t i e nt  education and the various methodologies.

(~) The relationships between pa t Ien t  knowledge levels and
patterns of discase’ control.

(S’) }eten t Ion studies to evaluate the long—term worth (2 . 5.
10 years) of d i f t e rent tvpc ,~ consumer educationa l programs .

t6~ Studies to develop successful motivational techniques for
health care providers and patient consumers.

d. The’ coip leto r e p o r t  and s pe c i f i c a l ly  the many f i ndings and oh—
servatior.s should he made avail abl e ’ to those conduc t ing research in patient
education and opera t ing  or p l a n n i n g  to operate a patient education program.

“ iii
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1. INT ROD(I CTION .

a. Perhaps the most convincing testimony in support of health edu-
cation of the public is contained in The Report of the President ’s Coninit-
tee on Health Education. In the Letter of Trananittal to the President ,
the report conveys: “.. .how deplorably this country is neglecting a vast
opportu’~jty to help people help themselves to have better health.” In ad—
dition, it states that “it is evident from our inquiry that the needs, pro-
blems , and opportunities in health education are so large , so urgent, and
so complex that progress will depend upon a major long—term co iitment to
it by the nation ’s leaders. ” The letter goes on to say that, “the respon-
sibility, the challeng e and the burden of providing for the widespread V

need , solv ing the pr oblems , and meeting the opportunities must be shared
by all concerned and capable parties in bo th the publ ic and pr iva te sec tor s
of society~~’
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b. Evidence of the etfectivenesa and efficiency of health education
has been demonstrated in several cases. Seven studies in particular may
be taken as indicative of potential benefits of health education. 

V

(1) Experimental and control groups of congestive heart failure
patients were form ed . The experimental group received educational support. H

A significant correlation between the attainment of knowledge and behavior
was found as evidenced by the follow ing results:

(a) the experimental group had one—third as many readmis—
sion days as the control group;

(b) the experimental group had one—half as many readmis—
s ions as the control group;

(c) the experimental group had more fa i thful  adherence to
medical regimen than the control group ; and

(d) the exper imental grou p had lower intake of sod ium in
the diet.3

(2) Information about and guidance in post—operative pain were
provided to an experimental group of surgery patients who were not partic i-
pants in the seine health education activities. The experimental group was
found to:

(a) have 50 percent fewer requests for narcotics for re-
lief of pain; and

‘U.S .  Depar tment of Health,  Education , and Welfare , Forward Plan for Health,
F’? 1977—81, June 1975, 86.

2U.S. Department of Health, Education, and Welf are, The Repor t of the Pre-
sident ’s Comittee on Health Education, 1973, 11— 12.

3koeenb erg , S.C., “Patient Educat ion Leads to Better Care for Heart Patients,’
HSMHA Health Reports , Sept. 1971 , 86 (9): 793—802.
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(b) b~ t i .~~~~~ home 2.7 ~:ays e.tr lier h t~~c1 ~
- physicians ~~~~

~~~~ unaware ~‘t  the education received by the pat ient~.) .“

(3) ~ self—selected sample of male hemophiliac outpat ient s and
L h e j ~ tamilies received education in the management of their bleeding j r ~ —
~~LeL t. . In~. t t ~ui.tion and pract ice in se l f—infus ion were the basic componetu
o~ the’ educaticxtal activities. Data were obtained on these p...t~~ ~t~; fr~ ;i~
t ’~~~~ V~~~4fl before the study and one year after the study. The tollowing
ataciatlcallv significant results were found :

~a) iotal inpatient days per year declined from 423 t~ ~2;

(b) at, a re~~ lt ~f the decreased number of inpatiest d~iv~ ,
hos1i1tali7~.t ion costs were reduced by 89 percen t ;

~ c) outpatient visits per patient per year decreased 76
- -  L~~xu ~3.J visits per year t .~i 5. 5;

t~d) mean cost of ther apy per patien t per year vent down
.~.S pt~i~~e~it —— t i o i u  $5,780 to $3,209; and

(e) absenteeism from work or school decreased 74 percent
—— from 26. days per patient per year to 6.8.~

~ 4) Lxperimental and con trol groups were established f or as—
t1~mietic patients who utilized the emergency room . The experimental group
rei.- .” t. -~ -~ an ~d t \na ’i. program including information on and instruction —

iii ch~ ~ause~-. ot asthma and on factor t. contributing to aat1~ e that can hc
.1~ e i e d  by pat ient  behavior . After  four months, comparisons were made be—
t~.Jk. 

~~~
- . the e~perimenta1 and control groups which revealed the following:

(a) t~ie experimental group totaling 26 ind iv iduals had one—
~~1f the c~~m~Iatlvc total of visits (55 f ever visits) to the emergency

t)
~ 

‘~i •

~b) t~~~ c- ~ r~’ doli~ i spt’ht ~n del ivery  of education ser-
~- U ’ ~~~~ i t i - ’ the ‘xper iment&i group, $6.00 of med ical care costs were saved .6

~~ A sys~ em of diabetic ~.t ~ro was reorganized in a medical cen—
t - i  ~~1~ tc b’~’ in i t ia t ing a telephone service to provide information, medical
..dvlcc , and prescriptions. The operation of this multifaceted program re-
sni ~ed in the following improvements :

• ~ ci., “Reduction ~ Po *;t— O pe rat ive Pain by Encouragement
~~~i - . t  L~, t - ~~-.~~: ~~~

. . i ’f  ~ ..t t en t s , ” The Ne~ Eng land Journa l of Medicine, 16 April
1’. .- ‘

~~~ ~~~~~~~~ -

i ’~” 4 e . !‘ ,I. and ~- . U t t’f l .  A.F’. ‘~ ‘uper vlse’d l’aticnt—Management of Hemo—
phi l ia , ’ A~nua 1.s ,i~~ In~~ run1. Medt Ine , 19 7i , /8: 195—201 .

V . C t . .  • ~~~ a ~~. . ‘Reu~~- 1 ng ~~er~~’ac y Room Visit s ot Astt~~atics: An
b.xpe r~~.. cnt 1:. ta~~ snt t:~~,icat~ o~-,,” Te~;L imofly, l’recident’s Committee on Health
~4u. - i i ’ ., Pi tt ~ bui~~n , .)anuary t972.
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(a) approximately two—thirds reduction in the incidence
of diabetic coma over a two—year period ;

(b) 50 percent reduction in the number of emergency room
admissions by diabetics even though the clinic population increased from
4 ,000 to 6 ,000 ; and

(c) total savings in emergency room admission for a two—
year period was $l ,797 ,75O.~

(6) The Stanford Heart Disease Prevention Program initiated a
five—year study with objectives of teaching individuals between the ages
of 35 and 69 about heart risk factors and of stimulating individuals to
adopt more healthful behavior. Three communities were exposed to different
mixes of television spots , printed materials , and personal instruction.
In the tnaximuin treatment t own , all three health education approaches were
used and substantial change was shown . Before the campa ign , only abou t
18 percent of the population had any knowledge about triglycerides. After—
ward , 45 percen t of the participants from this town were knowledgeable on
the subject. Cigarette smoking declined about 20 percent within the town’s
total population and 40 percent by high—risk persons in the total population.
In addition, the number of eggs eaten per week declined 40 percent. The
second town was only exposed to mass med ia . The partic ipants exhibited
little change. Cigarette smoking declined about 3 percent and the number
of eggs eaten per week by 27 percent . The third town represented the con-
trol group revealing negligible change or change in the opposite direction .
Cigarette smoking remained unchanged and the number of eggs eaten per week
declined 17 percent.8

(1) An empirical model of an ou tpatient health information and
management system was designed, deve loped , and evaluated . The conclusions
of the study were that the systems model was superior to the conventional
method in solving outpatient information and management problems where the
conventional patient information and management had produced minimum results
or failed.

(a) The conceptual model featured substantial strength in:

! 
the cost effectiveness in relation to professional

time saved; - ;

2 terms of problem—solving potential in areas of ac—
countability, quality assurance, and professional audit;

3 providing meaningful solutions to existing problems
concerning ambulatory care information systems ;

~ffil~r, L.V. and Goldstein , J., “More Efficient Care of Diabetic Patients
in a County Hospital Setting,” The New England Journal of Medicine, 29 June
1972 , 286 (26): 1163—1164.

8Health Promotion and Consumer Health Educat ion, A Task Force Report Span—
sored by The John B. Fogerty Internationa l Center for Advanced Study in the
Health Sciences National Institutes of Health and The American College of
Preventive Med ic ine , Prodist; New York , 1973 , 63—64.
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4 presenting an empirical, rnicroanalytic syst~rn~ ak)—
proach which would net highly effective results within the totalit’j of
comprahensive health planning, particularly with regard to mult1pha~ic
interface;

5 the instructional systems design process in communi-
cating skills and knowledge in relation to patient education information;

6 providing for scandardization of information at a
tir~e ~.then new roles for health technicians were emerging and older roles
were expanding to greater dimensions and responsibilities;

7 describing a contingency management plan that pro—
vide.~ simplicity in dealing with the changing concepts of health care andpatien ... education;

8 the systematic planning feature of the process,
offereda means of evaluating the effectiveness of such a system in re-
lation to community, state, regional , and national problems. It provided
a means for measuring progress at varying levels within the problem area,
thereby giving perspective to the local problem in relation to the overall
problem and progress toward its solution; and

9 offering a generalizable model that could be applied
to other areas of health education and/or the health care delivery system,
e.g., patient education in hospitals and other health care institutions,
school health education, occupational health education, cotmaunity health
education, national health, and health—related agency programs, the media
and training or continuing education of health education personnel as well
as physicians, nurses, and other health workers.9,~~ ,

h1 ,1~ ,
13,~~

c. As reflected in the preceding studies, health education has bee.n
shown to be successful in several instances. Results of these studies can
and are being interpreted a~ having reasonably wIde application to similar
programs. The effectiveness of othar programs, especially involving asymp—
tomat4~ ind ividuals, is more difficult to ~neasu’e and efforts have been
limited in this area.

d. This situation is no different than attempts to measure the out-
come of health care in general due to the complexity of external and inter-
nal forces by which it is affected.

e. Although an increasing number of groups and individuals are re—
cognizing the importance and need f or health education, the commitment
is only in its infancy. Given the relationship between health behavior
and ~e.ut~ r~r.~~us and the growing body of evidence which points to health

~c~ cation aa ~ pote~ cially efrective and efficient means of influencing
b~aavior a-t ci t at.~ hea c~ status, greater emphasis should be placed onheal ~h education withii. the health care delivery system. This emphasis
ano~’d be translated into increased resources being allocated to promote
healta education activities.15
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- ~~~ t~~~i1 Developmen~~ and Ev a lua t i n of Am Emp irical Mo—
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ health Information and Management System, Unpublished1)~ctor al  D 155 x t a t io n , The Ca tholic Universi ty of Amer ica , Washington D .C . ,

1973.

~~Kucha , D . H . ,  An ~valuation of Traditional and Programed Instruction to
Teach Medical ~~ i~.ement to Patients and Their Families,” Educational
Technology Re~~~rcIi, Educational Technology Publications, Englewood Cl if f s,
New Jersey, 197 1 , 50: 1—20.

1Kucha , D.H., “A Long—Term Retention Study of Traditional and Programm ed
Instruction to Teach Medical Management to Patients and Their Families,”
as it appears in The Design, Develop~nent, and Evaluation of An Empirical
Model of An Outpatient Health Information and Management System, Unpublish— -:ed Doctoral Disser tation , The Catholic University of America, Washington
D.C., 1973, 202—210.

12Kucha, D.H., Ass ’~ sment of Consumer Health Education Needs of DeWitt MEDDAC,
Fort Belvoir, VA , (Phase 1 , Final Report, Apr il 1975 , HCSD , AES , FSHTX.)

3Kucha , D.H., Strategy for tnstructional Systems Design and Formative
Evaluation, (Phase 2, Final Report, July 1976, HCSD , ARS , FSRTX.)

~‘Kucha, D .H . , .~ Cc’niparative Evaluation of the Traditional Versus a Systems
Approach for Hypertensive Patient Educat f on, (Phase 3, Fiiial Report, August1977, HCSD, AilS, FSIITX.)

5Health Education of the Public: A Statement of Public Policy, September
1976, Prepared by: State Health Planning Advisory Council and the Office
of Health and Medical Aff airs, Lansing, Michigan , 19—20.
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a. Purp~,se. V

(1) Th. purposes of this phase as the tourth of a planned ~~t ’~~

of ive studies was to study in detail , analyze, and describe the deve1~ ~-

meri t and operation (system effectiveness and eff iciency) of a pat~ c~ : h..
i;i~~ center in a ~~DDAC, and to provide such informati~’n to the :--ur~.c.~n ~~~~~ ..

eral for use in planning futute health care deliver y to military—care eli—
~i~ 1e beneficiaries.

b. Background.

(1) Throughout recorded histcrv , responsibility for  heal:h was
placed on the individual. However, as better knowledge of the human body
.trd dise&ae mechanisms were acquired and medics]. practice became more sc t-
ent.f Ic , society came to place increasing dependence on medical interv t~-
ti~~ , together with required public health measures. C~ ncomitanti~’ , dc —
creasing emphasis was placed on individual behavior and individual res~~n--
sibiltty . Both doctor and patient accepted the authoritarian curative
rol. of the physician as the appropriate avenue to health.16

~~ The results of these developments are ev ident in the n a t i o n ’ .~
hea 1t.~ s ta t ist ics .  Despite the vast increase in health care expend itures
and the the greatly Improved access to care on the part of most Americans ,
our utatus with respect to illness, disability1 and premature death shows
lI ct l~ , If any , signs of improvement.~

7’~
8’~ 9’~

0

‘
~~The Presiden t ’s Committee on Health Education, Report , Department of
Hea~ rh , Educat ion, and Welfare , 1973, 25.

17U.S. Department of Health , Educnt ton, and Welfare , Center for Disease
Con~.rol , i~~ untzat~¼’n Division, Summary of Immunization Status for l~ lto,

and Ruoel~~,j’.S.. 19’A . Preliminary dar~i from U.S. Immuni - —

zation S~i~t v e~~, 1974 , At ’.anta , CA . ,  Tables 1 and 7.

81J.S. A)epartment ~f ~(ealth , Education, and Welfare, Fstimat~d Hea~.th x~
~~~~~~~~~~~~~~~~ Selected National Health Insurance Bil ,~~~ A repor t te the
Congri’ss, Jul y 1974, 3 (processe.~~~

I.lebba, A..) . ei - u. ,  Mortal i ty Trends: Age, Color~ Sex 1 United States,~
1950—69. Department of Health, Education, and Welfa re , Na tiona l Cen ter
for Health St.i~ t~~’~ics , Ser 20, No 15, 1973 , 3 f f .

, A . . t . ~~ V i.L , Mortality Trends for Homicide by Agc~Color, and
Sex :_ U r i i t~~.i ~~ate~~~~l96~ — 1972 , Department of klealth , Education , and Wel-
fare , Nar ions i. Center for Health Statistics rrocessed).

b
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3) To many , it appears that therapeut ic medicine important as
it j ~~ • .~ ~~~~~~~ ~~~~~~~~~~~~~~~~ ..i point of dimini shing returns . The 12—15 Percent
increaz.~ that is added to our 100 billion do]~ ar health care bill each
year a~~.~rently has only a marginal utility.- ’~~’22

(4) This judgment relates not only to the large amount of
prevertabit’ illness but also to the shortcomings of medical intervention
per s~ in ~~ c..uiagement of serious illness. Consider, for example , the
wide:. L re.Id ev idence of patient noncompliance with prescribed regimens,
the growLn~ evidence of unnecessary surgery

23 and over medication2~ ; the
Increasing realization that technical virtuosity is not necessarily syn-
onymous with effective care25 ; the repeated exposes of miserable care in
many nursing homes, now expensively reimbursed under Medicare and Med i-
caid 26 ; the growing public demand for more attention to the huaanities and
amenities of death and dying; and the renewed interest in euthanasia. All
these developnients indicate the public ’s growing impatience with over-
emphasis on the technology of medicine and neglect of the patient as a
responsible agent in the treatment of his or her own illness.27’28

(5) Toward this end, in 1973 Kucha developed and validated a
model with guidelines for ctx~sumer health education based on the educa-
tional technology systems approach.29 The overall purpose of Project
PACOMED (Patient and Coimnunity Health Education Model: A Developmental and
Evaluation Project Study) was to revalidate all components of the original
model on a grander scale with the hope that the findings could be of value
In assisti~~ to upgrade the current health education practices ifl the Army ,
DOD , and the nation .30

~
1Klebba , A.J. et aL , Leading Components of Upturn in Mortality for Men,

United States, 1952—67, Department of Health, Education , and Welfare ,
National Center for Health Statistics , 1971.

22 Klebba , A .J. e’ t  al., ~tortality Trends for Leading Causes of Death, U.S.
1950—b9, Department of Health, Educat ion, and Welfare , National Center for
Health Statistics , Ser 20 , No 16, 1974.

and Widner , G.W., “Etfects of Screening by Consultants
on Recoimnended Elact ive Surgical Procedures,” New England Journal of Medi-
cine, 19 Dec 1974, 1331—1335.

21’94th Congress, 1st Session, Senate Special Committee on Aging, Sub—
comittee on Long—Term Care , Nursing Home Care in the U.S.: Failure in
Public Policy, Supporting Paper No. ~. Drugs in Nursing Homes: Misuse ,
High Coets and Kickbacks , G.P.O., Jan 1975. According to the official
source, “20 to 40 percent of nursing home drugs are administered in
erro r .” - - 
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SCook , F.J., “The Operation Was A Success But The Patient Diec , Ne ..

York Magazine, 18 Nov 1974, 1 (46): 121—151.

~~Nu rs~~~ Hone Care in the U.S., reports of the New York State Temporary
State CommissLon on Living Costs and the Economy (Stein Cocm~~~sier.~ ~~~~~~~York Times, Jan — March, 1975.

~
‘Fu~hs, V.R ., Who Shall Live? Health1 Economics, and Social Choice,LN e% ~ York , Basic Books, 1974), 16.

2
~ Ib’~.i.. 54— 55.

~ Xucha , D.}!., The Design1 Development, and Evaluation of An Empirical M—~~dt ’ L ’1 An~~~~~~~t ien t  Hea~.th Inrormation azid Mana g ement System , UnpublishedUocr~ rnl ~‘isserratjon , The Catholic University of America, Waehtngcon D.t . ,1973 .

~~~~~~~ D.H., H~alth Care Del iverv Propo~~ l, Origina l Protoccl , ~~and i omeuaity Health Educatto~ ~ode1: A ~~~.lopsenta1 and Evaluation Proje~ t(Preject: PAC~~!D), Js~~ arv ~~~~~~~~~

1
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~. O~~ECTIVES.

The overall objective of the fourth phase of Project: PACOMED was
to ascertain the feasibility of a pat ient learning center for a PffDDAC .
The specific objectives were :

a.  To develop and descr ibe the physical facilities ,

h . To describe the selection of the comim.inications media,

.‘ . To develop , descr ibe, and evaluate the role of a pars—pro-
fessiona l as lea rning laboratory technician (91C20 or 91B20),

d. To develop , descr ibe, and evaluate a professional referral
s y s te m,

e. To document the professional user ’s response to the Systems
Approach in a prototype patient education setting ,

t. To develop, describe , and evaluate a self—referral system ,

g. To describe and analyze the outcomes of the eight learning
systems , and

h. To docimient the patient consumer response to the systems
approach in a prototype patient education setting.

3. METhODOLOtY.

a. This part of the PAC~*1~~ study was primarily developmental. This re-
port documents the experiences gained and the problems encountered for the year
of operation, August ‘76 — Jul ‘77. The attempts made to resolve thes. problems
are discussed and appropriate suggestions or reconinendations are mede. The
type .,f data collected i~ included and 5~ y prove useful as a source of infor-
mation for those contempleting establishing a patient learning center .

b. The overall project was ongoing for three years, September 74 —

September 77•31 The first rear an assesement of patient and coemxinity
health needs was cosnpleted.~

2 In addition current baseline information and cost
analysis pertaining to patient information and education was collected.
Concurrent with tha t the procuremen t of equipment and learning center
furniture was accomplished along with the development of the Prototype
Patient Education Center. From July 75 thru July 76 the completion of the

~~tucha, D.H. , Health Care Delivery Proposal, Original Protocol ; Patient
and C~~~.inity Health Education Model: A Developmental and Evaluation Pro—
ject (Project: PAC (~(ED), January 1974.

~~~~~~~ D.H., Assessment Qf Consumer Health Education Needs of DeWitt

~~DDAC, Fort lelvoir1 VA, ~~ts,e 1 , Final Leport, Apr11 1’~7~ , ~~~~ ~~~
FSHTX.)
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c1~~1t learn it~ syster.~s (hypert nsior., thabete~- . we~1~~ht  c ’ t ~ c., bre: -s t sel’ -
examination , family p~anning , child growth and development . vagin1r~~ , . .~~~~

low back pain) via the Instructional Systems Design Proctss and vt~i:ai.: ~~
were completed.~

3

o. The ‘irst learning system that was co~~l&ted was hy~ertension , Oc~ .
T’S. From Jo:. 75 until May 77 a comparative study was done . ~

d. This t ourth study is a description oX the remainder of
the developne’i t al components that haven ’t been reported on. Because t~~c
tota L stut~y was so comprehensive and ha~ so many phases it would have buc~
unre~:Listic to address all components in One report. Furthermore , the c —

~onents of the system, asses~~ent , planning , resource, design , evaluation ,

~nd research 3 5 were so designed tha t e~ c~ component could stand ah’no ,
have a two-way coemunication relat ionship with another component or func-
tion sv-nergical ly as a total consumer patien t health education system .

e. Because the literature does not conclusively provide a sp~c’~1ic
trjmework ~c-r the nuitiple problems being described or investigated ~-n
this study , the definition of technology goes beyond any particula: ;ou~~.:~
or device. In this sense, technology is more than the sum of i t s  pa r ts ;
it is a systematic way of designing , carrying out , and evaluating the tot~~
~rocess of learn ing and teaching In terms of specit Ic objectives , base~. -~v
research in human ‘Learning and communication , and emp loying a combination
of human and nonhuman resources to bring about more effective instruction .
It was this ~efiniticn , the proces8, that was given emphasis throughout
the developmental phase of the study.

Because of the multip le components in this study only the procedures .
findings, and related discussions will be presented in the body of the
report. in order to remain consistent and to insure standardization the
same basic format was used for each component. Each report - f  the total
ser~.ee can be ~i:f1ized alone or ~n concert to orchestrate a Consumer P ealth
Education System .

33Kucha , L .H. , Stratc~y for Instructional Systems Design and Forma—
tive Evaluation. Phase 2, Final Report, Jul.v 1976, HCSD , AMS, ~SWr X .  

—

-~‘Kucba , D . H . ,  A Comparative Evaluation of the Traditional Versus a Systems

~~~ roach for ~{ypertens~ve Patient Education, Phase 3, Final Report, August
1q77 , HCSD , ARS , PSETX .

~~a icha , i) .H. , 71. ’ Desi~n, Deve cnt~ .mnd Evaluatkon of An Empirical Mo—
del of An OurLdtlcnt Health Inforu~t~ nn .~nd Managemen t System, Unpublished
Doctoral Dissertation , ‘Ihe Catholic University of America, Washington D.C.,
197 3 .

10 
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4. PHYSICAL FACILITIES.

a. Procedures.

( 1) The PACOMED learning center , and additional rooms, were
located in the Outpatient Facility, adjacent to the Family Practice Clinic,
U.S. Army MEDDAC , DeWitt Army Hospital, Fort Belvoir , VA 22060. Seven rooms
were needed, in total, for the developmental and evaluation support, i.e., pro-
ject director’s office, administrative and computational offices. Four of
the seven rooms were for patient education purposes.

(2) The development of the physical facilities of the PAC~~ED
learning center were based on the project director ’s prior experience,
field trips to instructional mçdia center8, review of the literature, and
space allocations, supplies and services, budget and personnel constraints.

(3) The descriptions, findings, and discussions were basc~ on
utilization of the facilities from Jul ‘75 —— Jul ‘76, formative evalua-
tion phase, and dur ing Jul ‘76 —— Jul ‘77 , sunmiative evaluation phase.36 ’37

’ 38~ 39 ,~ 0

(4) Description of the PACc~fED Learning Center.

(a) The PACOMED learning center was approximately 23’ deep
X 10’ wide. Cool biscayne blue walls complimented the four double rows of
fluorescent lights, providing excellent lighting of the entire room.

(b) The room was furnished from back to front with a 54”
circular mahagony top table with four deep blue posture conforming chairs.
Against the left vail were five rows (from floor to ceiling) of 48 inch
shelves, one five drawer legal size file cabinet, three study carrels with
deep blue posture conforming chairs, an attractive mahagony lectern on
wheels, and another set of 48 inch shelves. The right wall contained one
18” X 35” X 60” grey steel storage cabinet, a f ive drawer legal size f ile
cabinet, and three study carrels. A Sony video cassette player and mon-
itor contained within a wheeled metal cabinet was against the wall next
to the door for good visual contact for all patients.

36Ellgworth, R.E., Academic Library Buildings (Boulder, CO. The Colorado
Associated University Press, 1973).

37Canter, D., “Office Size,” ~rchitects Journal, Aa3: UDC 725—23—301.151,
Sfb 92: 881—888.

38Vogel , C.W., “A Prol~gomenon to Study Carrel Planning,” Educational
• Product Report, 1968, 2(Z): 8—13.

39Amaria, R.P., Biran, L.A., and Leith, G.O.M., “Individual Versus Co-
operative Learning,” Educational Research, 1968/9, 11: 905—1103.

~
0Van der Ryn, S. and Silverstein , M ., “The Room , A Student ’s Personal

Environment,” In R. Gutman (Ed.), People and Buildings, New York , Basic
Books , 1972 , 370—383 . -

11
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( .) The shelves nearest the ~~~~~ :c- nta1nc ~ v d0o ~~~~~~~~ t t~. s,
I ~ln~ strips aad cassettes, programmed •~tu d ’-’ booklets. “Het~.i ” 1vc.v ;~ t& • c - ~~
.nc models, and screens for the relevant visual system.

(d) The she lves at the far en~ contained projec~ .-~ c cc

cartridges , progr~~mied study booklets , cassette tape recorders, a 3m SoUnd
on slide projector recorder , a 3m sound on slide playback uniL , . i . ..  a .

nnd recorded cassettes.

(e ’
~ Cont.~ined within the storage cabinet were additional

c~uca~ fonal ~ateria s inc luding : pamphlets , booklets, video cassettes , etc.

(f) The file cabinets contained blank forms for each of ~-~a

eight systems, to be used in patient charts.

t~~) Strategically placed around the learn ing lab weic ~~~~
visual educational aids addreseing drug abuse, smoking, family planr tni ,
alcoho1i~ u, and a guide to coronary care.

(h) Each learning carrel, contained a note pad , )enc Li ,
privacy act ~.tatement , and an audio head set for individualized interna~
sound.

(S ’~ Primary Learning Center: Room #1.

(a) Size —— 10’ X 23 ’: was large enough to acconmiodete six
patients comfortably. However, may seat ten patients.

(b) Furniture and Facilities.

1 one ~4 inch circular table with four posture con-
forming chairs,

2 two sets o t ive wail mounted shelves,

3 one lectern ,

4 two lega l size f ive drawer tile cab inets ,

S six study carreh~ with posture conforming chairs,

~ one metal cabinet (l,UXOR , Portable) A/V , containing
3ony telev~ ..~ on tn. nitor unit and a Sony 3/4 inch video cassette play back
unit, and

1 one 18” X 3~ X 60” metal, double door storage
cal~inet .

hL~ _ _ _ _ _ _ _ _ _ _ _



(6) Secondary Learning Center : Room it2.

(a ’
~ Size —— 6’ X 12’ : was large enough to accommodate one

patient comfortably. Also uøed for storage.

(b) Furniture and Facilities .

1 one study carrel,

2 two posture conforming chairs, - -

3 one metal cabinet (LUXOR, portable) containing a
Sony television monitor and a Sony 3/4 inch video cassette playback unit.

4 one 2’ X 5½’ built in storage cabinet with stainless
steel sink , and

5 two 25” X 31” wall hung metal cabinets.

(7) Secondary Learning Center: Room #3.

(a) Size —— 7’ X 9’ : large enough to accommodate two patients.

(b) Furn i tu re  and Facilit ies.

two study carrels,

2 one metal cabinet (LIJXOR , portable) containing a
Sony television monitor and a Son y 3/4 inch video cassette playback uni t ,

one 24~t x 37” l( 38” built in storage cabinet with
stainless stee l s ink , and

4 one 13” X 32” X 36” wall hung metal cabinet with
sliding glass door.

(8) Health Sducator’s Office.

(a) Size —— 9’ X 11 ’.

(b) Furni ture  and Facilities.

! 
one study carrel ,

2 two ~~~~
“ X 28” legal size five drawer file cabinets,

- -
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3 one 34” X 4~” single pedestal desk ,

~ three posture conforming ci~aIrs ,

5 four rows of 12” X 48” wall hung shelves,

6 one 24” X 37” X 38” bui lt in storage cabinet wit ~
stain 1 ess steel sink,

L one 13” X 32” X 36” wall hung metal cabinet with
ug glass coors , and

8 one T.V. monitor .

(9) ;on.~ral description common to learning center aud additleii~~
tad I t i  ~s

(a) Ro on size and Cloi~;te ring : Although several sc ”ar,it.’
rooms satisfactor ily fulfilled the learning center requirements , one large
learn ing center would have been more desirable.

(b) Wiring: Adequate double outlets were not present. The
deficiency w j~: compensated for by purchasing seve ra l spider boxes . Race—
ways were prov ided for in the construction of the new outpatient facility.

(c) Artificial Li ght Control: Adequate , all rooms had tou r
double rows uf  difiused flourescent lights. However , a dininer switca was
iacktn~ .

(d) Acoustical Conditioning : N~nc , very distractin~..

(o) Air ~T-n~ r ci : Prov idc~ t~v en~ Ineer controlled t~a’~ i . - —

s t a t s .  Ve~ v poc~ .

U ) Color : Ther rooms had ereari colored walls but were

~‘ry soiled . The PACOKED staff painted the walls a biscaynt’ h~’uc.

(g) Reflective Sur~aces: Adequate. A d immer switch was
needed to ennanc e the visual presentations.

(h) Rest Room Fac i l i t i e s :  Only one for all of staff and pa~ ~~~ . t s .

H) Seat!a~ and Table Surfaces: Excellent.

~~~~ St u d ’, Carrels: Excellent.

~k) And ic—visua l Hardware : Excellent.

14
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~~. Findings.

The existing patient learning center and accompanvln~ c-~
spaces functioned fairly well as small—group ( f i v e  t o  t en  patients ) and u~ v t c~ . .

‘,rudv facilitten . V h t ’  t ’hy s  toal Limi tations 50011 b ecame apparent , hut - d no~.
the main evaluative efforts.

0. Discussion.

~1) Room Size and Cloistering .

In the PACO~~D l c . u n i n g  cOnter the issue 01 cloU;teri .~ .
was ret lacted in the level and manner o. seclusion provided by a carrel.
Unfortunatel y portions of the pilot test of the existing pat ient  learning
cer to i  were hampered due to room s iz e.  For example , the effects of di f—
fe’er~r levels of cloistering and s iz e  of the cloistered area e fIe~~s ‘cii

patient porforinance could not he readily tested . Nor could the revalida—
tion of prevtcus studies be conducted~ that suggest that perfortnance de~
. reases an room size increases because of the time and spaco constraints
of the overall study .1

~~~~
’

(2) Wiring .

ia) Wiring arrangements for instructional areas must tal~e
into ~ic:count ~ht~ need too access to both power and communication channels.
With respect to the first , care should be taken that the system is adapta-
ble to future needs and can be altored eas~lv and inexpensively . At least
two double outlets (minimum ) should be placed on each wall of a small siz-
ed patient learning center. Each s~ich outlet should be grounded and fused
for n~ less than 20 amperes at 110 volts AC. If these power requirements

~~ ~‘t axist , s~1der boxes can be used quite effectively at a minimal cost
($12. T~d/s i~d~’l ~~x) .

(b) Raceways ~hou~ d be p:i- vidcd tor communication uni~s
io~r~ w~ a : t it I e~i t r I  u~, center and Lu weti ctL&’~ areas of the hosp ! t a 1
care facility (to the tei,;vision studio , as in Fisenhower Army
Hospital , for example). This posed no ~‘r o b l t m  for the study because
closed cireolt telev t~~~m was not used . However, it would ho shortsighted
not to inclu~ e this additiona l contingency in any new AMEDD construction .

A . and Kante~- , R.E., “Complexity and Ambiguity in Environmental
Design. Aa~cricaD ttistjtutt ~t Planners Journal, 1967, 33: 210—221.

~
‘Son~ .~r , ~~., Person~ l~~~- -s ce: Tht~ Behavioral Basis of Design (Englewood

Ci~ f f ~ , s.d., r rent ice Hal l , 1969).

d . C. ~‘t al., Vducati~Jna l Facilities With New Media , National
~du car i on Associat t~ t- ka sliingt on , 1966.

L. • . ~~~~~~~~~ ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
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(3) Artific ial—Light Control.

(a) Expert-s generally agree that light should be adequately
diffused and shadow—free En all parts of the learning center. The Insti-
tute of American Architects and the Illuminating Engineering Society Stan-
dards for Schools recommend 30 footcandles as the minimum light level.

(b) Illumination on work surfa ces should be equal to or
greater than that on other surfaces in the field of view. Dimmer switches
should also be considered in pl.anning.4””5

(4) Acoustical Conditioning.

(a) Increasing uses of audio—visual resources of many
kinds make it essential to provide adequate acoustical conditioning of
instructional areas. This is not a problem in most clinical environments
because the build ing plans include specifications pertaining to maximum
reverberation , as well as maximum sound transmission through walls , heat—

• lug ducts, and the like. This was done to insure patient and health care
provider privacy as well as meet American Hospital Association Standards
for environmental conditions.

(b) This did present a problem for PACOMED in that the
stud y area was the only area in the new outpatient fac i l i ty  at DeWitt Army
Hospital, Ft Belvoir, VA that had not had acoustical conditioning . Mdi—
tionally it is recommended that rugs be put on the floors to improve room
acoustics, thus heightening the effectiveness of various communications
experiences. Again , this does not represent an additional probl~~i orcost, most modern health care facilities are using carpeting to muffle
sound and lower maintenance and housekeeping costs.

(c) The room noise level itself should be no greater than
35 to 40 decibels.~

6 If acoustical conditioning is not possible (as was
the situation for PACOMED) it is felt that the use of individual headphones
is an efficient cost effective way to reduce distraction and enhance pa—
tient concentration.

~~Se tting Up a Room: Creating an Environment for Learn ing, 16mm film,
sound , color , Campus Film Distributors, 1967.

~
5Teachey , W.G. and Carter , J.B., Learning Laboratories: A Guide to Adop-
tion and Use (Englewood Cliffs , N .J., Educa tional Technology , 1972) , 29 32.

“61bid., 15.
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(d) This study demonstrated by observation, not by a asu .

ment that for n~ ny patients , noise stands out more and is more distrac .
against a background of silence than one of general ordered activit y. it
was also noted that unexpected noise distractions detrimentally affected
task p~riormance efficiency and decreased the tolerance for frustration .
These find ings are congruent with studies conducted by Sanders, ~~~~ ai~~.
mc cc recently Theologus and others, 1974.’7,~ 8 Their data show that un-
expected noise distraction or unexpected variations in noise level ~~~~>~~~t . tC

to roi~tire a~xne adaptation by the individual at some psychic cost. Dan-
bcreai and others ~1~ 75) developed and assessed a learning strategy program
that Includ ed practice in coping with distractions while applying t~chni—
ques to help the i earn ing of prose materials (three 1,000 — word passa~e~
under different levels of audio distraction). During post—hoc anal’sis
they found that the mean total performance of Rotter scale division cx—
ternals was significantly lower than internals when reading under ~- o ’.~i i —
t i o t s  of audio di s tr act ion .~~

9 It was noted by observation that  the PAC(~~’ 1
subjects in the hypertens ion study that scored high on internals also pe .
formed better  under conditions of distraction. 50 It could probably be
inferred that the internals are better able to concentrate. The effects
of distraction on learning would appear to require further careful study
noting that individual differences would be involved.51

~S) Air Control.

(a) Heating, cooling, and ventilating systems should cause
neither drafts nor noise. Each health educator should be able to control
ventilation in the patient learning center. At any one time, a ventilation
system should provide six to ten complete changes of air per hour, and at
least 10 cubic feet of air per patient each minute.52

~~Sanc~~ - \ 1~., “influence of Noise on Two Discrimination Tasks,” Ergonomics,
1961 . ~: 2 4 3 — ? 5 7 .

‘8Theologu~ , C.C., ~.1ieatcti , C.R., and Fleisl~ sn , E.A ., “Effects ~f Inter-
mittent, ~~derate Intensity Noise Stress On Human Performance ,” Journal c f
~~~~~~~~~~~~~~~~~ 1 974 , 59 (5): 539—547.

P.F. and others, Develo~ nent and Assessment of An Effective
L a r thc~ .~rratcg ’~ P rogran, AFdRL-TR—75—41, Lowry AFB CC; Technical Training
Divisi on , Air Force Human Resources Laboratory, June 1975.

50kucha , P.11., A Comparative Evaluation of the Traditional Versus a Systems
Approach for Hypertenaive Patient Education , Final Report , August
1917 , RCSD , ABS. VS~TX.

51
~.; i o s , L).C. and others . “P~~~Ilc cost ci Ad;tptatjon to an Environmental

St~. c ssor , ’ Journal of Personality and Social Psychology, 1969, 12: 200—210.

12B~~~~, d.L , .ewis, R.B., ann Harcleroad , F.F., AV Instruction Media and
Methods (New ‘t’rk, McCr iw-H’tll Book Company , 3rd Edition, 1969), 72—75.
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(b) The air control for PACOMED was very poor and dependent
upon the monitor ing of the hospital engineers. During the summer months
it was especially close, causing discomfort for all participants.

(6) Color.

(a) Biscayne blue was the color of the PACOMED rooms. The
color was attractive and offered a non—competing background for the health
education posters and realia that brightened the areas.

(b) Room colors should be chosen with careful consideration
to room orientation and gerneral effects required. Colors may vary consider-
ably, depending upon the room’s exposure. Pastel colors were suggested to
help with lighting and light control.53

(7) Reflective Surfaces.

Reflective surfaces did not present a problem because
only a television receiver was used. However, the use of a dimmer would
have provided more optimum conditions. For effective use of most projected
material, illumination in the room, and on the screen itself, should not
exceed 1/10 footcandles .5

~

(8) Rest Room Facilities.

The rest room facility for the study was inadequate .
If possible, tacilities for both men and women should be provided with
acoustical conditioning and ventilation .

(9) Study Carrels.

(a) The patients and staff felt the study carrels used for
the pilot test were adequate.

(b) When constructing a study carrel, Orr (1972) states that
there is no need to make vertical dividers over two feet above the table,
since the possibility of visual distraction is restricted while avoiding
a claustrophobic situation.55 Brucker (1970) compared learning perfor-
mance in a carrel to learning performance in a email seminar room . He
found that high anxiety subjects in an enclosed environment (carrels) performed
significantly poorer than the three other groups. Personality and environment

~~Ibid .

51’Ibid.

550rr, J.M., Designing Library Building for Activity (New York, Academic
Press, 1972).
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interact, and ~~~~~~~ tmes t-e~~s~ ~v e  1’..

It can he co. ic luded that while pr tv.~cv d o t~s ~~~~ :..
high absolute 1”s’sltlv ,’ va~~ c lb and o~ i t s e l f , when there is limit~~.

~‘ho~ce , properly dest~ ned stud y t .tctItt ie’~ to ensure individual .~clu ‘ . .~

wot.~ Id be ~x tren~e v important or  ~~ t tents. Since c err ~ s
tasks pertotmed during learning would require disciplined concentratf~ u,
eeolusion can be ..‘t aasistance.~

’7

(.10) Social Iutec. c I .‘u . - 
-

1 OV O I iv I ~~~ II ~ed sec I ~ s on ~th lb t ~~ Li

interaction . ~~t~c potentia1l~ critical interaction Is between ~he p~tIe~ :
and the “.t - . .~ c.i cc. When t ho c .rre 1 design d oe’s not po r.t I p~

~- .-~i rh ~~.
- 

~ cc i n i c t  . i c t  ( c i i . ~tc.ct ‘:cr oc~ i t  ion must he p r o vt d c~ .
- ii:i t ~i ..v ng a sep~u~i e othi cater’s off ice was highly succ C

It ~.. .‘rded pc ~v :~ cv t o~ 1 n d t v~.du~il patient counseling , enhanced th~autho r~ t a t  i v e ~ role ci the ho. t h  ed ontor , provided the patient ~L~~~~~ U~~~~ S

ct  heh’ when required , and provided varIety in the learning locale. :‘~‘

LI’) Tt~v~~~~iout. he pro ‘cot  it s customary t o  hav e ~;i\
tc ten p~~i t  o i . t  S p e r  ses.~ on , ho~cevt ’t at  t inc’s due t o  professiona l p r i o r i —
t ii -~ ‘~~ “i’ i~~( ~“cr Ot . erra S • ho so hcdii it ng ~~~~ .i .mged w i t h  I us t ~~~~~~ ~~

—

ttou . 1: was dift i. uit t Pet c o t  ~. i th~’ ~so1ation inhihifeti the leaiu- -
tug ,)~ o. C o s  Whether ~‘. i t  t c ’ut  s i U ~1i host by themselves remains in dout t
Sullivan and others ~1~~T-.

\ roport in their survey of learning centers that
ithen the program of the learning center isolates students during instruc-
ticu , those o b l e c t  ives  in ~1’tich persona l interaction is an important dc -
ment may he t.gu~ re.i • ~ Lee (19h~~ emphasizes the need for grouping in so

5~T~:~TT. ~
. ~~~~~~ “~~~~ 

~
• . t • - f cc ‘ .cd tudivtdua]. Learning ~~v~ ronment

I ti~~ t r e . e  c. t- ,~. w~ ~~~ - ci cc he Achievement and ~~~~‘ I
a; Colic ~~

- .~~t u . e i i i c  . s~ 0, ~~~ h~ o .i~~h the’ ~.e o t  Pr rammed Instruc t ton ,
Disscrtati Al~st rsot~~. I°7~ , P1 , ~~~~ A-~~~ A .

~ JussIm , ~~.,  “Pei -~ oca ~ Spsce ~i the Medts Center ,” School Media

~~~rter~v , 1’ / . .  . .
~

~~Hsl i, ~
‘ . ‘. , Fiwltot ’me’ts ~‘otiuuntcation ,” In A. Easer (Ed) B havior

~~~5 ~~~~~~~~~~ ‘ ‘  ~\ ‘~~~ Yor . , P lenum l~~ess , l . ) , — . St~.

LOVE’, W .P . ‘ 1 ‘. ivl .tua l Versus Paired Learning of an Abstract Algebra
Presented ~~‘ C~~iput.’r -\ ~~

- (stoP instruct ten ,” Tallahassee: CAl Center ,
S : •

~ - ‘ • i~’ P’~_ L t \ -  
* 

I 
~~~~~ ~~~~~ ~~~~~ ‘~~~~~

~~~~~~ P. ci ~~~~~~~~~~~ ~~~~w c e v oi the  Present—State—of—the--Ar t in
u1n~~- enrez~~~~~~~~~r~., A?HRL—TR~74-- 1i , Lowry AFB, CO: Technical

Tr,if niiag D1~ fetou . A i r  r oyce Huma n Resou rces Labora tory , 1974.
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individualized program as she suggests that groups are formed d i f f e r e n t ly ,
f  or different lengths of time.61 Payne (1968) observes that with program-
med maLerials the moat satisfactory social group contains between four and
ten pupils.62

(c) it was apparent through observation by the PACOMED s taff
that group size, in the PA~OMED Learning Center was dependent upon the topic
area and the social characteristics of its constituents.63 It was very de-
sirable to have group interaction after individual study with the breast
self examination module. However, individual study alone was much pre-
ferred for  the vaginitis module.

(11) Seating and Table Surfaces.

The chairs , desks, and tables ordered f or PACOMED were H
not designed to be easily movable. Not infrequently the patients and health
educators complained . Therefore, it was agreed that chairs and tables
should be movable (designed for flexible groupings), quiet, and comfortable,
(the right height with good posture support). Swivel chairs with casters
would be ideal .61’

(12) Based on the observations and experiences of the PACOMED
staff and a study of the literature , the following criteria for the physi—
cal facilities of a learning center are listed :

(a) Physical Facilities.

1 Size. A small—group facility would be desIgn—
ed to accoinodate six to ten patients. The minimum room size would be 300
square feet, preferably 450 square feet (15’ X 30’). The size will be de-
pendent on apace allocations, type of installation, and patient flow.

b Lee, D., “Do We Group in an Ind ividualized Program,t’ Childhood Educe—
tion, 1968, 45: 197—199.

62 Payn e, K., “Social Factors in the Classroom,” In W. Drum and C. Holroyd
(Ed.), Aspects of Educational Technology, Vol 2, London , Methuen and Co.,
1968.

63j~~~~ 5 , J.,, “A Preliminary Study of the Size Determinant in Small Group
Interaction ,” American Sociological Review, 1951, 16: 474—477.

61’Van Cott , H. and Kinkade, R.G., Human Engineering Guide to Equipment
Design, Washington D.C.: U.S. Government Printing Office, 1972. (Ref. Ed.).
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Wiring . Minimum requirements or a -v’sll ~~~ - -

learning ce.iter wauld be two double outlets on each wall. The C i t  ~ t S

~hou1d be, within easy acce~.s to each atud~ carrel and either end -

room . Racewbys should be ptovided for communications units bets within ct,.
l arntng center and between other areas of the hospital care fa. ‘l’~ty.

Artificial—Light Control . The lIgh ~hc t i l d  h- ~
adequately Jlttust’d and shadow free in all parts of the learning center. V

;httty tuotcand ]~ s is reccm~mended as the minimum light level. Light con—
trol  with dimmer s’wttd’ should be in the immed iate area of the health ed-
uC ate ’r ’s st at ion .

Acoustical Conditioning. The acoustica~ con-
ditioning sh~-u1~ he controlled by wall coverings (acoustical t ile ~r piso—
ter) and russ on the floors plus the use of headphones for each put -.o:~. t

~ Air Control. Heating, cooling, and ventila—
ting systems should cause neither drafts nor noise. The temperature rungo
as per governmental energy control standards , should be from 68 degrees
F. i.n the winter to 78 degrees F. in the summer and the humidity between
45 and 55 perc~nr with adequati- air circulation. it should also be them e-
statically controllable and monitored by the health educator.

6 Color. C010r8 may vary considerably, depend —
ing upon the room ’s exposure. Pastel. colors are suggested to help with
ligh ting and ltght control.

7 Reflective Surfaces. For effective use ot
projected material. ilLumination itt the room should not exceed 1/10 foot—
candle.

~i Rest Roc~ Facilities. Should be provided for
both men and wc~neu in the 1t~~ediate area .

(b) Fu r n i tu :  e and •~rrangement . ~flta~rani ~ , pc~ t ’ -~ •. .

I Carrol~~. To ..~f f o r d  t l e x’ ib i l i t v  a ~mix” or t v ~~es
of carrels Is ceco~ cecded . rather than c ~t.u-idardized type. The vertical
dfvider~ ~hou1 d not Sc over two t e et  shov e the table area. Study carrels
should be used tor tnJividuali:~ed -Instruction with a minimum of six and
prefera?’Iv ten patients per small sized learning center.

~ ‘ loister in~ of Carrels. If feasible the carrels
ahould be broken up visually so that they do not have a barnlike, regiment—
od sppr ecr aoce , .  t f  space is at a premium there should be no more than five
carro~~. along one you . Carrels should be arranged to ease the traffic
f low, s’r .e pctie~ t~ leav e at dif~ ore~ t- times.

3 SocIal Interaction and t~roup Size. The interaction
snd size t - f  t ’ e i~rou p Is dependent span the topic area (disease entity)

-~~to ~r t . ~n cuar~c~ trjstics ~ the patients. The optimum group size is
~~~‘. to t c n  patients. 

-
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4 Conference Table . At least one round conference
table should be included in the furniture to provide opportunities for
various forms of interaction and face—to—face learning activities. When
patients are at the carrels the conference table may also serve as the
health educator ’s station.

S Seating and Tab ..e Surfaces. Chairs and tables should
be movable (designed for flexible groupings), quiet , comfortable , the right
height, with good posture support. Swivel chairs with casters are suggest-
ed.

6 Learning Materials Storage. The learning center
should ind uce shelving both open and visible and hidden (cabinets) shelves
to store booklets, 3/4 inch audiovisual cassettes, etc.

(c) Additional Facilities.

! 
Health Educator ’s Office. Should include a desk,

two chairs, and a minimum of two file cabinets. The number of fi.e cabinets
would be dependent on the patient case load. This office is essential
for baseline collection and individual counseling.

2 Storage Area and Supply Room. Should be large enough
to adequately store blank forms, patient charts , and additional (back-up)
audiovisual equipment , and two files cabinets. The recommerded room
size is 9’ X 11’ . However , it may be smaller.

(d) Audiovisual Hardware.

1 3/4 inch video cassette playback unit , 21 inch color
T.V. receiver and console. This proved to be the most cost effective and
reliable mode. In addition, it is recommended to have the hardware stored
in a console for safety , dust free environment and flexibility of movement .
Units have been known to fail, so a backup component is advised .

2 Headphones. Should be used to afford the patients
a better opportunity to concentrate. Eleven for a small sized learning
lab im recommended. Ten for patients plus one for the health educator ’s
monitoring function.

3 Refer to the section on coismunications media, para 5,
for a further discussion of this subject.

(e) Location of the Learning Center.

The learning center should be readily acc-’ssible to
patients and have an adequate waiting area , and if possible, convenient
parking.
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(f) Costs.

1 General Requirements. Space allocations and general
requirmments do not have a cost attached because existing resources wi~i
be utilized. This would be a cost to the ANEDD with or without the patient
learning center. Pointed out in the discussion was the fact that all health
care facilities have similar general requ irements because of American
Hospital Association Standards and other clinical factors.

2 Furniture, Shelves, and Cabinets.

(a) 10, one station carrels @139.00 $1 ,390.00

(b) one 48” diameter table @107.50 107.50

(c) 16 chairs—plastic posture forming shell @ 22.39 356.84

(d) 2 sets of display shelves (5 shelves/set
and hangers) @ 53.60 107.20

(e) two storage cabinets (18” X 35” X 60”)
with shelves @ 85.00 170.00

(f) 4 file cabinets @250.00 1,000.00

(g) one desk——pedestal @250.00 250.00

COS t $3,381.64

3 Audiovisual Hardware.

(a) 2 color T.V. receivers-.-~21” screen @487.00 $ 974.00

(b) two 3/4” video cassette playback units @884.30 1,768.60

(c) 2 cabinet, consoles @329.00 658.00

(d) 11 headphones @ 13.70 150.70

cost $3 ,551.30

Estimated Maximum Cost Approximately $7,000.00

(13) Unf ortunately , many existing AI4EDD health facilities will
not have the potential to develop the patient learning center and additional
facilities just described. In most cases some of the desirable requirements
will be lacking, or else they will fall far below the standards suggested
here. Some space allocations may have lights but no power outlets. Others
may need paint, or lack proper ventilation. Such problems need not keep
the conscientious health care worker from making adequate use of patient
education media. Inventive health care workers all over the country have
devised ways to use media despite unfavorable conditions. An environment
favorable to learning can be created in almost any room in a health care
facility. All that may be needed is some “creative imagination.” The

25
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general requirements and costs were based on the optimum nor ~~minimum. For examp le. the PAC~ (EI) project did not purchase all ~~ I . v n ’ —
ture or audiovisual hardware to conduct the study, most of the furni uirs~and equipwcnt was borrowed very easily because of under-utilization of
existing resources. Two 3/4 inch video cassette playback units, rw~ , 2~inch television receivers and two consoles wore loaned to the project for
two years. The space allocations given to conduct the study wcr.. roon,s
~revioua1y used by another stud s- group , plus two vacant storage rooms.
‘~hen requirementi~ couldn’t be m et any other way improvisations were ac--
complis~ie~. Even in older buildings, relatively inexpensive improvement~can be made ~o ~‘~~ 1Ltate the patient education process.

~14) The maximum requirements would not cost more than $7,000.00
to se- up q pit . ~o i i t  lesrn Th g center , health educat j r ’s o f f i ce  and Stor:4~~e .
Or to draw a~ anal .  ~ not more than existing cost for patient in forms ‘ui(~ ivt- .~ by ph’ ; i;~~o and nurse clinicians based on Hypertensive and P~ c -~ -~ ~patient c;’se 1~ .id~ In one month for the Internal Medicine Clinic at DeW Itt

— 
Army Hosp tui , Por t ~elvoir , Virginia.

• 1 •
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5. COtQIUNIcATIONS MEDIA .

a. Procedures.

(1) In July 1976 the [m el report for the Strategy for Instruc-
tional Systems Design and Formative Evaluation was submitted .

(2) In that report under findings the results of testing three
different types of educational hardware were given. In essence the find —
ings were: the PAC~ ’tED staft found the video cassette format was cost—
effective and reliable. Additionally, the playback unit allowed for:
(a) ease of operation , (b) could be reversed for review without losing
a portion of the program , (c) was very quiet during operation , (ci) was
less expensive to reproduce a program than the other formats , and (e)
could be a cost savings since most Army hospitals already have the video
playback units available to them.65’66 ’67 ’68’69’70

(3) The following deals only with a description of the
se~ection of the “messenger to carry the message” (the forma t and /or media
selection).

~~Kucha , D.H., The Design, Developrncn,~~ dnd Evaluat ion o[  An Empirical
Model of An Outpatient Health Information and Management System, Unpub lish—
ed Doctoral Dissertation, The Catholic University of America, Washington D.C.,
1973 , 9 3— 12 3.

66Bretz, R., A Taxonciijy cif Communication Media (Englewood Cliffs , N.J.,
Educational Technology Publications , 1971), 5.

67Allen , W.H., “Intellectual Abilities and Instructiona l Media Design,”
A/V Coui~munication Review, 1975, 23: 139—170.

68Levie, N.y. and Dickie, K.E., “The Analysis and Applicat ion of Media ,”
In R.M.W. Travers (Ed.), Second Handbook of Research on Teaching (Chicago, —

Rand McNally , 1973) , 658~-882.

69Kanner , J.H. and Rosenstein, A.J., “Television and Army Training: Color
vs Black and White,” A/V Communication Review, 1960, 8: 243—252.

70 Kucha , D.H., Strategy f o r  Instructions] Systems Desig1~Process and Formatfve ~va1uaffon, Final Report , July 1976, HCSD , AMS,
FSNTX, 13— 15.
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b. Findings anil Related Discussions.

(1) UtIlizing the Arm y’s Existing Resources .

The Army started using video units in late 1970 (Re—
ccmmcudatiens ~.ere derived from a study conducted by the Combat ‘i:ainiu~-, 

- 
-

Board 1970). Then after standardization of 3/4 inch tape by several ~r.~’j’r
.oiapaniea, the Army did their “major buy” between the years of 1971 and
i97~ . Because of the Army’s enormous investment in studios, equipment ,
utc., this format will be used until at least 1985. Consequently, in light
e~ coct effecriver:c -~s the format was bas

4cally predetermined prior to the
conception of projec t PAC~~~~. In most military installations and ho~p1--

~ala,aaide froc, lectures , television is the primary medium of instruction .
Therefore in chin area , no major investments would be needed to utilize
the 3,~1, irch videocassette format for patient education.

71

(2 ’~ Adult Education.

America leads the world in Adult Education. Almost .u~’
issue of any popular magazine or Sunday supplement will provide advertise
ments for a dazzlthg display of self—improvement courses. The total -oi 
bar of adults occup ied in adult education is conservatively estimated to
be half of our populat ion. This apparent thirst for self—improvement c.’~n
be used to ad~’ant.i~e by health planners and providers alike by giving ~~~~~~

consumers the hesl th  information and education they are seeking and asking
for. One does not need to be a Jules Verne to grasp the possibilities
and potontia~ outlets  for videocassettea . In fact , itt the not too distant
future the pat!.rit education programs can be given to the patients to play
in the convenience of their homes. Videocassette (and soon videodisc)
tec!-ir o log ’ has ~he power and the mode to spread patient education and in—
fonnat ’o~ t~u i -~ widely and make its surface attractions even more interest—
ing ~. the go:’ ..~l public through proper prograemiing and advertising .
~lso, t~reu~li ~ja T uation,hazc rds may be prevented , and losses may be anti—
c~pa~ud. It r.~,’~~u~-’;, first , prescience and second , organization , ~e~o~c
the c.’~~~~~~~y t .  v~~ucnc.~eettes inundates the consumer patient education

~~rket, th-. I - ~ , •~oon. VideocRsSettes also represent a potential liher:i-
tIotA for the c - .  ~~~~~~~ c~~e pi ovider by betng able to provide accountability
in the area ~t o~ ith education to every patient for a nominal cost.7’

~ Telecon, 
13 i”eh~uary, :977, Major Russell, Director of the United States

Army ~udte V1 tr~-~l activity, Pentagon, HDQ’s, Dept of the Army.

r, 
~ •~ -J ~~~~ I.!- ., Videocassette Technology in American

E 4ucS tiou (F, -‘~~.~~o . J  C u l t s , N J . ,  Educationa l Technology Publications ,
• 1)~— I~i
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(3) Compatability ~eirh the Instructional Systems Design Process.

(a) When used for patient education , videocassette would
require a clear distinction between the delivery system and the development
system. This distinction is necessary because the initial instructional
content needs to be stored in a modifiable medium . (PACOMED used pri— 

—

man ly the 3m Sound on Slide for developmental purposes). A completely
separate system with easily modifiable storage allows for development ,
evaluation and revision of the instructional content. Only after the
developmental process is completed can t1te thstructional content be re—
corded on a master video—tape. The master tape can then be used for du-
plication purposes.73

(b) Implementing t.iese kinds of systems will not be a matter
of simply waiting for the appropriate hardware. The major feasibility
questions do not revolve around the communications technology, but around
an instructional technology. To be really cost—elfective , videocassettes
must be duplicated in reasonable oumbers (economy of scale); and , there-
for e, a reasonable number of health care facilities , professionals and
patients must agree to use them . This acceptance will not occur unless
the instructional content put on the videocassette really works well.
And it’s not likeiy to work well unless it was developed and tested by
people who have a pfetty good idea of how to do the job right the first
time. Unfortunately , instruc tional developers of such caliber are very
few in number. Most videocassette~ have been developed as if they were to
be given as class lectures, and as a result they haven’t turned out to be

~ich of an improvement over presentations that they were designed to re—
place.71’

(4) Relaying Instructiona l Objectives.

(a) The thinking in education has been changing its direction .
The great body of research in rho early years, generated seemingly in the
hopes of finding some magical quality of the television med ium itself t h a t
was independent of content and teaching strategy , came up with the unani-
mous but disappointing verdict : No significant difference . It was still
the same lock—step instruction——presentation of information——with learn-
ing measured by the same tests. Mainly because objective tests were used ,
it was only cognitive learning that was being investigated . Instruct ion
in skills was considered inappropriate to television, or beyond its cap-
abilities. The achievement of affective objectives was considered totally
beyond measurement.

‘~Carl , D . R . ,  “Instructional Deve lopment In Instruc t ional Television ,”
Educat iona l Technolo,~~~ May 197b, 16 (5): 10—24.

71’Ibid. 
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(h) Today the thrust is more in the direction cf ~idi’~ ~dtu l
ization . In patient education emphasis is upon the patient assuming more
responsibility and to assume an active role for managing his o~n disenso ,
within the range of choice allowed by the health care faci l i t ies  and
health care providers.

(c) The new approach reduces the role of lesson presentation
by the health care provider , and tends to emphasize other roles for heal th
care prov ider and patient alike. Interestingly the technology of ~elcv [-’
ston has no~. become better adapted for use in these other instructional
activities, such as skills learning ,and can be used in the individual mode
.~s well ~s “instructiona l TV” that was researched so widely some two de-
cades ego. The technology has vaulted ahead of the research conciusious.

(5) Videocassette and Cartridge Capabilities.

Names.

(.
~~) M.A~NETIC TAPE: (1/2 inch or 3/4 inch tape); Ampex

(Inatavision): Avco (Cartrivision) ; Japan Victor ; Panasonic ; Philips
(VCR) ; Sony (IT—Mat te); and 3M Company.

(b) Compatibility and Standardization: No possibility
among the several systems except for Sony, JVC , and 3M, who have agreed on
3/4 inch tape cassette format. The other companies have a 1/2 inch reel
to reel.

(c) Recording Potential: Yes, instant.

- 
~~~~~~ C oct  of Playback Equipment : Med ium to high , .thou t

~1 ,00O tc $1 ,500.

(~~) Cost of Record ing Medium : High, about $18,000 to $22 ,t~Ot).

(t ~~ Video Picture Quality: No single system has an in—
herent sub~ t a n t t a l  picture quali ty advantage over any other using broadcast
standards ac .~ rcf~’rence.

(s.) Reliability of System: Average, 200 to 300 runs. Jr I c
dependent on the  operator and preven t ive maintenance.

~,h) Ratio of Playing Time to Duplication Time: No high
speed dup1’t~’cr JUI~~ .

(~
) Cost of Duplication of 11 Copies: Low.

~. 1 ” Cost of Duplication of 300 Copies: Medium , $20.00/hr .

(k) Cost ~..
‘ Duplication of 10,000 Copies: l.ow.

‘irstz , R. ‘ k,i — Jchool Tilevision and the New Technology,” Educational
TeChnot~g!. 

:ta~ Y’’6. li. (S ) :  ~0—c ’.

7
~0p . Cit. . Ci~~~.~ on .~. Palk , 150—151 . 
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(1) Ability Erase Reuse Record Medium: Yes.

(in) Playing Time: All systems may, one way or another,
achieve equivalent playing time up to one hour. —

(n) Single Fram e Storage Potential: No, can only freeze
in place.

(o) Video Playback Pickup Method : Helical scan magnetic
head pickup.

(p) Major Market Control: Consortia of  US and Japanese.

(6) By 1980 thought should be given to evaluating the use of video—
discs for the patient education format. The hardware advantages are al-
ready superior to the videotape players. The optical v~deodiscs are free
of the wear factors characteristic of videotape players, provide very high
density of information storage, and compared with the prior art, are de-
lightfully easy on the pocketbook; a player will cost about $500.00 and
the discs should cost about $2.00 to $5.00 each, depend ing upon program
material. In addition the cost of duplication drops quite rapidly with
any real volume (See Table 1 , Typical Cos ts of A/V Reproduction Equipment
and Table 2, Per Copy Costs for a One—half Hour Motion Visual Program,
p. 32 ) and over a five year period by using videodises instead of video-
tapes the average annual cost can be reduced by 42 percent. It is impor—
tent to realize that the economic advantage of videodises is due to their
durability and ruggedness, as well as to their low purchase costs. Video-
tape cassettes are good for two to three hundred plays. With optical
videodiacs, fingerprints, dust and surface scratches can ’t penetrate the
plastic “sandwich” that protects the inner reflective surface. When the
disc is played , its outer surface, dust, scratches and all, is outside
the focal range of the microscope objective. The player can show the
same frame, hour after hour, without any degradation of the television
image.77

(7) Videodiscs will set new standards for inexpensive large—
scale media distribution. Educational use of videodiscs for the presenta-
tion of conventional linear motion pic tures will probably catch on like
“wild—fire.” Non—l inear, interactive applications will make a real con-
tribution to the quality of education, but not until instructional devel-
opment becomes a matter of production, instead of experimentation.

“Schneider, E.W., “Videoclisca , or the Individualization of Instruction-
al Television,” Educational Technology, May 1976, 16 (5): 53—59.

31
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TAB LE 1

Typical Costs of AV Reproduction Equipment
1. ~~m v idec player and monitor $1 ,592.002. 3/4” videotape cassette player and monitor 1 ,500.303. Optical videodisc player and monitor 9OO.~~4. I &cn projector and screen 

825.00S. 8m projector and screen 
55. • .~

‘

TABLE 2

Per—copy Costs for a One—half
Hour Motion Visual Program

M~DI1rM 
QUANT ITY

1 10 100 1000
i tji ~~~~~ t ilm $417.00 $108.00 $84.52 St*.178n~ fll~ 285.00 66.00 52.003/.,” videoca~aette 70.00 31.00 2] .25 iS. CVideodisc 450.00 46.00 3,01 .63

; :
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6. THE NON-PROFESSIONAL PARAMEDIC AS HEALTH EDUCATOR.

a. Procedures.

(1) One aspect of the study plan called for the utilizing of a
non—professional paramedic as health educator. It was suggested by the

• project director in the original study protocol that, if possible, the
technician should have a non—professional paramedical background, i.e.,
91C or LPN. This was necessary in order to study the feasibility of having
a non—professional coordinate the utilization of the patient education pack-
ages once the instructional models were developed. If the results of uti—
lizing this caliber of personnel proved positive it would save profession— 

4al time and be much more cost—effective. Further, it was hypothesized tha t
the individual selected to develop the role would possess qualities needed
f or the evaluative aspect of the study, but qualities not necessarily need-
ed to manage a patient learning center. Therefore, a mature 91C , E/7 , was
selected,7ö,7S,~ O,8l

(2) In order to prepare the non—professional paramedical health
educator to assume and critically develop the role, a series of logical,
systematic planned experiences were accomplished. The potential health
educator joined the staff in April 1975, after the assessment phase was corn—
pleted , physical area decorated and furniture and equipment ordered . Con-
sequently, the first three months were spent in learning about the concept,
study plan and study outcomes completed up to that time. From July of ‘75
to July of ‘76 , the eight learning systems were developed , revised, and
validated. During the instructional systems development and formative
evaluation phase the study plan called for developing the health educator’s
role and revising it (adding or deleting functions) until a point was
reached when it was felt that the 91C could assume the full responsibil-
ity. In the year’s time, the health educator was coached , given selected
reading materials, continuing education, and an array of simulation exer-
cises. Additionally , he assisted with the patients used for the valida—
tion process , and gained in competence with each succeeding system.

~
UDecker, E. and Bonner, P., PSRO: Organization for Regional Peer Review, 

h

(Cambr idge, Mass, Ballinger Publishing Company, 1973), 134—135.

79Weckwerth , V .E. ,  “How to Use and Misuse Average Length of Stay Data,”
Modern Hospita l, October 1965 , 105 : 114—117 , 176.

80”Health Education: Role and Responsibility of Health Care Institutions,”
Statement, American Hospital Association, Chicago, Illinois, 1975.

81Jamplls, R.W., “The Practicing Physician and Patient Education ,”
Hospital Practice, October 1975 , 93—99.
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(3) With in six months of opening the learning center , by Dec
‘75, it became apparent that one health educator was not enough due t~~~

the additional evaluation functions required (i.e., collecting da:.~ ou the
control group at Ft. Myer, telephoning subjects for follow-up and the
clerical and administrative duties associated with studies). And , c~~~

was mentioned earlier , one of the primary thrusts of Project : PAC~ iED had
been to trnpi~ove cost—effectiveness by the utilization of non-professional
personnel for patient education. It was postulated that the technical—
:~itchanical aspects could be administered by an E/4 or E/5. In practice ,
it became apparen t that .i wall—qualified individual of t h is low rank
cou ld carry out many of the func.tior.s that were being performed by persons
of hig:ier rank and education. In April 1976, an E/5 was added tc~ the
staff enabling this element of the protocol to be implemented and
evaluated.

b . t~inding s and Related Discussions.

( I) Prerequisites.

(a) Educational Qualifications.

1 Graduate of the 91C20, Clinical Specialist course.

2 The scope of instruction for the 91C20 includes: Mii~
itary publications .~d correspondence ; medical records and reports; inter—
personal relations, techniques of instruction; techniques of management;
Army medical field ervice ; emergency medical and dental care ; medical
management of mass disaster casualties ; military preventive medicine; in—
troduccion to med ical science; oharmacology and patient care; concepts of
patient care ; medical surgical nursing ; mental heal th and mental illness;
care of -h r e tr ica l  patient  and the new born; care of the ped iatric patient;
dispensary procedures ; surgery in the Army dispensary and health f ac i l i ty ;
and clinical e~perienee.

3 Length: 40 weeks.

4 Prereçuiaites to attend the 91C20, Clinical ~pecial1s .
.‘otl_se .

S High school graduate or the equivalent as measured by
tests. Must have credit for high school level course in mathmatics or
a stard rd score of .~5 or higher in GED test 5, high school level.

An interview b) and ~.ritten reconinendation from an Army Nurse Corps of-
ficer or, when not v,ailable, a Medical Corps officer, as to the applicant ’s
totereat in pati’tv cnr e , potential and physical suitability for the course.
Star,dard ac~ rt’ o~ 1)0 o - higher In aptitude area CT or ST. Must have
ccess~u~~~ comp leted 91B10 training conducted at the ARSUSA, and have a

o~ ~8 niontis clinical experience. Twenty—four months or more of
nc ive duty service rema1n1n~. after completion of the course. No security
cles,snce is

i~p.ir~ ui--n t  Course Catsiog, Fiscal Year 1976 (1 Jul 75—
~7 Jim ~~ •i~~ Fisc’~ 

‘.t  •~ t 7~ (1.Tu l 76——30 Sep 76), 6—7, 6—10.
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(~ ) Physical and Behavioral Characteristics.

I Be well groomed , possess military bearing, have nor-
mal weight, be a non—smoker, and moderate to light in alcoholic and caffeine
consumption. It is desirable that the health educator niist be a role model
and help teach individuals how to cope with medical probl mis that are self—
induced or caused by factors existing within the environment. More often
than not the health educator ’s efforts were directed toward attacking self—
imposed “diseases of choice,” including smoking, alcohol ism, and nutrition-
al abuses that may uitimatcly le.id to hospitalization .

(c) Pay Grade——E/4 or H/S.

(d) Tour.

A minimum stabilizat ion tour of two to three years.
This would allow for job security, satisfaction , and continuity of care for
the patients.

(e) Training Time.

Based upon the PACcIIED’s staf t experience, it is
considered that five working days in a patient learning center are neces-
sary. This aspect would include the following functions: (a) operating
the learning center , (b) counseling, (c) maintaining records, and (d) co-
ordinat ing activities. Of cour se, much is contingent upon each individual’s
background and prior educational preparation. Therefore, it is suggested
that if a centralized learning center is ever developed for preparing these
health educators that some type of competency testing be done. For in-
stance, it. is not uncotm~on for some college graduates to refuse or be de-nied a commission for various reasons , many of whom become 91C2Os. It
could be that an ind ividual of this caliber (especially if she or he was
a former teacher) would need very little i~. the way of new skills , but
only need to learn how to implement the standardized procedures. On the
other hand, it could be possible that a borderline individual would meet
the prerequisites and screening procedures. This person would undoubt-
edly .ieed additiona l training time.

(2) Procedures.

Operating the Learning Center.

~~.i) Because the validated learning systems have accompanying
directions and h o w  char ts  f o r  their  administration , the tasks involved
in operating the learning center are minimal and elementary in na ture .
The tasks that were identified are as follows: (a) Prepare learning
center environment for learning systems presentation : 1) Insure that au—
dioviøual equipment is operationa l , to Includ e lighting and sound system ,
2) Prepare ind iv idual folders  for  each patient . The folders contain the
necessary forms for each system , 3~ Insure that pencils and paper are at
each carrel. (b) Insure that forms for each system are properly completed
by the respective patients. (c) Prior to showing the advanced organizer
give the pat-tout a brief description of PAC0~~D and the educational  pro-
gram to be received . (d) Provide , co l lec t , and score pre/post tests.

- - - :—•-—— • _ _~__-~ ~~~~~~~~~~ — —.—~ ——— —••-•~~~~-~--—
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(e) Show audiovisual programs. (f) Assist patients as needed . (g ’
~ M~~ - --

tam learnind center in readiness for the following sessions. (n) Mt.in—
t.ajn form level for each syst~~~. (i) Provide first—echelon maintenance
on the audiovisual equipment. (j) Conduct monthly equipment inventory

~nd maintain inventory records. (k) Insure tha t the learning c..zit€r is
kept in a high state of cleanliness. (1) Maintain an additional set of
tapes for each system in case of damage to the original. (m) Insure th . t
t’-e learning center and adjacent facilities are properly secured at all
times.

(b) Seventy—five percent of the health educator’s ti:no

~as devoLed to the functl’.~n of operating the learning center. All of thc
above tasLs ~1re ongoing and not likely to change with this prototype.
Form s comrleted by the health educator and test scoring were done while
t~e pat ients were vtewing the audiovisual programs. This feature max—
it~~es the heal~~ educator’ s time, and eliminates delay and unnecessary
waiting for the pat ienL .

(3~ Counselor.

(a) The healt~i educator must establish rapport with each
patient and f amily member . An open line of communication must be develop-
ed and maintair,ed during the entire series of sessions. The initial in—
tervkv i~: important in that the patient must feel he or she has been
accepted and that there is a sincere desire for the health educator to
help. The heai.th educator worked with each patient on a personal basis.
The patient ~~s assisted to develop a sense of accomplishment initially
in order to sustiin motivation.83’~~ The tasks tha t were identified are as
follows: (1) Review consultation sheets. (2) Interview patients to find
out the ir ner s. (3) Collect baseline data. (4) Determine deficiencies.
(5) Deve1c’ - plan of action. (6) Provide explanations or reinforcement.
(7) Enc~uia~e compliance to treatment plan. (8) Give feedback to the

care pr (’ic~ r as needed. (9) Coilec~ follow—up data. (10) Termim
are sess ’-r-Ls ~ �~~ appropriate. (11) Return consultation sheet to health
care provider , denot ing patient ’s progress.

(b) In addition the elements of good human relations should
he 113st-re c- . these include: respect, acceptance, objectivity, protection ,
observ~,tion . p r a l u n t  ion, listening, communication, and action (interper —
sona! rela .ions are given in the scope of Instruction for the 91C20).
Cr.3 y when t~-’~e h— alth educator has learned successful interaction with the
patient can h’ ~r she achieve their full potential in the role. 85

.1 , i~etveen Patient and Health Worker (New York, McGraw—Hill
Book Company , 1974) , 224—2 51.

3
~ Tharhey, ~ .C. cnd Carter , J.B. ,  Learning Laboratories (Englewood Cliffs,

~ew Jersey , J~duc~rional Technology Publications, 1971), 13—26.

~~Derroh , ~~ c :tt . ,  251.
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Cc) Ten p..rcent of the health educator ’s time was devoted
to counseling.

(4) Recor ds Management.

(a) The health educator also serves as a record—keeper in
maintaining accurate and adequate reports on each patient.

(b) A chief criticism of the patient learning center could
be that it entails extensive record—keeping because of the personalized
ledrr~ing practiced and the necessity to account for this learning. Re-
cord—keeping is a very important factor to the success of the patient
learning center. It was necessary, therefore, to devise procedures that
kept record—keeping to a minimum.

(c) The health educator maintains a checklist for each
system to insure consistency, individualization, standardization , quality
assurance and accountability for each patient.

(d) The patients’ personal file8 and cumulative records
were maintained under the same regulation that all patients records are
kept , AR 40—400, change 4, 1 Nov ‘76, MEDICAL SERVICES PATIENT ADMINISTRATION .

(e) The records were stored in locked file cabinets in the
health educators ’ o f f i ce (s ) .  (In addition the offices had security locks
on their doors.)

(1) The tasks for the record—keeping are covered in sec-
tions concerning Learning Center Operator and Counselor.

(g) The original itemized forms for each system appear in
the f inal report for the Formative Evaluation Phase of PACOMED, July 1976.

•
(h) The time spent in mana gement of records was five percent.

(5) Coordinator of Activities.

(a) The tasks enumerated in this section are not to be
confused with program planning. The main focus here was the managerial
functions associated with the ongoing activities of the learning center.

(b) The tasks identified that the 91C20 could successfully
perform were: (1) Maintain accurate calendar of events, to include: schedul-
ing patients, attending meetings and briefings that were germane to the
operation of the learning center. (2) Insure that activitie8 centered a—
round the learning center were coordinated to eliminate confusion and pro-
vide optimum time utilization. (3) Establish priorities insuring that cc—
tivities not directly involving the patient were secondary in nature.
(4) Give initial staff orientation pertaining to the learning center.
(5) Schedule ongoing orientation for newly assigned personnel. (6) Peri-
odically reinforce professional staff. (7) Maintain liaison with profes-
sional users. (8) Give briefings to visitors of the learning center.
The time consumed in this function was approximately ten percent.
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(c) ~ecause of the evaluative nature ~,f the st~ d ’r i~ 
.
~‘s

i.~perat Lve that the hr ~lth educator control the scheduling o: the pat ic~rts.
h owever., it Is suggested that for the future the health educater ~-rov i~e
a monthly calendar ~o the central appointment section that would in~luae
times (and dates for scheduling the learning systems. This co.~1ci ~r-
health educator half of the ten percent titat was being spent in the task.

(d) One of the most importa.~. tasks of the health educator
is staf f (user ) orientation. In order fcr the learning center to be success-
ful and utilize-i to maximum potential the professionals should refer all
patie~ ts that need health education to the learning center . To facilitate
the process the professionals need to understan,.t the services being offer-
ed , ~‘-~ w ~~~ to  refer patien~s and most importantly be familiar with the
contents of the learning systems. Only in this way can the comx~.xnicaticr

~~tween the c-c rsumer and health care provider be maximized and economy or
medIcal resour ?~ and minimization of medical workload be realizea.

(6) Program Planning.

(a) During the year that the learning center was fully
operational , July ‘76 to July ‘77 , it was felt that perhaps the non—pro—
fessiotial. her i th  educator could also funct ion  in the area of program
planning. It wan found that this was not the case.

(b) I~ order to successfully formulate and gain acceptance
of new policie s in an organ:!zarion , a person must have knowledge of the
decision-iiaking structure and how it operates. The larger and more dir—
fuse organizat~~i1s present complicated problems of analysis in terms of
identifying the leadership and in using influence. To successfully maneuver
through such complexities, in order to obtain program support across the
nany networ~r— , recu

4res competencies in analytical and organizational areas.

(c) Prt ’~ ’-am planning requires skills applicable to all sot--
t’r~~~. th- s~ tnc~.ud e knowh-d~e of i~ew to work with c~~mittees in the se—
le tion and re ru l t-urr t of members; determination of goals; agenda build—
tn~ ; developmen t of appropriate background information; report writing ;
follow-iip pr-~cedures; and solicitation of feedback.

(d) The program p .anner should possess facilitation skills

~ecesaary for ~tfec:ive problem a~’alysis, decision-m aking, and problem
solv-ng. Theae processeas require a person who is creative and receptive

• to input frct~ ~~~~~ ~;ources.

(e) Implied In the above are written and verbal coninunica—
tions qkil1 s ~~ wel) as an understanding of ways interpersonal relation--

~hipe at~ es ot1~ .-. e~ a~d -~aIntained . It is -ilso important to have a

~now.Iedge ot t~~~i ~si]- n field in tertis of the patterns of organizations,
pr&iessionai o(ier tat1.ons, and role relationships and a knowledge of the
culture of ~~ap 4tals. eh

‘
~~~~~t r ~~~~~~ cat1or ~ ?orkshop: Summary Report, U.S. Department of Health,
Education , -~ -d W~lfr~re; Public Health Service , Center for Disease Control ;
At ]. t:8, Cp . ~~ - ~ i97~~. 8—9 . -
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1.’In.~1ly, professional assertiveness is essential in

o~~ 1t ~~ t v . , [ntrod u~-e new concepts with broad—based support. Additionally,
in the mI litary because of the rank structure, there are some tasks enl isted
peopl e are “not allowed” to do even if they possess the ability . This
became very apparen t when the health educator for PACOMEI) attempted to
Init iate a feature story and follow—up in the Fort Belvoir newspaper , The
Castle . At other times, people were not so blatan t, bu t the nuances wer e
apparent. The project director was approached on numerous occasions.
throughout this phase of the study with “Don ’t you think it would be bet ter
t o t  an offIcer to present this?”

(7)  Costs.

The cost ci tect iveness  of the prototype will be ad-
dressed in a separate report. However , it can be noted tha t by using
an E/4 or E/ 5 tu the position ol health educator the cost in labor was
50 percen t ~r less than by using an 0/3 or 0/4 Army Nurse Corps officer
or 300 co 400 per cen t less tha n by using a Medical Corps o f f i ce r  0/4 or
0/ 5 5~~ cd on their re -iipective hourly wages for mean t ime in grade. That
doesn ’t take’ in t o  conhi der at lon the advantages or benefits of the proto-
type I i ,  addit ion to tne sav ings .87

~‘~Zucha , D.H. Stategy ! rJ t ru t ii Systems Design Process and Forma-t ive Eva l~iat iou , Phase 2 , Final Report, HCSD, HSC, AE,~~ July 1976, Appe,~dix ..
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7.  PROGRAM DEVE1.0PM~NT .

~i. Staf f 1 eve42~~ent and Professional Ileferral.

(1) This section deals wi th the feasibili ty of the n~ 
--
. :ofc .;~~~~~~~. -

param edic ’s ability to approach the professional staff  and have them vol—
untarily use the system for their patients. The outpatient clinics th~~.
partic ipated to this phase were: Family Practice, Internal Medicine , Acute
Minor t l~~~~~ -~c , Surgical , Pediatric . Orthopedic , and Diet.  This phase
began io~ v ‘7~ and wos on going until August ‘77.

S~ ~ft~ Development

~~) The target group for st~ (f development was the MEDDAC
i -

~~~~i J ’ ~. , ~ i~ !o ~ ot Pr o fe s s i o n a l  Se~~~i cos , Executive Officer , Chief ot
“raing Seivhe . and the Professiona l  S ta f f  users to include , phy sicfa i~ - ,
.~urse cIinIcUu~~, dietici.ans, physical therapists, and amosists.

(b )  Procedures .

1 Each menber of the target group received an o i ion- -
tatton to ‘ roi.’ct PAC~ 4E1). See Lesson Plan for Professional Staff , Ap—
pendix A , pag - 14!.

Daily visits werr  made to each clinic for  cont in—
U0u 8 r e in fo rcement  ol professional staff users.

3 Moat professional meetings were attended to al~ou
the i’e;ltu e~, itor to make suggestions o~ how to properly use PACOI’IED.
[vm-s of ; v u f~~~s ,on~~l meetings attended were: Nursing Audit , Ambulatory
Care, thief “ e!ossiono l Services, Orient:ition of Newly Assigned Personnel,

oc~ ~~ L O , o~:c

4 Mro~ h i v  ~~1~i It  i r u s  i~o the ~IEDDAC professiona l sc rv  I -  ru

bulleti n oe~~’ n~~~,, ‘~ i t h  t he  -~hic t ci pr o t u - uirodl service’s signature.
These were  t- u ~ ‘-nthu ’ ed to  t i c  ~rcfess iona l  s t a f f  to re inforce and
encourage ~~~~ øf t h e  pa t i ent  l ea rn ing  ~‘c n t o r .

~ Periodic i~t1otings (every 2—3 months ) were ~~tver
to ~he ~~~~~~~~~~ i~ er , MEDDAC , Ch ief ot  Professional Services, and Chief Nurslig
Servicru to -~p them informed m d  to solicit progras~ support.

t~ The Chief Prolessional Services awarded , monthly , the

~~:~~s Ic ~ u w ! h ho most referta three day pass

~u~~~e~~ a i ooq  ~oierrs

t a )  The t -~~ g e t  groups b r  t h i s  phase were the prof essional
st~ t f  n~~~is  p bv s 1 c i a n~~, nurse  ciinL’Ij,ns, t i le tic ia ns , physical therapists ,

I •~ -
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(b) Procedures.

I After receiving s taf f  development the professionals
were given referral forms . See Append ix B , page 148 , Examples of PAC OMED
Patient Referral Form, SF 513.

2 Upon rece ipt of referral form by PACOMED an appoint-
ment was ir~ade between 7 to 10 days for the patient.

3 After the patient received the prescribed health
educat ion , t o l low—up appoi ntments were made.

4 When the educationa l series was completed one cop~
of the relerral t orm was kept in the patient ’s record on permanen t t ile
and the other was sent to the physician .

~ The feedback information prov ided was in three do-
mains . cog n i t i v e , beha vioral , and a t t i tudina l , plus a space for spec i f ic
remarks by the health educator. See examples as given in Append ix B,
pages 149— 15 6 .

(4) Findings  and Related Discussions.

(a) Re fe r to Table 3 , page 42 , Comparison of Professionals
Who Had Staff Development In Relation To Cases Seen and Cases Referred Per-
taining to the  Eight Topic Areas. For further breakdown by individual clinics
see Appendix C, pages 158—159.

(b) The sta f f devel opmen t consum ed more t ime than it should
have because it . was d i f f i c u l t  to schedule the professiona l users f o r  their
orientation . The reasons for th i s  wre multiple : leaves, continuing edu-
cation , training, TDY , holidays , higher clinic and teaching priorities.
and the indifference of most professionals toward patient education .

(c)  Although the staff development was consumer oriented
(how the sy stem can help the health care provider) , tho rough , informat ive ,
and coupled with variou s types of reinforcement and incentives It proved
to be relatively ineffective in changing profess iona l users’ behavior.
The numbers of patients referred to the learning center in comparison to
the numbers of professionals briefed was unpredictably low. The number
of actual cases seen was 8,761, the number referred was 441, or approx i-
mately five percent. PAC~OMED had only eight learning systems . Perhaps it
there would have been wider d i f f u s i o n , a larger selec t ion , and more of a
critical muss, this wou ld have been a different picture.

(d) U n f o r t u n at e l y ,  w i t h  t h i s  number of r e f e r r a l s  I t
was not po 8sib le to evaluate the tru e capabilities ot the learning cent e t
nor the range of the servIces that  might have been provided . For examp l e ,
consultant functions , services to in—pa t ien t s , collaboration with health
and environment section, etc . 
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(e) However, it did show that a grass roots appeal to
value strategy and/or a rational strategy (a potential user can be con—
vinced) do nor work. Of course, that is related to the time it takes
people , in general, to change. Perhaps it ’s unrealistic to introduce
change and a new concept without an authority strategy and expect every-
one to be using the system properly within six months to a year.88

(f) It was also noted by observation that the utilization
t act ..~~s of the learning center were somewhat contingent UPOn the staffing
~- .ttterns ot the clinic , the type of health care facility, and the co~ nand—
er ’s prerogative based on his perceived mission. For instance, if the
type ~f health care facility is anologous to a health maintenance organ i—
z.ition, the st a ft in g  would consist mainly of ph ysi c ians, perhaps one nurse
cl in ic ian , maybo a visiting dietic ian, and a small cadre of enl is ted n an—
pr-.lleasiona l personnel. Surely , their  u t i l i za t ion  of a learni ng center
might be much more than a health care facility that is analogous to a
cotanunity hospit a l  or med ical center where the emphasis is on training
programs for professional personnel. For example, in training programs
professionals str ive and compete to do functions (such as patient educa-
tion) that they wouldn’t ord inarily do once their training or residency
program was completed.

(g) Additionally , approximately 20 years ago the move-
men t toward “comprehensive” care was started . Meanwhile, there was a
populaLic’n and technological explosion which partially contributed to
the ris ing h~ at th care costs. The outcome was that a comprehensive ap—
p~ oach to patient care took more people to do the same job with quality
care going to a few at the expense of the many who did not receive tha t
quality care. And unless some facets of health care are engineered to
do a more efficien t job for most health care consumers with less cost the
health care delivery system is gotng to be in even deeper trouble.

(h) Other factors bearing on the utilization were the
t’erbally expressed attitudes of the professional users. Some of the rca—
son a given by physicians were: “My patients tell me they don ’t want to
come,” “I don’t want to pressure my patients to go through the program,”
“1 haven’t the time to persuade my patients to attend ,” “I just keep for-
getting about PACOMED,” “Most of my patients don’t need the program be—
cause they have had their problem for years, and it ’s satisfactorily con-
trolled with medication,” “I misplaced my referral forms.”

( 1) Some physic ians did not want to give up their teach-
ing func t ion re~ a rd less of whether they had the time to give pat ient ed-
ucation or not.~

9

~~Maguire, L•M. , Observations and Analysis of the Literature On Change,
Research tor Better Schools, Inc., Philade lphia, PA , June 1970, 19—24 .

89 Bernhe imer , E., Experiences Implement ing Pat ient Education In An Out—
Patie nt Clinic, St. Mary’s Hospital and Medical Center, San Franc isco, CA ,
September 1975, 33—35.
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(jI in .Lddit .ioo to the physicians, the nurbe clinicians ,
dieticians, and physical therapist felt PACOf€D was encroaching on tlte~~
territory. It really didn’t matter to them whether they had the t i.nie or
not, or what the quality and outcome of their product was, the issue to
tham was that , right or wrong, it is my function and I don’t want anyone
else involved even if they can do the job better at less cost. One nur:...-
clinician responded “nurses as a group have fought too long and too ~-ar d
‘o have control over patient education and we are not about to give it up
to anyone .”

(k) Although all, health workers are “assumed” to be puth’r
educators , their professional preparation often has not included the sk~ i i
required t o  assess c.lucotiona l needs and to devise interventions appropi
ate to the learning needs o~ patients with different health conditions. • 1

(1) Mo~ r professionals didn’t seem to resist the use ot
med ia and t~~

’ .’ Ip U p ’ I(4~~-V for patient education. This may be because health
professionals are accustomed to dealing with sophisticated technology in

~~l aspects of the ft work. But , more often than not, after their staff
orientation , they wanted the media to show in their individual office or
clin ic ra~ he’c ~t- .~n r e f e r  their p a ti e n t  to the learning center . In f a c t ,
after the staff development orientat ion ,noted was a ral ly of s a t e l l i t e  p a —
t tertt education programs being started by both physicians and nurses with--
in ~he hospital. Since, many have fallen by the wayside because of lack
of ‘oordination and follow—up .

l~m) Some ph\sicians , nurses, and dieticians objected to
Lhe professiona) conten t expert , even though in all instances it was a
colleague or group of colleagues. Indiv idual professional governance pertain--
ing to curr iculum development can not be allowed . Without general applica
n o n  of materials, the cc~sts  of production , distribution, and management
,.i~u l I  he prohihit~ve.

9
~

(r) Even th~RLg~ n U  professionals initially responded to
:;le ayatema t~ o aosesomont and wore therefore involved in the selection o
tOp1cs,rnrn~ Ina ny,e~I d ie lt  minds , and perhaps felt one way and respotid&-.~
another. F~’r instance , t ile pediatricians thought PACOMED should addrers
childhood d~~s —:ises  rather than  norma l child growth and development . Ho’.’-
.ve— , t h e i r  r~’sponse to t~w inttial assessment was just the opposite . la
tae~ , dt - l~~ the twelve months of operation the pediatric clinic refei m - ’~
only two patirnt -~.

~~Runge—Roosen Uua~~i~~, Pl~ n~~~~~ Iealth Education In Health Maintenance
p~~~ ’~ya,y ‘ I S , 1J.~~. h- ’~’nr : i~ent of Health. Education , and Wel fare, Public
Ht-~~~~ t h  S L y  I ce , ~~~l ’ 4- t  or (or Dts,’:ise Cent ~.i , Bureau of Health Education ,
~rlsnt~ , Ceorg [s. ~~~~ 7— .’.

U . S .  Depar tment  of H e a l t h ,
P ’j ut -at t on , i i t~~’ Wv l fsre , l’~ h 1 c H e a lt h  Service , Center for Disease Control .
Bureau ,~ t Het.tth Fdt;carfotm , Atlanta , Ceorgia, 1976, 6.

t.’’i, nr~ . ‘ Role p)t Med ia in t i p e  Future of Higher Education ,”

‘~~Jc)urrs4 . ~ ~~~~~~~~~~~~~~~~~~~~ L’t’.:4 , M a i c a  1977 , 4 (1): 2—6.
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(a) The larger issue was that there was a lack of con—

fidence in health education as an effective and reliable discipline. Even
a~nong health care sophisticates who recognize the limits of therapeutic
medicine and the crucial role of individual behavior and life style in the
etiology of disease and disability , there is widespread scepticism as to
the ability of health education to wake any real difference.93

(p) If this prototype is going to be used by the AI4EDD,
program implementation will have to be approached somewhat differently
t han the decentral ized method. In the one year that the learning center
was in operation there were two coninanders, three chiefs of
Professional Service and two chiefs of Nursing Service. With each
change it was necessary to start all over in “selling” the concept in or-
der to solicit conrnartd support. And with each change it seemed more dif—
ticult to do. As the health educator expressed it , “A full grown tree
is appreciated more when one watches it grow from a seedling.”

(ç) In order for a learning system such as this to be
both cost effective and beneficial to all patients who have a need and
a right to pat ient education there is going to have to be a built—in con-
t i n u i t y  f a ct o r ,p e rh ap s,a t  a higher echelon, a more centralized approach ,
to insure proper utilization of the resource. See Appendix D , page 161 ,
Comparison of Clinic Patient Load , Professional Cost to Give Patient Ed-
ucation and PACOMED Coat, Appendix E , page 167 , Comparison of Clinic Pa-
tient Load , Professional Estimate oI~ Patient Education Time Cost and
PACOMED Cost. The patient education follow—up times cost were not included
in this data.

(r) Program development, at best, will be difficult for
the ANEDD because of its transient military professional 8taff.

(s) Currently, what is lacking is a control and coor—
dinating body at a higher level (to include staff development, method—
ology , validat ion, and clearinghouse components) to orchestrate and ex-
tend the scope of the existing resources and give guidance in the areas
of both con sumer health and irformation tailored to the AMEDD’s needs.

‘
~~iiealth Promotion and Consumer Health Education, A Task Force Report spon-
sored by The John E. Fogarty International Center For Advanced Study In the
Health Sciences National Institutes of Health and the American College of
Preventive Medicine, Prodist , New York, 1976.
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b. Self  Refer ral .

(1) This phase of the developmental - portion of the st~,~1v , ~‘a
1977 to Jul 1977 , was introduced to observe how the learning Center -JoL 1,~
function without any intervening authority structure to act as a retar~h~ . -

to the patient education concept, thereby giving all potential hc. ,th
consumers the opportunity to receive any or all of the health education
being otfered. The target group was all health consumers eligil~le to r- .—
ceive medical care at DeWitt Army Hospital. This included the active .-~i’ t y
soldiers and their dependents, retirees and their dependents.

(a) Procedures .

1 The plan of action was to allow the maximum exp~’ 
-

sure of the concept to all those who were eligible.

2 The Coninanding General and his støff officers r~-
caived a briefing on the self referral concept with the MEDDAC Commander
in attendance.

3 The Engineer Brigade Commander and Battalion Con
inanders received a briefing on the self referral concept as well as the
Women ’s Army Corps Advisor to all female personnel.

4 In addition , there was coordination with the Post
Information Officer. bi—nmonthly advertis~ nents in the Poøt Daily Bulletin
and monthly advertisements in the post newspaper, The Castle.

5 Flyers to advertige the concept were distributed
in all areas of DeWitt Army Hospital icr  four months , to inc lude : outpat~ t’a
fac i l i t i e s , wa i t in g areas, patient information table in the main lobby of
the hospi tal , and the patient assistance o f f i ce .  See Figure 1, page 47 ,

Activ it y Flow Char t  In Relation to Number of Self Referrals  and Append 1~ F ,
page 175 . Fxam~’les t ’t Types of Printed Advertisements.

( .‘) Findings and Related Dlscu ~~~ion~~.

(a) See Figure  2 , page 48 , Comparison of S t a f f  R c f or r a l ~-
W i t h  Self Pe f or rn i s .  (‘- - r ~~:de r ing the fac t  that six months was not suf f ~-
cient t ime t o  propet1~’ advertise the self t’ cfer r al  system let alone ova h~
ace t i , the s~~if :eferrals compare favorably to the number of re fer ra l s
by the professlon~ 1. staff. However, the results were not remarkable. T h i a
w~, rot rpr i-t ~ because the majority of the “well” public have not heel’
educz.cei tc practice preventive medicine. More mass education and adver—
t iseument nee~.s ~. o he accomplished before the tide turns. Thin is starting
cc’ happen sc’a-.owha t it-. the civilian sector as evidenced by the demand for
active eomisum ier pa rt-iot~-’atIon In making policy for their health care systen’;.~~

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ Health Education , A Task Force Report spec:-
sored by Tht .h’;a ’. E . Fogarty Tuterna t i ona ’ Center for Advanced Study in t h e
dtalth Sc iences National nstitutes of h .-lt.h and The American College of
Pre’;’niivo ~h~’lcicl t’ . P~e-tiat , Net~ York , 1~ 7~” , 17.
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FIGURE 1

ACTIV ITY FLOW CHART IN RELATION TO NU MBER OF SELF REFERRAL S 
- —  
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*Flyers were maintained In the clinics for four months of the self
referral phase.
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(b) In the M4EDD, giving additional benefits is not enough;
health consumers need stronger motivators. For example, in the civilian
sector there are built in economic motivators. If you successfully complete
a health education program you get a 10 percent rebate on your insurance
policy.~~ Other health programs require that you attend sessions on how
to utilize the health care system and self—care for common ailments not
usually requiring a physician’s assistance as a prerequisite to enrollment .96

Another example, is strong persuasion to attend a series of preventive
medicine classes based on the health hazard appraisal after completion of
a physical examination .97

(c) The app lication of the concepts of management theory
to patient health education is not simple.98 There are some differences
in the ground rules; for instance, currently there is no true profit—making
motive involved in consumer health education. The fact that there is no
visible profit might be interpreted to mean it does not hold value for
either the patient, physician , or most other health workers.

(d) Other problem areas and signs of resistance that oc—
cured during this phase were mainly logistie.

(e) The main problem in relation to the active duty sol-
dier was the location of the learning center. Many company grade officers
feared that the young active duty soldier would vlsi the learning center
to avoid details. Consequently, the Brigade Commander made it mandatory
that all active duty soldiers would have to schedule an appointment for
health education through their orderly rooms. Because of this the PACOMED
project received very few active duty soldiers for preventive education.
Of course , this should not be, the active duty soldier is the AMEDD’s main
reason for being. Perhaps a learning center located adjacent to the troop
barracks and dispensary is one answer. The other would be to provide pre-
ventive patient education to the active duty soldier via his unit training
System. For example, an lnterf ace with the TEC program utilizing the
Beseler system. Currently, the Ar-my has 33,000 units in the field .

~ ‘Aahley, M., Appendix P. “Financial Incentives as an Aid to Health Educa-
tion,” Health Promotion and Consumer Health Education, A Task Force Report
Sponsored by the John E. Fogarty International Center for Advanced Study - 

-
in the Health Sciences National Institutes of Health and the American College
of Preventive Med icine , Prodist, New York , 1976.

96Sehnert , K.W., Course Guide for the Activated Patien t: A Consum er—On--
ented Progran on Preventive Medicine and Self—Help MedicInes A Mitre Cor—
poration Working Paper, Washington, D.C., September 1973.

97Geller , H., Health Hazard Appraisal, Method ist Hospital of Ind iana ,
Indianapolis, IndIa na, 1973.

98Kauf man , N. et al., Human Dimensions of School Improvemen t, Re:;carch for
Better Schools, Inc., Philadelphia, PA , 1975 , 11 0—lIt , 150.
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i~f) The ether  logistic problem w.as the fac t tl-~i :  t h e  ~ A¼ M
staff i~~s attached and not assigned to DeWitt Army Hospital or to  ~- :VA. Consequently, the only base of support was the staff’~ sale - ~~~~~~-‘~~ -~ ~~~~~~At times a little authority or power wouldn ’t have hurt. Consequently.non—professionals of a lesser status would exert their “power” by not cc--
operating with the health educator. For instance, refusing to haL~d ou~flyers or keeping the forms completely out of sight, even after daily en-
couragement from the health educator to display them. It appeared thatthey didn ’t want the service available to the patient consumers.
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c. The Professional User ’s Response to the Systems Approach In A
Prototype Patient Education Setting.

(1) Procedures.

(a) One of the questions of grea t interest when the patient
learning center was developed was what the professional users response wou ld
be in relation to the systems approach (SA) in a prototype patient education
setting and if the results of their responses were consistent with their re-
ferrals to the learning center.

(b) Two questionnaires were given to the professional users
(meaning those that had staff development and were referring patients to
the learning center), a Staff Response Form (SRF) and a Job Descriptive
Index (JDI).99 ’05 See Appendix C , page 181 , for examples of the two question-
naires. The Job Descriptive Index was administered concurrently with the
Staff Response Form. The reason was to provide a check in the reliability
of the Staff Response Form and to ascertain if there was consistency in
the findings of the two questionnaires.

(c) A list containing the name of every individual in each
of the clinics to which the questionnaires were administered was given to
the NCOIC of PACOMED. Two envelopes and two questionnaires for each in-
dividual on the list were provided ; one envelope was blank, while the other
had the individual’s name on it and contained the Staff Response Form and
the Job Descriptive Index. Individuals were instructed that when the
questionnaires were completed, they were to seal them in the blank envelope
and return them to the NCOIC. The NCOIC checked the individual ’s name off
the list when the questionnaires were returned. The envelopes were collect-
ed and Bent to Health Care Studies Division, Fort Sam Houston, Texas , where
they were opened and the results tabulated.

99
~i1ler, D.C., Handbook of Research Design and Social Measurement (New

York , McXay Co., m c , 1969) , 205—207.

100Carr ell, M., “How To Measure Job Satisfaction,” Training HRD, November
1976 , 25—28.

10 1Carrell, M.R. and Elbert, N.F., “Some Personal and Organizational Deter-
minants of Job Satisfaction of Postal Clerks,” Academy of Management
Journal, 1974, 17: 368—373.

102 Johnson, G.H., “An Instrument f or the Measurement of Job Satisfaction,”
Personal Psychology, 1955, 8: 27—37.

‘03Loche, E.A., “What is Job Satisfaction?” Organizational Behavior and
Human Performance, 1969, 4: 309—336.

10
~Porter, L., “A Study of Perceived Need Satisfaction in Bottom and Middle

Management Jobs,” Journal of Applied Psychology, 1961 , 45: 1—10.

105 Smith, P.C., Kendall , L.M., and Hulin, C.L.., The Measurement of Satis-
faction in Work and Retirement (Chicago, Rand McNally , 1969).
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~ FIn~ ings and Related Discussions.

(a) Sixty—one packets were handed out and 47 were ~~tur~ . .~
~ompleted . A oompliaace rate of 77 percent. See Table 4, page 53 , Pro—
fessional Compliance to Staff Response Form and Job Descriptive Index In

~tclation to Numbers Assigned and Those Who ReceIved S t a f f  )cvel~ pmcnt .
The table provides a numerical breakdown of the number ot individuats r’ -

sponding .

(b) The distribution of the des-:iiptive respondent data

~v age, merit~ l status, t ime sinc e graduation , years of service, pay gr id- .
ar,d ~ect!on assigned foliews . See Table 5, pages 54—55, Desctipt tv~ Re --

~pondent Data.

(c) Eighty—four percent oi those respond ing were 35 ~~~~~~~~~~~~

of ~ e or ~~-~ nger , and 83 percent were marr ioc , 8b percent have ~ r~ cua ~~
frorn college 10 years ago or less, with 66 percent having five yoar s or
less of service , with the majority of the physicians in the pay grade of

-~~ •
/ L . and the majority of registered nurses and registered Jiettci.~..s in t t -

zay grade of 0/3, with the greatest number of personnel assigned to t r ~e
Family Fractice Clinic , 43 percent.

~d) See Table 6, pages 56—62 , Staff Response to the
PAC0~ ED Irogram. The analysis of the S . R . F  was as follows: the resr n~os
were highly positive in all the PACOMED program provided item s , 1—16 , cx-
Ct ~~~~~ for items 4 , impr oved coordination between doctors and nurses, re-

F ference patient education ; 5, a decrease in patient visits; 6, an Incre~~.
in patient compliance; 7, a decrease in broken appoin~~ents. For the it ~~u-
listed under causes of dissatification ‘with the PACOMED program , l7— 2t~,
all rospoises were highly posit ive in that very l i t t le dissat isfact ion
was found, except tor items 23 patient referral system is inefficient -v~
24, feadbac ’ abou t patient progress is unsatisfactory . The responses for
a-i ~p~roçriac ‘ase -,‘f th-e learnin g laborator” technic ian , items 27—3 1 , i-:’- -

i~ c~~i~~ ! tha t t~~e p:oteaslona~s ç’referre~ tha t the technician st i ck  t o  r~-nti ” F
the ~e~~’i ing C C~ i~~~ t~~:. See respunst’ t~~ item 2d , the professionals ‘~ou~~
pre e— ~~ :—eso~ve their owr. patient educati ’r4 problems. Most of t~ o ,~ro—
i essionols cgrc~d idth improvements resulting from the PACOMED pro~ t amn ,
itani- 36— 51. However , item s 38 , 39 ,12 , 44 and 50 were not strongly po—
cit ive in :o~v LInison to the other items. AU of the staff who responded
to items S 2 — 5 1 , what t- h..~ learning center should provide , were in strong
agreement .-i’ o~ t .~ diversity of pat ient education topics; a central icc. ior
for all patient education materials, a wide range of audio—v isual option s.
a p t~)sically planned area for reading , listening , and viewing; .i v i e w i n g
roori where ht-sith care workers or small groups could preview instructional
materials; nn~ flexible modes in order to provide bed patients with in—
structior..
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~ arn i Iv
L iac t  27 .‘t~ 1” 74 I 24 2.4 1 .‘O 19 1

h~t 19 *1,1 1

Med 1~- (no 7 ~ 2 6 4 2 5 I 2 •‘ 2 2

Sur&1t’~ I
ii 6 0 b . 0 S ~ U 3 4 0

_~~~:
‘

~~~~ - 

5 7 
- 

1 S 4 I S 4 I 7 1 I

PI ~it14t ~ It ’
Serv(co S 1 5 4 I 5 6 1 3 I

Orthopedit
ServIce 5 5 0 4 4 0 4 4 0 4 4 

- 
0

D1.tIcI~na 3 0 4 3 0 3 3 0 3 2 0 ~‘

Hc~~~1th  I

Nur ,ei. 4 0 4 3 0 3 3 0 I 2 0 2

II..d Nur.ea II 0 11 8 0 $ 6 0 4. 6 0 1.

ChI’ iot Svc 1 1 0 1 (4 1 I 0 1 I 0

TOTAL. 78 55 23 66 41 19 61 46 17 47 12 I S
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TABLE 5

DESCRIPTIVE RESPOND EN T DATA

i AGE 
- 

20— 25 26--30 3 1—3 5 36—40 41—45 4o—5O 51

PERCENT

32 Physicians 0 44 35 6 9 6 0 
. F

~‘j RN ’ S/RD ’S 46 40 7 0 0 7 0

47 Tota IS 43 26 4 6

MARRIED WIDOWED SINGLE DIVORCED
_ _  _ _ _ _ _ _ _ _ _ _ _ _

PERCENT Z Z

32 Physicians 97 0 3 0

15 RN’ s/RD ’s 53 0 40 7

47 Total 83 0 15 2

I 0—5 6-10 11-15 16-20 21-2 5 26-30__________
I PERCENT . - -_________

3? P h v at c ( a ns  60 2? 9 6 3 0

I, RN’ s/RD s 80 1 3 (1 C) 0 7

~7 Total 66 20 6 4 2 2

~F.~RS ~~F 0~5 6-10 11-15 16-20 21-25 26-30
~~~~~~~~ L 

SERV T
~.t- .

~‘ ° PER CF.NT Z Z

3 2 I’1.y~- ( . , J z * ~i:. 69 1 11 9 0 0

L~ RN ’~~,~~JY - ;  0 1 0 0

21 4 0 0
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TABLE 5 cont

GRADE 0-1 0—2 0-3 0-4 

-- 

0-5 0-6

PERCENT

32 Physicians 0 0 32 53 6 9

15 RN’s/RD ’s 0 13 80 0 7 0

47 Total 0 4 48 36 6 6

SECTION FAMILY
ASSIGNE D PRACTICE I.M.C. ORT}1O SURGERY PEDIATRIC OB/CYN

_____ -— 

PERCENT Z 2 2 2 2

32 Physicians 60 9 13 6 6 3

15 RN ’ s/RD ’s 7 13 0 0 7 7

47 Total. 43 11 9 4 6 4

con t ’d SECTION DIET DEPT OF
ASSIGNED THERAPY H. & E. CPS NURSING

PERCENT 2 2 2
Physicians 0 0 3 0

RN’ s/RD ’S 13 20 0 33

Total 4 6 2 11

“Is 
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TABLE 6

STAFF RESPONSE TO THE PACOMED PROGRAM

.-.‘ —S
0.

~ — ~— .
~~ 

5-. ‘—

~~~ CI) ~~ ~~Oc r, 0Q O~~~ ~~
4 ~1 P ~ P1 ‘1 I-~’ 0) -“ I
1 m o  CO r’ 03 ~~~ O
I C~~~~ ~ ‘ ~~~~~~~~
C 

- 1.1. 5 11 ~~~(W)

I 
I— Ol PI (0

0’ (0 ~) ‘ -~

I ‘1 00
S n
5 1 0

- flIE PACOMED rR@cIRAM PROVIDED:
— 2 

- - 
2 2 

____

1. the physician/nurse clinician with
more time for direct patient care. 26 53 10 11 ——

2. improvement in comprehensive patient
care . 31 59 8 2 ——

3. improved communications relative to

~p*tient care . 21 45 32 —— 2

A . trnprove i coordination between doctors

~r~nd nurses, referenc e patient ceucation. 8 43 28 21 —-

5. a decrease in patient visits. 6 15 49 21

6. an incrcn..e ~n patient compliance. 4 49 41 6 I

[
~
. a decrease in broken appointments. 4 13 68 15 --

8. more personnel for c~~prehens ive
patient care- 9 58 19 8 6
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THE PACOMED PROGRAM PROVIDED:

_ _ _ _ _ _ _  

_ 2 %

9. improvement in attitude of patients
seen. 15 42 32 11 ——

—

10. increased patient knowledge about
illness or disease. 43 47 8 2 ——
11. increased communications between
health care provider and patient. 19 41 32 6 2

12. increased patient satisfaction. 15 62 19 4 —

13. feasible ways of delivering patient
education. “ 39 4 — 2

14. a resource for the health care pro-
viders in fulfilling their patient edu-
cation responsibilities. 39 55 4 — 2

15. the physician/nurse clinician with
accountability in the patient education
area. 12 41 37 8 2

16. a willingness on the part of the pa-
tient to be a more effective self cave
agent. 11 50 28 9 2

TAB LE 6 cont
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a’ I ~ 0.

~~~i ~~~
CAUSES OF DISSATISFACTION WITH °~~0~’ 

-

THE PACOMED PROGRAM ARE ;

— -_ _ _ _ _ _  
2 _

17. interferes with the physician/nurse
clinician—patient relationship 2 4 22 52 26

— —~~ ____________________________________________________ L . ......... ... I
I

18. confuses the patient about what they
should i-~’iow regarding their illness or
disease . — 4 15 59 22

19. adds another cog in the already
overburIened health care system . — 17 13 43 27

20. uses too much of the physician!
nurse clinician direct patient care time. — —— 12 64 24

21. inhibits the physician/nurse clini—
c(an in their patient education role. — 2 11 65 22

22. conten t of patient aducatioa materi
~~~ i not thorough enough. 2 14 15 56 13

23. p~’r~~ nr r-feri~al system is irteffi—
cleat. — 26 20 43 11

— 24. feeiback about patient progress is
unsatisfactory. 8 20 24 46
____________ _ 

_  _  _

23. most medical treatment facilities
can’t provide the. space for a patient
l~iern~.ng conter. —— 4 37 35 2’

26. isn’t important enn~gh to have
personnci. acoigned in that function. — 6 16 28 50

TABLE 6 con t
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AN APPROPRIATE USE OF THE LEARNING .~~

‘ ‘1

LABORATORY TECHNICIAN IS:
a p i
‘a m

a

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _  _ _  
z z z

27. coordinating Learning Center/clinic

~eferrals. 13 63 22 2 —

28. resolving patien t education problems . 9 54 24 11 2

29. act as a consultant on the avai].abil-
ity of audio visual modes for var ious
patient education topics. 21 70 9 — —
30. service the in—patients as well as
the ambulatory patients. 30 61 9 — —
31. collaborate and coordinate with the
Health and Environment Section , and
co unity resources. 17 66 17 —

32. prepare simple audio visual materialE
for use. 17 73 7 4 —

33. assemble collections for health care
personnel in the hospital and ambulatory
area. 15 58 25 2 —

34. prepare recordings, slides, and
transparencies if needed. 19 63 9 9 —

35. handle the audio visual instructional
equipment. 15 70 11 4 ——

TABLE 6 cont I
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AN APPROPRIATE USE OF THE LEARNING
LABORATORY TECHNICIAN IS:

a

___________________________________ 2 2 2 2

36. doing the many clerical activities
related to the ordering, circulat ing , and
ise of ma terial s and equipment. 9 59 24 4 4

17. counseling :ne patients. 11 47 9 22

IMPROVEMENTS RESULTING FROM THE PACOMED PROGRAM ARE:

18. a written policy regarding patient
lducation. ‘ 

11 42 40 7 - .-

19. an accountable agent responsible for
at ient education. 15 40 23 20

a consultant service for patient
‘ducat ion. 24 68 6 2 —

41. a c~ ’tc r for pat tt~nt education. 30 64 6 —

2. systematic assessments of patient or Ifamily healrh education. 9 51 27 14 -~~~~

‘3. individualIzed patient education

~programa . 13 70 8 9 ——

~4. const~ltant revision and up—dating of
)atient educ’~tion Programs. 9 50 37 2 2

TABLE 6 cont
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IMPROVEMENTS RESULT ING FROM THE ‘1

PACOMED PROGRAM ARE :
~0 5

ID

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  2 2 2 2 2

45. patient education presented in more
flexible instructional modes. 21 56 17 4 2

46. better quality of patient education. 22 58 18 2 —

47. relieves the health care provider
of repetition. 15 52 18 11 4

48. documentation in medical records of
patient education activities. 21 52 27 — —
49. formal assessment of patient and/or
f amily educational outcomes in the cogni-
tive , skill, and attitudinal areas. 11 67 20 2 —

50. improved coordination with Health and
Environment Section and Coninunity Resour-
ces. 7 37 56 —

51. follow-u p evaluation of patient and
family learning. 11 56 31 2 —

THE LEARNING CENTER SHOULD PROVIDE:

-

. 

52. a diversity of patien t education
topics . 50 46 2 — 2

53. a central location for all patient
education materials. 44 50 2 4 —

TABLE 6 con t

61

h. ~~~~~~~~~~~~~~~~~~~ - - ~~~~~~~- - - ~~~~~~
-—-— -- - - -- • - -—-~~~--~~~~~~~~~~~~ - -



—

_‘5 •_5 •~~S
0) 04. 0. C)

5-, 5._• 5-

)I’ Z Z  t~ ~~~~LI
00 O~~t —
‘1 l4 p...

5 0  5 ~C C~~ ’ c~ OO~~~00 p.1. 5 1
p.. t~

THE LEARNING CENTER SHOULD PROVIDE : 0Q~~~’ 
CD 10’<

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
2 

_ _  
2 2

54. a wide range of audio visual options.
i.e.. pictorial ized media , P.1 .. televi-
sion, etc. 41 48 9 2 —

_ _ _ _ _ _ _ _ _ _ _ _ _ _-l__ 
- _ _

55. a phys ically planned ares for read—
Lug , listening, and viewing. 52 42 ~- —

____  ____  —

56. a viewing room where health care
workers or small groups cou ld preview
instructional materials. 46 46 2 6 —

57. flexible modes in order to provide
bed patients with instruction. 46 48. 4 2 —

TABLE 6 cont
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(e) The correlation of age, years of active duty service,
and rank with the J.D.I. indicated that in general, there were no signi-
ficant d i f fe rences between groups as a function of rank or position on
the item—clusters. The predominant response was “agree only partly” to
the effects resulting from the introduction of the PACOMED project. These

findings were consistent with those of the S.R.F. For data pertaining to

J.D.I. in relation to procedures, frequency of responses broken down by

position and by rank, reliabilities of the satisfaction item clt~sters and
correlation coefficients refer to Appendix H, page 199, Analysis of Data

Pertaining to the Job Descriptive Index.

( f )  The find ings Indicated that there wasn’t any strong
resistance on the part of the professionals toward PACOMED , but that they
were reluctant to accept some features of the concept, especially in
areas concerning professional roles. These attitudes could be an exten-

sion of their professional education. The entire medical culture is cen-

tered in acute illness and injury. From the time young men and women first

consider going to medical or nursing school or joining any of the allied

health professions, the focus of their interest is sickness, not health,
and throughout the formative years of training the heroes and heroine8 of

the culture are those whose highly developed skills and jud~~ents go to
the most critically Ill and seriously injured. It is not always the money
but the professional framework that turns the physician’s attention always
away from the lesser malady and toward the greater . Well people are a

professional bore)06 With the current change in the emphasis of the medi-

cal and allied health curriculum f rom episodic to chronic illness , preven—
ti~e medicine, social medicine, 

and well people, so too will the change in at-
titude come not only in the importance of proper health education, but

the equally important issue of methods and means.

(g) The descriptive respondent data revealed that 43 per-
cent of the respondents were family practice physicians, where currently
there are no physician personnel shortages. That coupled with the re-
sidency program, where the emphasis is not on referring, but obtaining
training, could have provided additional deterrents for the PAC~ 4ED program.

Additionally, many physicians are wrongly duped into assuming responsi—
bility for all the patient’s problems. It builds up their ego when the

patient tells them they are concerned physicians. There is a healthy
side of “ego factors”. The other side, which seldom is given overt ac—
knovledgment isn ’t nice. Yet, the fact is that for many health profes— - 

-sionals giving patients instruction provides a less healthy, but extreme—
ly powerful ego enhancement insofar as the traditional, face—to—face,

direct method of instruction allows. Few are the other occasions in one’s

t06Mct4erney. W.J.. “The Missing Link In Health Services.” Journal ot

Medical Education, January, 1975, 50: 11—23.
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~ Lt e s p 8 ce  wh&’n he ~r shi can exerc is~ s u c h  power . And few ar~ ct~~-~~ hca~ J
prof ssienals who are going to give up any ol the power tc  a t5ilk.~~ bo x .~~
Of equal Importance was the young group of physicians and ot -ie~~~ respor.ding
who still retain many of their civilian attitudes and values, ar.d who will
leave the service once their educational obligation is fu Iilled . In ci-
vilian life the doctor loses money when he or she refers patie :ts for otht--
services.

Ut) In support of the accuracy of the f indings the pro—
fe~sLonals were correct in pointing out some of the weaknesses of PACOMED .
For instance, it took approximately six to nine months to test and develop
a referral form that was efficient and that provided the proper feedback
to the professional in reference to their patient ’s progress. This wo.i~-
.iess was noted in the S.R.F. On the whole the results of the S.R.F . %. e V , ~

~airly consistent with the professional referrals to the learning center .
There was much ambivalence. Of course, par t ot the problem with the
PACOM~D deficiencies noted,vas that there wasn’t enough time to develop
the program planning and management systems properly. At least another
year to two years was needed before the results should have been subjoct~~.
to measurement. However , an extension of the project was not forthcoming.
Consequently , many of the measurements and observations were premature
and perhaps didn ’t reflect the “true” pict ure. At best , this s tud y con—
ponent only gives a hint of the direction the various features may have
taken.

d. Accountability and Monitoring for Eight Learnin& Systems.

(1) Procedures.

(a) Presented are the data from the on oing mon-I—
toring of the eight learning systems (hypertension, diabetes, weight con-
trol , bre~st self examin~ t-f on , low ba ck pai n , child growt h and development ,
family plannIng , and vaginitis). The data include the following patient
measurements: (I) personal characteristics, (2) historIcal features of

~~lnt~s~ , (3) if had paticn t education , time since and provided by whom,
(4) mearurea cc knowledge , (5) measures of compliance behavior , (6) and
measuro — of opinion pertaining to the systems approach learning process.

(b) The data presented are descriptive, anecdotal , and

~iggestive. T~ t’ t ime given to comp le te  this phase of the study did not
allow for more sc ient ifical ly  supported judg ment as was given in A ~ oit— 

-

~ arat iv e ~va1uation of the Traditional Versus A Systems Approach for Hy—
~~rtersiQn Patient Education, HCSD, AilS, FSHTX , Final Report , August 1077.

L 

Serkn~.i , - . ,  - i i s tr u ct  t ona l r,’l e v - ~sA o n : The Medium Whose Future Has
Pas~eu ,” E~.uc.iti~nal Teclmology, May 1976 , ~9—44.

i~. , ~~~~~~~!- ~~ iv&- Ev~~~uat  t on of the Traditional Versus A
S t ~~sA ~~roach for Hv~’~-rLensfon Patient Education, HCSD, AilS, FSHTX ,
Final Report , Auguct 1~ 7;.
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(c) The patients for this portion of the study came from
professional and self referrals. See Section 7, page 40 , Program Develop-
ment .

(d) Unfor tuna te ly ,  adequate time was not available for the
completior. of this portion of the study. Only a small percentage of the
patient referrals cou return for follow—up visits and reinforcement be-
cause of insuf f ic ien t  time. For example , a patient who was seen initially
Ia March could not be ~.cheduled to return for a six month follow—up because
the learning center ceased to operate in August.

( e)  Rather  than be overly repetitious, the learning ob—
jectives for each learning system, design of the instructional strategies,
pre and post tests, etc. are presented system by system in Strategy for
Instructional System s Design Process and Formative Evaluatio~ .

1
~~

(2) Find ings and Related Di8cussions.

(a) Three learning systems (child growth and development,
family planning and vaginitis) will not be presented because of the very
low number of refer rals , seven for child growth and development (three
self referrals), three f or f ami ly p lanning (all self referr als) , and four
for vaginitis (two self referrals).

(b) It was felt by the health educator of the PACCMED
staft that the number of low referrals was caused primarily by the strong
resistance of the professional staff of the two sections involved, Pedi-
atric and OB/CYN clinics , not to utilize the learning center . For some
reason, there was an almost unh ealthy , hostile attitude aimed directly
at the health educator for even existing. It is difficult to pinpoint
why the staffs of these two particular clinics were so threatened. Per-
haps, given another cast of characters and different leaders, the group
dynamics would have been somewhat different and the scenario more posi-
tive. In fact, it took nine months to convince the chief of the OB1GYN
clinic that his staff should be allowed to have the staff development
component in order to be users of the system.

(c) Another Interesting find ing was that not one Pedia-
trician referred a parent for child ~..rowth and development. Both clinics
had a nurse clinician that gave patient education almost exclusively; how—
ever , that did not adequately meet the need . For further elaboration on
professional attitudes refer to Section 7, pages 41—45 , Program Develop-
ment.

(d) Following is a breakdown and analysis of the five
systems (hypertension, diabetes , weight control , breast self examination ,
and low back pain).

l O W Kucha , D . H . ,  St r ategy for I n s tr u ct i o n a l Systems Design Process and
Formative Evaluation, Phase 2 , Final  Repor t , HCSD , A}1S , FSHTX , June 1976.
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(3) Hypertension.

(a) Clinic Patient Population for the Initi .~~~-o~.~~tet

1 Findings.

a Fifty—six adult hypertensive patients received
initial health education . Twenty—six returned for a one month fol!ov-iv’,
dnd seven returned for the stx month follow—up .

F~ The m aj o r i t y  of the n~~t ient s  i- c t  receiv ing t I . -
si-: month f c l i e w — u p were not sc~:e~leled because ot i n s u t f i ci e n t  time cu~
t o  the clc~.in ~ of the lo irning conter August 1977. The few r emaining di~
.iot return hecaus~ of lac k of Interest .

. - The breakdown of the 56 who had the pre an.-
pes t — t e s t  st ries was as ~oilcws (See Table 7, page 7. , Dem ograp hic and
Socioeconomio Characteristics ~f Hypertensive Patients: Init~~ 1 Encou~-~tet,.
Act ive duty comprised 15 percent of the population , 56 percent were dep. i—
dents and the remaining 29 percen t were retirees. Males comprised 41 pc~ -

cen t of the populat-~cn and t emales 50 percent . Eighty—two pwrccnt of
group weE~e between 4O— ~ 9 y e ar s  of i . N ine v ’— four  percent were married .
The educat ional level was high , the majority of the patients had a high
school to baccalaureate degree . The two main occupation groups were
housewife, 38 percent , and admin ist r at ive , .6 percent.

d (See  Tab~t- 8. page 7.~. , Historical Features
ct Hypertensive Patien t Illness ati d Education Provided: Initial Encounter.)
The time s ir c ’ dfs~ ncsc~ was 32 percent , less than 3 months and 39 percent ,
,nore than .~ years. it— .’ hea~th care p- ovider for 82 percent was a physi-
c~~ r , 18 percen t ~ nt :ri: t - c l In ic -ia ’ . F o r t \ — s i x percent had prior instruc—
tion, 54 p - - .-~-cnt  did not ~i~.vo instruc t ion .-~ —~nv ki nd. Of the 46 percent
who h~ d inst r m c ~~ion , ~ ) per~ ent had the [nst ru ct lon  less than 3 months
arid ~ ó percent more th in 7 years. i.~structIon was provided h’~ a physician
for  t~2 perceat  of the p a t l ? n : s  who had instruction and 38 percent by a
nurse clin ~~’1in .

2 Discussion.

a The clinic patient population presented are
cescript ivt - qt at t s t i c - - and require l i t t l e  explanation . It should be
pointed c-ut t t ’ .-~ t~-e  pop t~t a t t o n  deat’r~ hed ‘a nnnot be interpreted to re-
prc~,n:- .- lc ‘

~~-u~
’ pat ent  consumer ca tegor ies .  Much would be dependent

u~— c ’i t~~ i m’~s~- t n  ‘-~f t-~.e M-ruv Post and the geographical location . The same
o~ also r:a f~ r t~ o h~~.~ or tca l  f e a t ;r es .  Much of what type of profes--

stenal previa.: I wLm~ se rvice  was ~1 peu.t~ nt upon u t i l i z a t ion factors such
~ staffing p zmt ’e r -~s ~ f the c l in i c s , the t y p e  of health care facility, the
cos’~iander ’s reru- .~~tivt- (based on his perceived mission) and patient prior—
Itlea.

_ _ _ _ _ _  --~~~~~ 
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R~ t t - t - to Table 8, nago 76 , Historical Fetmtur~-~
;

ot Hypertensive Patte’ut Ilinens and education Provided : Initial Encounter.)
Note that 52 percen t o t  the patients received their care f rom a physic ian ,
54 percent never had patient education and of the patient education that
was given , (> ~t-rcent received the education from a physician . Several In —
erences can be made. Fi r st , over h al f  of the pa t ients  never received in-

s tru c t  ton and b8 percent were diagnosed four months to more than two years
ago . Second , even if nurse clinic ians were providing education
to some p at i en t s , it was not ad equate to f i l l  the nee~~. Th ird , if physicians
~~~~ indeed spend tog t ime t o  give bas ic instructions to patients , is this
t he’ best Ut ii t i nt  ion ot  t h e i r  va luab le  pr ofessional  t ime?  And at what cost
to the t a x p a y . r ?  110 , 111

(b) Pat lou t Comprehension tor the l o f t  is.l Encounter

j  Findings .

a P i l o t  t o  the  educat iona l  1ut et ~~ent ion  a l l  pa-
t i en t s  cemp let od a mul [p le—c h o Ici ’ ques t ionnai re  (pr e— test)  to determine
the ir knowled ge and s k il l s  i n retort -mice t o  the fo l lowing  learning objec t ives
( the  object  tve s  welt ’ ident I t  led by a phys ic ian consultant  as feas ib le  a—
chiev ementa (or  n i l  hypertensive patient s) :

(;ENERA L IN FORMAT ION O1ISIECTIVES

Upon comp It’ t I on el th is program the pat ient will be ’ able to:

Del I no b lood pressu ft’ .
Detine svstol Ic prt’ssutt? and d i as to l i c  pressure.
Do I I no hyper tens ion  and give some’ m d  teat iøn c t the range o I
blond pressu re In w h i c h  it t a i l s .
Define border l ine  hyper tension and ind ica te  the pressure rang e
i n which it fa l l s .
List several diseases hypertension is dir e ctly related to.

• Exp lnit ~ the  imp li c at i on s  ot high blood pressure.
Tel l  whether hypertension is controllable w i t h  med ica t ion .
Tell what the hypertensive patient ’s attitude toward over~-
weight should be.
Tell what the hypertensive patient ’s a t t i t u d e  tuvard mnokiog
should he.

• Te l l  what  the goa l of hypertension treatment is for the pa-
t i ent ’s h e a l t h .
Explain why the doctor may require regular visits as par t  ot
th~ p at i e n t ’s t r eatmen t .

• State what the’ hypertensive pstient can look forward to w i t h
h is disease under con t r o l .

N. and Somers , A .R .. “The’ Pat tent ’s Bill of Rights: A Signit icant
Aaprct ot the Consumer R e v a l u E  inn . ” Nurs ing  ~~lt l ook, 4 Apr 74 , .‘?: .‘40— .!44.

~t .o l t t~~en , Pt . and others, “Med (cmel Cost Analvils ot a l) i ’( ineti P e t p n l a t  ion
L a  In~ A MI *ed Dr I i v  .‘rv Sys tern ,” .Iou m - n a l  a t the Amem i ~nu Cell ege He~ i t  ii
4~~.. t g r  t . ’e * 

Feb 1t~, .‘4( 1) : 121-1 27 .
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LOW SODIUM 1IIET OBJECtIVES

Upon comp letion of this program the patient will be able to :

Explain that sodium is a mineral found in salt.
Explain why salt intake &~ould be reduced .
Explain in si~iiple terms the effec t of sodium on blood volume .
Explain the function of the kidneys in relationship to
volume.
List at least two methods that may be used so the patient rna~ - -.

eat the same’ food the family does.
• list several foods or spices In which high concentrations 01

sodü~i are found .
• N~eme several f~~ds to avoid because they art’ heavily sa lt e d .
• Select from a sample menu I oods that are low in sod iuni an t i

be oW en in r e s t au ran t s  and a t  food counters .
• Sele ct sample menus for making lunch to eat at school or wo~~— .

• Describe the policy to follow on using salt subs t i tu tes .
• Describe several ways to cover up the lack of sod ium in the

diet by using spices and herbs.
* List several sources of recipes that may be used in preparing

a low sodium diet.
• State the average number of sodium grams to eliminate from a

simple low sodium diet.
. Describe the adjustments that may need to be made if the doet ’r

recommends a specific level of sodium each day .

‘lED ICAT ION OBJECTIVES

— Upon completion of this program the patient will be able to:

• Recognl ’e f r o m  a complete list of medications, his/her medha-
tions imd descr ibe their use.

• ~xp1ain t h t ’  imp ort ance -  ot taking medication as prescribed .
• Recognize the eight rules a patient should C oll~w when an

med tent ion.
l’~~ - - l a in  the imu ~orta n t ’ ot  and how to f i l l  out a med icat t an

record sheet
- Fxplafn the 1i~partance of not taktng another persons med icat I:-
• ~- ep ia1n why medica tions  should not be taken in front of chtld ~-vo .

-
~~ • lx p l a t n  two dtfterent methods of taking medications to insuv t’

tha t the  proper amount is taken at the designated time.
• Explain what f’ee t alcoholic beverages can have on sonme’ medicat ca .

Tel I. what to do with med ications no longer being used.
• Fx~ la1n a i l c i g ic reactions that may occur from prescribed mcd l-

• ‘Veil how inan’~’ da ys medicat ion the patient should have on
~~• t  ~at -  t o  lm - i v  tn~’. the ‘i t’scr (p t ion  ref i l led .

• Tell why the pit~~l tmi t should take’ his/her medication at the
preacr &hea t. (me’.

• Exp la in  wi-tv i t  is Import ant  to t e l l  the physician about the
n.J tcatt~’n’

, the’ p a t i en t  I s  t ak ing  that  do not need a pre--
aer i pt i en .
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b All patients in this group were pre a~d Post
tested . As shown in Table 9, page 75 , Percentage of Patients That Achiev-
ed the Criterion Level: initial Encounter, the composite score revealed
that none of the patients reached the criterion level of 80 percent on the
pre—test. However, 88 percent reached the 80th percentile criterion level
after receiving the educational intervention. The findings are broken ~~~~
further into three categories; General Information , three percent reached
the criterion level on the pre—test and 77 percent on the post—test; Low
Sodium Diet , no patients reached criterion level on the pre—test and 84
percent attained 80 percent or higher on the post—test ; Medications, 7~ercent reached criterion level on the pre—test and 96 percent on the post—
test.

2 Discussion .

a All patients not reaching th. criterion level
of 80 percent on the post—test were recycled until an 80 percent criter ion
level was reached . Only 12 percent had to be recycled in the General
Information area.

b The high pre—test scores for Medications was
not surprising. Most patients have had instruction on how to take medi-
cations since they first entered a health care system. The depressed pre-
test scores for the other two areas, however, tells that 46 percent who
did have prior instruction didn ’t retain the information.

(c) Patient Comprehension for the Initial Encounter and
Six Month Assessment.

1 Findings.

See Table 10, page 76 , Percentage of Patients
That Achieved the Criterion Level for the Six Month Assessment. The reteii—
tion rate for the seven patients in the six month follow—up was high. For
the composite score , 71 percent retained the criterion level of 80 percent
or higher. There was only a 15 percent decrease in those that fell below
the criterion level when compared to the initial encounter. See further
breakdown by catagories, general information , low sodium diet and medica-
tions. Due to the small number of subjectt t , seven, a score distr ibution
wasn’t tabulated as was C or the 56 subjects on the initial encounter .

2 Discussion.

The data support the findings itt the final
report of A Comparative Evaluation of the Traditional Versus A System s
Approach for Hypertensive Patient Education, pages 30_34.h 1~ That is ,
the type of educational design and methodology as well as patient inter—
action contribute to both comprehension and retention.

L l
~~~cha , P.11., A Comparative Evaluation of the Traditiona l Versus A

Systems Approach for Hypertensive Patient Education, HCSD Ø ARS, FSHTX ,
Final Report , August 1977, 30—34,

69 



(d~ Patient  Behavioral Basel ine For Initial Encounter.

1 Findings.

See Table 11 , page 77 , Patient Behavioral Ba~ a1 r-
of Hypertensive Patients: Initial Encounter.

0 Measurements were collected prior to the edu•-
cational Intervention . The data presented is for informational purposc-~
only.

b Blood Pressure: No inferences were cl r aw~ be--
cause blood p r e ’sa ~ re is notoriou s for its variabi l i ty  from day to day mJ
even from tnoc~nt to moment. The values shown may be due solely to the  e: -

Ct’ct of the m edicat. cns or lack a i t .  We ight: These values mean no h . r .’;
unless compared. Com~~1e~ with Lab Tests: 100 percent . Takes Medicatiar :~~84 percent. Knows i)ru~gs and Actions: 73 percent. Adheres to Low Sod Fa-
Diet: 75 percent. Four Cups of Coffee or Less Per Day: 79 percent • No

~igarettee: 61 percent. Experience Tension: 57 percent; 94% of those wht’
experienced tension did not take medication for the tension. Have Exer .!- 

-Pro~~am: 36 percent . Out of the 36 percent who had exercise programs , •~~
( 

-

exercise moderately, 30% vigorously, and 30% strenuously . Of those whc
exercised , 85% did ~~~~‘ dai ly .  Of all the baseline categories noted , the
population appears to be most defic ient in exercise.

2 Discussion.

It appears from the findings that patients art
getting part of their educational message from pamphlets, magazines, nati - ’.
al. health ptag: -ini s (National Hypertension Program), and mass conuuunicat h~ -~as ~r1l c~ f.~~ health rrofessionajs. What the data reveal, though, Ic t~~’. t

~her c  ir~~ ~~~~~~~~ in wha t behaviors ar~ prcceived to be most important b y tL
rat~ a~s a~d the pr i orities that arc. given tham. For example, the large
r ;rhe -r of patients who smoke and do not exercise,

(e~ P~i t4 e n t  Behavioral Baselines For The Initial Encour t
A’:u 0n.~ Month Assessment .

I Findings.

a See Table 12, page 79 , Patient Behavioral.
Baselines for the inItial Encounter and One Month Assessment. The per—
ce1-~taEt ’ of o n t o  who had a diastolic of 90 sm Hg and below in the age ~~~

and tinder group i ne’raased 8 percent. The percentage of patients who
the -~ e 40—64 group increased 8 percent. The percentage of patients who
we:e 14.0 mm Ii.- and below systolic increased from 38 percent to 62 percen t- .

c :everac~’ i~~~~~~~ t of the group dropped six pounds in one month . Additit’--
ally, the ~e~son with the highest weight , 265 lbs., lost 11 pounds (254 l”~ 

‘t

~r. 0 o month. t’hero WB e. no (lifforence in complies with laboratory test
was [00 pcreci~t as wa’~ the h&se’~ inc. riwre was a three percent increase ! t
the numbet a of patients who now take their medication , and an increase a
15 percent who knew and understood the action of the drugs they were t ak
ing. Thirty - - o r c e ’t  more of the ~tud v population were adhering to a lc~
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sodium diet. There was a dramatic decrease in the percentage of patients
who drank four cups of coffee or less from 81 percent to 4 percent. This
data was collected at the time of the coffee shortage and soaring prices.
The dramatic decline could have been related to the encouragenen t, in re-
fer ence to the media , to cease or decrease coffee consumption , rather than to
the educational intervention. There was a decrease of 30 percent of the
population in the numbers of cigarettes smoked. Additionally, there was
a decl ine of 31 percent in the patients who experienced tension. This could
be attributed to the fact that 43 percent more of the patients had started
to exercise daily . Although, of those exercising, the change In type and
frequency was not that marked.

2 Discussion.

The problem appeared in being able to moti-
vate the patients to attend and sustain their attendance throughout the
patient education program and follow—up sessions. The data showed the
effectiveness of the patient education program, once the motivation to
attend the classes was there . This no doubt revealed a need for more in—
vestm ent in advertising about the merits of preventive and patient edu—
cation.1 13 , 114

( f )  Patient Behavioral Baselines For The Initial Encounter ,
One And Six Month Assessments.

Find ings .

See Table 13, page 81 , Pa tient Behavioral
Baselines for the Initial Encounter, One and Six Month Assessment: Hyper-
tension. The percentage of patients who had a diastolic of 90 mm Hg in
the to age 39 group decreased by 14 percent. The other categories of di-
astolic and systolic remained unchanged from the one month. The average
weight over a six month period declined only three pound.. There were
no behavioral changes in complies with laboratory teats or adherence to
medical program from the one month. In other words the behavior was sus-
tained. There was a 14 percen t increase in knowledge of drugs and actions
from the one month . Adherence to low sodium diet increased another 14
percent. It could be that,in the modification of diet, it takes longer
to change behavior because the patient gives up what they were taught to
value. The other categories remained primarily the sam e, except 14 percent
more started an exercise program. This category usually always shows a
marked increase because the health education does not require that the pa-
tien t give something up as in the case with diet modification or cessation
of smoking. Exercise is easy to do , fun and it doesn ’t cost anything .
The frequency of exercise increased 14 percent from the one month follow—up.

113Ma rsha ll , T . ,  “Kaiser Plan the Patients’ View: What They Like and What
They Don ’ t Like , ” Modern Hospital, Feb 1971 , 116: 86—87 .

1
~~Hulka, B., “Scale For the Mea surement of Attitudes Toward Physician s
and Primary Medical Care ,” :-~sdical Car s, Sept—Oct 1970 , 8: 429—436.
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DEMOGRAPHIC AND SOCI0E~ 0.~~ iIC Ch ARACTERI STICS
OF HYPERTENSIV E PATIENT S: INTITIAL ENCOUNTER

Demographic and Socioecono’ric Patients
Variableq N.~56z

PANIC OF_MILITARY

�‘~ c1ve Enlisted

E-- 1 thr u E—6 4
E—7 thru E— 9 U

Active Off i ce r

Company Grade 0
Field Grade 0

Dep endent 56

Retired Enlisted

E-l thru E—6 4
E—7 thrc. E—9 7

R etir ed Office r

Company ~rade 2
Field Grad e 16

si~
Male 41
Feima.Ie 59

A- E

less than 3C 5-:o -~9 20
30
32

~~) 69 13
JO ~nc~ ,1d.~ 0

~1
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TABLE7con t

Demographic and Socioeconomic Patients
Variables N—56

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

MARI TAL STATU S

Married 94
Widowed 2
Single 4
Engaged 0
Divorced o
Separated 0

EDUCATION COMPLETED

Elementary (grades 1—6) 2
Junior High (grades 7—8) 4
High School (grades 9—12) 34
1—3 Years College 39
Baccalaurea te 14
Master ’s Degree
Doctor ’s Degree 2

OCCUPATI ON

Unemployed or Retired 14
Housewi fe 38
Administrative (office work) 28
Technical Specialist (mechanical) 4
Professional (non—medical) 7
Combat Related (line groups) 0
Student ( fu l l  time)
Blue Collar Work (custodial) 0
Medical Professional (RN ,MD ,DDS) 2
Other 7
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TABLE 8

HISTORICAL FEA L~JR} S OF HYPERT ENSIVE PATIENT’S
ILLNESS AND EDUC ATION P ROVIDED: INITIAL ENCOU NT ER

Historical Features Patient8
N~ 56

TIME SINCE DIAGNOSED

Less Than 3 Month s 32
4 to 6 Months 5
7 to 12 Months 9
1 to 2 Years 14
More Than 2 Years 39

HEALTH CAR E PROV IDER

rhysician 82
Nurse Cithician 18

HAS HAD PRIOR INSTRU CTI ON

Yes 46
No 54

N—46

TIME Oz.’ PRIOR rNSTRUCTION

— Less Than 3 ~tonths 30
~ to 6 Months 8
7 to 12 Months 8

to 2 Years 8
More Than 2 Years 46

i NSTRUCTION PROVIDED BY

Physician 62
Nurse Clinician 38
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TABLE 9

PERC ENTAGE OF PATIENTS THAT ACHIEVED
THE CRITERION LEVEL: tNITIAL ENCOUNTER

GROUPS 0—29% 30—49% 50—69% 70—79% 80—100%

COMPOSITE SCORE S

Pre—Tes t 0 18 73 9 0

0 0 5 1 88

GENERAL INFORMATION

Pre—Test 2 18 48 29 3

0 0 11 12 77

LOW SODIUM DIET

Pre—Tes t 25 48 23 4 0

Po~ t-Te4t 0 2 5 9 84

MEDICAT ION S

Pre—Test 2 0 16 7 75

Po6 t-Tc.6t 0 0 2 2 96
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TABLE 10

PERCENTAGE OF PATI ENTS THAT ACHIEV ED
THE CRITE RI ON LEVEL FOR THE

SIX MONTH ASSESSMENT
W—7 —%

IN ITIAL SIX MONTH
GROUPS ENCOU NTER ASSESSMENT

COMPOSITE SCORES

Below 80% Pre—Test 100
Ab ove 80% Pre—Test 0

Below 80% Post—Test 14 29
Above 80% Pos t—Test 86 71

GENERAL INFORMATION

Below 80% Pre—Test 100
Above 80% Pre—Test 0

Below 80% Post—Test 2S 28
Above 80% Post—Test 75 72

LOW SODIUM DIET

Below 80% Pre—Test 100
Above 80% Pee—Test 0

Below 80% Post—Test 29 57
Above 802 Post—Test 71 43

MEDICATION S

Below 802 Pre—Test 14
Above 80% Pre—Test 86

Below 80% Post—Test 0 14
Above 80% Post—Test 100 86

76

~



TABLE 11

PATIENT BEHAVIORAL BASELINES OF HYPERTENSIVE
PATIENTS : INITIAL ENCOUNTER

INITI AL
OUTCOMES N—56—%

BLOOD PRESSURE

Diastolic

To age 39
9l mm hg and above 9
90 mm Hg and below 16

Age 4O to 64 -

91 n~ Hg and above 25
90 mm Hg and below 37

Age 65 and older
101 mm Hg and above 4
100 mm Kg and below 9

Syst~’. ~

All Ages
141 mm Hg and above 55
140 mm Hg and below 45

WEIGHT (pounds)

Mean 184
High 265
Low 130

C~1PLIES WITH LAB TESTS

Yes 100
No 0

TAXES MEDICATIONS

Yes 84
No
N/A 11
Don’t Know

KNOWS DRUGS AND ACTIONS

Yes 73
No 27
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TABLE 11 cont .

INITIAL
OUTCOMES N— 56— %

ADHERES TO LOW SODIUM DIET

Yes 75No 25N/ A 0

NUMBE R CUP S COFFEE/DAY

4 or lesb 79
i t o lO 16
l1 or mo~~’ 5

NUMBER OF CIGARETTES /DAY

None 61 :~i t o lO 7II to 2O 18
21 or more 14

DO YOU USUALLY 
~(PERIENCE TENSION

Yes
No 43

IF YES, DO YOU TAKE MEDICATION

Yes 6

~..AIY tAIN S EXERCIS E PROGRAM

Yes
No 

64

TYP E OF PHYSICAL ACTIV ITY

Sedentary 0Light 0Moderate 40
Vigorous 30
Strenuous 30

~~~~~ENCY OF PHYS iCAL ACTIVITY

Daily 85Twicc Weekly 10
t~e ekly
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TABLE 12

PATIENT BEHAVIORAL BASELINES FOR THE IN IT IAL ENC OUNTER
AND ONE MONTH ASSESSMENT: HYPERTENSION

INITIAL ONE MONTH
OUTCOMES N—26—% N—26—Z

BLOOD PRES SURE

Diastolic

To age 39
91 mm Hg and above 12 4
90 mm Hg and below 4 12

Age 40 to 64
91 mm Hg and above 27 19
90 mu~ Hg and below 57 65

Age 65 and older
101 mm Hg and above 0 0
100 mm Hg and below 0 0

Systolic

All Ages
141 mm Hg and above 62 38
140 mm Hg and below 38 62

WEIGHT (pounds)

Mean 194 188
High 265 254
Low 121 121

COMPLIES WITH LAB TESTS

Yes 100 100
No 0 0

TAXES MEDICATION S

Yes 85 I—. r88~~LNo 4 1
? 

I 4 1 1

N/A 11 8
Don ’t Know 0 0

KNOWS DRUGS AND ACTIONS

Yes 
j 69 84

No L3 1 I 16
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TABLE 12 coat.

INITIA L ONE MON lh
(XJTCCMES N—26--2 Ns26~%

ADHERES TO LOW SODIUM DIET

Yes 58 88
No 42 8
N/A 0 4

NUMBER CUPS COFFEE/DAY

4 u r less 81 4
Sto lO 19 46
11 or more 0 50

NUMBER OF CIGARE TrES/DAY

None 58 58
i t o lO 12 42
11 to 20 15 0
2l or more 15 0

DO YOU USUALLY EXPERIEN CE TENSI ON

IF YES, DO YOU TAKE MEDICATION 

-I_i

NOTICE D A DECREASE IN TENSION

MAINTAINS EXERCISE PROGRAM

Yes L~8 H L si H
No 62 I

TYPE OF PHYSICAL ACTIVITY

S”dentary
Ligh~ 0 5
Moder ~~ 30 38
Vigorotis 40 48
Strenuous 30 9

FREQUENCY OF PHYSh AL ACTI~1TY

Da ILY 80 81
T~:i~~ W e ” l v  10 19
~~-ek i y  LI~
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TABLE 13

PATIENT BEHAVIORAL BASELINES FOR THE INITIAL ENCOUNTER,
ONE AND SIX MONTH ASSESSMENTS: HYPERTENSION

INITIAL ONE MONTH SIX MONTH
OUTC(IIES N-’7—Z N— 7—%

BLOOD PRESSURE

Diastolic

To age 39
91 mm Hg and above 14 0 14
90 mm Hg and below 0 14 0

Age 40 to 64
91 mm Hg and above 14 0 0
90 mm Hg and below 72 86 86

Age 65 and older
101 mm Hg and above 0 0 0
100 mm Hg and below 0 0 0

Systolic

All ages
141 mm Hg and above 43 14 14
140 mm Hg and below 57 86 86

WEIGHT (pounds)

Mean 186 184 183
High 260 253 254
Low 150 148 144

COMPLIES WITH LAB TESTS

Yes 100 100 100

TA1CES MEDICATIONS 

0 0

L8IJ_i 8~ 11 1__
8g ]_

N/A 14 j 14 J 14
Don’t lCnow 0 0 0

KNOWS DRUGS AND ACTIONS

Lñ ~1JJ I 1 ‘°g H



TAB LE 13 cont.

INITIAL ONE MONTH SIX MONTH
OUTCOMES N 7—% Na7—Z

AD~~~ KS TO LOW SODIUM DIET

Yea 57 86 1~ 0No 4 3 14 0
N/A 0 0 0

NUMBE R CUPS COFFEE/DAY

4 or less 71 100 100
S t o l O  29 0 0
11 or more 0 0 0

NUMBER OF CIGARETTES/nAY

None 57 58 72
I t o lO 14 14 0
11 to 20 0 14 16
21 or more 29 14 14

DO YOU USUALLY EXP ERIENCE TENSION

Yes I_ i i~1~—~—-—
No 29

IF YES, DO YOU TAKE MEDICATION

Yes
No 1 80

NOTICED A DECREASE IN TENSION

Yes 431 r~3
No 5 7 j  1 5 7

MAINT AINS EXERC iSE PROG RAM

Yea [
~ i} 86 j

~ 1 100 1—
No 57 14 0

TYPE OF PHYSICAL ACTIVITY

Sedentary 0 0 0
Ligh t 0 17 14
Moderate 0 17 14
Vigorc~ a 67 66 72
Strenuous 0 0

FRZ~~JENCY OF PHYSICAL ACTIV ITY

DaIly 100 67 100
Tv1c~ Weekly 0 33 0
~..ekLy 0 0 ____-
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(4) Diabetes.

(a) Clinic Patient Population for the Ini t ia l Encounter.

I Findings.

a Eighty—e ight diabetic patients received
initial health education on general information about d iabetes, 46 return-
ed the following week f o r  the second section, diabetic diet. Seventeen of
the orig inal 88 diabetic patients were on insulin and received the th i rd
section, insulin therapy. Fifteen of the 88 returned for a three month
follow—up and eight returned for the six month follow—up.

b Most of the dropout6 in the three month group
were due to poorly motivated patients. In fact, the diabetic patients ap-
peared to be the least interested in their illness compared to the patients
in the other disease categories. This probably was due to the difficulty of
the subjec t matter; there was so much to learn and so many behaviors (habits)
to change in a relatively short time. It could very well be that the pa-
tients were overwhelmed in the first session and therefore were reluc tant
to return . Their initia l reaction was to flee from the situation and deny
they had the disease. This should be recognized about the nature of
the behavior patterns of those who have the disease. Because of the af ore—
mentioned it will utimately cost more to educate diabetic patients than
most other patients. More time will need to be spent in trying to encour-
age the patients to stick with the treatment program.115 ’~~

6
~
117 Of the

patients who did not receive the six month follow—up, the major cause of
no—shows was due to the closing of the learning center .

£ See Table 14, page 84 , Demographic and Socio-
economic Characteristics of Diabetic Patients: Initial Encounter. The
demographic and socioeconomic breakdown follows: 6 percent were active
du ty, 48 percent retirees and 46 percent dependents , 59 percent male and
41 percent female, 76 percent were between the ages of 41 to 71 and 85
percent were married, 78 percent had a high school education , I to 3 years
of college or a baccalaureate degree. All occupational categories were
represented exccpt for combat related (line groupn).

115 Etzvller , D.D., “Who’s Teaching the Diabetic?” , Diabeteø~ Feb 67, 16:
111— 117.

U6Crsber, A.L. et al , “Organization of a Diabetic Cli nic at a Military
Hospital: A Coordinated Team Approach ,” Military Med icine, Nov 68 , 20: 900—903 .

117Jernigan, A.K ., “Diabetics Need to Know More About Diet ,” Journa l of
American Ho~pit~ 1 Assoc Iation, Nov 16, 1968 , 42: 91—93.
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TABLE 14

D~ 1OG RAPHI C AND SOCIOECONOMIC CHARACTERISTICS
OF DIABETIC PATIENTS : INITIAL ENCOUNTER

Demographic and Socioeconomic Patients
Variable. N 8 8

RANK OF MILITARY

Active Enlisted

K — I thru E—6 3
K—i thru E—9 0

Active Officer

Company Grade 0
Field Grade 3

Dependent 46

Retired Enlisted

K-I thru E—6 8
1—7 thru E—9 20

Retired Officer

Company Grade 3
Field Grade 17

Male 59
41

AGE

less than 15 3
16— 20 3
21—30 3
31—40 15
4 1—50 27
51—60 35
6 1—70 13
7 1 and older 1

84



TABLE 14 cont.

Demographic and Socioeconomic Patients
Variables N—88

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  2

MARITAL STATUS

Married 85
Widowed 5
Single 7
Engaged 0
Divorced 2
Separated 1

EDUCATION COMPLETED

Elementary (grades 1—6) 4
Junior High (grades 7-8) 9
High School (grades 9—12) 41
1—3 Years College 28
Baccalaureate 9
Master’s Degree 9
Doctor’s Degree 0

OCCUPATION

Unemployed or Retired 15
Housewife 33
Administrative (off ice work) 10
Technical Specialist (mechanical) 7
Professional (non—medical) 10
Combat Related (line groups) 0
Student (full time) 4
Blue Collar Work (custodial) 6
Medical Professional (RN ,MD , DDS) 2
Other 13

• 85

_



~ -_~ • - •—•--• . . •. —..-

~~~~~~

—— -

~~~

--• -. •

~~~~~~~~~~~~~~~~~~~~

- -----•- -

~~~~

— -— —-—•.-•-•-•- • -

~~~~~~

--

~~

-•- . •

~

•- - - - - --—---• - • -  -

TABLE 15

HISTORICAL FEATURES OF DIABETIC PATIENT’S
ILLNESS AND EDU CATION PROVIDED : INITIAL ENCOUNTER

Historical Fea ture. Patients
N—88

2

TIME SINCE DIAG NOSED

Less Than 3 Months 27
4 to 6 Months 7

to 12 Months 4
1 to 2 Years 14
More Than 2 Years 48

HEALTH CARE PROVIDER

Physician 72
Nurse Clinician 28

HAS HAD PRI OR INSTRU CTION

Yes 65
No 35

N—53
2

TIME OF PRIOR INSTRUCTION

Less Than 3 Months 31
4 to 6 Months 9
7 to 12 Months 2
1 to 2 Years 12
More Than 2 Years 46

INSTRU CTION P ROVIDED BY

Physician 49
Nurse Clinician 51
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d See Table 15, page 86 , Historical Features
of Diabetic Patien t ’s Illness and Education Provided . The breakd own was
as follow.: 27 percent were diagnosed less than 3 months ago, 7 percent ,
4 to 6 months, 4 percent, 7 to 12 months, 14 percent, 1 to 2 years and
48 percent more than 2 years ago. The health care provider for 72 percent
was a physician and for the r~~aining 28 percent a nurse clinician. Sixty—
five percent had prior instruction, 35 percent did not. Of those that
had prior instruction, 31 percent had instruc tion less than 3 months ago,
9 percent , 4 to 6 months, 2 percent, 7 to 12 months, 12 percent , I to 2
years and 46 percent more than 2 years ago. Of the 65 percent who had in-
struction , 49 percent of the patients were given their instruction by a
physician and 51 percent by a nurse clinician.

2 Discussion.

This population had more retirees than the
other seven learning systems, 48 percent ; and it wan the only system that
d idn ’t have dependents as the highest represented group. This was also
reflected In the sex breakdown , 59 percent of the population were male.
*11 age groups were represented as well as all occupational groups. It
was also interesting to note tha t only 65 percen t of the population had had
prior in struction and only 27 percent were diagnosed less than 3 months
ago. This is a sad coi~~entary on the state of the health care delivery
system. This illness requires, perhaps, more than any other that the
patient be an e f f ec t i v e self care agent . It ’s important to note that a
physician provided education to 49 percent of ‘he patients that received
instructions (53 patients out of the 88 diagnosed received instruction ,
25 by a physic ian). The time involved to give quali ty baseline instruc-
tion for a diabetic patient requires anywhere from 2 to 5 hours, depending
on the type of diet restriction and if they were on insulin. It’s diftl.cult
to believe that a physician In the clinical area would have that amount of
time to give to his or her patients. In addition in some MEDDACS and
t4EDCENS nurse clinicians were spending the majority of their time either
giving d iabetic or hypertension education. With the dearth of prepared
physician, and nurse clinicians fot the primary care areas this practice H
has to be questioned , especially when better methods are available that
not only cost far less, and are more effective but save valuable professional
time as well.

(b) Patient Comprehension for the Initial Encounter.

I Findings.

a Prior to the educational intervention all
patients completed a multiple—choice questionnaire (pre—test) to deter-
mine their knowledge and skills in reference to the following learning
objectives (the objectives were identified by a physician consultant
as feasible achievements for all diabetic patients):

DIABETES MELLITUS OBJECTIVES

Upon completion of this program the patient wil l  be able to:

Explain that diabetes is a condition that can be controlled.
Explain that diabetes is a condition that must be taken care
of everyday.

87
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• Explain who gets diabetes.
Define diabetos in simple terms.

• Exp lain the importance of diet.
• Name three (3) main types of food the body gets energy Iron.

Define insulin and state its function (U— 100) .
Define oral drugs and state function.

• Explain the importance of physical act ivi ty.
• Describe what steps to follow during an illness, infection,

or severe emotional upset .
• Describe why urine testing is important to the diabetic.

Explain urine testing for acetone.
Explain diabetic acidosis.
List the symptoms of insulin reaction.

• Describe what to do for an insulifl reaction .
• Expisin insulin reaction.

Describe what to do for an insulin reaction .
• Explain the importance of having some form of medical identi—

fication .
• Describe why prope r skin care and proper care of the feet ai~~

ha nd s are Important to the diabet ic .
List several foot conditions that should be brought to a phy si
ci~ns attention .
Explain the importance of a yearly eye examination.

DIABETIC DIET OBJECTIVES

Upon comp letion of this program the patient will be able to:

Explain the types of food .
Explain food exchange lists.
Explain the importance of eating the exact amounts of food.
Exp~ain what to watch for when purchasing canned or packaged
t

• Effectively plan menus using the exchange lists:
a) Milk exchanges
b) Vegetable exchanges
c) Fru i t  exchanges
d) Bread exchanges
a) 1teat exchanges
f’ Fat exchanges
g) Foods allowed as desired
h) Foods not on the exchange lists

SELF-INJECTtON OF INSULIN OBJECTIVES

Upon completion of this progr~a~ the patient will be able to:

Dencr (he the physicians order regarding his/her insulin dose
inc luding kind , strength, number of units, timing , and when
tndIc~ ted , the use of the sliding scale.

• Sp eci ty that changes in the Insulin dose should be ordered by
or guided by the physician.
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• Explain that there are different kinds and strengths of insulin;
that the shape of the bottle and color of the label help to iden-
t ify the di~ rerent kinds.

• Recognize that each insulin vial has a color coded cap to iden-
tify the strength and is stamped with an expiratir~n date after
which i t  should not be used.
Recognize that insulin should be refrigerated but not frozen;
that the vial in current use need not be refrigerated .

• Recognize that there are different kinds of insulin syringes
and that the syringe must “match” the insulin, e.g., a U—40
syringe should be used with (1—40 insulin — U—80 with the U—80
syringe — (1—100 with the (1—100 syringe.

• Recognize that the use of the dual—scale syringe is not re-
commended due to the great risk of grossly incorrect measure-
ment.

• Identify the three parts of the syringe.
• Specify the angle of the needle when it is inserted and note

how far  it should be inserted .
• Explain the significance of small air bubbles in the barrel

of the syringe.
Recall whether a response is needed when there is a large air
bubble in the barrel.

• DeacrLbe how to clean the top of the insulin bottle .
• Demonstrate how to fill the disposable syringe with the pre-

scribed amount of insulin.
• Demonstrate how to witMraw the needle from the insulin bottle.

Describe the steps in preparing the selected site for injection.
• Demonstrate how to pinch the skin at the injection site.
• Demonstrate the action of each hand for holding the syringe

and pushing the plunger.
• Describe the recoasnended pattern for rotation of injection sites.
• Recognize the benefits of changing injection sites.

Specify that at least one other person should know how to give
insulin when necessary.

b Due to the length of the baseline diabetic in-
struction (2 consecutive weeks: first week, general information ( 2  hour
session), second week, diet infonnationf2 hour session), and if on insulin,
insulin instruction, for a one hour session as soon as required) and dif-
ficulty of the subject matter there was a higher than usual dropout rate.
Because of this it would be too confusing to list the baselines by compo-
site score and/or by percentages. Instead the numbers of actual patients
participating in each of the initial pre/post test series were given. See
Table 16, page 92 , Number of Diabetic Patients That Achieved the Criterion—
Level: Initial Encounter.

c For general information pre—test , 5 patients
reached the criterion level, 48 patients reached the criterion level for
the post—test. Diabetic diet, 24 patients were at the criterion level
or higher for the pre—test compared to 36 patients for the post—test.
This high baseline score was due to prior diet instruction by a dietician.
For those on insulin the pre—test ind icated 7 at the criterion level and
17 after the educational intervention.
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2 Discussion .

a I t  was interesting to note that most of tl~”patients who initially made low scores on the general information section
were the very patients who didn’t return for the diabetic diet In~ truct1on .

b Al]. patients who did not reach the cri terion
level had to be recycled . This system required more reinforcement than
any other system because of the length and difficul ty of the subject mat ter.
During the instructional design phase there was some question about break-
ing the sessions down into smaller units. However , most of the patients
used for the formative evaluation balked at the idea because of the addi-
tiona l. trave l t ime, time away from work, etc , that would be involved .

(c) Patient Comprehension for the Initial Encounter and
Six Month Assessment.

See Table 17 , page 93 , Percentage of Diabetic
Patient s That Achieved the Criterion Level for the Six Month Assessment.
The composite retention score f or the eight patients that participated in
the six month follow—up wasn’t that high . Fif~y percent achieved the cr1—ten on level and 50 percent did not. In examining the individual sections
it appeared that  the diabetes informa t ion section had the lowest retention
rate, while the diabetic diet and insulin therapy sections did not. It was
probably related to the fact that what knowledge you don’t use you lose. Th~patients practiced diet and insulin therapy daily.118 Due to the small nun-
bar of subjects, eight, a score distribution wasn’t done as was for the
initial encounter.

(d) Patient Behavioral Baseline for Initial Encounter.

1 Findings.

See Table 18, page 96 , Diabetic Patient Be-
havioral Baselines: Initial Encounter. In relation to examining urine
for sugar and ketones the baseline8 weren’t too impressive, 58 percent
~iidn ’t check urine at all and 73 percent didn ’t check for ketones. Only
50 percent followed the food exchange list and 48 percent did not and 2
percent were not on diet therapy. Fifty—two percent of the population were
not on medication and of the 46 percent on medication, 44 percent knew the
~rugs and action. Fifty—four percent maintained an exercise program, of
those 46 patients, 25 percent exercised moderately, 61 percent vigorously
a l  6 percent strenuously. Eighty—three percent of the 48 patients ex—
ercAsed daily, 15 percent twice weekly and 12 percent weekly. Ninety per-
cent of th’~ population maintained proper foot care.

11aAU.UbC1, D.P., “A Subsumption Theory of Meaningful Learning and Re-
tention,” Journal of General Psychology, 1962, 66: 213—224.
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2 Discussion .

Baselines were low in examining urine , perhaps
this wasn’t stressed by the patients ’ health care providers . Only 50 per-
cent of 98 percent of the patients who were suppose to follow the exchange
list did.  It could be that the patients took the question literally and perhaps
some ot the 48 percent answered negatively because they may have had an
idea of the amounts of foods (tha t came from practice) and felt they didn ’t
need to use an exchange list. Or it could be an indication that they were
becoming lax and not following orders , in which case they would need booster
patient education . And only 54 percent maintained an exercise program.
The data revealed that practically all the pa t ien ts  in the  population could
have benefited from some type of patient education whether they had prior
instruction or not.

(e) Patient Behavioral Baselines for the initial Encounter
and Three Month Assessment.

See Table 19 , page 96 , Diabetic Patient Be-
havioral Baselines for the Initial Encounter and Three Month Assessment.
The behavioral results of the 15 patients follows: 13 percent more had
negative urine results compared to the baseline and more patients were
checking their urine for both sugar and ketones. Four percent more were
following the food exchange l ists.  The mean weight decreased by f ive
pounds. Additionally, 14 percent more were taking their medications and
the same number knew their drugs and action. Seven percent more maintained
an exercise program , although more changed their type of physical activity
from vigorous to moderate. Seven percent increased frequency to daily.
No change in maintained adequate sleep or rest and 33 percent more patients
maintained proper foot care.

(f) Patient Behavioral Baselines for the In i t i a l Encounter ,
Three and Six Month Assessments.

1 Findings.

See Table 20, page 98 , Diabetic Patient Be-
havioral Baselines for the Initial Encounter , Three and Six Month Assess-
ments. The behavioral results of the eight patients follows: No signi-
ficarit change in testing urine for sugar and a decrease of 24 percent from
the three month Outcome for negative ketone. Seventeen percent more pa-
tients followed the food exchange list and a six pound loss in mean weight
from the baseline and a three pound loss from the three month tollow—up.
Thirty—five percent more patients were taking their medicat ions compared
to the three month follow—up . All of those taking med ications knew the
drugs and actions. There was a 25 percen t increase in patients who main-
tained an exercise program , type and frequency also changed in the desired
direction. All patients now claimed they maintained adeçuate sleep, rest ,
and proper foot care.
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TABLE 16

‘pNUMBER OF DIABETIC PATIENT S THAT ACHIEV EDTHE CRITERI~~ LEVEL: INITIA L ENCOUNTER

GR~*JPS 0—29% 30—492 50—69% 70—79Z 8 0 - i o~
~!NERAL I NFORMA

N~8R

Pre—Test 18 23 33 9 S
U 

~‘3 19
DIABETIC DIET

N-46

Pre—Test 1 1 12 8 24
0 1

i NSULIN THERAJ’y

Pre—Tear 1 1 4 4 2
ro4 t-re4t 0 0
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TABLE 17

PERCENTAC E OF D IABETIC PATIENT S THAT ACHIEVE D
THE CRITERION LEVEL FOR THE SIX MONTH ASSESSMENT

INITIAL SIX MONTH
GROUP S ENCOUNTER ASSESSMENT

COMPOSITE SCORES

Below 80% Pre—Test 100
Above 80% Pre—Test 0

Below 80% Post—Test 37 50
Above 80% Post—Test 63 50

DIABETES INFORMATION

Below 80% Pre—Test 100
Above 80% Pre—Test 0

Below 80% Post—Test 50 75
Above 80% Post—Test 50 25

DIABETIC DIET

Below 80% Pre—Test 63
Above 80% Pre—Test 37

Below 80% Post—Test 50 25
Above 80% Post—Test 50 75

INSULIN THERAPY

Below 80% Pre—Test 66
Above 80% Pre—Test 34

Below 80% Post—Test 0 25
Above 80% Post—Test 100 75

93



TABLE 18

DIABETIC PATIEN T BEHAVIORAL BASELINES :
INITIAL ENCOUNTER

INITIAL
OUTCOMES N— 88—Z

RESULTS OF URINE TEST (sugar)

Negative 19
1 Plus 10
2 Plu~ 8
3 Plu~ 4
4 Plus 1
Not Done 58

RESULTS OF URINE TESTS (ketones)

Negative 22
Trace 2
Moderate 2
Large 1
Not Done 73

FOLLOWS EXCHANGE LI ST

Yes 50
No 48
N/A 2

WEIGHT (pound~)

Mean 180
HI gh 290
Low 108

TAKES MEDICATION

N/A 52
Don’t Know 0

S DRDGS AND ACTIONS

• Yes r~No [56
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TABLE 18 cont.

INITIAL
OUTCOMES N-88—Z

MAINTAINS EXERCISE PROGRAM

Yes L~iiJ~No 46

TYPE OF PHYSICAL ACTIVITY

Sedentary 2
Light 0
Moderate 25
Vigorous 67
Strenuous 6

FREQU ENCY OF PHYSICAL ACTIVITY

Dai ly 83
Twice Weekly 15Weekly 12

ADEQUATE SLEEP AND REST

Yes 87
No 13

MAINTA IN S PROP ER FOOT CARE

Yes 90• No 10

9~
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TABLE 19

D IABETIC PATIENT BEHAVIORAL BASELINE S FOR THE INITIALENCOUNTER AND THREE MONTH ASSESSMENT

INITIAL 3 Month
(*JTCa4ES N 15—% N 15—%

RESULTS OF URINE TEST (sugar~
Negative 27 401 Plus 13 27
2 Plug 0 13
3 Plus 7 13
4 Plug 0 0Not Done 53 7

RESULTS OF URINE TEST (ketone s)

Negative 13 26
Trace 0 7Moderate 0 7Large 0 0Not Done 87 60

FOLL~,1S EXCHANGE LIST

Yes 83 87No 17 13N/h 0 0

WEIGHT (pounds)

Mean 171 166
High 296 290Low 122 121

TAXES MEDICATION

a

N/A 47 33Don’t Know 0 0
KN
~

IS DRUGS AND ACTIONS

LI~f1
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TABLE 19 cont.

INITIAL 3 Month
OUTCOMES N—15—Z N 15—Z

MAINTAINS EXERCISE PROGRAM

I 
~ 

I
i

TYPE OF PHYSICAL ACT IVITY

Sedentary 8 ii
Light 0 (  9
Moderate 17 27
Vigorous 67 I
Strenuous 8 I

FREQUENCY OF PHYSICAL ACTIVITY I
Daily 75 82
Twice Weekly 25 18
Weekly

~~~QUATE SLEEP AND REST

Yes 93 93
No 7 7

MAINTAINS PROPER FOOT CARE

Yes 67 100
No 33 0
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TABLE 20

DIABETIC PATIENT BEHAVIORAL BASELINES FOR THE INITIAL
ENCOUNTER. THREE MiD SIX MONTH ASSESSMENTS

INITIAL 3 Month 6 Month
OUTCOMES N~8—Z N.8—% N—8—Z

RESULTS OF UR~INE TEST (sugar)

N.gat Lye 38 53 50
i Plus 50 27 26
2 Plus 12 13 12
3 P1u. 0 7 12
4 Plus 0 0 0
Not Done 0 0 0

RESULTS OF URINE TEST (ketones)

Negative 25 87 63
Trace 0 0 12
Moderate 12 0 0
Large 0 0 0
Not Done 63 13 25

FOLLGIS EXCHANGE LIST

Yes 88 83 100
No 12 17 0
N/A 0 0 0

WEIGHT (pounds)

Mean 174 171 168
High 290 296 300
Low 121 122 125

TAKES MEDICATION ris i~
.. 53 1— 88 1

No L O l  0 !
N/A 25 47 12
Don’t Knoii 0 0 0

KNOWS DRUGS AND ACTIONS

Yes I IOO 
-

— 100 ~1O0
No L a  0 1  [ o
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TABLE 20

INITIAL 3 Month 6 Month
OUTCOMES N—8—Z N’~8—Z N—8—Z

• MAINTAINS EXERCISE PROGRM4

Yes E~?]—~ 111175 }~ [ ioo 1—
• No 27 ) 25 0

TYPE OF PHYSICAL ACTIVITY

Sedentary 12 j 0 0
Light 0 9 0
Moderate 25 27 33
Vigorous 63 55 50
Strenuous 0 9 17

FREQUENCY OF PHYSICAL ACTIVITY

Daily 75 82 83
Twice Weekly 25 18 17
Weekly 0 0 0

ADEQUATE SLEEP AND REST

Yes 83 93 100
No 17 7 0

MAINTAINS PROPER FOOT CARE

Yes 63 100 100
No 37 0 0
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It  npp eared t ram the data  of the l-ch vi~’t..
i t comes that i t  too k patient s  •~ t least six months to change all the

outcomes in the desired direct ion.  More time should be devoted to
examining booster levels and long—term results of pat ie~nt educ :.ttm.

(5) We ight Control.

(a) Cl~~ i c I ~atient. Population for the Initial Encounter.

! Find ings.

a Sev enty—one overweight patients received the
in i t i a l  health educ at ~~ n on weight  control .  The initial session Con S~ e~
~-‘f two , one hour iippotr ’ tlnents in two consecutive weeks . Ten returned for
the three month follow—u i and two for the six month follow—up.

b All of the overweight patients referred to ~~c
learning center were problem patients (lacked motivation) for either
the physician , nurse clInician , or dietician . Most didn ’t want to con.e
for an appo intm en t tc begin with. They were fat and happy and really
did n ’t want to lose ~~‘tght .  Some fol low—ups the h~-~ lth educator was
unable to scheduli be~-~ use the learning center closed August 1977. How-
ever, the majorit) of the patients in this group were obese individuals
who lacked motivation abou t their personal veil being. These individuals
lived to ear rather than ate to live.

£ See Table 21 , page 101, Demographic and Socio—
economic Characteristics of Weight Conttol Patients: Initial Encounter.
The d~~iographic and soc ioeconomic breakdown was as follows : Nine percent
were active duty , four percent retirees, and 87 percent dependents.
Eighty—nine percent were female and 11 percent male. All ages were re-
presented except for 61 years and older. Eighty—seven percent were mar-
ried and 13 percent were single . Twelve percent w~ re in junior high
schooi , which indfca~~- .1 a fair number of obese teenagers, 40 percent hsd a
high school educaLior. an -i 35 percent 1 to 3 years of college. The main
occupation represented wa -i housewife.

d Refer to Table 22, page 103, Historical Features
of Weight Control Patients ’ Illness and Education Provided : Initial En-
counter. Sixty—eight percent have beeit diagnosed more than two years
ago, 15 percent, I to 2 years ago, 3 percent, 7 to 12 months, 8 percent,
4 to 6 months, and 6 percent, less than three months. The health care
provider for the majority of the patients was a physician, 87 percent ,
and a nurse clinician fu r 13 percent. Forty—one percent of the patients
never had weight contt . -ul instructions, 59 percent had prior instruction.
Forty—one percent re~’etved their instructions more than 2 years ago, 38
percent lt ss than months ago, the remaining 21 percent were somewhere
1~i between. A dietician gave the instruction to 62 percent of those
p tt tents who had instruction , 24 percent were given instruction by a
physician , and 14 percen t by a nurse clinician. Thirty—nine percent had
an overweight spouse, 25 percent overweight children , and 55 percent had
parents who were overweight, either maternal, paternal, or both.
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TABLE 21

DEMOGRAPHIC AND SOCIOECONOMI C CHARACTERISTICS
OF WEIGHT CONT~~)L PATIENTS: IN ITIAL ENC(*JNTER

Demographic and Socioeconomic Patients
Variables N—il

2

RANK OF MILITARY

Ac tive ~~1isted

E—1 thru E—6 6
E—7 thru E—9 1

Active Officer

Company Grade 1
Field Grade I

Dependent 87

Retired Enlisted

5— 1 thru 5—6 0
5—7 thru E-9 1

Retired Off icer

Company Grade 0
Field Grade 3

SEX

Male 11
Female 89

AGE

less than 15 4
16—20 4
21—30 20
31—40 30
41—50 18
51—60 24
61 and older 0

101
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TABLE 21 cont.

Demographic and Socioeconomic Patients
Variables N.h

z

MARITAL STATUS

Marri~d 87
Widowed 0
~ ngle 13

0
0

Sepa rated 0

EDUCATION COMPLETED

El~ iien~ trv (grades 1 -6) 1
Junior High (grades 7—8) 12 H
High School (grades 9—12) 40
1-3 Years College 35
Eaccalaureate 10
Master’s Degree 1
Docto r ’s Degree 1

OCCUPATION

Unemployed or Retired 1
Housewife 61
Administrative (office work) 13
Technical Specialist (mechanical) 3
Professional ~non-medical) 4
Combat Related (line groups) 1
~~~~~~ (full time) 7
8lu~ CoUnr  (custodial)  0
‘i~~~ j~~ ij  Professiona l (RN ,MD ,DDS) 0
O~ h ’  10

I fv•.
I U~.

_ _ _ _



TABLE 22

HISTORICAL FEATURES OF WEIGHT CONTROLS PATIENT’S
ILLNESS AND EDUCATION PROV IDED : INITIAL ENCOUNTER

Historical Features Patients
N~11

TIME SINCE DIAGNOSED

Less Than 3 Months 6
4to 6Months 8
7 to 12 Months 3
1 to 2 Years 15
More Than 2 Years 68

HEALTH CAR E PROVIDER

Physician 81
Nurse Clinician 13

HAS HAD PRIOR INSTRUCTION

Yes 59
No 41

N—43

TIME OF PRIOR INSTRUCTION

Less Than 3 Months 38
4to6 flonths . 7
7 to 12 Months 0
I to 2 Years 14
More Than 2 Years 41

INSTRUCTION PROVIDED BY

Physician 24
Nur se Clinician 14
Dietician 62

N—fl
2

OVERWEIGHT SPOUSE 
-

Yes 39
No 61

OVERWEIGHT CHILDREN

Yes 25
No 75

OVERWEIGHT PARENTS

Maternal
Paternal 10
Both 10
None 45
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2 Discussion.

The data clearly indicated that there was a
~ program such as PACOMED to save both valuable professional t ire and

money. Further , the data revealed that  the health care providers ~;o:e nc~
fully accountable in the area of patient education . It appeared that y~ v ir ~
weight control instructions by health professionals (physicians, die:1ciant~.
nurse c l in ic ians)  to pat ients  who had a f a m i l i a l  h is tory of obesity and y c i ’
not motivated would not only be a professional bore , but counterproductivt
as weL . Note chat  87 percent ci the  obese dependent wives , 3’) perccu t ,
claimed to hav e obese husbands.

(b) Pat ient Con !prchension t~’r the I n i t i a l  Encourttcr.

I Fi ndings .

a Prior to the educatio~sl intervention aL pa—
t ients completed a multiple—choice questionnaire (pre—test) to determine
their knowledge in refør.nc. to the following learning objectives (the oh-
jectives were identified by a physic ian  and d i e t  i - I a n  consultant as tea-
aible achievement . for all weight control pa ttents~ :

GENERAL rNPORMATIO~l OLTECTTVF.~

Upon completion of this program the patient will be able t o :

Explain bow t o  treat their digestive sv.tam.
Define ov.rwr ighr/ob.sltv .
list four ma in causes ot overweight/obesity. For example:
overeating , .;oetal pre ssure s , lack of exercise , lack of w t U
power.

• List five di.ei.ea directly related to obesity. For example
hvp.rt.n.ion , dlsbetei i  m e i l i t u s , heart d isease, postsu r~~ical
complications, hvpc’ventilat ion , strain on the back and lc~ n t s ,
t ox i a , •tc .

• Explain what the overweight/obese pati~ :~t ’~ attitude toward
weight control should be.
Liec the metri reasons to avoid “fad/crash” diets.

• Explain the  impo rtance ci self—motivation.
Lis t  wha t hts/her ideal weight should be.

• T.!~.t the advantages the p atient will have after gaining c on—
trol of his/her ve iW I .



PHYSICAL ACTIVITY /FOOD EXCHANG E

Upon completion of this program the patiamt will be able to:

Explain the role of exercise in relation to weight reduction
and control. For example: The benefit of balancing activity
with caloric intake; The benefit of various types of exerc ise
and how they relate to life style.
Explain food exchange lists.

• Explain the types of food , i.e., protein, fat , fruits, etc .
• Explain the importance of eating the exac t amouOts and types

of fo xl recommended for daily consumption.
Effectively plan menus using the exchange lists:

a)  Milk exchanges
h) Vegetable exchanges
c) Fruit  exchanges
d) Bread exchanges
e) Meat exchanges
f )  vat exchanges
g) Food s allowed as desired
h) Foods not on the exchange lists

h See Table 23, page l0€~, Percentage of Weight
Control Patientb That Achieved the Criterion Level: Initial Encounter.
For the composite scores 8 percent reached the criterion level on the pre-
test and ~2 percent did not. For the post—test, 89 percent reached the
criterion level and 11 percent dL not. See further breakdown of scores
for general information and physical activity/food exchange.

2 Discussion ,

The lo~ baseline scores indicated that  the
previous in s truc t ion  wasn ’ t very informat ive  and lasting , also a number
of pat ien t s  had never had ins t ruc t ion .

(c) P a t ien t  Comprehension for the Initial Encounter and
Six Month Assess~ent.

~~~~~~ Table  24 , page lO~~ Percentage ~ f Weigh t
Control  P a t i e n t s  That Achieved the  C r i ter i o n  Level fo r  the  Six Month As-
sessment. One hundred percent ct  the  pa t ien t s  were at the cr i t e r i o n  level
or above six months later. Since there’ were only two patients , no inferences
can be drawn .

lOS
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TABLE 23 
- 

‘7
PERCENTAGE OF WEIGHT CONTROL PATIENT S THAT ACHIEVE D

THE CRITERION LEVEL : INITI AL ENCOUNTER

N—7 1— — %

t -c 7

GROUPS 0—29% 30—49% 50—69% 70—79% 8O~ 1 oo%-

C~ (POSITE SCORES

Pre—Te st 4 23 67 8

Po6 t-T~~t 0 0 3 8 89
GENERA L INFORMATI ON

Pre—Test 4 28 62 4 2

Poj,~ -Tp~~ 0 0 3 8 8°
PHYSICAL ACTIV ITY!
FOOD ENCHANGE

Pre—Test 3 8 61 10 18

0 0 3 5 92
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TABLE 24

PERCENTAGE OF WEIGHT CONTROL PATIENTS THAT
ACHIEVED THE CRITERION LEVEL FOR THE

SIX MONTH ASSESSMENT

INITIAL SIX MONTh
GROUPS ENCOUNTER ASSESSMENT

C~EPOSITE SCORES

Below 80% Pre—Test 50
Above 80% Pre—Test 50

Below 80% Post—Test
Above 80% Post—Test 100 100

GENERAL INFORMATION

Below 80% Pre—Test 50
Above 80% Pre—Test 50

Below 80% Post—Test
Above 80% Post—Test 100 100

PHYSICAL ACTIVITY/
FOOD EX CHANGE

Below 80% Pre—Test 50
Above 80% Pre—Test 50

Below 8O~ Post—TestAbove 80% Post—Test 100 100
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(d) Patient Behavioral Baselines for the initbt 1 _Encour.ter~

a See Table 25, page 109 , Weight Control PatL ~ 
- •

Behavioral Baselines for the Initial Encounter . Weights are not relevant
until shown with comparative data. Fifty—four percent maintaine i .la - -. -

cisc program , 46 percent did not. Of the 54 percent that maintained an
exercise program, 32 percent exercised moderately , 47 percent vigorously,
and IS percent strenuously. Sixty—six percent exercised daily, 26 percent
twice weekly , and 8 percent weekly . Fifty—nine percent stated they under-
stood their caloric limitat ions, 11 percent did not , and 30 percent felt
they didn’t have any limitations. Seven percent attended weight watchers , - -

18 percent did not,but felt a need , and 75 percent didn ’t feel a neec 11 cr
asaistsnce in losing weight. Type of snacks consumed included ; carbohv -
dratee, 16 percent, protein, 3 percent, fat, 8 percent, fruit , 28 percent ,
milk, 4 percent, bread , 18 percent, and none, 23 percent. Sixty—six per-
cent ate from 1 to S snacks per day other than their three meals , $ per-
cent from 6 to 10 snacks, 3 percent from 11 to 15 snacks and 23 percent
had no snacks. Twelve percent were on medications for weight reduction ,
50 percent of those on medicat~on knew the drug and action while 50 percent:
did not. Eighty—eight percent didn ’t take medication for weight reduction
and of the 12 percent on medications, 8 percent took their medications
while 4 percent did not.

Ce) Patient Behavioral Baselines and Outcomes for the
Initia l Encounter and Three Month Assessment.

a See Table 26, page 111 , Weight Control Patien t
Behavioral Baselines and Behavioral Outcomes for the Initial Encounter md
Three Month Assessment. The mean weight dropped 5 pounds for the 10 pittents.
Thirty per cent more s tar ted  an exercise program , however , 13 pet cent went
from vigotous exercise to moderate, but 17 percent increased their frequency
to daily. Twenty percent more claimed they understood they had cal”ric
i-imitation s and 40 percent were now attend ing weight watchers. Ten
percent or one patient changed h1~ snack from bread to protein. Twenty
percent either decreased snacldng or ceased altogether, and the 50 per—
cent that formerly didn ’t know their drugs and action nov did , and the
co~”pliance rite changed accord ingly .

‘Os
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TABLE 25

WEIGHT CONTROL PATIENT BEHAVIORAL BASELINES
FOR THE INITIAL ENCOUNTER

INITIAL
OUTCQ’IES N”71—Z 

—

ACTUAL WEIGHT (pounds)

Mean 176

INS EXE RC ISE PROGRAM

Yes [s~~j
46

TYPE OF PHYSICAL ACTIVITY

Sedentar y 0 L
Light 3
Moderate 32
Vigorous 47
Strenuous 18

FREQU EN CY OF PHYSI CAL ACTIVI TY

DaIl y b6
Twice Weekly I 26
Weekly ~ 8

UNDERSTANDS LIMITATIONS OF
CALORIC INT AX E

Yes 59
No 11
N/A 30

REGULAR ATTENDANCE AT WEIGHT
WATCHERS, ETC.

Yes 7
No 18
N /A 75

TYPF. OF SNACKS CONSUMED

Carbohydrates 16
Protein 3
Fat 8
Fruit 28
Milk 4
Bread 18
None 23
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TABLE 25 cont.

OUTCOMES N-7i-%

MJMBER OF SNACK Tfl(ES/DAY

l to 5  66
6t o IO 8l l t o l 5 3More Than l5 0None 23

TAKES MEDICATIONS

_ _ _ _ _ _ _ _ _ _ _ _ _ _  

~~~~~~~~~~ IT~~~~

KN~~S DRUGS AND ACTIONS

LJU~~~
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TABLE 26

WEIGHT CONTROL PATIENT BEHAVIORAL BASELINES AND
OUTCOMES FOR THE INITIAL ENCOUNTER AND THREE MONTH ASSESSMENT

INITIAL 3 Month
OUTCOMES N—1O—% N—1O—2

WEIGHT ~pounds)

Mean 175 170

MAINTAINS EXERCISE PROGRAM

Yes r 3 o J ~~6 O j
No 70 40

TYP E OF PHYSICAL ACTIVITY

Sedentary 0 0
Light 0 0
Modera te 33 50
Vigorous 67 50
Strenuous 0 0

FREQU ENCY OF PHYSICAL ACTIVITY

Daily 33 50
Tw ice Weekly 34 I

Weekly 33 17

UNDERSTAND S LIMITATIONS OF
CALORIC INT AKE

Yes 80- 100

N /A 20 0

REGULAR ATTENDANCE AT WEIGHT
WATCHERS, ETC.

Yea 0 40
No 10 0
N/A 90 60

TYP E OF SNACK S CONSUMED

Carbohydra tes 10 10
Protein 0 10

Fat 0 0
Fruit 20 20
Milk 10 10
Bread 20 10
None 40 40

I l l
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TABLE 26 cant.

INITIAL 3 Mor. b
OUTCOMES N—l 0— % N—1 O—%

NUMBER OF SNACK TIMES/DAY

l to S  40 40
6to lO 0 0
ll to lS 20 0
More Than 15 0 0
None 40 60 

h
TAKES MEDICttTION S

Yes ) 0 10
No Ho H  L i o i
N/A 90 80

KNOWS DRUGS AND ACTI ONS -

Yes r r~~o
No [j~ o I L~ J

112
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(f) Patient Behavioral i~aselinee and Outcomes for the
Initial Encounter , Three and Six Month Msessment.

I Find ings .

See Table 2 ? , page 114 , Weight Contro ] P o L i ~ - ~
Behavioral B a a e iir s~ and Outcomsa for the Initial Encounter , Three anti ‘~l~~
Month Assessments. The comrari~on data for the two patients follows :
Mean drop it weIght 14 round s, SO p~ rcen~ I nc rease in exercise , 50 pet -cen t
Increase from moderate to vigc~rou* . and no change in frequency. No ‘h~tn” --
in understanis caloric l im it at l e n i ’  or attendance at Weight Watchers. (‘-i’

hundred percen t change In type of snack cenetmied . no change in number ci
snacks per da’ . ~either patient vnq on medica t ions .

2 Distunston .

This data suggested that in addition t t  sa~
professional t ime -~nd cost of pat len t education the SA app roach v~s ef-
fective in changt’~g behavior to the de~ ~ted direct ion . Because o’ the
high dropou t rat- c f~ r the ~ceigh r control patients , perhaps more resoutc —
should be *1 cared to motivate the patient s to return for follow-u p ylt . z; . ‘ 1
Tht~ could easily be done by sending a post card or le t ter  ap p r cx i m a t e t v
one week before the follow—u p appointment and a telephone call to  r~~ Ind
the patients again of th.’tr arpol.ntlnente one day prior to the ~~~~~~~~~ U

“—
,
~ ~ i c ~a -~t S~~If F.xainin~ tlc n .

(a) C1~nic P~ ttect !’oj~ulation for the Ini tial Encounte ’

I V 4 ~~~l 1 n g s.

a Fifty -six patients received in i t i al  h e a l t h
education o~ Breaqt Seli ExatntnotL’ti . Only eight were able to retuin
for the si w. ~i ’ T ~~~~’ I ol lou -- up .

b The ra te nt non returnees was h igh becaunc
— the learn ing c~~i ror wsr -]“~--od Atigitat 1Q 7 7  and there wasn’t auffic icvt

time for fol Jo~-- ii p.i.

c See Table .3 . page lU , Demographic and S~ c 1o—
economic Char ac t e r i s t i c s  of Breast Sell Examination Patients: I n i ti a l  s-ti
counter . The population categories of the 56 pat ient s follows : Two re~-cent were active duty while 98 percent were dependents. All patients
were f emale , 67 percent were b e t w e e n  30 to SO years ot
and 94 pe cct t ~ src m a t r i e d .  Seventy- - three percent had either a high
school o~ 1 - ‘ v~~~rs of college educational l evel. The maj or i ty , t ;
pet cen t , wore i~-”tnewive~ .

~~~Craddock . C. , Obesit and Its ~I n . ~g~~iient Ed inburgh . E. and S. I 4v(n~
•t~~ , LT1~., 1qi 1~ .

120 Stare , .LF. , “Comment~ ~~~ t)be~~ftv ,” World Wide Abstracts, 196~ , f~ ~~.

2 t M~y•r . 1., OverweIght (Englewooci CHIts , Prentic e—Hall , Inc., 19bR~~.
28-30.
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TABLE 27

WEIGHT CONTROL PATIENT BEHAVIORAL BASELINES AND OUTCOMES
FOR THE INITIAL ENCOUNTER , THREE AND SIX MONTH ASSESSMENTS

INITIAL 3 Month 6 Month
OUTCOMES N— 2——Z N—2——Z N — 2— — %

WEIGHT (Pounds)

Mean 173 161 159

MAINTAINS EXERCISE PROGRAM

Yea [so Fi h u h  [~~h
No 50 0 0

TYPE OF PHYSICAL ACTIVITY

Sedentary 0 —~ 0 
- 

—i 0
Light 100 0 0
Moderate 0 100 50
Vigorous 0 0 50
Strenuous 0 0 0

FREQUENCY OF PHYSICAL ACTIVITY

Daily 100 100 100
Twice Weekly 0 0 0
Weekly - 0 .  O~~

UNDERSTANDS LIMITATIONS OF
CALORIC INTAKE

Yea 100 100 100
No 0 0 0
N/A 0 0 0

• 
- REGULAR ATTENDANCE AT WEIGHT

WATCHERS, ETC.

Yes 50 50 50
No 0 0 0

• N/A 50 50 50

TYP E OF SNACKS CON SUME D

Carbohydrates 50 0 0
Protein 0 0 0
Fat 0 50 0
Fruit 0 50 100
Milk 0 0 0
Bread 50 0 0
None 0 0 0
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TABLE 27 cont.

INITIAL 3 Month 6 MonthOUTCOMES N—2—Z N-2—% N—2—Z

NUMBER OF SNACK TIMES/DAY

ito S 100 100 1006 to l O  0 0 0ll to lS 0 0 0More Than J5 0 0 0None 0 0 0
TAXES MEDICATIONS

Yea 0 0 0No 0 0 0N/A 100 100 100
KN~~JS DRUGS AND ACTIONS

There were no data for this
section because neither of the
patients were taking medication.

115
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TABLE 28

D~ (0GRAPHIC AND SOCIOECOMOMIC CHARACTEUSTICS
OP BREAST SELF EXAMINATI0t~ PATIENTS : INITIAL ENCC*JNTER

D ographic and Socioeconomic Pat i*ute
Variables N.’56

2

RANK OF MILITARY 
- 

-

•

Active Enlisted

E—1 thru E—6 2
B—i thru E-9 0

Active Officer

Company Grade 0
Field Grade 0

Dependent 98

Retired Enlisted

E—l thru E—6 0
B—i thru E—9 0

Retire Officer 
-

•

Company Grade 0
Field Crad• 0

SEX

Male 0
Female 100

less than 15 0
16 to 2 0  4
21 to 3 0
31 to 40
4l to S O  30 -

•
Sl to 6O 11
61 to iO 2
70 and older 2

_ _ _  _  J



TABLE 28 cont.

Demographic and Socioeconomic Patients
Variables N 5 6

2

MARITAL STATUS

Married 94
Widowed 0
Single 4
Engaged 0
Divorced 0
Separated 2

EDUCATION COMPLETED

Elementary (grades 1—6) 2
Junior High (grades 7—8 ) 10
High School (grades 9— 12) 34
1—3 Years College 39
Baccalaureate 13
Master ’s Degree 2
Doctor’s Degree 0

OCCUPATION

Unemployed or Retired 2
Housewife 67
Administrative (office work) 14
Technical Specialist (u~echanica1) 4
Professional (non-med ical) 2
Comba t Related (line groups) 0
Student (full time) 2
Blue ~‘ollar (custodial) 2
Medical Professional (RN,MD I DDS) 0
Other 7
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TABLE 29

HISTORICAL FEATURES OF BREAST SELF EXAMINATION
PATI ENTS AND EDUCATION PROVIDED: INTITAL ENCOUNTER

Historical Features Pat ients
N—5 6

2

HEALTH CARE PROVIDER

Physician 98
Nurse Clinician 2

HAS HAD PRIOR INSTRUCTI ON

Yes I 46
No 54

TIME OF PRIOR INSTRUCTION

Less Than 3 Months 38
4t o6Mon tha 4
7 to 12 Months 4
1 to 2 Year. 19
More Than 2 Years 35

INSTRUCTIONS PROVIDED BY

Physician 85
Nurse Clinician 15

NUMBER OF CHILDREN

1 14
2 36
3 27
4 11
Sor More 2
None 11

AGE WHEN FIRST CHILD WAS BORN

15 to 2 0  8
21 to 25 68
26 to 3 0  16
31 to 3 5  6
36 to 4 0  2
40 and Above 0

AGE WHEN LAST CHILD WAS BORI~
15 to 20 9
21 to 2 5  24
26to 30 30
31 to 35 22
36 to 40 13
41 and Above 2
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TABLE 29 coat.

Historical Features Patients
N—56

2

DID YOU BREAST FEED

Yes L-’th J-l

No 56

HOW MANY CHILD REN

1 41
2 41
3 10
4 4
S o r More 4

HOW LONG FOR EACH CHILD

2 Weeks 4
1M i~~ h 14
2 Months 9
3 Months 27
4 Months 14
5 Months or Longer 32

FAMILY HI STORY OF CANCER

Yes [ 36
No 64

CANCER OF THE

Colon 25
Breast 55
Uterus 10
Cervia 10

WHAT AGE AT MARRIAGE

15 to 2 0  38
21 to 2 5  48
26 to 3 0  7
31 to 3 5  4
36 to 40 0
41 or Older 0
Not Married 4

PREVIOUS BREAST BIOPSIES

Yes ri~om

DIAGNOSIS IF KNOWN

Benign 32
Malignant L68
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d See Table 29 , page 118, Historic al Features
of 1~eas t Self Examination Patients and Education Prov ided : Initial En-
counter . The health care provider for 98 percent of the patients was a
physician. Forty—six percent had prior instruction, 54 percent did not
and of those 46 percent that did have instruction, 38 percent had instruc— -

tion less than three months and 35 percent more than two years. Eighty—
• five percent of the instruction was given by a physician and 15 percent

by a nurse clinician. Ot her his torical features included: number of cL il—
dren, the majority had 2 or 3 children, 68 percent were between the ages
of 21 to 25 when their first child was born , 76 percent were between the
ages of 21 to 35 when their last child was born. Forty—four percent
breast fed and 56 percent did not. Eighty—two percent only breast fed
one or two of their children for a period ranging from two weeks to five
months or longer. Thirty—six percent had a family history of cancer, 64
percent did not. Eighty—six percent were married between the ages of 15

~o 2~ . All had previous breast biopsies and 68 percent were malignant an~1
32 percent benign .

2 Discussion.

The most g laring fact  was that 54 percent had not h~~
1 

~
• instruction. Of those referred, all had previous breast biopsies and 68

percent had a malignancy. The data certainly did indicate a need to save
professional time as well as cost in this area. In addition the need for
preventive patient education appeared to be great.

(h) Patient Comprehension for the Initial Encounter.

1 Prior to the educational. intervention all
patients completed a u~ilt1p le—choice questionnaire (pre—test) and Batsi
breast demonstration to determine their knowledge and skills in referen c-~e
to the following learning objectives (the objectives were identified by
a physician consultant as feasible achievements for all breast self ex—
amination patients):

BREAST SELF FXAMINATION OBJECTIVES

Upon completion of this program the patient will be able to:

• List the types of tissue in the breast, example: glandular,
fibrous, and fat.

• Name the tissue which runs immediately under the breast skin.
• De*cribe the functions of Cooper’s Ligaments.

List two factors which determine the amount of fat tissue in
the breast.

• State the function of the lymphatic system.
• Tell why the lymphatic system is significant in breast cancer

patients.
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• Define metastasis.
Identify the breast as the most common site of cancer in women.

• List the expected cure rate when breast cancer is detected and
treated in its early stages.

• Specify two things all women can do to help bring about a
significant decline in the breast cancer death rate. Example:
Professional and self examinination.
Tell at what time during the menstrual cycle breasts should
be examined.

• List changes in the breast to look for when doing breast self
examination. Example: Dimpling, orange peel skin, discharge.

• Tell the reason for looking at the breasts with arms over the
head and with hands squeezing the waist.

• Tell what the third part of the visual exam consists of,
Example: Discharge from the nipple.

• Name two signs to look for in the third part of the
breast self examination. Example: bleeding, other discharge,
etc.
Tell why to begin the examination when the akin is wet.

• Show how the fingers are held in relation to the breast to do
correct brea8t self examination.

• Describe the correct teebnique for examining the breasts.
• Explain why a second examination is done in the prone position.
• Tell what should be done if a lump in the breast is found.
• With the aid of the Betsi Breast Teachin& Model, the patient

will demonstrate the following :
1) Correct technique for breast self examination.

• - 2) Ability to detect breast lumps by finding four (4) lumps
in the breast model.

2 See Table 30, page 122, Percentage of Breast
Self Examination Patients That Achieved the Criterion Level: Initial En—
counter. All patients were pre and post tested to include a Betsi breast
demonstration. Two percent reached the 80 percent criterion level on the
pre—teat and 96 percent did not. Seventy percent failed the Betsi breast
demonstration on the pre—test, 30 percent passed. For the post—test 77
percent reached the criterion level and 100 percent passed th~ Betsi
breast demonstration.

~ Those patients not reaching the 80 percent
• criterion level were given additional instruction during their initial

appointment and all reached the criterion level prior to leaving the V

• learning center.

4 Again, notice the low baseline scores, even
though 46 percent of the referrals had prior instruction. It appeared
that the existing system was not providing adequate education, and it was lacking
in both quality assurance and accountability.
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TABLE 30

PERCENTAGE. OP BREAST SF.LE EX~}tINXF ION PATIENTS
TEAT ACIIIEVED THE CRITERION LEVEL : INITIAL ENCOUW~ER

GROUP S 
— 0—292 30—49% 50—69% 70—79 % ~0 - ~~’~~ —

CENERA~. INFORMAT tON

Pre-.Tost 52 25 
- 

21 0

Po~ t-Te.~st 0 0 2 i i

______ PASS FAIL

BETEl BREAST TEAC}1INC
MODEL

Pre—fest 70 30

Po4~t— Te6t 100 0

(c) Patient_Comj~rehensjon for the Initial Encounter ard~~ h~Month Assessment.

1 Findings.

See Table 31 , page 123, Percentage of Breast
Self Examination Patients That Achieved the Criterion Level for the SixMonth Assessment. Eighty—sev en petcent of the patients were at the criterion level or above six months later and 100 percent passed the Betsibreast demonstration .

2 Discussion.

Unfortunately, the number of subjects reporton for the six month assessment was small (N—8). Consequently the datawere not sub4ectetj to statist-teal interpretation . The data reveal an e~ceptionally high retention rate when compared to the retention rates of
learning systems that have six month follow—ups in both the comprehenslvand skill areas. What this suggested was that booster levels, and times
reinforcement wer e learning system dependent. In other words, different
topic areas and learning objectives probably wou ld require different timetncr ents for optimum reinforcement in order to sustain desired outcomes.
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TABLE 31

PERC ENTAGE OF BREAST SELF EXAMINATION PATIENTS THAT
ACHIEVED THE CRITERION LEVEL FOR THE SIX MONTH ASSESSME NT

INITIAL SIX MONT H
— 

GROUPS ENCOUNTER ASSESSMENT

GENERAL INFORMATION

Below 80% Pre—Test 100
• Above 80% Pre—Test 0

Below 80% Post—Teat 38 13
Abov e 80% Post—Test 62

BET~ I BREAST TEACHING
MODEL

Pass 100 100
Fail 0 0

(d) Patient Behavioral Baselines for the Initial Encounter.

See Table 32 , page 124 , Breast Self Examination
• Patient Behavioral Baselines for the Initial Encounter. The findings for

the 56 women revealed that only 32 percent ~xamined their breasts monthly,
• 68 percent did not.  Seventy—nine percent did an incomplete examination ,

21 percent a complete examination, 52 percent have detec ted a lump, ~8 per-
cent have not . Of the ~2 percen t who detected a lump, 86 percent were be-
nign and 14 percent malIgnant.

(e) Patient Baselines snd Behavioral Outcomes for  the
Six Month Assessment.

1 Findings.

See Table 33 , page 125 , Breast Self Examinat ion
• Patient Baselines and Behavioral Outcomes for the Six Month Assessment .

Sixty—two percen t more women examined their  breasts monthl y a f t er the ed-
ucational intervent ion then they did prior to hav ing the instruction . One
hundred percent could perform a thorough examination . Previously 62 per—
cent only could perform an incomplete examination and 38 percent couldn ’t
perform one at all. Prior ~o being referred to the patient learning center

~s3 percen t had benign lum~s, 33 percent malignant lumps and 34 percent
didn’t know if they had any lumps . Six months later , ~ S pe rce n t out of
the 67 percent who didn ’t know if they had lumps (39 percent) or said
they didn ’t have lumps (33 percent) discovered lumps. As of this writing
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TABLE 32

BREAST SELF EXAMINATION PATIENT BEHAVIOR AL
BASELINES FOR THE INITIAL ENCOUNTER

INITIAL
OUTCOMES N~56—%

EXAMINES BREASTS MONTHLY

Yes 3~I}1No 68

rHo Rou(;RNE SS OF EXAMINATION

Comp lete 21
Incomplete 79

DETECTION OF LUMP

Yes T52~F1
No 48

BENIGN OR MALIGNANT

Benign 86
Malignant L 14

none of the lumps had been biopsied , see N/A , 100 percent.

2 Discussion.

The re appeared to be a great need for preveiit ce
patient education in this area. Certainly judging from the data, many
lumps were going undetected. In fact, the education should be a routine

part of the yearly CYN check—up. The PACOMED prototype can provide the se’ ~J
effectively at a very low cost, both in professional time saved and mone”,

not to mention the ultimate savings in numbers of lives saved . With the
growing numbers of women entering the Army this preventive education

should be given a very high priority.
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TABLE 33

BREAST SELF EXAMINATION PATIENT BASELINES AND
BEHAVIORAL OUTCOMES FOR THE SIX MONTH ASSESSMENT

INITIAL SIX MONTH
OUTCOMES N—8—% ASSESSMENT

EXAMINES BREASTS MONTHLY

Yes L~~~~~~ L!L t
No 75 13

ThOROUGHNE SS OF EX AM INATION

Complete 0 100
Incomplete U.Q~ -_____

DETECTION OF LUM P

____  ~

N/A 34

BENIGN OR MALIGNANT

Benign 1 33Th
Malignant L13.J
N/A 34 LiQ~J—~

*No biopsy of the detected lump
was taken prior to the six month
follow—up .
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(7) Low Back Pain.

(a) Clinic Patient Population for the Initial Encounter.

1 Findings.

a Thirty—six patients with low back pain received
the initial health education. Only five returned for the one month follow-
up.

b The m~ijority did not return because they claim-
ed their back felt better . The other patients gave the following excuses:
transportation problews, no time, wanted their appointment to coincide with
physician appointment.

c See Table 34, page 127, Demographic and Soc io-
economic Characteristics of Low Back Pain Patients: Initial Encounter .
The damographic and socioeconomic breakdown of the thirty—six patients
follows: 30 percent were active duty , 9 percent retirees , and 61 percent
dependents. Twenty—eight percent were male and 72 percent f~ nale. Six
percent were less than 20 years of age, 25 percent 21 to 30 years of age,
25 per cent 31 to 40 years of age , 28 percent 41 to 50 years of age , and
16 percent 51 to 60 years of age. Eighty—three percent were married .
The majori ty of the patients had an educational level of high school to
baccalaureate degree , 92 percent. Occupations : 39 percent housewife, 25
percent a~~in1strntive work, 11 percent technical specialist, 14 percent
prof essional , 3 percent combat related , and 8 percent blue collar work .

d See Table 35, page 129 , Historical Features
of Low Back Pain Pa t i en t s ’ t l lnes~ and Education Provided : Initial En-
counter. The health care provider tor all the patients was a physician.
Seventy—two percent had prior Instruction , and 28 percent did not. Forty—
six perc~nt of the patients had prior instruction less than 3 months ago,
and 46 percen t more than 2 years ago. Instructions were provided by a
physic ian f or 54 percent, nurse clinician for 4 percent, and physical
therapist for 42 percent . Eighty—three percent had a history of back pain
that started with trauma, 47 percent cited other causes.

2 Discussion.

a The clini c patient population represented a
high percentage of active duty, 30 percent , and a much younger group
tha% the hypertensive , di abet es , and weight control sys tems . Consequent—
ly, the occupational distribution was much more varied .

h Perhaps the low number of returnees for the
one month fo l low —u p was due to the high percentage of pat ients  who had
prior instruction , 72 percent . AddItionally, 46 percent had their in-
struction less ‘ha n 3 months ago before being referred to the learning
center. The perceived need simp ly wasn’t there. N.,te that a physician
gave instrucrion tc 54 percent of the patients.
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TABLE 34

DEMOGRAPHIC AND SOCIOECONOMI C CHARACTERI STICS
OF LOW BACK PAIN PATIENTS: INITIAL ENCOUNTER

Demographic and Socioeconomic Patients
Variables N ’36

2

RANK OF MILITIIR’~

Active Enlisted

E—1 thru E—6 16
E—7 thru E—9 8

Active Officer

Company Grade 3
Field Grade 3

Dependent 61

Retired Enlisted

E—1 thru E—6 3
E—7 thru E—9 3

Retired Officer

Company Grade 3
Field Grade 0

SEX

Male 28
Female 72

AGE

less than 20 6
21 to 30 25
31 to 4 O  25

• 41 to 50 28
51 to 60 16

• 

- 
61 to 7 0  0
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TABLE 34 cont .

Demographic and Socioeconomic Patients
Variables N36

MARITAL STATUS

Marr ied 83
W idowed 8
Single 3
Engaged
Divorced 6
Separated 0

EDUCATION COMPLETED

Elementary (grades 1—6 ) 3
Junior High (grades 7—8 ) 3
High School (grades 9—12) 44
1—3 Years College 28
Baccalaureate 20
Master ’s Degree 2
Doctor ’ a Degree 0

OCCUPATION

Unemployed or Retired 0
Housewife 39
Administrative (office work) 25
Technical Spec ialist (mechanical) 11
Prof essional (non-med&c*l) 14

• Combat Related (line groups) 3
Student (full tIme) 0
Bl ue Collar (custodial) 8

• Med ical Professiona l (RN ,MD,DDS~ 0
Other 0
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TABLE 35

HISTORICAL FEATU RES OF LOW BACK PAIN PATIENTS ’

ILLNESS AND EDUCATION PROVIDED: INITIAL ENCOUNTER

Historical Fea tures Patients
N—36
2

HEALTH CARE PROVIDER

Physician 100
Nurse Clinician 0
Physical Therapist 0

HAS HAD PRIOR INSTRUCTION

Yes [ iz • 1

No 28

TIl€ OF PRIOR INSTRUCTION

Less Than 3 Months [ 46
4 t o 6 M o n t h s  I
7 to 12 Months 1 0
I to 2 Years 4
More Than 2 Years 46

IN STRUCTIONS PROVIDED BY

Physic ian 54
Nurse Clinician 4
Physical Therapist

HISTORY OF BACK PAIN

Yes 83
No 17

HOW BACK P A I N  STARTED

Trauma 53
Long Trip 0
Other 47



(b) Patient Comprehension for the Initial Encounter.

! Findings.

a Prior to the educational intezvention all
patients completed a multiple—choice questionnaire (pre—test) and pos-
ture demonst ration to determine their knowledge and skills in reference
to the following learning object ive. (the objectives were identified by
a physic ian consultant as feasible achievements for all low back pain
patients):

LOW BACK PAIN OBJ ECTIVES

Upon completion of this learning program the patient will be able to :

• Define good posture.
• Ident i fy  who may acquire low back pain.
• Iden t i fy  the most coemon cause of low back pain.
• Tell what part of the spine is affected when you have low

back pain.
• Describe why being over weight can cause low back pain.
• Explain that exercise is the only real treatment/cure for

low back pain.
• Demonstrate the propr exercises for low back pa in.

Describe the proper ethod to lift heavy loads, such as ,
children, groceries, etc.

• Tell how to properly use pillows while sleeping or relaxing .
• Demonstrate good posture .

Explain how to properly select furniture.

b See Table 36 , page 13~ Percentage of Low Back
Pain Patients That Achieved the Criterion Level: Initial Encounter . All
patients were pre and post tested to include a posture demonstration.
Thirty—three percent reached the criter ion level on the pre—test , 67 per-
cent did not. Sixty—one percent failed the posture demonstration on t~’e

p~e—test , 39 percent passed . For the post—test 92 percent reached the
criterion level and iO O percent passed the posture demonstr*tion.

2 Discussion.

It is important to note that 72 percent o the
population that was referred to the learning center had had prior instru c-
tion and 46 percent of them less than 3 months before referral , however ,
only approx Imately 33 and 39 percent passed the respective pre—teats. Eight
perce n t of the patients who did not reach the criterion level were recycle~in ord er to reach the criterion level.
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TABLE 36

PERCENTAGE OF LOW BACK PAIN PATIENTS
THAT AQiIEVED THE CRITERION LEVEL : INITIAL ENCOUNTER

GROUPS 0—292 30—492 50—692 70—79% 80—1002

GENERAL INFORMATION

Pre—Test 3 11 31 22 33

Po4.t-TeA.t 0 0 3 5 92

PASS FAIL

CORRECT POSTU RE
DEMONSTRATION

Pre—Test 39 61

Po4s t-Te&t 100 0

(c) Patient Comprehension for the Initial Encounter and One
Month Assessment.

.1. Findi ngs.

See Table 37 , page 132, Percentage of Low Back
Pain Pat ients That Achieved the Criterion Level for the One Month Assess—
ment. All patients were at the criterion level or abov e one month later.
Four (80 percent) passed the correct posture demonstration, one (20 percent)
did not.

2 Discussion.

a The person who did not pass the posture
demonstration for the one month visit was given a correct posture d~~on—stration. The deficienc y was corrected during that visit.

b The number of subjects reported on was small;
therefore , the results were not subjected to statistical interpretation .
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TABLE 37

PERC ENTAGE OF LOW BACK PAIN PATIENT S THAT
ACHIEVED THE CRITERION LEV EL FOR THE ONE MONTE ASSESSME NT

N— 5—2

INITIAL ONE MONTH
GROUPS ENCOUNTER ASSESSMENT

GENERAL INFORMATION

Below 80% Pre—Test 60
Above 80% Pre—Test 40

Below 80% Post—Test 0
Above 80% Post—Test 100 100

CORRECT POSTURE
DEMONSTRATION

Pass 100 80
Fail 0 20

(d) Additional Patien t Behav ioral Data: One Month Assessment.

See Table 38, page 133 , Additional Low Back
Pain Patient Behavioral Data : One Month Assessment . The only behavioral
baselines tha t were taken in addition to the correct posture demonstration
was history of back pain and how the pain started, as reported in Table 35,
page 129 , Historical Features of Low Back Pain Patients ’ Illness and Ed-
ucation Provided : Initial Encounter . For the one month follow—up the
following addi tional data was elicited: maintained exercise program , 80
percent yes, 20 percent no, experiencing any discomfort, 80 percent yes,
20 percent no. For the fou r pat ients who were experiencing discomfort ,
50 percent described the discomfort as constant and 50 percent as inter—
mittent. Fifty percent associated the discomfort with stand ing and 50
percent with other , such as playing sports.
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TABLE 38

ADDITIONAL LOW BACK PAIN PAIIENT
BEHAVIORAL DATA: ONE MONTH ASSESSMENT

N—5
OUT COMES

MAINTAINED EXERCISE PROGRAM

Yes 80
No 20

EXPERI ENCING ANY DISCOMFORT

Yes L~ n I
No 20

IF YES, DESCRIBE THE DISC(~4FORT

Constant 50
Intermittent 50

WHAT ACTIVITY IS THIS DISCOMF ORT
ASSOCIATED WITH

Lifting 0
Auto Trips 0
Walking 0
Stand ing 50
More Than One Of The Above 0
Other 50
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(8) Patient Consumer Response to the Systems Approach in a
Prototype Patient Education Setting.

(a) Procedures.

The 307 patient referrals (professiona L or self)
for the preceding f ive learning systems were given one ~~. Jitional measure-
ment during their visit to the learn ing center. A Lickert scale response
form reflecting the patient’s opinion pertaining to the systems approach
learning process.122 The process evaluation included opinions on the
following: viewing time, content interest , questions on topic , pace, con-
tent uniqueness, contet~t value, non—professional paramedical health edu—
cator ’s style, learning center, preference for instruction, freedom to
learn by audio—visual compared to usual Instructions by professional health
workers, personal responsibility for learning by audio—visual compared to
usual instruction by health ~vrker s , patien t a t t i tud e toward audio—visual
modes for health education , patient viewing of commercial television In
hours.

(b) Findings .

See Table 39, page 135 , Patients’ Opinion Toward the
System s Approach . The analysis of the opinion rating scale follows:
viewing time, 92 percent felt it was OK; content interest, 38 percent
felt it was OK , 61 percent found It fascinating; questions on topic , 26
percent said OK, 71 percent felt it really helped ; pace, 82 percent re-
sponded OK and 14 percent felt  it was too fast; content uniqueness, 54
percent said OK, 43 percent stated It was all new; conten t value , 24
percent said OK and 75 percent said most valuable; non—professional para—
medical health educator’s style, 16 percent felt It was OK and 84 percent
felt it was excellent; learning center , 18 percent responded OK, and 82
percent responded excellent; preference for instruction, 38 percent pre-
ferred the aud iovisual mode, 33 percent were neutral and 29 percent pre-
ferred a live teacher; freedom to learn by audiovisual compared to pro—
fesøion~l health workers, 39 percent said equal and 52 percent said they

~ad more freedoui 56 perce.it said they felt more personal responsibility
and 41 percent felt  abou t the same ; 27 percent had a neutral attitude
toward audiovisual modes for health education, 62 percent had an excel-
lent attitude ; patient viewing of com~ercial television in hours per day ,28 percent viewed less than one hour, ~1 percent viewed two hours, 31 per-
cent viewed three hours, 12 percent vieved four hours, and 8 percent view-
ed television more than five hours per day. Refer to Appendix I, page 217 ,
Patients’ Opinion Toward the Systems Approach for the Individual Five
Learning Systems.

122Adapteci froi~ “Scales to Determine Student Attitude About TeleTutorial
Lessons,” by Volker, Simonson , R . ,  and S imonson , M., as appeared in
Audiovisual InstructIon, November 1975, 51.
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TABLE 39
PATIENTS’ OPINION T~ JARD THE SYSTDIS APPROACH

OPINION RATING SCALE :
TOPIC AREA 

1 2 3 
— 

4

VIEWING TIME Too Short OK Too Long

____________— 
1 4 92 2 1

Boring OK Fascinating
CONTENT INT EREST __________ _________ ___________ -__________ _________

O 1 38 
- 

41 20
ReallyNo Help OK

QUESTIONS ON TOPIC —_______ _______ _~~~~~~~~~~ ~~~~~~~~~~~~~~~~~~~~~~~~~~~ ne~ pe
1 2 26 23 48

Too S low OK Too Fast
PACE - ______ _ _~~~~~~~~~~~~~~~ _ -_______ ___________

____________________________ - 
1 3 82 12 2

Old Stuff OK All New
CONTENT UNIQUENES S ——----—— ----- - -- - - - --- --- ------ - --- -  ~~- - - - - - - -  - ---—--- -- _____

____________________________ 1 2 54 28 15

No Value OK St

CONTENT VALUE -________ _____ — - .~~~~~~~~~ —----. .- --- - - .—--- - -

_ _ _ _ _ _ _ _ _ _ _ _ _ _  
0 1 24 25 50

NON PROFESSIONAL k~AMEDI— Poor OK ExcellentCAL HEALT H EDUCATOR’S -

STYLE 0 0 16 17 67

LEARZ~ING CENTER _____  ____  ______

____________________________ O 0 18 19 63

Liv e
PREFERENCE FOR A/V Mode Neutral Teacher
INSTRUCTION — — -  — .

~~~~~~~ 
- 

~~~~~~~~~~~~~~~~~~~~ ~~~~~~~~~~

FREEDOM TO LEARN BY A/V Less More

CC.~4PARED TO HEALTH ____  

E~1U~ 1 
____  

I~reedorn
WORKERS 2 7 

- 
39 20 32

PERSONAL RESPONSIBILITY L a E ual MoreA/V COMPARED TO HEAL TH - .. —~~~~~~ - 

WORKERS 1 2 41 20 36 -
PATIENT ATTITUDE TOWARD
A/V MODES FOR HEALTH Poor Neutral Excellent
EDUCATION 

— _ _ _ _ _  — 
27 25 47

PATIENT VIEWING OF COM-
MERCIAL TV IN HOURS PER Less Than Hours lore Than
DAY 

-
~ 28 T 21 

— - 
11 

— 

- .  

12
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(c) Discussion.

1 For the most par t the patients appeared to be extteuely
receptive. The findings were congruent with those found in the hyperten-
sive atud y, “A Comparative Evaluation of the Traditional Versus A Systems
Approach for Hypertensive Patient F4ucation .” 2 3  Scores were 1 igh in ‘~or-
tent interest , uniqueness and value , the non—professional paramedical healii.
educator ’s style, the learning center concept , audiovisual preference for
instruction, more freedom to learn and greater personal responsibility for
learning by audiovisual compared to uBual instruction by professional health
workers. The patients ’ attitudes toward the audiovisual modes were excel-
lent. There was also a higher than expected acceptance of the non-profe s—
sional health educator.

2 It is important to point out that the majority of tne
dropouts didn ’t reflect a dissatisfaction with the systems approach concept.
However, they reflected an attitude conveyed by their actions abou t the
relative unimportance (in their value system) of patient or preventive
health education per se. Therefore, more general education and inform a-
tion will be needed to change their current attitudes.

8. CONCLUSIONS.

a. Physical Facilities.

Due to time and space constraints the findings for the physi-
cal facilities were limited and can or.lv he used as guidelines.

b Communications Med ia .

Until approximately 1985 the videocassette format appears
to be the most cost effective and efficient medium, for the AMEDD, in which
to tran smit the validated patient learning systems in hospitals and out—
patient settings.

c. Non—Professional Paramedic as Health Educator.

(1) Graduates of the 91C20 clinical specialist course should
be considered as potential health educators.

(2) The health educator would be qualified to perform the func-
tions of: learning center operator, counselor, records manager, and coordin-
ator of learning center activities.

(3) Th*~ Chief , Health and Environment or Chief , Nursing Educa-
tion ~rd Tr~iir~ing (Educational Coordinator) should be considered for overall
supervi sor , coordinator , budgeting and program planner for the individual
MEDCEN and ~~DDAC learning centers.

1’¼ucha, D . H . ,  A~~ omparat ive Evaluat~~ p pf Tradi l_~~~rsus A Systems
Approach for Hypertensive Patient Education , Phase 3, Final Report , HCSO,

~~~~~~~~~~ I’slm( , ~~~~~~ ~1 977 . 
-
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d. Program Development.

(1) Staff Development, Professional and Self Referral.

(a) The outcomes indicated on the whole that there wasn ’t
any strong resistance on the part of the professionals toward PACOMED.
However, they were reluctant to accept some features of the concept,
espec iall y in areas concerning professional roles. There was much ambi—
valance on the part of the professional staff concerning patient education.

(b) Giving additional benefits such as preventive and pa-
tient education to health consumers is not enough. Patient consumers need
stronger niotivators plus more mass education about the value of preventive
medicine .

(c) Preventive patient education for the active duty soldier
needs to be provided via his/her unit training system rather than a hospital
based program.

(d) Part of the problem was that there wasn ’t enough time
to develop the program planning and management systems properly. Conse-
quently, many of the measurements and observations were premature~ At
best this study component only suggests the direction the various stages
of program development may have taken.

(2) Accountability and Monitoring.

(a) All of the baseline data indicated a need for a more
effective , efficient , cost effective method of providing patien t education
than now exists in the AMED O health care delivery system.

1 Not all of the patients that should were receiving
patient education .

2 In more cases than not , the health care provider
was a physic ian rather than a nurse clinician. Therefore , most of the
instruction that was prov ided was given by a physician . The cost was too
high , it wasted valuable professional time and did not provide for quality
assurance in the patient educat ion area.

3 The instructions that were given weren ’t that ef-
fective , as indicated in the individual patient baseline scores, in the
areas of comprehension, retention , and psychomotor skills.

4 The da ta revealed that patients were only getting
part of the educational message. There were wide gaps in what behaviors
were perceived to be most important and the priorities that were g iven
those behaviors by the pat ients.

5 The PACOMED concel . could provide the patient educa-
tion at approxImately 1/1000th the cost if the learning systems would be
used in 30 to 50 MEDCFNS, IIEDDACS, or troop clinics .
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(b) Judging from the demographic data it was doc me.~ted
that the five learning systems (hypertension, diabetes, weight control ,
breast self exm~dnation , and low back pain) all have wide applii.:a toa f r
the active duty soldier . Therefore, the implications of providing pre•
ventive patient education using the I.S.D. approach via some form of med ia
for the active duty soldier tha t in cost effective could have far v e~c~ tng
cons equen~es.

(c) The data suggest that booster levels and times of re—
inforc~~eut were h’~rning system dependent . In other words, different to-
pic areas and le~ in1n g  obj ectives probably wou ld require d i f f e r e n t  time
Increments foi optim um reinforcement in order to sustain desired ouvcotiles.

(d) The analysis of the Pat ients ’ Opi nion toward the sv~~t. -u~. .
approach ln d i c a t e i  very positive findings in relution to the SA concept.
Scores were high in content  intere~ t , uniqueness and value , the non—pro--
fessiona l pari ’i i rdlcal  heal th  educator ’s s tyle , the learning center  concept ,
audiovisual preterence for  ins t ruct ion , more freedom to learn, and greater
personal ie~ j -o~is lb i1 i ty  ~or learning by aud iovisual compared to lI ~;uai In-
st ruct ion by profossicinal health care workers. The patients attitudes t owar~
the audiovl~i’a] ‘~od~~s were excellenr . There was a high acceptance of the
non—pr ofe~ s1 ens I ‘is hen ] t li educator.

(e) However , it  is important to point out that many patient
consumers reflected an attitude , conveyed by their actions , about the re—
lative unimportance in th~tr value system , of patient or preventive health
education per ~e. Therefore , mor~ general education and information nhi~ut
the velue of consumer he a l th  educat ion will be needed to change theit cur-
rent 9ttitudes.

(4) This phase of the PACOMED project was too short. At least
an addit f~ n~ l one or two years would have been needed 10 examine the results
of the outcosn’i~ pi- Te~ 1y. More subjects as well as long—term measuremert~
in ati arez’~ p - ‘~~~

9. R~C0M~~UP~ : ~ON -’ .

a. A lttt u~~ t~~te pat [ciii measurements were 1 ~mit ed ~h~’ outcei ’e~ ~ I
th~s phase, li ke tIn’ hypertension study, demonstr ited the efficiency at the
SA .~ppx .~a h ~t he ‘ns p1 ro m p te h t ’ns ten , retention behaviors 1 influ .’n~-
and cos~ - - ef1 .¼ ~vroe-.s. i t  would appear desirab le to start this ty l~t ’ ~~1

p-i t I (‘flt •‘d~ :i I ‘ci ~‘ an ii i t ho AMEPI)

b. Ceus ido: nt ion should  be given by HSC and OTSG to i n s t i t u te  act  iou
toward tIil .s iid .

Ad ~I ( t en d  I i t - i ~ ea z  cli should he d iii ie !n the  f o l l o w i n g  aie :ls

(1) t u . t -n~~l vs t~ stud h-s In the areas of quantify ing bene’f I t~; more
i n c u u a t t ’ l ~ :iiid En h.- di st r lint Ion it  costs  and Ut ii zat ion of patient cducnt ion .

- _______________________-- -
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(2) Identification of threshold and booster levels as well as
levels of diminishing returns .

(3) Development of common measurable predictors of success for
a receptive at t i tude toward patient education and the various methodologies.

(4) The relationships between patient knowledge levels and
patterns of disease control.

(5) Retention studies to evaluate the long—term worth (2,5,10
years) of different types of consumer educational programs.

(6) Stud ies to develop successful motivational techniques for
health care providers and patient consumers.

d. The complete report and specifically the many findings and ob—
servations should be made available to those conducting research in patient
education and operating or planning to operate a patient education program.
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APPENDIX A 
-

- 
LESSON PLAN FOR PROFESSION~.i STAFF

1. INT}ODUCTION.

a. PA COMED (Patien t and Community Health Education Model) is a piIc.rproject for the development and evaluation of patient and ccr~~urLL t-y - e~’~~~educatic~~. The overall purpose of this effort is to uti l ize non—prcr ~-~~s[on--
*1 persc nrtei and appropriate educational technology in the task of - - ~t L~~Borne of the needs of patients and cornauinity health education.

b. Objectives of study.

(1) To identify cost— effectiv e, feasible ways of deliveringpatient 
~d’:~a~ ion..
(2) To guarantee an important resource for the profess~orn’tfulfilliag his/her patient education responsibilities,
~3) To help minimize the medical workload .
(6) To assure medical accountab-ility in the patient educatio,iarea.
(5) To improve medical manag~~ent.(6) To decrease patient recidivism.
(7) Tc enhance pa’ient satisfaction.
(8) lo assist the patient consumer to be an effective s e lf — ea r nagent.

1. .  £voi~~ejor~ of PACONED.

(I) Protocol in it fated January 1974 .

(2) Stud y conducted under the auspices of

Health Care Studies Division
Academy of Health Sciences
Fort Sasi Houston, Texas 78234

- 

(3’ Sm~ y monitor .

Ambulatory Care Division
Health Services Command
Fort Sam Houston, Texa s 78234

(,4) Zit-e sel.~etion.

Outpatient Facility
DeWitt Army Hospital

- Fort 1~e1voir, Virginia 22060

j ~~~~~ 
Personnel.

~) ~.nterface ~ ith Family Practice.

- 
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d. Systematic assessment of patient education needs.

(1) Professional personnel.

(2) Potential patient consumers.

(3) Patient consumers (Family Practice Cliüic and AMIC) .

(4) Baseline for patient teaching currently being done.

e. Development Component : Description of the Prototype System .

(1) Location of the Patient Education Center.

(2) Self—instructional units.

(3) Multi—media approach.

(4) Expanded role of patient as self—care agent.

(5) Non—professi onal as health educator.

(6) Validated audio—visual programs.

(7) Pre—set behavioral objectives.

(8) Individualized programs.

(9) Observable goals.

(Note: Show briefing tape)

f .  Formative Evaluation : Validation of instructional strategies.

(1) Topic selection.

(2) Content consultant.

(3) Development of behavioral objectives. -

(4) “Real World” search for existing educational software.

(5) Evaluation of existing educational software .

(6) Development of criterion measures .

(7) Design of the instructional system.

(8) Formative evaluation (30 subjects for every topic) .

(9) Data collection.

(10) Revision

~43
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‘11) Physician evaluation. -

(12) Cost Analysis.

(13) Final staff evaluation.

2. STAFF DEVELOT~~NT.

a. Tn order for any comprehensive medical system to be effective,
the professional user must have a general knowledge of all components
(patient education, in this instance) being offered.

(1) All newly assigned physicians, nurse clinicians, dieticinn ,
*i~~ physital therapists will receive an orientation to PACO~~D as soon ~

(2) All will receive an introduction to each patient education
system be :tng o f fe red  prior to utilizing the system for patient referral .

b. ~‘rocedure .

(1) Physician, nurse clinician, dietician, or physical thei~.ç~ -

initiates request on special form.

(2) Patient gives form to receptionist , who routes it to PACOM
staff.

(3) PAC~t~f ED staf f schedules patient and notifies him.

(4) PACOMED staff provides feedback information to physician,
nurse cli’iiclan, dietician, or physical therapist.

(a) when patient completes program,
(b) when patient does not comply, and
Cc) to include any difficulties patient has with progr.in.

I~S)  Return visit s will be scheduled at time of initial enc (~ 1,. :Fr .

5~ Patients to receive more than one educational package ~‘t i
not be scheduled to receive the second until completion of the f i rs t .

c.. Syster-~ utilized and number of visits required (minimum) .

(1) hypertension two visits
(2) diabetes two, t1~~ee , if on insulin
(3) weigh t control two
(4) breast self—examination one
(5) vaginiti s one
(6) family plann ing one
(7) child growth and devel. one
(8) low back pain one

Note : The only exception to above will be if patient does not reac~i the
compe tency level and must return for additional information or reinfo:’-~- . u- ~
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All patients obtaining scores of 80 percent or higher on pre—
test will not be required to see that  portion of the learning package .

3. SU~*(ARY .

a. The patient learning center can be an efficient , cost-effective
source of health education if we:

(1) refer all the patients needing health education,

(2) tell the patients what they can expect,

(3) tell the patients what we expect,

(4) have a general knowledge. of all programs, and

(5) approach the PAC~~!ED concept with a positive attitude.
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$I.nda,d Foun 513
~~j ,Auguit 1964
Sw..u o~ *1* $ d~iIclcsMr A—32

CLIN ICAL R E C O R D  CONSULTAT ION SHE ET 
- - -.

REQUEST
TO: FROM: (Requcasing ward. uni4 orceilvity) DATE OF REQUEST 

- -

Project~ PA(~~~~~~~~~~~~ __________________________________________
IItA$Ori~ ORRIQUI3T (Compla ints and f inding.) HEALTH EDUCATION. Check - 

the appropriate block(s ~-the typo of education you wish your patient to receive,
HYPERTENSIQN 

____ 
WEIGHT CC)NIROL

—  DIABETES PATIENTS MEDICATIONS_____________________

____ 
BREAST SELF EXA~’IflIATION— 

CHILD GRG~1TH ANt) DEVELOk-~ENT CALORIE RESTRICTICNS_________________________— 

FAMILY PLA~~ L~G
____ 

VAGINITIS
~~~~~ I~~j BACK PA~J PATIEN~3 PH~~E N1~MBER: Hp~~P.~~ v.aIONAt. ~IAGNOSIS# x-OTnarka

DOCTOR S SIGNATURE TA PPROVED PLACE OF CONSULTATION 
- 

0 ~~~~~~~~~~~
I ~~~~~ 0 ON CAU. 0 NOUT~~I

CONSULTATION REPO

The patient learriini~ center, PACC~~~~ ~~~ ~~‘ovided health educati on as in-.
dicated bela~i in a planned ind~vi~~~~ ze~)~~ ogramnr d learning session.
Further information cart be~~ ~~dod\~~ request.

CWNITIVE:

BEHAVIORAL: -

A~~~LTUDINAL:

RE~tARKS:

Health Educator’s — ~~~~~~~~~~~~ rr~,rse a ide)
*ONATURIAP4~~TITLE DATE IOEN1IFICATION NO. ORGANIZATION

PATIENrI IDEp~ 1CICATION (Foe typed or wrdk, .ntr~e, give: N4m,— ia~i. lien REGISTE R NO. WARD NO
middk; gr ad,: date tsoapkal or medical fac ility)

CONSULTATION SHEET
4 1O.7F ‘ i  I i R,Ir.~,r St.nd.rd Form 5’ ’

513—104 —03
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St.nderd Foi m 513
Riv. August 1554
•ui•s5 ot m. Budgit

Csmal.’ A—32

CLINICA L RECO RD CONSULTAT iON SHEET

REQUEST

YÔ~ 
FROM: (Requesting ward. w1i4 oraciiuity) 10*75 OF REQUEST

Proj~ct: PACGW J~te~~~
) /~4~~~t~~n e~ ~ 5 ~~~~~~~~~ 

2’)
REASONFORREOUEST (Compla in ts and findings) HEALTH EDUCATION. Check - the appropriate block(s) for
the type of education_you wish your patient to receive , -

I.. / WIFERTENSIGfl 
____ 

WEIGHT CONTROL -
— DIABETES 

— 

PATIENTS MEDICATIONSffi~J~ ,~~t ~CC) )~f (L
____ 

BREAST SELF ~XANINATION
~~~ CHILL) GRO~tCH AND DEVELOr

’~tENT CALORIE RESTRICTIONS /~ —

FAMILY PLA~~L~G—  vA(;n:iTIs
LSLGILB ~~~X EA~~ - PATIENTS PHONE NU~tBER: ~~~~ -. -- DUTY

,.,5UIES~QNA1.DIAGNOSIS 1i re~?tärks

D~ CTORSSIGNATURE 
-— 

APPROVED PLACEOFCONSULTATION I MI RGI FV C V

0<4~~
b. 0 OMCAU. 

— 
0

CONSULTATION REPOR\\~~~~~

The patient learning center, ~~~~~~~~~~~~~~~~~~~ health education as in-
dicated bel~~r in a planned in d~~ ?ize rograr~~d learning session.
Further information can be ied~~~ request.

CCGNITIVE: iT,~~or c-~~4~~~ ~~~~~ to ~2% o~.. ~e,i r ro i Soy t t o rs Ayf~r1fns~cP1,

~~~~ ~~~~ ~~~~~~~~~~ a~~X ~~~~ ~~~~~~~
~ir~ i4i 10 ‘-

~ p~~i-1t.~T.
BEHAVIcRAL:w 1) 1 c1.~

-t 
~~~~~~~ 

£ocLfl~ ~~~~~~~~~ ~~~~~~~~~~~ ~~~~ ~ n -i~ ‘Ct ’jv ’i_

~ ht cc’ ,~k ’ c~ ~~~~~~
-,

ATTITUDINAL: ~

~Je r’1 f~ r~asc~~~ &.vit~~t.vit~~re ~O r O ~~~opn

R~24ARKS: -

MrS. Oo e- ~E o~ U t5 i  ~~~~~~~~~ 
i~~~ilCL~c (  ø~~ Sh0t.&iy ~ h1 t i er  )c~? II)

WeI (~
\t loss ~ r~i u~ fl~iny ct0y .S O S C L~ V~95i.~.il O~ 

l I r Y ’  tQ~~Icj l~t /
2i  J YO P V I ..

re~~~r,i ;~ o~~e n i o i i t $ ~ ~~o r ~ 1310 C!~o~.l~ t~ ’~ ~~~~~~~~~~ c L 1 U  CO))r ’ct~O” .

lie t Educa t r ’ s (Continued on ~~ver,e aide)
ON URE A P ) F ~~~ E 

— 
f DAYE IDENTI~~ICA~LION NO. ORGANIZAT ION

- ~~ ‘~q ‘7 ~—-I~~~ J ~ ‘7’? IIJ CO M L ()
PA 1P4/Ø 10SF. IFICATI Pt (lv’ ~~~~ or u ritti n entries ‘ive: Name — Inst. f AISt. REGISTE R NO. WARD NO

middle; grade; date: Aoaplsal or medica l facility)

~3 i t O c e CONSULTAT ION SHEET
70.1W ,u; I t  I t .Ro St.nds rd Form 5’’

OO~ 
- 00-  0000 

513 -704-03
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613

~~~ Asipm1 7544
1 Ill, 1u4 11

c~~~Iai A—fl

CLI NICAL R E C O R D  CONSULTAT ION SHEET

____________ _____________ 
REQUEST

JFROM: (Re~ ufnu7g ..ard. uni& oractwgy) OATS OF REQUEST 
- - -

2ZQjeCt PACQ~~D~ __
~~L~~L C- /~~~~ ii Ti~

.
~~~~i I

REASoN P0RRWQLJE$T (CoripLsiil t d ’1411f l4b7g1) HEALTH EDUCATION. Check the appropriate ~ iock(i, ’) f ‘.

4he type of educaticn you wish your patient to receive.
HYPER TENSION 

— — 
WEIGHT CONTRCL

—  DIABETES PATIENTS ~~DICAT IONS_______________________

~~~~ k3REAST SELF EXAi-IINATION — — -.
____ 

CHILI) GRCWF~ ANt) DE1T~~,O1-~.!ENT CALORIE RESTRICTIONS____________ _______ ____FAI4ILY PLA~~ 1i:(r
— 

VAGINITIS
PATIENTS PJ~~~~ N~~~ ER: Hp~~ _ _ _ _ _~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ -

~~~~~T6~~1SIGi4AWRE JAPPMOV ~~~ Tj~LAC~ OF CONSULTATION 
[J 

- 

11. ~ CONSULTA ION REPOR

The patier~t learnin~’ center, PACC~~~.~ h ~~ ded health education as in-
die ated belcw in a planned ~~~~~~~~~~~~~~~~~~~~~~~~~~ learning session.
Further information can be~~~~~~de~~~n request.

cmNrrlvE: / ~/ 
C)~ [ci 

~~~~~~~~~ c.. t0 ~ 3% C r 0 - t r ~~

PEHAvt c~ AL: ~~~~~~ -
~ ~~~~~~ i~j s~e., LAJ(~ S ~~ . ±0 IvL Y

~ ey ~~L 
~~~~ tI1~ ~~~~~~ 

; f<L 3 T t e t c L .
~D 

,~~~(‘r~t e ( .

ATTITU DINAL : 
S I

~~ 
~~~~~~~~~~~~~ 

~~tt~ ~~~~~~ ~ô r o ~3r ~~~.. i.Uc~i I A  j~iIr. lc ~~~~~~~ “— -

~ t~ \ (~I1lt’ ~ 
- 

~~~~~~ .-.~~ ~~~~~ 
j b

P.E21APJ(S 
-

~~‘ ‘ra ~hj . ~ c cc~ 1 - . -\ u~i~5 i~J~ic, 
Ore e.ttei!~ 

. to retul- n i~’ ~~~~-‘

c~t. ~~~~~~~~~~~~~~
~~~~~~~~~ ~~~ bo~- ta ~ - • c O I ( OU .) ~4.)i,) I1et~ v~

’
~, o l  test~~~~, ~~~ Ye’

t t’ 1~duc~x t~~ r ‘ F (Co~tin cJ on ‘vt-Erie ide)

~~~~~~~~~~~ APV~ T I L t 
~~~ 

DATE *OLNFIFICATION NO TO~~~~~
i zA11OP4

_ _ _ _  

I)) 
_ _ _ _  _ _ _ _ _

~~~~~~~~ ~~~~ IPIC .1R~ ’4 

~~~~~~~~~~~~~~~ 
REGISTI R NO. WA RONO

~~~Q P7  
CONSULTATION

4 0 t E  1~ . Ii 7l.- ~ . . ,  St.nd.,d For m 5I~
57 3— 704 —03OCO - 07).
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UI.nd.id Fb,m 613
Es. AususI 755 4

Piii..u Otths 5ud5I$
C1r~ aIa. A— 3~

C L I N I C A L  R E C O R D  CONSULTAT ION SHEET
HEQUEST

TO: 
- 

1~~
OM

~
)ieJuest

~1a ~ ur.4~ in.t, orac swg~) 
- 

J OATSI OF Mt QUISI 
—

oj

~

cU.?NUEL) - ~~~~~~~~~~~~~~~~~~~ . 1  J o 
~~~~~~~~ 1/AUAEOI-4)osM*Qur%T (( i rn/ l, l l lt .  . i n i  / n dlng a) HEALTH E1)UCATION. Check the appropriate block(s) Vcr

~~~~ 
of e1~~ .~t .i~’n~~pu w.1~ l7 your p:~t icnt  to r~-cc i ve.

—  
ti i-:i~rE~s.i~~ __ ~~~~~~ W~;L ;ur CON~~oL
D~ A1~ETF.S PATIENTS MEDICAT ION3  

__________—  I3REAST “r’u~ EXA~- 1 T h A H t N
_____ 

CHILI) GHCWT~I .4N1) i)EVEL ~~~i~ iN1 CALORIE R l1~hTiON~ I( ~~FAMILY 1~LA~~ iN ~—  VA~~~i TI :~
___ L

~

WJiAC1

~ 

rA~ . . 1AIIJ~ 1 P H ~~E NL~:~~~~ ~ij~~~~ Dune 
-7P

~nJf1%IONAL DIAONOSIS 1I L —

DOLTON*I.IONATUNS j A I ’ 7 $OVb~~
1 PLAt.SI~ OP C()N~.ULTA 1,ON - - - 

- .
‘ 

-

- . • I 4 P S 4IN~~ V

Cs _____.. .L~ _____ 
1 1

CONr. ULTATION Rt: , ’ i l , l

The pat.itlflt .tOlu’l iII~~ ( t ’ I ltA ’l’ , 1’A~CT~~~ h ~fl’ov. .‘.tv ~d h altIi education as in—
dicated b~-i~~s in ~1 p1:uuit~~i L f l d V 1\~~ /.iZ& ‘~~ ranu~vd learning 3eosion1

• Further information can be ~r \ 1ded\~ p roque~ t .

CWNITTVE : ) , l ,
1

I l e ( ~(\~~~~\t ~ ,~~~~
• ; 

~~~~~~~~ 

j  (/ .ç L7~ 
~~~~ 

1 t  (s i . i r ~~i 1 i.’~~~ ’

~~~~ 
(_
~~.~i )~~1) 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ~~~~~~~~ 
10 ~1 . ’ ’~ ,‘ l  (., ‘A~.,’ e~~ l C7 ’ ts ~~1y a.1~t ‘\ . L

lIj i. - I .  t) ,
BEHAVIORAL .

y (n.- ..-
~ re , t ~~.~~~iiiilr

(. IS )
y 

I~I )ISi  R~t . 
~~~ 

i~ 1 ~~~ ~~~~~~ ~

ATTITUDINAL: 
.

f L r  1 )
~ f(e,1t ~~~~~~~~~ ~~.‘ C” ~~~~ i~~ ik ) r r l7 f  ,. L~.

R~~ARKS :

7~C) .ii~ )r1 ill ~~T HI~
7 .11 j1 ). l .~C I ~ t ip ) t it

t’ ni ra -
~~( -

- ,  ~‘IA.L ,ITT?LG.~ 
Lb BE.S’ ~ TU LI~Q ~~~~~~~~~~~~

11I’Il It 1~ E ( l7I ~~u ç~~ 
(Coitl4nwvd on ‘.~i r , ’ .-

*I*IA URI A NE 711 
~ p DATE fl~~I.NTh~ICATIONNO . ~Oft . iA ZATI ON

~~~~~~~~~~~ ~~~~~~~~ !e1 ’2~~ATI~~NT I SI. IPI(:A 1 I4.)N ( I ~~’ I70r,( ,r  ,lttsn #n(’l,a gv.c Annie t.,( . (iri l IREGIIITE N NO WA RD NO,~ tl,ll,, pr ide, iii:.. A i i ~.i~ il or rr,tdic **1 /ii i t t  i t

3’0k~ )O(.c CO NS UL TATIo N 1Mw
4 1U . i i ,  7 I i  I .  St .nda,d Form 5i1

— 5 7 3  704 0.1CAk) Ctci -

1 ‘~ I
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1164
Eur..u ol lIi. Pudp.t

c -rc%t.r A— 32

CL NICAL RFCOR~ __J 
- 

CONSULTATION SHEET

___________ 
REQUEST

- -  - 
OM- (Req .d.ilv,g wo,4 oru4 ora cli vay) DATE OF REO~~, ~J

-- r~o~~~t~ ~w~ i:~~ I i~~~_~~ i~~~ _ i~RI~A$ON rcIR REQI If Si C, •~~‘. I~ OHd i I l i n~~i • l HEALTH - EDUCATI ON. Check the appropriate b] ock
4he typo of’ educ.;tioli ~ou wi.-Th your patient to receive, -~~~~ -

____ 
HYPER ThNSION WEl~ HT CONThOL

- DIANE TI ~
- ; PATIENTS MEDICATIONS__________________
SELF EXAN IN t~ t ’ (~N

~~~~ -- C}{ILfl ( - ~ ‘J j’J AN~ ~ V~”J~~ ,-~}N i CALORIE RESTRICTIONS_______________

____ 
FA4ILY i~I : \  : j ;1.;

—  
V.4k ;:r;~J j;’.i ~

_ _ _  “7. PA fliC~~~N1JMBER: .J1CI~ - - DUTY .
r ,yu~~IONALDIAI~ NOSi5I ,C t  ‘~~k~Lt .~ fl -

1)c~CTOR S[~~t’I.Ai ’J R ~ 
• 

T~~
A

~~
o oN3ULTA

~~~ ] j j  -

_ _ _ _  ~~~~~~~~ I ~~~~~ rj ~~~~~~~~ ~~~~~~~~~~~~
CONSULTATION RLZ POF4

The pr tUon ;  1i~arnin~ center, FACC~~~~ 11 ~~~~
‘ dod health educat:i on ~t :t in -

dicated ht~1ci~t in a planned ~~~~~~~~~~~~~~~~~~~~~~~ learning session.
Further inf’ormat.ion can be

<~~~~
de&

~
n request ,

ca;NITrv~:. ~ ~~~~~~~ ~~~~~~ ~~~~~~~~~~ Y~7o 
,

t ’i rt ,  ~o ~j O~ /\~31I~~ “

• 2)~ .

c.’~’a.1 ~~ (,i~~;i,. ~ I~~I4I/ )lc~~~~
s

~~>.l -.2 y r c ~ 1
l L j l~~~-r l  

, 
‘C’

- .BEHA~~ ~~t

~ ~ r~k ‘~ t~ 1i~~ ~ ~)4 (t -~ A t i 0i~~~! r t ~ t~~ 
(~~~ 
j~; 1~ ,~ -~~- f !  ~, :

.~~~t-~~~r ~~~~~~~~~~ ~~~~~ ~~ ~~~• ~~~~ ~~~~~~~~~ 1C j ,, f i e C O P e  ~l r i  L u l l  t ( ’ ,

ATTITIJ ‘I ~ -~

1 ~~C( ’  ‘ ~I j I i i I ? %  Lt’O ~~

- , ~ .\ ~ ~,\ 
‘

~ ~~ ~~~ ~ 
,~~ ~ ~ ~~ 

ic~ e I i i ’  t’ J0 ~O ~ l~ / (~‘ I

~
. 4 ‘ I l

~ I 
( I I I  

~

Heil tZI E~ 
II t C .(  (Ii!. ‘ - ( C’’, ti ~...ed on ‘vu.ra, ,ide)
i ~~~~~~ OATE IOIP4T Ir ICATION NO, OR6AP4I,ZATION • 

— - — -

_ _ _  

- 

- I /i~L~~PL!~~~~~ —
TIENT E 71) ~ i ,.Tl ’. ~~~, ( •  ~~ .~ • t ra : t -~ .‘ ,t ’~~i gi~’e Nan,t— tail, first, 1REG15T1~~ N0. ‘40

-; id. tot,. A..sp i~ol or nl.-di cdt/ .I c il . ly) I

CONSULTATION ~~~~~~~~~

4 ;n~~ ~i. i t  i t  St .nd.rd I .,m 3’’
II)--- IC~~—-03Ot’O ‘ t ) V OC’ O i)
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$55Rdald Form 613
Esv. Augu St 7 154

~.uiSuOf*hSSud9St
Cweul.r A—32

C L I N I CA L  R E C O R D  CONSULTATION SHEET

REQUEST ________ _____________

TO~ 
— 

FROM: (Reqii esein~ ward. unit. orac l i I I l ty)  DATE OP RCOU(S1

~~~~~~~~~~~~ ~~~REASON FORRIQUEST (Complain2s and findings) HEALTH EDUCATION. Check the appropriate block(s) for
the type of’ educatiofl y~~ wish your r)atient to receive.
____ 

HYPEI~TENSICH — 
Wi~IGHT CONTROL

____ 
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APPENDIX C

COMPARISON OF PROFESSIONALS WHO HAD STAFF DEVELOPMENT
IN RELATION TO CASES SEEN AND CASES REFERRED BY INDIVIDU AL CLINICS
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APPENDIX D

COMPARI SON OF CLINIC PATIENT LOAD , PROFESSIONAL COST
TO GIVE PATIENT EDUCATION, AND PACOMED COST
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OPERATI ON AL DEFINITIONS

IDEAL TIME: This is the t ime listed by each system . The time was b~ r~ J
on the opt’-ir1~m level of baseline knowledge for each of the eight topic
are as. Ti . ~pti&:un baseline knowledge was determined during the format~v.
evaluation phase by the physician assigned , PACOMED Projec t Direc tor, P~’~staff  and a representa t ive  number of p at ien t s  with the disease , For mor# ’
Information r efe r  to Inst ructiona l Systems Design Final Report.

ACTUAL_CASES_ SE~:N~ The actual number of cases seen for each system as
derived by .i patient count of each clinic. The actual cases seen and
total figures were transposed from Appendix C, Comparison of Profession; lf
Who Ead Staff Deve]opment In Relation To Cases And Referred By Ind ividual
Clinics, pa~y~ 158—159 , and Table 3, Comparison Of Professionals Who H~v~
Staff Deve~opment tn Relation To Cases Referred Pertaining To The Eigh t
T~,p~” Area- , page 62

COST BY PW~~~flAN: ThIs is the cost of the traditional method of inst: :
t’Iort (one -c ~‘r:L’~ ~‘J th a physician . The amount of tim e is the ideal t iti l
trid is licted under each system . In this case the physician is a uiajor
with ten years ser•’ice and making $17.85 an hour.

COST WI NURSE CLINICIAN : Tb-Is is the cost of the traditional method of
instructio~1 (c’ne to one) with a nurse clinician. In this case the nurtt
clinician is a cap tn ~~ with two years service and making $9.45 an hour

COST EY AMO SiI; T:  ‘r 1-~ir i.s the cost of the traditional method of instru.~’ 
-

with an Amosi~ t , /~n Amosist with the rank of li—S was used and the wage
was $5.75 an hour .

COST BY PACONED: This is the cost of  the systems approach of instructi~
(ten pat1e’ir~’ ~ t a t i~t ic )  and by using an E—5 as health educator. The
Tables in ‘.~~~~‘~ ix 9 of the Strategy for Instructional Systems Desi&n antI

(Phase 2: Project PACOMED) were used to derive the
“-~CO~E~) co ~t.  ‘jJ~~ F - - ~ would make $5.75 an hour.
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OPERATION AL DEFINITIONS

REAL TIME: This is an average of the real time spent in p at ie nt  . -d ’.i~’ i t  ~ &

as estimated by each professional staff member prior to their re ‘-~~ tv
orientation to Project PACOMED. See the attached Patient Edu cati ’ 11 ,n - : ,i:
Volume Survey used to collect the real time data , pages 173—174.

ACTUAL CASES SEEN : The actual iiut’~ber of cases seen for each SySt *  :~I cIi.’--
rived by a patient coun t of each clinic. The actual cases seen ; r - t t . ~i I  —

figures were tronspo: -ed f r o m  Appendix C , Comparison of Profess -m i - ~s
Had Staff Development In Relation To Cnses And Referred By Indiv~ -~

Cl ini cs, pages 158—159 , and Table 3, Comparison Of Professionals ~~~~ - ‘  -
Staff Development In Relation To Cases Referred Pertaining To T h -  I-
Topic Areas, page 42

COST BY PIjYSICIAN: ThIS is the cost of doing the tredit ional nct~ - - -d ~
In st ruc t ion (one to one) with a physicIan . The amount of time i:
actual average time spent and is listed under each system . In ti - . Li
the ph)Sit’i8n Is a uajor with ten years service and making $17.8’~ - ‘ v .

COST BY NPRSE CLINIcIAN : This is the cost of doing the t rndi t1or .~-.i uei

of instruction (one to one) wi t h a nurse clinician. In this case I lu t  nur : e
clinician is a cap tain with two years service and making $9.45 an 1 I I ’I U .

COST BY A~1OS lST: This is the cost of the t radit ional  method of t i  t i t  i o n

with an A3no~;1st . An A~.iosJst w i t h  the rank of E—5 was used and t l - ir ~~- ,~ ,c
was $5.75 an hour.

COST BY PACOMED: The cost in this column Is the same as that in \ F’~~” I I I ~~ ’ X

D.

•
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~:V OF .:-,.-~LT 2~~~~2~~3
F~or~T SAX ~O~~3TO I , ~~~~~~~~~~ 7’~234

P a t i e n t  S d u cat i o n  Timc~ an d ‘Jolu~~e S ur v e y

Job Title: Date:

Ra nk : C l i n i c  to  which ~ ss igrie :~:

1. If  you we~~, ~~j vj r .  tt~ - ‘~ itj~~nt uoa tion , ~~~ I~ j ch tj :~ e

w - - ~u1’i ~~~ ) ‘t ~~~~-:’~~~~~
1’ -’ 5~ :IC ‘~ith the “avc r~.~~~” o&ti2nt to ir~s ur c

that thc j  ha~’. ‘L i e  ~~~~~~~~~~ i rIfQ r. f lat l of l  to be a f f e c t ive s e i 1 T — c~i : e ’
agents?

In the f o l lowi~~,~ ar ea s: T in e :

Mypert en s io~i -

Diabetes - _______

iJeight Co nt r o l  —______ 
- -

Bre-ast Self-~~xam~ nat~ on ____-

~~~~~~~

Vaginitis —

Family  P l a nn i n g

Child 3r~ wth ~. T)evelopcnent ____—

Low I~ack Pain 
-

2. How many f o l l ow — u p  vis it s?  Nu nlDe r

Hypertension

Diabetes _______

Weight Control ______—

Brea st Self—examination _______

Vaginitis - ________

Fami ly  P l a n n i n g

Child .3rowth Develo~ rnent 
-

~

Low 2ac~c Pain ________
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3. -lha t is th’i e~ ti~ ate of the volume of patients yousee in these ar~~as for one ( 1)  :rlonth?

f~yoertension ____________

Dial-etes 
-

Jeicjht Control

Breast  S e l f — e x a min a t i on

V a g i n i t i s  
_____________

Family Planning -

CMLi ~rowth ~ Oiovclooment 
- _ ___________

Low Pack Pain 
____________
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~~~~~~~ ~~~~~~~~~~By Detta Pavegio cause of the health prob lem , the best
People wanting to ]c~rn more about means of treatment, ~ind ways in which the

their health problems can refer them- condition can be improved.
selves instead cf being referred by their The hy~ertens~on progra m explains
physician. De Witt }Iospital pro vi des what n~edi ca i~y causes nypertens ion . the
health educat~i:: on a s&f- re ’~’rr3l ba~ s proper medtcauon a rd i~s use. bu~ it also
through a }‘atient Learniflg Center (in exp iains the importanc e ofd t -~t , re’iaxation
existence since J’j iy 1S~6 ) ~nd things to avo id — smok ing an~f

The Patient Learn~
g Center o(fers drinking — to help keep the condition

programs on hypertension (h~~~~h olood under control.
pressure), diabetes , ~‘.ei~ht control , family The family planninr packa ge , a set of
planning, child growth and development , several films on the different types of birth
breast self examination . vagnitis and back control, explains the good and bad points
pain, of each type.

A pilot program no other military Even if an mdividual doesn ’t have
installation has , the Patient Learning these problems , a person can help
Center (PACO MED) attempts to provide thc-mseives to understand and avoid
patient education that is cost-effective and potential health problems through the
informative, Often doctors and nurse program. As one woman in another
clinicians do not have t~e time to fully program stated , “I would like to see the
explain a person ’s hea:::’ t~r~bIems and hypertension program because both my

husband and mother suffer from it. If Iways in which it can be i~:pr ved , because understood it, maybe I could help them
- - of work overload, As a result , the patient

may go home with medication or in- keeptheirb lood pressure down.”
structions he or she ~~~ ~~ 

Most of the programs are about an
derstand, hour long. Wh”.n a person starts a program

they receive a quesuonaire dealing with
Through the learning - center the the film they are about to see, The

patient can now find out about health questionaire helps the patient discover
problems and ways to improve it without what he or she does and does not know
taking the time away from the physician. about the cor.dition, It is not graded and is

The educat on programs are basically jus t help to key in on the information they
In audio visual form but additional don ’t know,
technology is available. One patient, a After an individual views the
woman , who went through the back pam program they see the questionaire once
program commented , “I think this is a again , giving them the opportunity to see
great program. Although I came in for the how much they have learned and to ask
back pain program, after seeing it and how questions about items they still don’tmuch better I understand. I’m interested understand,
in seeing some of the other programs, Anyone wanting to know more about
Maybe I can avoid getting some of the their health problems or problems v,’hich
other Ills if I understand what causes may affect their family can make an
them.” _ appointment between 3p.m . and 4:30 p.m.

A young riother who went through the by calling 6&l-3516 or 6~4—l535. Soldiers
Crc

~
st self exa:tination program offered, making appointments for themselves

“I was a little worned that after seeing the should go through their company orderly
program I would have to show the health room.
educator how I examine my breast. I The hours of the learning center are 8
would find that embarrassin g but that a.m . (04:30 p.m. daily.
wasn ’t the case. T m  going to recommend Aithou~h P.-tCOMED is a pilot
this program to my fr iends . I always knew program, Ser~eanI First Clasc Benjamin
about breast examination but didn’t F. Dawson , health educator. feels. ‘the -

realize the importance of doing it program I feel is success ful a rid although
. regularly,” it may take time, eventually it will be seen

The cducation programs explain the atother installations ”
— -  - .- -•- - - ‘- -—.- -_- - - .5_ i
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L~~ r~ ~~~~~~ ~~ll~Th - r©f~il~~~Personnel who need to know more about their per- the condition can be improved . The programs are in aunlo
sonal health problems should take advanta i~e of the visual form but addit ionai tecrinology is avai iabl~.
Patient Learning Center ( PACOM ED) at De witt Army Most of the programs are about an hour lor.~. Prior to
Hospital, The program has been in existance since July each program a person is given a questiona ire dealing
197~~~ but people can now refer themselves instead of being with the film he is about to see, The questionaire helps the
referred by their physician, patient discover what he or she does and does rot know

According to Sergeant First Class Benjamin F. about the condition, according to the health educator . It is
Dawson, PACOMED health educator , the Learning not graded and is jus t a key to help the individual learn
Center offers programs on hypertension (high blood the information he doesn ’t know.
pressure), diabetes , weight control , family planning, After viewing the program, a person sees thechild growth and development , breast self examination , questionaire again , giving him the chance to see howvaginitis and back pain. 

- . - much he’s learned. The questionaire also orovides theA pilot program no other nitlitary installation has , viewer with the chance to ask questions about items hePACOMED provides patient education that is 
- 

cost- still doesn’t understand.effect ive and informative. Doctors and nurse c’inicians - -

may not have the time to fully explain an individual’s Anyone wanting to know more about their health
health problems because of work overload . So patients problems or problems which may affect their iarniiy c~n
may go home with medication or instructions he or she make an appointment between 3 p.m. and 4:30 p.m. by
does not clearly understand. calling 664-3516 or 664 -4535. Soldiers making appointments

A patient can find out about health problems arid ways for themselves should go through their company orderly
- 

to improve it without taking up the physician’s time room.
- I through thelearning center. - The hours of the Patient Learning Centc~ are 8 am . to

The education programs explain the cause of a health 4:30 p.m. daily. For additional information contact SFC
roblem, the best means of treatment , and ways in which Dawson, health educator with PACOMED.

TEE CASTLE — MARCH 16, 1977
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25, MOVE OF TRANSPOP TATION DIV ISt0P~ 0FF 1C~S. T he Trans ~i1v Ofc have moved to bldg )915 6 ~9O2 . ~ ~ - ‘
Istrat ive Off~ce and Of fice of trie Cnief are now located ~ri b h -~ 19 1S wi th a chance in telephcne r . • -~~~-

3394/457 1 . The Pacsenger Traff ic Sect~~n ~s iocate4 i~ btdq 1~~i 5 ;  t eie~~one numbers re~a~n ~~~A-~ ~ ~~‘ .‘
Scheduled Airline Ticket Office is located ~-~~th t~e Passenger Traff ic Section ; te1ept~one nuriner r . -- 

~.irt - - ~~‘, ‘

s~~e, 781-7000. The Perso,i~ 1 Property and Housenoid Goods Office is located in bldg 1902 with a c.’~-~ 
- - -i

te~e~tione rnrb~r to 664-33-87. (ATZA-0IT/43394 )

26. OCCUPANTS OF COLYER VILLAGE. Chfldren frem Coi yer Vil lage housing area hove been reported e~ - - ‘

Medit~~ Compsny troop barrecks (b~dq 801. 802 t. e15). Parents are req~in~je~ to insure their Cii i~~~ ~ ‘ - r~-
uii.uthorlzsd troop b~rr~cks . (ATZA-FEH-F /4148~)

27. OCCUPANTS OF F~J4ILY HOIJ~1~G AREAS HAV U~G CURBSiDE TRASH PICKUP. Occupants are reminded that c.~ . :

Is to be placed at curbs ide ~~~ morn i ng of sch~du1ed pickup. Many occupants are puttina tneir tra s o_ : ~~.. -‘

even ing before sc heduled pickup and anima ls are scattering the refuse throughout the housing •rea~ . ~-Y -

F/4~ 486 )

28. BOAT REGIST RATION . Boat registration w i ll heyln ~t the Outdoor Recreation Marine , bldg 1697 ~~
— - - i  • r -  ~ ~ c~.

Priority ‘I . ifl ective-auty “i~~itary personn& assiq’ied to or stationed at Fort 8elvoir , (16 - 27 ‘~ ,r , ~~

2, cli active-duty A rriy Pe’-~onnei stetioned in ~ie Wasninq ton Metropo litan Ares , (3~.j M~r - 3 Apr). ~~~
‘ -

~ 
- 

~~
- - .

afl other active-duty m ilitary personnel stat 1ore~ w ith in the Was riington Metropo litan Area , (6 - 1 .  -. ‘

4. r~t1red m flhtery personnel residing within tre W~shinçton Metropo 1~ tan Area , (13 — 17 ~pr ) .  ~e :1~~ - 3 ‘~~~
flOuc~ are 1000 - 1903, Wed tnru Fri , and 0900 1800, Sat F~ Sun. (ATZA-PAM/44775)

29. AG SEPARATION ORIENTATION. A ll officer and enlisted personnel scheduled for release froet act~ v-~ ~~~t .

during j~ l 77 by virtue of nori~ii1 ETS are rr~,.~ red to a ttend the AG Transfer Point Separation Orie” t~ 
- n

bldg 1818, Separat ion Transfer Doi fl t, 0230, 5 ~pr . The fol 1 cwir Q ~~~ all personnel in this cat~~- . - f l
be required to at end a 15 rr~nute records review at b’dg 1818 , Transfer Point on an appointi~ient r~ s i -  - : ~ - --

~~

date to be determ ined at the Orientation. Those attena~nq are requestea to bring a pen ~r penc~ 1.
Is mandatory. Fa ilure to attend this orientat1on cr interview may result ~n delay in process~ng to’- 

~~~~~~~~~~~~~~~

All such personnel are required to undergo ~ Dn yslcal exam ina ti on arior to ETS da’e. For further ~~- -
~~ .- -

call AG Transfer Point at ext 46384/46525. (ATZ.A-AGB—T/~63~4,- 46525)

30. HOSPITA L 1EARN ~~n CEM’ER. US DeWitt A r-i~’y ilosp ital Patient Learning Center (PACOMED) ~s now s~c i ~ ~~~~~~~~~~

on a se1f refer ra l b a si s. ~e~-sons who wish to know more about their own or their families ’ heal t’~ . r:’-l- —s, .ir
wMt they can do to assist their physic~~n to lcecp these Drob~ems ~.nder control , neen only ca1~ ~r- -

Learning Center , 1500-1630, i-ton-F ri • and request an appoi ntm ent, Health education is currentl y ~~~
‘ -  .. - - -~

In the following areas: Hypertension , Diabetes , ~oigh t c’ntro l , Breast Sel f Examination , ChiLi ~~~
- .--: :i.’

Development (agøs ~ir~~- ~ci 3 1 , Fami l y ?~annii~ ~b~rth control nethoos), ~aginfl,~s, and Low Back Pa
--

schedule an appointment, please cal l 664-3516. Active duty sold iers shou ld schedule thru the i r or -~’-
(AHDCN/435l6)

31. REQUESTS FOR SPECIAL HAULING PERMTTS . A reminder from the Transoortation Division to all un it ’.

12~~6 , “Re q ues t for Spec~al Haul in g Perm it, ’ w i l l  be used to obtain per’iits for the movement of ovc ’~
~ lg~it veh icles over pu b lic h ig hways w h en w i t h  a co nvoy or wnen travel i ng separ atel y .  This form :5 r~ ~i ri- ,- i -’

~ipli cate whi ch mutt be submitted to trie Transportat ion Office not less than ten working days pr i~ z~ 
- ‘e

slerting date of the movement. AR 55-162 is tne governing regulation , this insures tha t state or ~:- ‘ - ‘- c t
vii can be obtained before movement i~ requ ired. For further information , ca l l  ext 43394. (A~~A -~ l-

43223)

3?, AT’TN: FAMILY QUARTERS OCCUPANTS. SUB,): Preventive Maintenance Inspection of Military Farii’ . -.i ri~: AR
210—50, Family i~ousing Management . dated 6 Jan 71. requires a minimum of one to a maximum of four p~

- . . t  - t ~~ve
lntenance (PM) visits ~e mace to ea:h dwel l i ng unit w i t h i n  a one year time f ra m e.  Therefore , e ’ m  ‘‘, —

the Directorate of Facilit ies Engm neeri rg started a PM prOgr ir . wherein each dwe lling in the Fort ~~ 1 -

Woodbrfdge housing areas wi ll be inspected at least twice a yeai- . once during tre first half of e a -  - - .ir
year . and once aoain during the latte r half . (‘FAF wflT~ ontinue its normal PM card system on a -.~i’ - - - -

any quarters insp e cted under this system will not Nave to be reinspected again during that half o~ :‘~ - -

year. For the remaining dwel:ings, OFA E will Conduct an intensive PM catch-up program Curing the l.’~~ t

.onths of each periud ~May-June & Nov-OeC) . Curing this intensified program, the fam ily s~Onsor c’ e.i~~’ .~~r-  -

not previously inspected , will receive written not if ication that he/She is to contact OFAE to esta~~s I -, . :- t ~~
and time wherein the ir Cuarters ca-i be inspecte d and the necessary PM performed . Full deta ils s.:1l ~~ -‘ ‘~~~ .~et
in the writter. noti fication . it  ~s hop~’d that fa’ily sponsors w ill use tne PM card at least once r. ’ - . ‘ c
first four months of each pe riod , so tn.it the inte n si fi ed program w i l l  be kept to an abso lute m m ~ :
not have a s1gnl~ ’cant adve r se 1-ima ct on the r’orn a l PM card systen . Through this program . OLAf i s  -~~ ~

insure that the liv in g cormeitmons in each dwe lling are maintained at an acceptable standard and t ’at 
problem areas are identifi ed before tre y become expensive maintenance and repair projects . (ATZ.A-~ t i  4 ‘8’

33.. PtMAL~1ES ~OA ‘.IRI %NG DISHONORED tHECV~S. ‘ic following penalt ies are imposed for writ ing d i c -  - -
~~

checks at post check caShing fa ili t ies : first ot#ense. i f  r e s t i t u t i o n  is not made w i t h i n  Seven d a c s , . t ~~. s

cashing pr ivi leges w ill be suspended for cii months and an overstar’oed 10 card will be gi ve tne ofr~- -- ” - -~.
.-- c

the cash ing of cc.kst second oftense . one year suspension , over ctan’ped ID Card and, if restitutmr~~ - t -- ,i~-wit h in Seven days , an ifl~t (i nlt ~ suspen sion . Sub se,~uent of’enses result in a mandatory m acfinite s.-~ --’~~~~~ ’-

In addition , militi ry personnel are subject to unit level disc iplinary act ions. (ATZA-PA/’11U4)

23 March 1977 — Post D~t tly Bulletin
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HEALTH EDU CATION NOW AVAILABLE AT DeWITT
ON A SELF REFERRA L BASIS

If you have a desire to know more about your or a family members health
problem , and itt turn  be better prepared to assist the physician with the
treatment process of that problem, then you may ~e interested in the
DeWitt Army Hospital Patient Learning Center.

The Patient Learning Center (PACO MED ) is now accepting patients on a
self referra l basis. This se l f r e f e rr al plan will allow all pc~rsons,
with military benefits , who desire health education an opportunity to
receive the same in a very short period of time.

The educational programs are tailored and ind ividualized to provide each
person with exactly what they need. The educational programs presently
being o f fe red are :

HYPERTENSION (h igh b lood pressure)

DIABETES

CHILD GROWTH AND DEVELOPME NT (from bir th  to three)

FANILY PLA NNING (methods of birth control)

WEIGHT CONTROL

BREAST SELF EXAMINATION

BACK PAIN

VAGINITI S

The above educational programs are primarily in audio—visual form , and
presen ted in such a manner as to make the PACOMED learning concept educa—
tiona]. as well as patient satisfying .

An appointment can be made to receive h~al;h education in any of the
eight areas outlined by calling the Patient L ar’king Center direct. You
v-ti]. be scheduled to receive your educatio:~al program within seven to
ten days .

Appoin tments viii be made by:

CALLING 6643516

FROM Monday to Fr iday (hol idays excluded)

BETWE EN 1500 and 1630 hours (3:00 pm to 4:30 pm)

Distributed throughou t the hospital area and clinics for the 4 months.
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APPENDIX G

THE STAFF RESPONSE FORM

A~D

THE JOB DESCRIPTIVE IND EX



PROJ ECT: PACOMED
• 

. HSAL’rH C~AR E $PW~I~X ‘DP/ISION
ACADE~Y OF }IEALTt SCI~ZCES

• PORT S&M HOUSTCN , T~ hA S 7~ 234
Staff  Response Form

This questionnaire has been dovoloped to evaluate the Patient
and Commun ity Health Education ~ode1: Project PACO~ED. Your
answers , artong others, will be used to determine whether tho proj~~~
will be implemented at other medical treat~ent facilities throu~hot~t
the Arr~y end , if i~:pler~ented in ~:hat fora. It Ic iwportant tha t t i~c
questions be answered as accurately and objectively as possible an~Y
refloct only your personal experience and thinking. Your. identity
&nd answers will be coded for co~;putcr use and no attempt will be
lade to identify respondents by name. The answers are solely for
tho evaluation of Project: P/.CO1.ZD.

Thank you for your asmistance. The app±oximate time necessari
for completion of this questionnaire is 12 minutes. Please return
the questionnaire and corn leted answer sheet , in the envelope pro~ ’ ~
ed , to tho individual desi~ riated by the Project: ~‘ACO~~ D s taf f .
Ploase a~al the envelope before returning it.

DI7~E~fl O’TS ~O’~ U~~ 0? ~~~5~~ R S~~ i~T:

1. Use only a 27o. 2 pencil to fill in answers.

• 2. Leave top spaccs blank . It is not necessary to use your name,
social seourity number, or return address.

3. Enter iri the Idcntification ~~mber.horizontal blocks the foulc~ing information:

let lino 0 1 2 3 4 5 6
(Branch) ANC MC MSC A1~SC DAC E~ OR NCO

• 2nd line O 1 2 3 4 5 6 7 8 9
~Gradi ) .. E6—S8 CS7—8 GS9—lO LT CPT 1.IAJ LTC COL BG

3rd linc 0 1 2 3 4 5
(Posi tion C0/XO Ward Staff Nurse M .D. Chief of
or Title) Easter Nur se Coord . Coord. Svcs.

(Eil/Civ)

6 7 8 9
• Chiof , Nurse PT, 0?, Diet , Chief

Depts Supv. Soc. worker , Prof. Svcs.
Psycholo&ist

182



-~~~~~~~~~~~

4 • 
•.

Line 1 on tbo .Idont if icat ion  lhimb~r is for your branch; line 2 is
• for grade, and the 3rd line ic1ont~fios position (or title) for
• tho computer code number. See example of an AIC CPT who is Nurse

Coordi nator , below:
• Idont~ f icat ioñ  Number

0 1 2 3 4 ~ 6 7 8 9
- 

• 1 = = = = = = = = =• -
• 0 1 2 3 4 5 6 7 8 9

• — — — —

~

—•. —

0 1 2 3 •4  5 6 7 8 9
• 

3 • = = = = = = = = = =• / • 

( Example: ANC , CPT , Nurse Coordinator)

4. Note that the five option (a — a) answer blocks and numbers are
~paoed horizontally on this ar.cwcr.sheet.

5. There arc only 57 statertonts on the questionnaire. Please
select only one response to cach stater l .ente 1.:ake sure that the
numbers on the answer sheet correspond to the questionnaire number
you are reading.

• 6. Respond to all  the statements,  If unsure of your answer,
• choose the best response.

• 7. Fill in the box ~;ith a. heavy pencil mark, taking care not to go
• outside the box. See “SMPLE ” below. • 

• 

• 
•

• 

• 

KEY
a. I agree without exception •d. I have grave doubts V
b. I agree only partly e. • a definite negativo voto

• c. No opinion or disinterested

THE AUT OMOBILE PROVIDED: a b • c d e •

• 1. a method of transportation 1. •

8. It is not necessary to mark the questionnaire except for add.i—
• tional comments. Any additional information you wish to provide

• 
• about any facet of Project: PACOi~ED may be made at the end of the

• questionnaire.

2
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~~?~ECflO~5: •Use the following options for answers 1—57.

KEYs . •. ‘ • •

a. I agree without exception
b. I agree only partly
o. No opinion or th.sinterestod
d. I have grave doubts .

•. A definite fleGative vote

• ,Strongl y Agree , Neither , Disagree Strongly
/ Agreo 1 / A gree Nor ! / Disagree
( • Disagree I •
[ a  b o . d L~

THE PACOM3D PROGR AM PROVIDED:

1. the physician/nurse clinician wi th more t ime for direct patient
care,

2. improvement in comprehensive patient care.

• 

- 

• 
3. improved communications relative to patient care.

• 

• 
4. isiprovod coordination between doctors and nurses, reference

patient education.

5.j a decrease in patient visits. •

• • 6. an increase in patient compliance.

• 1. a decrease in broken appointconts.

• 
• ~8. more personnel for comprehensive patient care.

• 9. improvement in attitude of patients seen.

10. inoroaeod patient knowledge about illness or disease.

p.1. increased communications between health care provider and
patient. 

• 

•

• 12. increased pationt satisfaction.

13. foasible ways of delivering patient education.

• 14. a resource for tho hoalth care providers in fulfilling their
• patient education responsibilities.

• 
. . 3

• 
• 

• 
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• jStrongly , Agree , Nei ther j  Disagree ~ Stro~~ ly
/ Agree ,/ / Agroe ~or f / Disagree

• Disagree
a b d 

• 

0

• 15. the physician/n urse clinician t iith a~counta bility in tho pationt
education aroa.

• 16. a willingness on the part of the patient to be a more effective
self. c~ ro agent..

CAUSES OF DI3SATISF•~CTIC,N WITH TH~ PAC0M~ D PROGRA M ARE : • 
•

17. interfers  wi th  the physician/nurse clinician—patient
relationship.

18. confuses the patient about what they should know regarding
their illness or disease.

19. adds another cog in the already overburdened health care
system. • • 

• 
•

20. uses too much of the physician/nurse clinician direct patient
care time. • -

• 21. inhibits the physician/nurse clinician in their patient
education role.

• 22. øontent of pat iont  educatiofl material is not thorough enough .

23. patient reforral systczn is inefficient.  •

• 24. feedback about.patient progress is unsatisfactory.

25. most medi cal treatment facilitica can’t provide the space for
• a patient learning center.

26. isn ’t important enougb to havo porsonnol assigned in that
function.

AN APPRO?RIAT i~ U3E OP TH~ LE~.~R1!INC I PORATO~?Y P~CRNICIAN IS:

27. coordinating Learning Canter/clinic referrals.

28. roeolving patient education problems.

• . 4  .
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• ,. Strongly ,• Agree , Neither ~ Disagroo / Strongly /
• . 

/ Agree ~,f  / Agree ~7or / / Dieagreo/
Disagree

a b o d e

29. sot as a consultant on the availability of audio visual ~i~~ies
for various pationt education topics.

30. service the in—pationtn as well as the ambulatory pationt;.

31. oollabort~to and coordinate with the Hçalth and Environmen t
Sect ion, and community rosources.

32. prepare aimplo audio visual materials for use.

33. assemble collections for health caro personnel in the hos’ t ; ~
and ambulatory area.

34. prcp~re recordings, slides, and transparóncics if nc~oded.

35. handlo the audio visual ins’~ructional equipment.

• 36. doing the many clerical activities related to the ordering,
circulating, and uso of materials and equipment.

• 37. counseling the patients.

IMPR0VE~!ENTS R~3UI.TI~G FROM ‘TBP~ PACO~~D PR o~RM~: ARE:

• 38. a written policy rogarding patient education.

• 39. an accountable agent responsible for patient oduoation.

40
,
. a consultant servioe for pationt education.

41. a center for patient education.

42. syet.m~tio assosements of patient or family health educati

43. individu alized patient education progrsms. 
•

44. consultant revision and up— dat lng of patient education pro vrams.

45. patient education prosontod in more f]oxiblo instructional
• modes.

• 5

• • • • e
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jStrong~y / Agree 
~ 
neither / Disagree j  Stron ly /

• / Agree :1 / Agree ~or/  f Dicacroef
• Disagree

a • 

b o d

• 46. bettor quality o~ pat ient  education .

47. relieves the health care provider  of r epo t it ion .

48. documentation in nodical records of pat iont  cduct~t ion a c t i vit i e s .

49. formal assess~ ont of pat ient  and/o r fami ly  c~ uoational outcoa’.es
• in t)’o cognitive , skill, ~nd attitu~iinal arLas .

• 50. improved coordinat ion wi th  Roalth and i~nv ir onmont Section and
Communi ty i~esourcos.

5].. follow—up evaluation of pat ient  and family learning.

~‘BE IJEAR~ IN G CEi T~~ S~iOUI D FROV I iX:~

• 52. a divers ty of pat ient  cducat ion topics.

53. a central location fo~ all pat ient  education m :Atcriale .

54. a wido range of audio visual options , i.e., p ictor iali~ od ~edia , )
P.1., television , etc.

55. a phys ically pLmned area fo~ reading, 1istenin ~ , and viewing .

56. a vi ewing room wher e heal th  care workers or small groups could
preview instruct ional  caterials .

57. flexi blo mod es in ordor to provide bed pat ients  with  instxuotion .

a * * * * * *
ADDI TIONA L CO~T~~ TS OR RE :~i~R~ S~ Answer Sheet ID Code # is — — —.

• 6.
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• PROJ CP : PACO~~~’
• 

• h EALTH CA~~ 5~’uDI :~S DI ’~flIO~
ACAD~~’Y OF H E A L fH ~CI~I C ~~

70~T SAN ROU.~TO~ , T~ US 78234
- . • 

S 

- 
Staff  Response An swer Fcriu

• Ident ification ~umher 
—~~~~~

o 1 2 3 4 5 6  7 8  9

T T 7 T T T T T T T
— T T T T 7T 7 T T T

— — — — — •r- — — —
a . b o ci o a b o d o a b o d

20. 39.

21. 4°• —
•

22. — 41. — — —-
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PROJECT : FACOMED
HEALTH CARE S~1JDIES DIVISIONACAD~~Y OF REALTIL SCIENCES

FORT SAM HOU STON , TEXAS 78234

JOB DEICRIPTIVE INDEX

This booklet contains a questionnaire from the Academy of Health $

Science.. It is distributed locally by the staff of Project : PACOMED ,

but will be tabulated and ar.alyzed at Fort Sam HouBt on , TX. It is

designed to rsfl3ct your perct~ption of your present job . On the basis

of your responses , a comparison of staff satisfaction among the

various clinics at DeWitt Army Rospital will be made .

Your responses t~ these que stionna~rs item s will be used for research

purpose. only . DO NOT IDENTIfl YOURSELF EY NA�tE OR SOCIAL SECURITY

~ccou~r NUMBER.

Upon completion please place this questionnair. in the blsnk envelope,

seal it , insert th. aealsd envelope in the envelope with your name on

it , and return to thi person who gave them to you . S/he will remove

the out er envelopi with your name on it so the questionnaire will be

complete ly sr ~nymou. when it  is returned to the Academy of Health

Science..
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IN STRUCTION S

In this bookløt are a number of adjectives and phrases

which could be used to descr ibe five important dimensions

of your present job: your work, your supervisors, your pay ,

your opportunity for promotion , and your co-worker..

Put a ttyfl in the blank beside an item if the item describes

the particular aspect of your job printed at the top of the

particular page (i.e., work, pay).

Put an “N ” is the blank beside an item If the item does not

ciescribe the pa rticular aspect of your job printed at the

top of the part icular  page (i.e., work, pay).

Put a “?“ in the blank ber idee an I tem if you cannot decide

whether the item describes the partIcular aspect of your

j3b printed at the top of the particular page ( i .e . ,  work ,

pay) .
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____ Fascinating (01)

_____Routine (02) V
_____ Satisfying (03)

_____Boring (04)

_____Cood (05)

_____Creat Ive (06)

_____Respec ted (07)

_ Hot (08)

______Plea sant (09)

_____U sefu l ( 10 )

_____Ti re&ome (11)

_____Healthful  ( 12)

_____ChallengIng (13)

_____On your feet (14)

_____Frustrating (15)

______Simple (16)

• Endless (17)

_ _ _ _ _
Give. sense of accomplishment (18)
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SUPERVISOR

_ _ _ _ _
Asks my advice (19)

_____ Herd to please (20)

_____Impolite (21)

_____Praises good work (22) 
4

_ _ _ _ _
Tactful (23)

_____ Inf

~

.uential (24)

— Up—to—date (25)

_____Does not supervise enough (26)

_____Quick tempered (27)

_____Tells me where I stand (28)

_____Anncy

~

ing (29)

_____Stubborn (30)

_____Knows job well (31)

_____Bad (32)

______Intelligent (33)

— Leave. ma on my own (34)

_____ Lazy (35)

— Around when needed (36)
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PA?

—__ Income adequate for normal (37)
expenses

_____ Satisfactory profit shar ing (38)

_____Barely live on income (39)

_____Bad (40)

_____ Income provides luxuries (41)

______Insecure (42)

_____Less than I deserve (43)

_____Highly paid (44)

_Underpaid (45)

1
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PROMOTIONS

_____Good opportunity for advancement (46)

Opportunity sOmewha t limIted (47)

_____Promotion on ability (48)

_ _ _ _ _Dead end job (49)
_____Good chance for promotion (SD)

_____Unfair promotion policy (51)

Infrequent promotions (52)

_____ Regular promotions (53)

_ _ _ _ _
Fairly good chance for promotion (34)
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CO-WORKERS

Stimulating (55)
— BorIng (56)
— Slow ( 57)

(58)

— StupId 
(59)

— ReSpo~8jb1ci (60)

____ Fast (6 1)
_ lnte]li gen t (62)

~~~~ Easy to make enemIes (63)

_____Talk too much (64)
_____ Smart (65)
_____I

~

zy 
(66)

~~jJnpleasant (67)
_____ No prIvacy (68)
— Active 

(69)

.~~~Narrow interests (70)

______Loyal 
(7 1)

_____Hard to meet (72)

195



~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

• Put a check under the fa ce that  e~ pr e$~ c~, now you f ed about yst .çr ft~~j r c c~r.~l. incIud ~n~ the t~o rk . the ;~~~ th c s u perv is ion; UsØ• Opp or t uni ties for prornelion and th e po op ~e you work ~“ th .
A /2\  .

~~~

. 

(~~~~~

•
) •  4

~i; ~~~~~~~~~~~ ~~ ~~~~~~ • •~~ 
~~ 

.

• / ‘z.
0 0 0 L J D D

(?3)

• ~~~~ .
p 

. .

196



BIOG RAPHICAL/DEMOG RAPHIC INFORMATION

Age last birthday (in years) 
_____ 

(7 4—75)

Marital Status (circle one below) : (76) 
4

Single Married Widowed Divorced

If currently on active duty,  how many years of ac twe duty (77— 80)
have you completed , and what is your presen t rank?

_____Years Rank______

Length of time since graduation f rom (Medical/Nursing/School) (1 — 2)
(Only applies to active duty MC, ANC , and AM SC.)

_____years

Current position (circle one): (3—4)

MD RN RD LPN Amosists

Clinic you are currently working in (circle one):

AK IC OB/GYN

Diet Therapy Orthoç~edic

• Family Practice Pediatrics

Internal Medicine Surgical
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APPENDIX H

A1~ALYSIS OF DATA PERTAINING TO THE J.D.I.

• ~~~~~ U—- ~~~~~~~~~~~~~~~~~~~~~ 
•
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RESULTS AND DISCUSSION

Each of the 57 attitude statements were broken down by freQuency of
responses by physicians vs nurses and dietitians and also broken down by
rank from first lieutenant through colonel (see Table 1). The 57 attitude
responses were input into a correlation matrix for determining inter—item
relationships. A factor analysis (principal components) was performed on •

the correlation matrix of the 57 attitude responses which resulted in four-
teen factors having eigen—values greater than 1.00 (H2 .82). ‘ Those’
f~irteen factors were rotated (varitnax procedure) and identifiable factors
labeled. Table 2 lists the item clusters identified with item—f actor
correlations greater than .30, consisted of at least five items, and had
coefficient alpha. greater than .55.

The ten identifiable item—clusters were input with the six Subscales
of the Job Descriptive Index , and with the Demographic var~.ables of Age,
Years of Active Duty , and Rank into a correlation matrix. Table 3 sum-
marizes the significant correlations.

Analyses of variance were performed on the ten item—clusters and the
subscales of the J.D.I. broken down by physicians vs nurses and dietitians.
There was a significant difference in PAY (F 7.676’ (1/41), p ~ .001) withthe physicians being less satisfied. There were no other significant
differences in the dependent variables. ‘
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TABLE 1

FREQUENCY OF RESPONSES BROKEN DOWN BY POSI TiON AND BY RANK

POSITION RANK TOTAL

MC RN&D 1LT CAPT MAJ LTC COL

Si SAl 8 4 0 6 3 1 2 12
17 6 1 11 8 1 2 23

N/N3 3 2 1 3 1 0 0 5
D 4  4 1 0 1 4 0 0 5
SD 5

S2 SAl 10 4 0 7 4 1 2 14
A 2  18 8 2 13 9 1 1 26
N/N3 3 1 0 1 2 0 1. 4
D 4  1 0 0 0 1 0 0 i
SD5

S3 SAl 7 3 0 6 2 0 2 10
A 2  13 7 1 8 8 1 2 20
N/N3 11. 3 1 7 5 1 0 14
D 4
SD5 1 0 0 0 1. 0 0 1

S4 SAl 2 2 0 3 0 0 1 4
A 2  13 6 0 8 8 1 2 19
N/N3 9 3 1 8 3 0 0 12
D 4  8 2 1 2 5 1 1 10
S D 5

S5 SAl 2 1 0 1 0 0 2 3
A 2  3 3 0 4 1 1 0 6
N/N3 19 5 1 11 9 1 2 24
D 4  5 4 1 5 3 0 0 9
SD5 3 0 0 0 3 0 0 3

S6 SAl 1 1 0 1 0 0 1 2
A 2  16 5 1 12 6 1 1 21
N/N3 12 7 1 8 8 0 2 19
D 4  3 0 0 0 2 1 0 3
SD 5

• Si SA l 2 0 0 0 0 0 2 2
A 2  2 3 1 3 1 0 0 5
N/N3 23 8 1 16 10 2 2 31
D 4  5 2 0 2 5~~ C) 0 7
S O S
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TA) .1 7
FREQUENCY OP RESPONSES BROKEI )OWN BY POSITfN AND BY RANK

POSITION RAN K TOTAL

MC 
- 

RN&D itT CAPT MAJ LTC COL

S8 SAl 4 0 0 2 1 1 0 4
A 2  16 9 1 13 6 1 4 25
N/N3 6 3 1 ‘ 5  3 0 0 9

3 1 0 1 3 0 0 4

I

; 

~~ 

•

1~

SD S

S11 SA 1 5 3 0 4 1. 1 2 8
A 2  14 4 0 9 6 1 2 18
N/N 3 10 4 2 6 6 0 0 14
D 4  2 2 0 2 2 0 0 4
SD5 1 0 0 0 1 0 0 1

S12 SA 1 5 1 0 3 2 0 1 6
3.9 8 1 13 9 1 3 27

N/N3 6 4 1 5 4 0 0 10
D 4  2 0 0 0 1 1 0 2
SD S

S13 SA 1. 3.8 6 0 12 7 2 3 24
A 2  11 6 2 8 6 0 1 17
H/N3 2 1 0 1 2 0 0 3
D 4
S D 5  1 0 0 0 1 0 0 1

S14 SA 1 13 3 0 6 5 2 3 16
A 2  17 8 2 13 9 0 3. 25
N/N3 1 2 0 2 1 0 0 3
D 4
SDS 1 0 0 0 1 0 0 1
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TABLE 1

FREQUENCY OF RESPONSES BRO KEN DOWN BY POSITION AND BY RANK

POSIT iON RANK TOTAL

MC R.N&D 1LT CAPT MM LTC COL

S15 SA 1 4 1 0 2 1 0 2 5
• A 2  12 5 0 1]. 4 1 1 17

N/N 3 12 6 1 8 7 1. 1 18
D 4 4 0 0 0 4 0 0 4
SOS 0 1 1 0 0 0 0 1

Sl6 SA l 3 1 0 2 0 0 2 4
A 2  15 7 1 12 6 1 2 22
N/N3 10 5 1 6 8 0 0 15
D 4  3 0 0 1 1 1 0 3
S O S  3. 0 , 0 .0 1 0 0 1

S1.7 SA 1 1 0 0 0 1. 0 0 .1
A 2  2 0 0 0 2 0 0 2
N/N3 3 4 0 5 2 0 0 7
D 4  20 6 2 12 9 1 2 26
SDS 6 3 0 4 2 1 2 9

S18 SA 1
A 2 1. 1. 1 0 3. 0 0 2
N/N 3 5 2 0 2 5 0 0 7
D 4  18 8 1 15 8 1 1 26
SDS 8 2 0 4 2 1 3 10

S19 SA 1
A 2  3 4 1 4 2 0 0 7
N/N) S 1 0 3 3 0 0 6
D 4  15 5 1 9 8 1 1 20
S D 5  9 • 3 0 5 3 1 3 12

S20 SA 1
£ 2
N/N3 5 1 0 3 3 0 0 6
D 4  17 11 2 13 11 0 2 28
SD5 10 1 0 5 2 2 2 11

821 SA 1
£ 2  1 0 0 0 1 0 0 1
N/N3 3 2 0 3 2 0 0
D 4  20 8 2 14 10 1 1 28
51) 5 8 3 0 4 3 1 3 ii
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TABLE 1

FREQUENCY OP RESPONSES Bi(OKE N DOWN BY POSITION AND BY RAN K

POSiTION RAN K TOTAL

MC RN&D 1LT CAPT MM LTC COL

S22 SA 1 0 1 0 1 0 0 0 1
A 2  3 3 1 2 3 0 0 6
N/N3 8 0 0 2 5 0 1 8
D 4  16 8 1 3.4 7 1 1 24
S D 5  5 1 0 2 1 1 2 6

S23 SA l
£ 2  8 3 1 6 4 0 0 11
N/N3 6 3 1 5 3 0 0 9
D 4  14 6 0 9 7 3. 3 20
SD5 4 1 ‘ 0 1 2 1 1 5

S24 SA 1  2 2 1 1 1 1 0 4
A 2  6 3 0 S 3 0 1 9
N/N3 9 2 1 4 5 0 1 ii.
D 4  14 6 0 10 7 1 2 20
S D 5  1 0 0 1 0 0 0 1

S25 S A l
A 2  1 1 0 3. 1 0 0 2
N/N3 13 3 0 8 7 0 1 16
D 4  10 6 1 9 5 0 1 16
SDS 8 3 1 3 3 2 2 1].

S26 SA l
A 2  3 0 0 0 3 0 0 3
N/N3 4 3 0 5 2 0 0 7
D 4  9 3 0 6 5 0 1 12
SD 5 16 7 2 10 6 2 3 23

S27 SA 1 4 2 0 2 2 1 1 6 H
A 2 20 10 1 14 U. 1 3 30
N/N3 7 1 1 4 3 0 0 8
D 4  1 0 0 1 0 0 0 1
S D S

S28 SA 1 3 1 0 2 1 0 1 4
£ 2  19 7 2 11 9 1 3 26
t4/N3 5 4 0 7 2 0 0 9
D 4  4 1 0 1 3 1 0 5
SOS 1 0 0 0 1 0 0 1
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TABLE 1

FREQUENCY OF RESPONSES BRO KE N DOWN BY POSITION AND BY RAN K

POSITION RAN K TOTAL

MC RN~ D 1LT CAPT MM LTC COL

S29 SA 1 9 1 0 3 4 1 2 10
A 2 21 11 1 18 11 0 2 32
N/N3 2 1 1 0 1 1 0 3
D 4
SD 5

S30 SA i 11 3 0 7 4 1 2 14
A 2 18 10 2 13 11 1 1 28
N/N) 3 0 0 3. 1
D 4
S D S

S31 SA ]. 7 1 0 4 2 1 1 8
A 2  20 10 2 13 11 1 3 30
N /N3 5 2 0 4 3 0 0 7
D 4
SD 5

S32 SA 1 6 2 0 4 2 1 3. 8
A 2  22 11 2 16 12 0 3 33
N /N 3 2 0 0 0 1 1 0 2
D 4  2 0 0 1 1 0 0 2
SD S

S33 SA 1 6 1 0 3 2 1 1 7
A 2 15 10 2 11 1]. 0 1 25
N/N) 10 2 0 6 3 3. 2 12
D 4  1 0 0 1 0 0 0 1
S O S  .

S34 SA 1 7 2 0 4 3 1 1 9
A 2 18 10 2 14 11 0 1 28
N/N3 4 0 0 1 2 0 1 4
D 4  3 1 0 2 0 1 1 4
SDS

S3S SA 1 5 2 0 4 1 1 1 7
A 2 21 10 1 17 12 0 1 31
N/N3 4 1 1 0 2 1 1 5
D 4  2 0 0 0 1 0 1 2 H
SD S
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TABLE 1

FREQUENCY OF RESPONSES BROKEN DOWN BY POSITION ANJ BY RAN K

POSITION RAN K TOTAL

MC RN&D itT CAPT MM LTC COL 
_______ —

S36 sA 1 3 3. 0 2 1 1 0 4
A 2 17 9 1 11 11 0 3 26
N/N) $ 3 1 7 2 1 0 11
D 4  2 0 0 1 1 0 0 2
SDS 2 0 0 0 1 0 1 2

S37 SA 1 5 0 0 1 2 1 1 5
A 2  13 $ 1 10 7 3. 2 21
N / NJ 3 1 0 4 0 0 0 4
D 4  7 3 0 5 5 0 0 10
SD S 4 1 • 1 1 2 0 1 5

S38 S A 1 5 0 0 2 1 1 1 5
£ 2  14 5 0 10 6 1 2 19
N/N3 10 8 2 9 6 0 1 18
D 4  3 0 0 0 3 0 0 3
SDS

S39 SA1 5 2 0 4 1 0 2 7
A 2  13 5 1 9 5 2 1 18
N / N 3 7 3 3. 3 5 0 1 10
D 4  6 3 0 5 4 0 0 9
SD5 1 0 0 0 a 1

S4O SA 1 7 3 0 5 2 1 2 10
A 2  22 8 1 14 12 1 2 30
N/N3 2 2 1 2 1 0 0 4
D 4  1 0 0 0 1 0 0 1ci

I S4]. SA 1 10 3 0 7 3 1 2 13
A 2  19 9 2 12 11 3. 2 28
N/N3 3 1 0 2 2 0 0 4
D 4
SD S

S42 SA 1 4 0 0 1 1 0 2 4
£ 2  15 8 1 13 6 1 2 23
N/N) 10 2 1 4 7 0 0 12
D 4  3 3 0 3 2 1 0 6
SDS 

~ _ _ _ _ _
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TABLE 1

FREQUENCY OF RESPONSES BROKEN DOWN BY PO SITI ON AND BY RAN K

POS ITION RA~ K TOTAL

MC RN6D itT CAPT MM LTC COL

S43~~ A 1  5 0 0 2 1 0 2 5
£ 2  21 ii. 2 16 12 1 1. 32
N/N3 3 1 0 2 1 0 1 4
0 4  3 1 0 1 2 1 0 4
SD 5

S44 SA 1 4 0 0 0 2 0 2 4
A 2  16 10 2 15 7 1 1 26
N/N3 12 1 0 4 7 1 1 13
D 4  0 1. • 0 . 1  0 0 0 1
SD5 0 1 0 1 0 0 0 1

S45 S A X 7 2 0 5 2 0 2 9
A 2  1.7 9 2 14 6 2 2 26
N/N3 6 1 0 1 6 0 0 7
D 4  2 0 0 0 2 0 0 2
S D 5  0 1 0 1 0 0 0 1

S46 SA 1 7 2 0 5 1 0 3 9
A 2  20 7 1 13 10 2 1 27
N/N3 5 2 0 2 5 0 0 7
D 4  0 1. 0 1 0 0 0 1
SD S

S47 SA 1 6 1 0 2 1 1 3 7
A 2  17 6 1 12 8 1 1 23
N /N3 4 3 0 5 2 0 0 7
D 4  3 . 2 0 2 3 0 0 5
S D S  2 0 0 0 2 0 0 2

S48 SA 1 7 2 0 4 3 1 1 9
A 2  16 8 1 12 8 1 2 24
N/N3 9 2 0 5 5 0 3. 3.].
D 4
S D S

S49 SA 1 4 0 0 1 1 1 1 4
£ 2  20 8 0 13 11 3. 3 28
N/N3 8 3 1 6 4 0 0 13.
D 4  0 1 0 1 0 0 0 1
S O S
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TABLE 1

FREQUENCY OF RESPONS ES BRO KEN DOWN BY POSITION AND BY RANK

POSITION RANK TOTAL

MC RN&D 1LT CAPT MAJ LTC COL

S50 SA 1 3 0 0 0 2 0 1 3 
— .

.A 2  10 5 1 7 4 0 3 15
N/N3 19 7 0 14 10 2 0 26
D 4
SOS

S51 SA 1 4 0 0 3. 2 0 1 4
A 2  19 8 1 14 9 1 2 27
N/N3 8 4 0 5 5 1 1 12

: ~
N 

I

S D 5

$54 SA 1 12 6 0 8 5 2 3 18
A 2  17 4 0 12 8 0 1 21
N/N3 3 3. 1 0 3 0 0 4
D 4  0 1 0 1 0 0 0 1
S D 5

$55 SA 1 14 8 1 10 6 2 3 22
A 2  16 3 0 10 8 0 1 19
N/N) 2 0 0 0 2 0 0 2
D 4  0 1 0 1 0 0 0 1
SD 5

S56 SA 1 13 7 1 9 6 1 3 20
£ 2  16 4 0 10 8 :i 1 20
N/N3 3. 0 0 0 1 0 0 1
0 4  2 1 0 2 1 0 0 3
cfl

-d
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TABLE 1

FREQUENCY OF RESPONSES BROKEN DOWN B.Y POSITION AND BY RANK

POSITION RAN K 
- 

TOTAL

MC RN&D itT CAPT MM LTC COL

S57 SA 1 13 7 0 . 12 4 2 2 20
A 2  17 4 1 8 11 0 1 21
N/N3 2 0 0 0 1 0 1 2
D 4  0 1 0 1 0 0 0 1
S D S
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TABLE 2

RELIABILITIES OF THE SATISFACTION ITEM CLUSTERS

1. LEARNING CENTER/PATIENT EDUCATION

Itema~ 2, 15,(iI,(i&, 25, ~~~~~~~, 27 , 31, 33, 39, 40 , 41, 48, 49 ,
52, 53, �4, 55, 56 , 57

Numb .r of Items: 23.

Number of Cases : 44

Coefficient Alpha : .930

2. CHANGE AS A RESULT OF PACOMED

Items : 1, 2 , 3, 4 , 6 , 7 , 9 , 10 , 11, 12, 15, 16, 28 , 46 , 51

Number of Items: 15

Number of Cases : 44

Coefficient Alpha : .902

3. CO~~1UNICATION/COORDINATI ON

Items: 1, 3, 4, ~~~~~ ~~~~~ 27 , 37 , 38, 39, 40, 41, 42 , 47

Number of Items ; 17

Number of Cases: 44

Coeffic.ient Alpha : .917

4. LEARNING LAB TECHNICIAN

Items : (~
‘ 27, 29, 31, 32, 33, 34, 35, 36, 48, 49, 51

Number of Items : 12

Numbe r of Cases: 44

Coefficient Alpha ; .828
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TABLE 2

RELIABILITIES OF THE SATISFACTION ITEM CLUSTERS

5. QUALITY OF PATIENT EDUCATION

Items : 9 , 28 , 42 , 43 , 45 , 46

Number of Items : 6

Number of Cases : 44

Coefficient Alpha : .845

6. DELIVERY OF PATIENT EDUCATION

Items: 2, 13, ~~~~~~~~~~~~~~~~ 31

Number of Items: 7

Number of Cases: 45

Coefficient Alpha : .853

7. POSITIVE EFFECTS

Items : 5 , 7 ,(~2 , 24 , 39 , 40 , 41

Number of Items: 7

Number of Cases : 45

Coefficient Alpha : .765

8. EVALUATION/UPDATIN G

Items : 6 , 
~~~~~~ 49, 50, 51

Number of Items : 5

Number of Cases : 44

Coefficient Alpha : .646
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TABLE 2

RELIABILITIES OF THE SATISFACTION ITEM C1.iJS~’ERs

9. 1I~~R0VE1€NTS

Items : 17, 2i, 44 , 46 , 47 , 48

Number of Items: 6

Number of Cases : 44

Coefficient Alpha: .834

10. TECHNICIAN UTILIZATION

Items : 10 24,’~I, 29, 3O,G~, 41.

Number of Items : 7

Number of Cases : 45

Coefficient Alpha : .575
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TABLE 3

CORRELATION COEFFICIENTS

SUPERVISOR
None

COWORKER
Pay .32724

WORK
T10 .37499
Faces .55453

PAY
Coworker .32724
T7 — .31100

PROMOTION
Paces .37505

Tl
T2 .54739
T3 .76093
T4 .47655
T5 .47241
T6 .66722
Ti .66604
T8 .56838
T9 .74632
T10 .38297

T2
Ti .S4739
T3 .66978
T4 .42770
T5 .83018
T6 .34520
Ti .58844
T8 .50164
T9 .50896
Yrs Act Dy — .31421
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TABLE 3

COR RELATION COEFFICIENTS

T3
Ti .76093
T2 .66978
T5 .52787
T6 .63187
T7 .66510
T8 .40296
T9 .69526
T10 .34574

T4
Ti .47655
T2 .42770
T5 .38093
T7 .43685
T8 .40882
T9 .33994

T5
Ti .47241
T2 .83018
T3 .52787
T4 .38093
T7 .47573
T8 .44~23
T9 .51045

T6
Ti .66722
T2 .34520
T3 .63187
T9 .55145

T7
Pay — .31100
Ti .66604
T2 .38344
T3 .66510
T4 .43685
T5 .47573
T8 .48749
T9 .65331
T1O .61933
Age — .35161
Yrs Act Dy — .4i889
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TABLE 3

CORRELATION COEFFICIENTS

Ti .56838
T2 .50164
T3 .40296
T4 .40882
T5 .44323
T7 .48749
T9 .57504

T9
Ti .74632
T2 .50896
T3 .69526
T4
T5 .51045
T6 .55145
Ti .65331
T8 .57504

Ti0
Work .37499
TI. .38297
T3 .34574
Ti .61933
Age — .34 735
Yrs Act Dy — .32858

FACES
Work .55453
Promotion .37505

AGE
T7 —.35161
T10 — .34735
Yrs Act Dy .82084
Rank .88818

Years Active Duty
T2 — .31421
Ti — .43889
T10 — .32858
Age .82084
Rank .76508

215

_ _ __  

_



—- --

~~~~

---

~~

- -

~~ ITABLE 3

CORREI.A110N COEppZCi~~~5
RA~~
Age .88818Yrs Act Dy .76508
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APPENDIX I

PATIENTS’ OPINION TOWARD THE SYSTEMS APPROA CH
FOR THE INDIVIDUAL FIVE LEARNING SYSTEMS
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-~~ —— --- ‘——-- ___________________________

PATiENTS’ OPINION TOWARD THE SYSTEM S APPROACH: HYPERTENSION
OPINION RATING SCAL~~: N a 88 — 

__________ - —

1 2 3 4

VIEWING TDIE Too Shor t OK Toc’

_ _ _ _ _ _ _ _ _ _ _ _ _ _  

1 6 90 3 f 
:i: ~~~~..

Boring OK Pascin~ti:~~CONTENT INTEREST ___________ ___________ ___________ ___________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
o 1 _39 33 27~~~~~

Real 1>No ffeip CE
QUESTIONS ON TOV IC _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
1 1 25 20 

— 
52~~~~~~

Too Slow OK Too F.~.
PACE _ _ _ _ _  _ _ _ _ _ _  _ _ _ _ _  _ _ _ _

O 3 82 
- 

10

Old Stuff OK All Nc- c
CONTENT UNIQU ENESS — __________ —— __________ —-- — -

~~

__________________________ 4 1 54 23 1R
_ _ _ _ _ _ _ _ _ _ _ _  _____ — 

-

No Value OK
CONTENT VALUE

____________ 

3 22 25 
—

NON-PROFESSIONAL PARA~~DI -
CAL HEALTH EDUCATOR’S Poor OX . Excellctt
STYLE 0 

__________ 
23 18 

____

LEARNING CENTER Poor 

1 
___________ 

23 
— 

Exce 1ient~~~

Live
PREFERENCE FOR A/V Mode Neutral Teacher
ILISTIWCTION 

32 8 41 8 11

FREEDOM TO LEARN BY A/V Less More

~0KPARE D TO HEAj.~Ijj 
Freedom 

— 

Equal Freedom

WOEXERS 
_ _ _ _ _ _ _ _ _  

8 43 23 25
?DSONAL RESPONSIBILIT Y
A/V COMPARED TO HEALTH Lees Equal (ore

WORKERS o 
— 

0 46 20 34
PATIENT AtrITUDE TOWARD
A/V MODES FOR HEALTH Poor Neutral Excellent
EWCATION 

— 

0 
— 

0 28 34 38
PATIENT VIEWING OP CON—
P~ RCIAL TV IN HOURS PER Less Than Hours (ore Than
DAY 19 20 44 ii 5
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PATIENTS’ 0?INION TOWARD THE SYSTEMS APPROACH : DIABETES

OPINION RATING SCALE : N 56 Z
TOPIC AREA

1 2 3 4 5

VIEWING T1]iE Too Short OK Too Long
2 2 92 2 2

Boring OK Fascinatirv-
CONTENT INTEREST __________ __________ __________ ___________ ________

_____________________________ O 0 36 40 24

No Help CE Really
QUESTIONS ON TOPIC ___________ ___________ ___________ ___________ 

Helped
O 0 32 24 54

Too Slow OK Too Fast
PACE __________ __________ __________ __________ __________

__________________________ O 2 82 14 2

Old Stuff OX All New
CONTENT UNIQU ENES S —-

O 0 50 34 16 
-

MostNo Value OK
CONTENT VALUE ___________ ___________ ___________ ___________ 

Valuable

____________________________ O 
- 

0 18 34 48

NON-PROFESSIONAL PARA!IFDI- Poor OK - ExcellentCAT. HEALT H EDUCATOR’S ~~
_ __________ __________ __________ ________—

STYLE 0 0 12 12 76

LEARNING CENTER Poor OK Excellent

___________________________ O 0 14 16 70
Live

PREFERENCE FOR A/V Mode Neutral Teacher
INSTRUCTION - ___________ __________

___________________________ 48 8 18 4 22

FREEDOM TO LEARN BY A/V Less More
CONPARED TO HEALTH 

- Freedom Equal Freedom
WORKERS 0 6 42 

- 
20 32

PERSONAL RESPONSIBILiTY
A/V COMPAR ED TO HEALTH Less 

— ___________ 
Equal More

WORKERS 0 2 38 18 42
PATIENT AT~TTUDE TOWARD -

A/V MODES FOR HEALTH Poor Neutral Excellent
EDUCATION a 

- 
0 1~ 26 56

PATIENT VIEWINC OF COM—
~~RCIAL TV IN HOU R.S PER Los. ihan Hours (ore Than
DAY 22 22 34 8 14
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- 
PATIENTS’ OPINJ~ON TOWARD THE SYSTEMS APPROACH : WEIGHT CONTROL

- 

OPINION RATING SCALE : N 71 Z

- 

TOPIC A9~~A 
1 2 4 [ iiT~i

VIEWING TTh(E TOO Short O

9

1~ 
0 

-

Boring OK ~ascinat.~ ’: ;!
CONTENT INTEREST ___________ ___________ ________— ___________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _________  
6 49 34 11

No Help OK
QUESTIONS ON TOPIC __________ __________ __________ __________

_____________________________ 0 1 41 30 28

Too Slow OK T4 .C~ ~~~~PACE ____________ ___________ ____________ ___________

3 7 .7 9  11

Old Stuff OK ~A 1l ~ .

CONTENT UNIQUENES S
__________________________ O 4 65 21 10

No Value OK ~CONTENT VALUE __________ __________ __________ _______— ‘f~ -~~-~~~~~ ~~~~~ -

______________________— 
0 1 34

NON-PROFESSIONAL PAR~MEDI Poor OK Fxcelh.it
CAL HEALTH ETITCATOR ’ S __________ __________ __________ __________ — -—~ - - -~ -

STYLE 0 1 20 18 61

LEARNING CENTER Poor 
-__________ ___________ ___________ 

Excellent j
L~ve

PREP~RENCE FOR A/V Mode Neutral Teacher
INSTRUCTION 31 3 35 8 23

FREEDOM TO LEARN BY A/V Less More

CCt(EARED TO HEALTH Freedom 
__________ 

Equal Freedom

WORKERS 6 4 
- 

41 21 28

PERSONAL RESPONSIBILITY L E 1 Mo
A/V COMPARED TO HEALTH __________  __________  

qua re

WORKERS 4 1 49 23 23

PATIENT AflITUDE TOWARD
Ai/V M0L!S For ~F.ALTH 

Poor Neutral Excellent H
EDUCATION 3 38 25 

__________

I PATIENT VIEWING OF CON—
I )~~RCIAI. TV IN HOURS PER Less Th*~ ~.trs (crc Than

LDAY 25 23 24 
—
~ 18 .10
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PATIENTS’ OPINI ON TOWARD THE SYSTENS APPROACH: BREA ST SELF EXAMINATION

OPINION RATING SCALE : N 56 —-
TOPIC AREA 1 2 3 4 5

Too Shor t OK Too I ongVIEWING TIME 
__________ __________ __________ __________ __________

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

O 5 95 0 O _

Boring OK Fascinating
CONTENT INTEREST ___________ ___________ ___________ ___________ __________

____________________________ 0 0 20 55 25
Really

No Help OK Heipe~~~~~~QUESTIONS ON TOPIC ___________ ___________ ___________ ___________

- 0 2 20 9 69

Too Slow OK Too Fast
PACE _ _ _ _ _ _ _ _  _ _ _ _  _ _ _ _ _ _  _ _ _ _ _ _ _ _  _______-

____________________________ O 2 - 84 11 3

Old Stuff OK All New
CONTENT UNIQU ENESS

____________________________ O 0 48 30 22
Mo st

No Value OK
CONTENT VALUE ___________ ___________ _________ ___________ 

Valuable I
______________________________ O 0 5 13 82

NON -PROFESSIONAL PARAMEDI— Poor OK ExcellentCAL HEALTH EfltTCATOR’S __________  __________ __________ -__________ _________

STYLE 0 0 13 18 70

Poor OK ExcellentLEARNING CENTER ___________ ___________ ___________ ___________ __________

_____________________________ O 0 16 14 70
Live

PREFERENCE FOR A/V Mode Neutral Teacher
INSTRU CTION

___________________________ 37 0 
- 

32 11 20 
-

FREEDOM TO LEARN BY A/V Less Mor e
CQ{PARED TO HEALTH Fr eedom Equal Freedoii
WORKERS 2 7 32 16 43

PERSONAL RESPONSIBILITY Less Equal MoreA/V COMPARED TO HEALTH __________  ________  _______  __________ —_______

WORKERS a — a 39 18 43
PATIENT ATtITUDE TOWARD -

A/V MODES FOR H EALTH Poor Neutral Excellent
EDUCATION 0 0 

- 
20 

- 
16 64

PATiENT VIEWING OF COW- Less Than Hours (ore ThanMERC IAL TV I N HOU RS PER 
___________ __________ __________ __________ __________

DAY 38 23 29 7 3
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PATIENTS’ OPINION TOWARD THE SYSTEMS APPROACH: LOW BACK PAIN

OPINION .RATING SCALE: N - 36 — 

_________  

jTOPIC AREA 
1 2 3 4 5

VIEWING TIME 

- 

Too Shor t 

6 
_________  

3

Boring OK Fatcin~t~t1g
CONTENT INTEREST ___________ ___________ ___________ ___________ —

__________________________ O 0 47 42 1] 
-

ReallyNo Help OK
QUESTIONS ON TOPIC __________  __________ _______— _________- 

Helped

_ _ _ _ _ _ _ _ _ _ _ _ _ _  
3 6 19 

— 
33 39

Too Slow OK Too t a -~PACE -
o 3 83 . 14 0

Old Stuff OK All Nc~CONTENT UNIQUENESS

____________— 
0 - 5 56 31 _ 8

No Value OK
CONTENT VALUE ___________ __________ __________ ___________ 

Valuable

_______________________ 0 0 40 30 30~~~~~
N~~~PROFESSIONAL PARI*NEDX Poor OK Excellent
CAL H!ALTH EDUCATOR’S
STYLE 0 0 14 17 69

LEARNING CENTER Poor OK Excellent

____________________________ O 0 17 19 64
Live

?REVERE NCE FOR A/V Mode Neutral Teacher
INSTRUCTION — —~~~~~  

_______

_ _ _ _ _ _ _ _ _ _ _ _ _  
19 8 39 —~~ 3 31 _

FREEDOM TO LEARN BY A/v Less More
Ca4PARED TO HEALTH Freedom Equal Freedoui

~~~~CERS 3 8 36 
— 

22 31
PERSONAL RESPONSIBILITY
À Y  COMPAI~ D TO ~~~~~ Less . Equal ~4ore

WOE1~ERS a 8 34 22 36
PATIENT A~~ITUDE TOWARD
A/V MODES FOR HEALTH Poor Neutral Exce11e~~
E~~JCATION 

0 () 33 22 45 
—

PATIENT VIEWING OF COM-
MERCIAL TV IIj HOURS PER Less Than Hours (ore Than
DÀY 36 19 25 14 

- 
6
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GLOSSARY OF TERMS

1. ADHERES TO LOW SODIUM DET: If the response, adheres to low sodium
diet, was positive , examples had to be provided, i.e., does not use
salt shaker , omits salt from tooking and does not eat food s and snacks
that are highly sal ted such as pretzels, potato chips, salted pork,
ham, etc.

2. ANOSIST: A highly qualified , specially trained 91B (medical corpsman)
utilized in the Acute Minor Illness Clinic as a physician extender .
An Amosist is qualified to diagnose and treat 32 different acute minor

• illnesses by the use of algorithms in the Amosist Handbook without
physician assistance. A physician is always present. in the clinic
area and diagnosis and trea tmen t is not allowed when the physician is
absent from the clinic area.

3. BASELINE DATA: Behavioral mea sures taken pr ior to beginning a new
learning experience (i.e. blood pressure reading, weight, etc.).

4. BEHAVIORAL CHANGES: The amount of change in the direction of desired
behavioral outcomcs (i.e. knows drugs and action, takes medication,
!iets (if indicated) low sodium, etc.) possessed by patients six
months after the termination of a method of teaching.

5. C~1PLIES WITh LAB/ANCILLARY TESTS: Did patient present him/herself
for scheduled lab teats or diagnostic procedures.

6. COMPREHENSION: The amount of educational information (general inf or—
mation, sodium restricted diet, medications) possessed by patients
immediately after the termination of a method of teaching.

7. CRITERION-REFERENCED MEASURES: Meaøures used to ascertain an individual’s
status with respect to some criterion, i.e. performance standard . It
is because the individual is compared with some established criterion,
rather than other individuals that these measures are described as
criterion—referenced .

8. EDUCATIONAL TECHNOLOGY: The applicati~n of science—based or science—
derived concepts and techniques in a systematic way to the practical
task of education.

9. INDIVIDUAL INSTIWCTION: Planning and conducting with each pe~tient a
program of instru’tion that is tailored to his/her learning needs and
his/her characteristics as a learner.

10. INDIVIDUALIZED IN5TRUC~’ION: A process in which the design of the learn-
ing environment is completely adapted to the idiosyncrasies of the in-
dividual pat ient . The patient proceeds along his/her own critical path
of learning.
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11. INVESThENT COSTS: Costs necessary to implement the program . Equipment
purchases and the costs of running a workshop to train staff are examp h
of investmen t costs.

12. KNOWS DRUGS AND ACTIONS: Must be able to name or identify the name of
their medication from a list provided a-id be able to state the medica-
tions side effects .

13. MEDICAL ADVICE: Giving a limited , unstructured explanation or directicn ;
using professional knowledge or intuition on some aspect of health care
or behavior.

14. NON—PROFESSIONAL_PARAMEDIC: A graduate. of the 91C20, clinical specit1i~ 1
• course, a civilian licensed practical nurse, or a 91820 who has had

prior clinical experience.

15. NORM—REFERENCED MEASUi~ES: Measures used to ascertain an individual’s
performance in relationship to the performance of other individuals
on the same measuring device.

16. NUMBER cUPS OF COFFEE PER DAY : (Actual number) dec~afi nated coffee
was not considered.

17. N ~ER OF CIGA~.RET ES PER : (Actual number).

18. OPERATING COSTS: Recurring costs required to operate the program , over
time , maintenancc ~f cq’j ipwent , sal aries of personnel , and the cost of
supplies are ~v.arnples.

19. FATI~ 4I_HEALTH EDU CATION : Using structured informat ~ on with scienti~
ftc .~~~t csmevi aiici teaching strategies. Those strategies encompass j
the ognitive , psychomotor, and affective domains to alter an indivi— •
dual’s attitudes and behavior in favor of improved health.

20. PATIENT INFORMATION: Showing a film, distribut~.ng pamphlets, givingclasses or counsel ing patients, etc. about a given health area, ser-
vice or prob lem without regard to prespecified terminal objectives in
the cognitive, psychomotor or affective domains. The emphasis is on
unstructured information without utilization of scientific assessmen t
and teaching strategies.

21. POST—TEST: A set of criterion questions identical to those given on
the pre—test, administered to determine the extent of the patient’s
comprehension of desired information after completing a new learning
exierience. H

22. PRE—TEST: A set of criterion questions directly related to the content
of the learning experience administered to determine the extent of the
pattent ’ . co19~rehension of desired information prior to beginning a new
learning ~xp~rience.
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23. REGISTERED DIETICIAN: United States Army officer with a four year
Bachelor of Science degree in a food related program such as home
economics or food service and housing administration. They must have
also completed the 9 to 12 month American Dietetic Association approved
internship and passed the national registration examination.

24. REGISTE RED NURSE: United States Army officer  with either a fou r year
baccalaureate degree in nursing or a nursing school diploma depending
upon the requirements when they entered the Army. They must also
have passed a state certification board and hold a valid certificate.

25. RESEARCH AND DEVELOPM ENT COSTS: Resources required to develop the pro-
gram to the stage where it can be in troduced into the system . For example ,
the time an instructional designer spends validating a learning system,
money to hire consultants, and evaluation efforts.

26. RETENTION: The amount of educational information (general information,
sodium restricted diet, medications) possessed by patients six months
after the termination of a method of teaching.

27. SYSTEMS APPROACH: A devised and designed regular or special method or
plan or methodology or procedure; the organization of hardware, soft—
wake, and people for cooperative operation to complete a set of tasks
for desired purposes.

28. TAXES MEULCATION: If medications were prescribed , were they taken
in the proper amounts and times.

29. TRADITIONAL HEALTh TEACHIN G: Planned sequence of didactic and demon-
stration instruction with supplemental handouts (with the exact teach-
ing objectives as the systems approach method) given by a physician
or nurse clinician .

30. TYPE OF PHYSICAL ACTIVITY: If an exercise program was maintained ,
what type:

Sedentary: walking slowly (1/2 mile or less), light gardening.

Ligh t: roller skating, walking slowly (more than 1/2 mile).

Moderate: walking moderately fast, heavy gardening, cutting
grass, bowling, golfing (with cart).

Vigorous: golfing (without cart), walking fast dancing,
bicycling, sit—ups, push—ups.

Strenuous: swimming , tennis, jogging, football , basketball.
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31. V~~~~ATED INSTRUCTION: Instruction that does in fact accomplish that
For which it~was designed ; that causes the learner to demonstrate t~ie
performance at the mastery level consistently.

32. VALIDATiON: The process of successively improving an educational syst~ .~
to a predetermined standard of performance or behavior by evaluating
patient progress against the stated instructional objectives.

33. WAS TENSION EXPERIENCED: Was tension experienced at home or on the
j ob. If the response was positive, were medications taken to control
tension . 

.1±



LIST OF ABBREVIATIONS , ACRONYM S, AND SYMBOLS

1. AIlS: Academy of Health Sciences

2. AMEDD: Army Medical Department

3. AMIC: Acute Minor Illness Clinic

4. ANC: Army Nurse Corps

5. A/V: Audiovisual

6. DAM : DeWitt Army Hosp ital

7. FSHTX: Fort Sam Houston, Texas

8. HCSD: Health Care Studies Division

9. ISD: Instructional Systems Design

10. JDI : Job Descriptive Index

11. N: Number of patients in a described group

12. NCOIC : Non—Co i m~issioned Officer In Char;~e

13. PACOMED: Patient and Communi ty Health Education Model : A Developmental
and Evaluation Proj ect Study

14. RD: Registered Dietic ian

15. RN: Registered Nurse

16. SA: Systems Approach

17. SRI’: Sta ff  Response Form

18. TOY: Temporary Duty

19. USMEDCEN : United States Medical Center

20. USMEDDAC: United States Medical Activity
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