NAVAL POSTGRADUATE SCHOOL
Monterey, California

THESIS

HEALTH PROMOTION PROGRAMS WITHIN THE NAVY
ENVIRONMENTAL HEALTH CENTER: EVOLUTION
AND IMPACT
by
Mary S. Seymour

December 1998

Thesis Advisor: Richard Doyle
Associate Advisor: : Frank Barrett

Approved for public release; distribution is unlimited.

120 02106661




REPORT DOCUMENTATION PAGE Form Approved

OMB No. 0704-0188

Public reporting burden for this collection of information is estimated to average 1 hour per response, including the time for reviewing instruction,
searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send
comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to
Washington headquarters Services, Directorate for Information Operations and Reports, 1215 Jefferson Davis Highway, Suite 1204, Arlington, VA
22202-4302, and to the Office of Management and Budget, Paperwork Reduction Project (0704-0188) Washington DC 20503.

1. AGENCY USE ONLY (Leave blank) 2. REPORT DATE 3. REPORT TYPE AND DATES COVERED
December 1998 Master’s Thesis

4. TITLE AND SUBTITLE Health Promotion Programs Within the Navy Environmental Health | 5. FUNDING NUMBERS
Center. Evolution and Impact

6. AUTHOR(S) Seymour, Mary S.

7. PERFORMING ORGANIZATION NAME(S) AND ADDRESS(ES) géﬁﬁgﬂ:’gf REPORT

Naval Postgraduate School . NUMBER
Monterey, CA 93943-5000

9. SPONSORING / MONITORING AGENCY NAME(S) AND ADDRESS(ES) 10. SPONSORING /
MONITORING
AGENCY REPORT NUMBER

11. SUPPLEMENTARY NOTES The views expressed in this thesis are those of the author and do not reflect the official policy or
position of the Department of Defense or the U.S. Government.

12a. DISTRIBUTION / AVAILABILITY STATEMENT Approved for public release; distribution is 12b. DISTRIBUTION CODE
unlimited.

ABSTRACT (maximum 200 words) In 1986, DOD established a formal health promotion policy, but it
was not until 1992 that DON components began to comply and implement health promotion programs. In
1994, Navy Medicine appointed the Navy Environmental Health Center (NEHC) as the Health Promotion
Program Manager. In 1998, due primarily to their population-based approach to health care delivery, NEHC
was appointed the Program Manager for the Clinical Epidemiology Program (CEP). This study examines the
resource and programmatic role that NEHC has played in implementing health promotion programs in Navy
Medicine, particularly the CEP. Interviews and a review of the literature on health promotion and clinical
epidemiology were undertaken to ascertain the significance and implications of health promotion programs in
relation to the overall health care strategy of Navy Medicine. This thesis concludes that several problems
affect implementation of health promotion, including the inability to capture the total cost of the program and
identify cost savings and cost avoidance; the absence of a reliable benchmark of the health status of selected
populations; and the absence of data to measure the efficacy of the program. Continued implementation and
support of the CEP may permit Navy Medicine to document the significance of health promotion in
enhancing population health and identify cost savings and cost avoidance directly related to health promotion
efforts.

14. SUBJECT TERMS Health Promotion, Weliness, Prevention, Navy Environmental Health Center 15. NUMBER OF
PAGES
136
16. PRICE CODE
17. SECURITY CLASSIFICATION OF }ﬁlssgﬁgg'w CLASSIFICATION OF | 49 SECURITY CLASSIFI- CATION 'g:_: ;‘é“g';:;g?r"
REPORT Unelassified OF ABSTRACT
Unclassified nclassiie Unclassified UL
NSN 7540-01-280-5500 Standard Form 298 (Rev. 2-89)

Prescribed by ANSI Std.
239-18




Approved for public release; distribution is unlimited

HEALTH PROMOTION PROGRAMS WITHIN THE NAVY
ENVIRONMENTAL HEALTH CENTER: EVOLUTION AND IMPACT

Mary S. Seymour
Lieutenant, United States Navy, Medical Service Corps
B.S., Ball State University, 1990

Submitted in partial fulfillment of the
requirements for the degree of

MASTER OF SCIENCE IN MANAGEMENT
from the

NAVAL POSTGRADUATE SCHOOL
December, 1998

Author: \"“ﬂ/\ CU/L/\,X : MW
\ VZ Ma{ﬂﬁe@om
Approved by: 2 (/ ‘&
~7 Fyﬁ}ssﬂ;am Advisor
2/ H; A

Reuben 2’/ ﬁaifris, Chairman~”
Department of Systems Management

iii







ABSTRACT

In 1986, DOD established a formal health promotion policy, but it was not until
1992 that DON components began to comply and implement health promotion programs.
In 1994, Navy Medicine appointed the Navy Environmental Health Center (NEHC) as
the Health Promotion Program Manager. In 1998, due primarily to their population-
based approach to health care delivery, NEHC was appointed the Program Manager for
the Clinical Epidemiology Program (CEP). This study examines the resource and
programmatic role that NEHC has played in implementing health promotion programs in
Navy Medicine, particularly the CEP. Interviews and a review of the literature on health
promotion and clinical epidemiology were undertaken to ascertain the significance and
implications of health promotion programs in relation to the overall health care strategy
of Navy Medicine. This thesis concludes that several problems affect implementation of
health promotion, including the inability to capture the total cost of the program and
identify cost savings and cost avoidance; the absence of a reliable benchmark of the
health status of selected populations; and the absence of data to measure the efficacy of
the program. Continued implementation and support of the CEP may permit Navy
Medicine to document the significance of health promotion in enhancing population
health and identify cost savings and cost avoidance directly related to health promotion
efforts.

ST ST AT S T a s
DIIC QUALLYY =0 iTn 8







TABLE OF CONTENTS

[ INTRODUCTION. .. .ottt 1
A. GENERAL. ... .ottt 1
B. BACKGROUND ..ottt 1
C. RESEARCH QUESTIONS.....ccoiiiiiiiiriiiicie e, 5

1. Primary Research Question.............ccccooviniiniiiiiiiniiiinnn. 5
2. Secondary Research Questions...........c.coeviviiiiiiiiiiiiiiinn. 5
D. SCOPE..... i 6
E. METHODOLOGY ...ttt 6
1. Structured Interviews...........coceviiiiiiiiiii i 7
2. Archival Research............oooociii i 7
F. DEFINITIONS, ABBREVIATIONS, AND ACRONYMS............... 7
G. CHAPTER OUTLINE. ... .o, 7
H. BENEFITS OF THE STUDY ....cciiiiiiiiiircr e, 8

II. OVERVIEW OF HEALTH PROMOTION COMPONENTS..............c..... 9
A. INTRODUCTION. ...ttt e e 9
B. BACKGROUND.....ouititiiiiiie et e 9

1. Healthy People 2000.............cccceiviiiiiiiiiiininnnans e, 10
2. Put Prevention into Practice............c..cooiiiiiiiiiiiiiiiiinnena. 11
C. DEFINING HEALTH PROMOTION AND ITS COMPONENTS...... 13
. Health.............. e e 13
2. WellNesS. ..o 14

vii




3. Health Promotion.......coooii e e, 14

4. Prevention............cocoviiiiiiiiiiiiii e 14

5. Primary Prevention............ccooviiiiiiiiiiiiiii i 15

6. Secondary Prevention................cooeiiiiiiiiiininiiiiieena, 15

7. Tertiary Prevention............ccoeviviieiiiniiiiieee e, 15

8. Patient Education..............c...oocoiiiiiin i 15

9. Health Education.................ccooiiiiiiiiiii 15

D. HEALTH PROMOTION MODEL............cooiiiiiiiiiiiiiieeenn, 16
E. BENEFITS OF HEALTH PROMOTION............c...cooviviiininnn, 16
III. MILITARY HEALTH PROMOTION PROGRAMS..........c.ovviniviinnennenne 21
A. INTRODUCTION. ..ottt e 21
B. BACKGROUND.......cciiiiiiiiiiiiiiee e 23
1. DOD Health Promotion Policy.................ocoooviviininnanen... 23

2. Navy Health Promotion Policy...............ccoooiviiinininin... 27

3. Navy Medicine Health Promotion Policy................cccev...... 28

a. Traditional Health Promotion............................... 30

b. Health Protection.............................c.ccoevunen... 30

c. Preventive Services...............c...c.ccciiiiiiiiniinnn.. 30

d. System Improvements.........................c..ccevenn... 30

C. MILITARY HEALTH SYSTEM (MHS)........ccccviiiiiiiiiniiinenn, 31
1. MHS 2020......0 i 31

a. Audacious Goals (Partial List)..................covuuun.... 33

viii




b. Recommended Changes in MHS Strategic Plan.......... 33

c. 1998 Priority Actions (Partial List).................c........ 34

2. MHS Strategic Plan.............coooiiiiiiii e 34

D. NAVY MEDICAL DEPARTMENT STRATEGIC PLAN............... 35
E. READINESS. ...t 36
1. Medical Readiness Strategic Plan.........................ooa 36

a. Healthyand Fit Force.............c.coviiiiiiiianinnnnnnn. 36

b. Casualty Prevention.................ccceeevueiniieinnnennn 37

c. Casualty Care and Management......................c..... 37

2. Force Health Protection (FHP)...............ccooiiiiiiiinal. 37

3. Joint Medical Surveillance...............c.cocoiiiiiiiiiiii e 39

F. NATIONAL OBJECTIVES. ...t 41
G. SUMMARY OF CHAPTERIIL.........c.oooiiiiiiiiinns ........... 41
IV. NAVY MEDICINE HEALTH PROMOTION PROGRAM............... . 43
A. INTRODUCTION. .. ...ttt ea 43
B. DON HEALTH PROMOTION ORGANIZATION..........cocvvvnennen. 44
C. NAVY ENVIRONMENTAL HEALTH CENTER (NEHC)............. 46
1. Program Responsibilities.................ccooiiiiiiiiiiininn.. 46

2. MISSION. 1.ttt ittt e e 48

3. Population-Based Approach to Health Care........................ 49

D. NEHC HEALTH PROMOTION PROGRAM RESPONSIBILITIES... 51

E. SUMMARY OF CHAPTER IV... .o, 53

ix




V. HEALTH PROMOTION FUNDING............coiviiiiiieeieeee e, 55

A. INTRODUCTION. .. ..ottt 55
B. FUNDING FOR HEALTH PROMOTION...............cooevivinneeann.... 56
LASDHA). ..o, 56
2. Military Services........coeuviiiiiiiiiii e, 58
a. Health Promotion in the United States Air Force......... 58
b. Health Promotion in the United States Army............... 59
¢. Health Promotion in Navy Medicine........................ 60
3NEHC. ... 61
C. ANALYSIS OF NAVY MEDICINE HEALTH PROMOTION
FUNDING. ... ..o, 62
1. Health Promotion Cost Code...................coovvvveiiniineannn.n, 63
2. Execution ISSUe..........ooovuiiiiiiiiiiiiii 64
3. Utilization of Manpower..................ccooovveviie e, 64
D. MEASURING THE EFFICACY OF HEALTH PROMOTION......... 66
1. Health Status of the Population.................c..coviiviinnin.... 68
2. Outcome Measures............................ E 69
3. Cost Savings/Cost Avoidance...............cccceuveiviiiiiieiniinn, 69
4. Relationship to Clinical Epidemiology...............ccc.oevvenn.... 72
E. SUMMARY OF CHAPTER V........oooiviiiiiiiiiiie e, 72
VL. CLINICAL EPIDEMIOLOGY PROGRAM.........coovvemiiiiiiiiaiiiieii 75
A. BACKGROUND... ..ottt 75

B. CLINICAL EPIDEMIOLOGY PROGRAM (CEP) DEVELOPMENT. 80

X




C. NEHC RESPONSIBILITIES. ... 82

D. CLINICAL EPIDEMIOLOGY BILLETS. ..o oveooeeeeeeeeerenennn 83

1. Redesignation of Medical Corps Billets.................... 83

2. Billet Locations...............ccocoiviiiiiiiiiiiii 84

3. Statusof Billets...............ccooeiiiiiiii 84

E. BASELINE REQUIREMENTS FOR CLINICAL

EPIDEMIOLOGISTS. .. ...t 86

F. CLINCIAL EPIDEMOLOGIST POSITION DESCRIPTION............ 87

G. CLINICAL EPIDEMIOLOGY TRAINING.....................os 88

.H. FUNDING FOR THE CLINICAL EPIDEMIOLOGY PROGRAM. ... 90

I. SUMMARY OF CHAPTER VL.........cooiiiiiiiiii 91

VII. SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS............... 95

A SUMMARY ..o 95

B. CONCLUSIONS ...t e e e 97
C. RECOMMENDATIONS FOR FURTHER RESEARCH.................. 101

APPENDIX A. CLINICAL EPIDEMIOLOGIST TRAINING COURSE

ROSTER OF ATTENDEES. ... .o 103
APPENDIX B. CLINICAL EPIDEMIOLOGIST TRAINING COURSE

OUTLINE. .. ..o e e e e e 105
LISTOF REFERENCES. .. ... ..o 111
INITIAL DISTRIBUTION LIST ... ... 117




Xii




2.1

2.2

3.1

3.2

33

34

4.1

" LIST OF FIGURES

Model of Health..........c.oooiiii 17
Health Promotion Model....................... .................................... 18
Military Health System Dual Mission........c....ccooiiiiiiiiiiiiiiiiiiiinnnn 22
Naval Medical Department Health Promotion Program Components........ 29
Focus of Force Health Protection.................cooiiiiiiiiiiiniiininne 38
Pillars of Naval Force Health Protection for the 21* Century.................. 40
Department of the Navy Health Promotion Organization ................ veen. 45

Xiii




Xiv



21

22

3.1

3.2

33

4.1

4.2

5.1

52

53

54

55

5.6

6.1

6.2

6.3

6.4

6.5

LIST OF TABLES

Healthy People 2000 Priority Areas...................cccoviiiiiiiiiiiinennn 12
Leading Causes of Death........................ 20
Navy Health Promotion Program Development................................. 24
Comparison of Military Health Promotion Program Components............ 25

Effective Health Promotion Programs: Guiding Principles and Practices...32

Navy Environmental Health Center Organizational Changes, 1964-1998...47

Navy Environmental Health Center Strategic Plan.............................. 50
Navy Medicine Health Promotion Funding............................. 60
Navy Environmental Health Center Health Promotion Funding............... 61

Comparison of Health Promotion Funding to Total Navy Medicine
Funding. ..o 62

Recommended Distribution of Health Promotion Funds for FY 1998........ 65

Civilian Health Promotion Personnel, FY 1994 to FY 1998................... 66
Pacific Bell Reported Savings Related to FitWorks............................. 71
Epidemiological Approach to Health Care Delivery............................ 77
Preventive Medicine Physician Skills and Competencies...................... 79
Status of Clinical Epidemiology Billets......................................... 85
Clinical Epidemiologist Functions.......................cooo e, 89
Clinical Epidemiologist Computer Requirements............................... 92




Xvi




ABMS
ABPM
ACPM
ADS
AIDS
ASD(HA)
ASD(RA)
BRAC
BUMED
BUPERS
C,DOD
CEIS
CEP
CETC

CHBUMED

CHCS

CINCUSNAVEURINST

CICS

LIST OF ACRONYMS

American Board of Medical Specialists
American Board of Preventive Medicine
American College of Preventive Medicine
Ambulatory Data Systems

Acquired Immunodeficiency Syndrome
Assistant Secretary of Defense (Health Affairs)
Assistant Secretary of Defense (Reserve Affairs)
Base Realignment and Closure

Bureau of Medicine and Surgery

Bureau of Personnel

Comptroller, Department of Defense
Corporate Executive Information System
Clinical Epidemiology Program

Clinical Epidemiology Training Course

Chief, Bureau of Medicine and Surgery
Composite Health Care System

Commander in Chief US Naval Forces Europe Instruction
Chairman of the Joint Chiefs of Staff

COMNAVAIRLANTINST Commander Naval Air Force US Atlantic Fleet Instruction
COMNAVSURFLANTINST Commander Naval Surface US Atlantic Fleet Instruction

CONUS
DCSPERS
DHHS
DHP
DNBI
DOD
DON
EBC
ESC
FHP
H&F
HEAR
HIV
HMOs
HOOTW
HRA
HSOs
JCAHO

MCO
MCS
MEDCOM
MHS
MPH

Continental United States

Deputy Chief of Staff for Personnel
Department of Health and Human Services
Defense Health Program

Disease and Nonbattle Injury

Department of Defense

Department of the Navy
Enrollment-Based Capitation

Executive Steering Committee

Force Health Protection

Health and Fitness

Health Enrollment and Assessment Review
Human Immunodeficiency Virus

Health Maintenance Organization

Health Operations Other Than War

Health Risk Assessment

Health Support Offices

Joint Commission on Accreditation of Healthcare
Organizations

Marine Corps Order

Managed Care Support

Medical Command

Military Health System

Master of Public Health

xvii




MRSP
MTF

NAD
NAVORD
NEHC
NEPMU
NFHP-21
NIEHC
NMS
NOEHC
NOSHIP
NPS
NQMP
NSHS
OCPMINST
ODPHP
0SD

PEC

. PPIP -

' SG's SITREP
STD

TMA
TMAR2
TYCOM MOs
UsS.

USA
USAF
USD(P&R)
USPHS

VA

WHO

Medical Readiness Strategic Plan

Military Treatment Facility

Naval Ammunition Depot

Naval Ordnance System Command

Navy Environmental Health Center

Navy Environmental and Preventive Medicine Unit
Naval Force Health Protection for the 21* Century

Navy Industrial Environmental Health Center

National Military Strategy

Naval Ordnance Environmental Health Center

Navy Occupational Safety and Health Inspection Program
Naval Postgraduate School

National Quality Management Program

Naval School of Health Sciences

Office of Civilian Personnel and Management Instruction
Office of Disease Prevention and Health Promotion
Office of the Secretary of Defense

Pharmacoeconomic Center

Put Prevention into Practice 1
Surgeon General's Situation Report |
Sexually Transmitted Disease

TRICARE Management Activity

TRICARE Mid-Atlantic Region

Type Command Medical Officers

United States

United States Army

United States Air Force

Under Secretary of Defense (Personnel and Readiness)
United States Public Health Service

Veterans Administration

World Health Organization

Xviii




I. INTRODUCTION

A. GENERAL

This thesis will provide an overview of the development of health promotion
programs within the Navy Environmental Health Center (NEHC) and the effect these
programs have on Navy Medicine. The findings may assist Commanding Officers of
Military Treatment Facilities (MTFs) in understanding how health promotion programs in
general and the Clinical Epidemiology Program (CEP) in particular fit into the overall
health care strategy. This will assist them in making more informed decisions when
determining the level of health promotion resources to be used at their respective
facilities.

B. BACKGROUND

Military medicine has been providing preventive health care to active duty service
members since its inception. While admittedly these services were historically limited in
nature to inoculations against illnesses, their purpose was merely to maintain military
readiness. Much like their civilian counterparts, military medicine had no financial
incentive to proactively pursue and advocate preventive health care due to the fee-for-
service environment in which it operated. For example, in the direct health care system,
military medicine received funding based on the quantity of health care delivered.
Therefore, a larger workload generally equated to a larger budget--the more health care

delivered, the more dollars received. [Ref. 1]




In the 1980's, the health care community as a whole began to face the challenge of
managing steadily rising health care costs. During this same period, the focus began to
shift toward more preventive health care and health promotion programs. In 1986, the
Department of Defense (DOD) established a formal, coordinated and integrated health
promotion policy. [Ref. 1, 2,3] This policy focused on improving and maintaining
military readiness and quality of life of DOD personnel and other beneficiaries. Although
a majority of military health care professionals agreed that this was a step in the right
direction, few Commanding Officers were willing to dedicate resources, both financial
and personnel, beyond meeting the baseline requirements. Military medicine was still
operating in a fee-for-service environment and focused on curative medicine.

However, the early 1990's brought about drastic changes in health care delivery.
In an attempt to control health care costs, it became evident that change and market
reform were critical. Managed care, health maintenance organizations (HMOs),
capitation, and integrated delivery systems became the future of the country's health care.
Business organizations which were willing to assume the risk of delivering both physician
and hospital services to a defined population for a fixed fee appeared to be the answer to
control health care costs.

DOD operates one of the largest health care systems in the nation and is
consuming ever larger portions of the defense budget. During this period, DOD turned to
managed care. [Ref. 4] DOD submitted a plan to Congress in December 1993 to

establish a nationwide managed care plan known as TRICARE. Under the TRICARE




system, military health care would be delivered on a regional basis, with integration of
health care delivery between private health care contractors, the Military Health System
(MHS), and each of the military services financed on a modified capitation formula.
[Ref. 5] Capitation financing meant that facilities would receive limited funding based
upon an enrolled population of beneficiaries, therefore, putting them at risk. The logic
behind the capitated system was that it would provide financial incentives to military
medicine to deliver health care more efficiently and effectively.

Although the implementation of TRICARE placed military medicine on a
relatively even playing field with the private sector in health care delivery, military
medicine still had a larger financial stake in its population. In fhe private sector, HMOs'
incentive to promote preventive care, healtil promotion, or wellness is limited, since their
population of beneficiaries is not stable. Beneficiaries in private HMOs are free to move
between managed care plans on a regularly basis, typically at least annually.
Consequently, financing health promotion, prevention and wellness programs is viewed
as wasteful because savings will generally not be realized during beneficiaries' enrollment
period in a particular plan. However, because military medicine beneficiaries had limited
managed care choices, i.e., TRICARE with three options, military medicine had the
advantage of a stable population and economic interest in keeping their entire population
healthy.

It was also during this period of health care reform that the NEHC began to play a

much larger role in the delivery of wellness programs within Navy Medicine. In 1981,




NEHC's mission was expanded to include coordination and provision of centralized
support for occupational health, environmental health, and preventive medicine services
to medical activities ashore and afloat. [Ref. 6] NEHC was well positioned to coordinate
health promotions since they were already providing wellness functions. NEHC's role in
health care delivery became even more vital with the anticipation of Enrollment-Based
Capitation (EBC) because they had the resources to assist in implementing mechanisms
to keep populations healthier, thereby consuming fewer resources. This role led to
NEHC's qxpansion in Fiscal Year 1998 with the CEP initiative to support MTFs under
the auspices of medical management of a defined population.

With the adoption of the CEP and reallocation of resources to support this ;
program, Navy Medicine appears to be moving even farther into the realm of health
promotion and managing the health of the population. Currently, preventative and self-
managed care programs consume only one percent of the budget of the MHS. [Ref. 7]
However, the MHS 2020 Vision has the much more ambitious goal of increasing
spending for preventative and "partnered/self managed care" to 50 percent of the MHS
budget by 2005. Organizationally, MHS is still coping with the changes brought about

by TRICARE, most recently working to implement EBC in Fiscal Year 2000.




C. RESEARCH QUESTIONS

1.

Primary Research Question

The primary research questions is: What is the resource and programmatic role

that NEHC is expected to play in implementing health promotion programs, and

particularly the Clinical Epidemiology Program, in Navy Medicine?

2. Secondary Research Questions

The secondary research questions are:

What is health promotion, in general and in the context of Navy Medicine?
What are the benefits of health promotion programs?

How did health promotion evolve?

Is there a relationship between health promotion, prevention, and wellness
programs?

How has the focus on health promotion changed within Navy Medicine?
What responsibilities does NEHC have to Navy Medicine in terms of health
promotion programs?

How do health promotion programs fit into NEHC's overall mission and what

interrelationships exist among the programs at NEHC?
How has budgeting for health promotion programs changed in the last five

years within the NEHC, Navy Medicine, and DOD?
What incentives and responsibilities do Commanding Officers at the MTF level

have to endorse and fund health promotion programs?




How does clinical epidemiology contribute to health promotion programs and

NEHC's mission?

What role does clinical epidemiology play in managed care?
e What is the purpose and objective of the Navy's Clinical Epidemiology

Program?

What justification exists to support this program?

What is the significance of the billet reallocation and funding for the Clinical
Epidemiology Program?

e What is the structure of the NEHC Clinical Epidemiology Course?
D. SCOPE

The main thrust of the study will be to document the development of the CEP
within the Navy Environmental Health Center and to examine the programmatic and
financial implications of this program for Navy Medicine. A comparative analysis of
funding levels for health promotion programs among the military services will be
included. This analysis will focus on the period from 1992 to present. Furthermore, an
examination of the implications of implementing the CEP will be conducted to determine

the significance of such a program within the current environment of Navy Medicine.

E. METHODOLOGY
Data will be collected primarily through structured interviews and archival
research. The techniques that will be used for both of these research strategies, as well as

how the data will be gathered, are discussed below.




1. Structured Interviews

Interviews will be the primary technique used to develop information on certain
programs affecting health promotion at NEHC. Interviews will be conducted in person
and by telephone. Interviews will be conducted with the Commanding Officer, Director
of Health Promotion and Medical Management, and Comptroller of NEHC. They will
serve as a basis to document much of the development of health promotion programs and
the CEP within the NEHC organization.

2. Archival Research

The techniques that will be used for archival research are historical analysis and
literature reviews. Historical analysis will focus on the funding for health promotion
programs within the NEHC and Army and Air Force Medicine from 1994 to 1998. A
historical analysis will also be conducted on the significance of the reallocations of billets
and resource dollars for the Clinical Epidemiology Program. Literature reviews will
include a thorough review of current military policies, periodicals, journals, and Internet
sites to ascertain the significance and implications of health promotion programs in
relation to the overall health care strategy.
F. DEFINITIONS, ABBREVIATIONS, AND ACRONYMS

Definitions of certain terms are given as they arise. A list of abbreviations and
acronyms is presented after the Table of Contents.
G. CHAPTER OUTLINE

Chapter I provides a general introduction to the current state of health promotion
programs within the context of Navy Medicine. Chapter II provides a historical

7




perspective as to the evolution of health promotion programs within the private sector
health care environment and defines health promotion and related components.
Additionally, a health promotion model is presented, as well as the benefits of health
promotion programs.

Chapter III provides an overview of the components of health promotion progams
as defined by DOD, the US Navy, and Navy Medicine. It also discusses how the focus
on health promotion has changed within the MHS.

Chapter IV outlines the history and program responsiblities of Navy Medicine for
health promotion programs and documents the evolution of these programs within
NEHC.

Chapter VI addresses the development and implementation of the CEP and how it
is intended to contribute to the health promotion initiative. Particular attention is paid to
the purpose and objective of the program as well as justification to support the program.

Chapter VII summarizes the results of the analysis. Additionally, the chapter
provides recommendations regarding the findings and conclusions.

H. BENEFITS OF THE STUDY

This study will provide an overview of the development of health promotion
programs within the NEHC and the effect these programs have on Navy Medicine.
Furthermore, the findings may assist Commanding Officers of MTFs in understanding
how health promotion programs and the CEP fit into the overall health care strategy so
they are able to make informed decisions when determining the level of resources for

these program to be used at their respective facilities.
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IL OVERVIEW OF HEALTH PROMOTION COMPONENTS

This chapter will provide a basic understanding of the development of health
promotion, the definition of health promotion and related components, the health
promotion model, and benefits of health promotion programs. This understanding will
provide the framework necessary to assess the impact and effectiveness of health
promotions within the NEHC and Navy Medicine.
A. INTRODUCTION

The traditional health care system is often referred to as a "sick care system" due
to the emphasis on the treatment of illness. The reason for this emphasis is two-fold.
First, health care financing has historically been based on providing services for diagnosis
and cure of illness, also referred to as fee-for-service. Second, some insurance programs
covered services directly related to treating illness but not for providing preventive
services to help patient from getting sick and maintaining a healthy state. [Ref. 8]
However, with the dramatic increases in health care costs over the past two decades,
health care organizations have begun to recognize that the treatment of illness and -
injuries without a commitment to disease prevention, health promotion and medical self-
help is not beneficial to either the physical health of the patient and population or to the
financial health of the organization [Ref. 9].
B. BACKGROUND

At the Thirtieth World Assembly in 1977, the attainment of health for all was

accepted as the main social target of governments and the World Health Organization




(WHO) in the remaining years [Ref. 10]. This magnanimous goal led to a national effort
focusing on health promotion and disease prevention which began in 1979 and continues
today. Today, for the United States, two campaigns, Healthy People 2000 and Put
Prevention into Practice (PPIP), serve as the cornerstone for the attainment of health
among Americans.

1. Healthy People 2000

In 1979, the United States Public Health Service (USPHS) laid the foundation for
the present national health campaign called Healthy People 2000, with the first Surgeon
General's Report on Health Promotion and Disease Prevention, also titled Healthy
People. [Ref. 10, 11] The foreword to the report stated that its purpose is to "encourage
a second public health revolution in the history of the United States. ..let us make no
mistake about the significance of this document, it represents an emerging consensus
among scientists and the health community that the Nation's health strategy must be
dramatically recast to emphasize the prevention of disease." [Ref. 11] Health promotion
and preventive medicine were viewed as the medical tools of intervention directed
towards reducing the incidence of disease and need for health care services.

In 1980, the USPHS published Promoting Health/Preventing Disease: Objectives
for the Nation, committing the United States to disease prevention and health promotion
strategies in order to dramatically change the patterns of death, disease, and disability in
the population by the year 1990. Based upon ten leading causes of death, 226 specific

and measurable objectives were established and three broad working categories for 1990
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were developed to include: preventive health services for individuals; health protection
for population groups and health promotion for population groups. [Ref. 10, 12]

In 1990, Healthy People 2000 was released, with a comprehensive agenda of 319
objectives organized into 22 priority areas. The priority areas, as listed in Table 2.1, were
identified and grouped into four categories: health promotion, health protection,
preventative services, and surveillance and data systems. [Ref. 11] The primary goals of
Healthy People 2000 are to increase years of health life, reduce disparities in health
among different population groups, and broaden access to preventive health services.

According to the Department of Health and Human Services (DHSS), Healthy
People ‘is based on the best scientific knowledge and provides a framework for measuring
performance outcomes. It is meant to be used as a strategic management tool at all levels
of the government and in the privaté sector. Success is measured by positive changes in
health status or reductions in risk factors, as well as improved provision of certain
services [Ref. 11]

2. Put Prevention into Practice (PPIP)

Put Prevention into Practice (PPIP) was developed by the U.S. Department of
Health and Human Services, Office of Disease Prevention and Health Promotion
(ODPHP), to assisting implementing Healthy People 2000 in cooperation with major
health-related voluntary groups, provider organizations, and other U.S. Public Health
Service agencies. [Ref. 11] Launched in 1994, the goal of the PPIP program is to

improve the delivery of clinical preventive services, including immunizations, screening
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Health Promotion

Physical Activity and Fitness

Nutrition

Tobacco

Alcohol and Other Drugs

Family Planning

Mental Health and Mental Disorders

Violent and Abusive Behavior

Educational and Community-based Programs

PN B WD~

Health Protection

9. Unintentional Injuries

10. Occupational Safety and Health
11. Environmental Health

12. Food and Drug Safety

13. Oral Health

Preventive Services

14. Maternal and Infant Health

15. Heart Disease and Stroke

16. Cancer

17. Diabetes and Chronic Disabling Conditions
18. HIV Infection

19. Sexually Transmitted Diseases

20. Immunization and Infectious Diseases

21. Clinical Preventive Services

Surveillance and Data Systems

22. Surveillance and Data Systems

Table 2.1 Healthy People 2000 Priority Areas!

! Source: U.S. Department of Health and Human Services. Public Health Services, Healthy People 2000:
National Health Promotion and Disease Prevention Objectives, Full Report. DHHS Pub. No. 91-5212.

Washington, DC: USGPO, 1991.
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tests, and counseling interventions. It is targeted toward health care providers, patients,
and office and clinic staff. Today, PPIP is the only national campaign that promotes a
comprehensive noncategorical approach to preventive services, covering every stage of
life and addressing the major health risks of the U. S. populations. [Ref. 11]
C. DEFINING HEALTH PROMOTION AND ITS COMPONENTS

Although the concept of health promotion was first introduced during the 1970's,
it is still a relatively ambiguous term. It has become increasingly fashionable in
professional and political circles and is often used .in a number of different ways, even by
the same people. [Ref. 13] In addition, a review of the literature indicates that the term
health promotion is often used interchangeably with wellness. Regardless of the
interpretation of health promotion, a common thread appears to be any attempt to
promote positive health within a population. Before discussing the model of health
promotion, it is important to define the terms often used in conjunction with health
promotion programs, including health, wellness, health promotion, prevention, the three
levels of prevention, health education, and health protection.

1. Health

As defined by the World Health Organization (WHO) in 1946, health is a state of
complete physical, mental, and social well-being and not merely the absence of diseése or

infirmity [Ref. 14].
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2. Wellness

Wellness is a dimension of health that goes beyond the absence of disease or
infirmity and includes the integration of social, mental, emotional, spiritual, and physical
aspects of health. Wellness concepts were first introduced in the United States in the
1970's and refer to a positive stage of health, vice illness which refers to a negative state
[Ref. 15]. Wellness tends to emphasize physical fitness, nutrition, stress management,
personal safety, environmental sensitivity, health promotion, and occupational health.
[Ref. 9, 17] It also focuses on the integration of a number of programs rather than just
one dimension. Wellness programs may range from health education classes to the
establi'shment full-scale fitness facilities. Basically, wellness can be any program that
encourages a healthy lifestyle.

3. Health Promotion

Health promotion is the use of a combination of health education and specific
interventions, such as antismoking campaigns, breast health month, and diabetes
awareness, at the primary level of prevention designed to facilitate behavioral and
environmental changes conducive to health enhancement [Ref. 17].

4. Prevention

Prevention is the process whereby specific action is taken to prevent or reduce the
possibility of a health problem or condition developing and to minimize any damage that
may have resulted from a previous condition. The three levels of