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LBSIBLCT
. §>udy was comducted ‘to 2 v te the traditlanal
’ !Ethed (phyEician nurse) versus a systems approach method of
:?§:9T$ﬁing bealth educatifn. The cbjectives included the following:

identify cost-effective and feasible ways of delivering patient
eéducaticn; guarhntee dp important resource for the professional in
‘fulfilling hisrher gat,,,t education responsibilities with economy
and efficiency; help minimize the medical worklcad; assure medical
accountakility in the patient educaticn area; imfrove medical,
laaaquEnt. decrease patient recidivism; enhance patient ¢
satisfaction: and assist the patient consumer tc be an effective
self-care agent. The sample consisted of 502 diagnosed adult
essential hypertensive army patients derived from the active duty,
retired, apd dependent population of two army outpatient clinies. 1A
twc-grcug experimental design was used. Personal characteristics
measures of comprehension, and retention, measures of ccnpllance
behavior, locus of contrdl, and reading 1§vel vere the main
categories of patient variables. Major conclusicns vere that all of
the qata indicated.a need for a more effective, efficient, and
cost-effective method of patient education than now exists in the
army health care delivery system. (Author/JH)
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PRODROMUS

o=

The P,,ien and Cammunity Hea]lh Educatign Mﬂde1 A DeveTopmentéﬂ
tigh Prafject (PACOMED) was ap epic study conceived and carried out
sloro§ Kycha. Fundamentallyy the study ‘consisted of developing
) App?gach\(SA) designed educ§t1cnal program that gave new knaw]=

and Yreatment for his prqb]em, the resu]t could be .measured for each

patfent and the medical responsibilify for Educatign could be documented.
u1t1mate goals of such a program were 'to praducer! net saving in pro=
_—5310na1 resources and to cause patients -to assume mdge respons15111ty ,
heir health care b prodﬂc1ng bEhav1ara1 changeJ . S

The studj1resu1ts are 1ncTuded in five reports, fnur written by LTC Kucha
~.and the Cost Benefit Andlysis by Mr. bale L. Williams. These reports each ., -

w1th a summary and with supporting documents, ara.collected here as the '
N s1ng?§“?6méréhens1ve repart cf the study. They are: * B
Assessment for ansumer Hea]th Educat1on Needs of Fort Be]va1r,:
March_1973, Final Report. Repart HCSD# 79-001 A ) e

Strateg fcr In;truct1ana] Systems De51gn and Fcrmat1ve
Evaluatiqp, July-1976, Final Repcrt Report HCSD# 79-001-B. .
1 L -
A Patient Learnipg Center for.an Army MEDDAC - A Feasibility.
Study, December, 1977 Final Repnrt Report HCSD# 79-001-C. .
-~ A Comp rat1ve‘?vé¥ﬂat16n of the'Traditional Versus A Systems '
- v _ Approach for Hypertensive Pat1ent Education, August 1977.
F1naT Repart Weport HCSD# 79-001-D. . -

Cgst Beneth AnaTys1s .
ThESE f1ve reports include a great dea1 of‘TnFormat1Gn in ﬂaﬁy forﬁsa
survey data, observed data, anecdotal information, evaluations, conclusions’

- and opinions. ‘ The reader will have no problem differentiating the study
data from the author's stated opinions. These opinions have not been edited
becausesyhen they., come from one with the education and exper1ence of “1

- = LTC Kucha they taa can‘@e of value to the reader o
o . .
. There is one generalization that can be safely made from the study of
- the hypertens1ﬂn program The Systems Approach to patﬁent education was
shiccessful in increasing the patient's knowledge. The patients who ysgd
the developed prograg Tearned wore and retained more than the control group.
Behavioral change is harder to measure and the results are more tenuous.
Both groups reported that their behavior had changed and in some areas, the
SA group reported more-improvemeht than the control group. However, in 'the
. ~one objectiwve mEasurement, weight loss, neither group showed ‘any 1nprsvement
# °  in bepavior after six months.
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FVEn thuﬂgg the FACOMED pragram w?s suggessfu] in tedching t
, the patient ledrning genter was not altotal suceess because‘of
~.’This. is undérstandable from the.study design. It was a study t
" SA-deve)oped teaching methndaTogy and that is where the effort
**Prugrams to improve utilization would. have used resources'at t
e main-study. The project officer made the decision to de
the cEnrrgi stud ‘q2%5t1an, a gecis1on that was apprapr1atel'

[d
L The study has -a powerful negative as well as a posit1ve message.
'pasﬁtive message is what has’ a]ready been stated, that the SA: metthGTG§
-békter than traditignal ways to educate patients. The negative:is as ; '
1mportant-— program that educates patients will, not by itself constitukean
effcctive operaticnal” Pdt]Eﬂt and Commun1ty Health Eduction and ;n;crﬂafibﬁ

System. . .
yste A ¢ = i

App11§at1an af the PACDMED findings will be cf 1ittle value 'ﬂTess it-is
part of a’comprehensive program.  The effectiwe patient (capsumgr)) edycation
‘and. information system must con51st of three diStTnCt componentg, a11sof j
- wh1ch are indispensable:’ 1 . R

a;;sJat1ent-educatian T . ~, o ”

- ; s : . ) y

b. General pa&zlatlﬂn 'eaith information . e BV

gg. Med1ca1 treatment faci 1ty (MTF) staff educat1on and trainjng

( " The patignt education has been *addressed in this study and the system
'\ proposed carf do the job welt. «°
5 ~
The dissemination of 1nf@rmat1@n to the general papulat19n of health care -
consumers is not a new idea.: The use of all information media, pamphlets,
posters, school programs, EtC , is a technique with which we are all familiar.
However, it cannot stop with general information about health and preventive
medicine. To be an effect1va part of a c¢omprehensive. program, it must -
convince the people of the wadvantagés and in fact, the nece§s1ty, for them :
to become involved in and respcns1b]e for thefir own hedlth‘care. The} must be /
persuaded that the MTF is not.a a vending machine where you put in your cofn - |
~ (or hgspital card) and a cune Yr good health comes out of the-slot. Whgn they , -
~are ccnv1n%ed tQey will understand the desirability and will seek the specific
education ‘they. nééd to rega1n or ma1nta1n a health state. oo : \\

elusive. W%here are a mulfitude of reasons why pract1t1cqer5 are reluctant

to refer their patients tQ a specialized activity for instruction. They

range from misinformatioy and distrust to walid .concern about proper roles in
patient care. Some very con§c1ent1ﬂus practitioners feel that using’a - | i

It sometimes appears Egat the sn1ut1an tg the third task is the most

specialist to instruct their patient is another step tcward-tgtal depersonal- -
jzation of the practice of medicine. Others feel that egggirpat1ent has gpecifig
needs for information/that cannot be met by "mags producti " Some are very -
concerned that they méy not agree with wh at’ is taught and it could subyert the
patient's confidengeainithe practitioner. "*f?w still believe in the paterna1

‘& .o o o= b
+ ) ~ ’ ) - i - /’ B .
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,determining, partjcipating 1n cr evgn under rand1ng tﬁe1r trea;ment There

‘are other reasons for reluctahce -to fof patient education by they * .
- practitiéner, but the majority fall in the above categoriés and that 78 Vet
* where the staff aducation must concentrate. The preblems of physician input:.

and individualization in, the trajning program are addresged in the PACDMED B
study: Most pract1tiané’s are. a}sa realistic .enough to recognize “advantag ‘n
*when they are showri how much better someone else can serve their patients’

needs. Additionally, the educator must.also recognize these problems, and -

the limitations of their program. Educat1on and supportive counselling must '«
- not be confused, -and the pract1t10ner .should never feet he is expected to -
delegate the latter. = - e
L i ) *
} .« These.reports kave the cCﬂceptuaT 1nfarmat1on that perm1ts an understanding
L%\» _.of the methadalagy of the educational program. They also contain spec1:]ii

=

5\

. information' for establishment and operation of a Patient Learning Cente
— _Therefore, they can be used both for understanding the process and as a manual.
for establishing-fhe facility. As discussed before, the Patient Education
""Program~cannnt stand alone but-its' development is the most compTex and time
- consuming part ef a comp]ete program . . ) i
"E \ . b ] A :
It is recomménded that ch1e;§oF th1s report be furnished to office
that has staff respansibility for patient education in the-Health Services
NCommand and-Office of The Surgeon General. It is also recommended -that the
Vo Ex1staﬂce of these reports be pub11c1zed and made available to-any Medxga1
Tra1n1ﬁg Fat111ty 1ﬂterested in organ1z1ng a comparable program.
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Ahe patient education area; to
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"~ " | 4nd dependent popylation of two outpatient linics. ?Ewﬁ—grqu e::péjimental, .
'‘design was used. Persond :haracteristic?;meas f comprehension and 4 i

g § retentian, measures of compliapce behavio 1ch af ¢ontrol, an"dn:gadiﬂg 1e{7§1 '

were the main catégaries of |patient. ‘variab ésp Hajor conclusions. were that all

of thE ‘data indicated a need for a more ‘eff éctivg, efficieny, Egstﬁeffgcti\re

“ methad of providing patiept’'educatjon thap now exists in gie* AMEDD health\care

delivery system. More séci lly, this study demogpstrated and effectiveness
of . the systems) approach methodo y in the areas of cagpfehehsinn, retentisy,

' behavioral comgliance, ?nd cast}ffectivenais. LR LI .
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. 1+ INTRODUCTION. .
v ' \J

B i
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- This is the report éi the msjntxphsse of ~the fesegfch praject- o
PACOMED--Pat'ient and Community Health EdUEStiQﬁi\whiEh began in September -
1974 and wgs terminated .in Decembér 1977. While“education for the hyper-

. tenbive Patient was only one.of eight conditions for which learning pack-

ages -wvere- developed, hypertenaicn wasg the gnly one chosen Tor gamparative

+ evaluation, - ) , - - coL .
- . L '. ) - ) L4 N - .
¢ = * '

e Hypertension was selected because of its prevalence as the major = ¢
health challenge in -America today, with large numbers,of the military
* 'papulatinﬁ suffering from it, and a corresponding atount of ‘medical re-
"gources directed toward detection, treatment, education, and follow-up ﬂf
this chronic rondition. Since prevention and control can be strongly
affected by behsviaral modification, the impcf%ince Df prapér patient Tf/'
educatinn camot be averemphasised- s -

&

2. PURPOSE. o , N - .

The purpose of this investigation was to evaluate the traditional
methed (physician or nurse) versus a systems approach method of providing
. health educatioa,‘tg include engimeering the educational environment, the
" ude of a unn—ptafessianal ‘paramedic as health educagian, the development
of valid&;ed health Edﬁ§aﬁicn information.. )

3. OBJECTIVES. - .
The nvefall objectives of the 1ﬂvestigatian, as ‘stated im the C
original PACOMED p atacal were:

- 8. Tﬂ"idéntifgggastseffegtiVE and féggible‘ways of delivering
patient édugatian. ’ . ' ] '

b. To guaraﬁtee an important resource for the pfofessional in ful- l
- f41ling his patient education responsibilities with economy and eificiency.=

5

‘&3 To help minimize ﬁhé medical workload.
oy , - S N o i -
v d. ‘haiassurg medical acaauatability:iﬁ the patient educatipn area.

+ g, To improve edical management.

f. To decrease patient recidivism.

g. To enhance-patient satisfaction.
h. To assist the patient cogsumer to be an effective self-care &gent.

= =,
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4 METHODOLOGY. < - - - _

¥

a. The USAMEDDAC, Fa:t Belvair, Virginia, was selected as the test
_site. In September 1974, the developmental phase of the study was begud ™
and by July 1975 it was completed. This study was!canduzted from October
1975 until March 1977. : A
= K - ) .
- b. - A pilot study using EhiftY diagnosgd adult hypertensive patients
was conducted for four months to validate the prototype systems approach -,
strategies, materials, evaluation tools, and feasibility of data collec- -
tion methods. - et s )

c¢. For the definitive study, the clinfcal setting was the Internal
‘Medicine Outpatient Clinic at Andrew Rader, US Army Healghnﬂlinic, Fort
Myer, Virginia, for the control, and the Intermal Medieine Ogppatient
“Clinic at DeWitt Army Mospital, Fort Belvoir, Virginia, for the experi-
mental group.. Each was staffed with physigians and nurse clinicians and
eaclh had a caseload of approximately 250 hypertensives a month amang _
their patients, mostly returaees for prescription refill, blood pressure
rgadings, patient Educaﬁian, etc. : - « - -
(1) The sample consisted of 502 diagnosed adult essential )
hypertensive patients derived from the active duty, retired, and dependent
population of the two outpatient clinics. The T (Traditional),. or control

meann  had 280 ‘and tha @A [Cunkamn Annmanahl Aranea kad 989

= = —% F == am 4= = cep = m=mey @==—fF =m=— =—==2=

- ( (2) A two-group experimental design was used. The T group re-
teived the traditional health teaching (doctor or nurse to patient on a
one-to-one basis). The SA group receiyed their health teaching by view-
ing a validated instructional program via a video cassette administered
by a non-prof@ssional paramedic .in the patient learning center. Patients '
‘were placed in a control or experimental group, but were not told of the
existence of two groups. -All agreed to participate, J :

] :

(1) Personal chafacteristics, sagures of knoqlédge, ‘measures
of compliance behavior, locus of contral and reading level were the main
categories of patient variables. The initial interviews were based on
structured and multiple choice questionnalires and included data on demo-"
graphic and socioeconomic characteristics,- historical features of the
. patient's hypertension, education provided in réference to length of time
“as a hypertensive, identity‘gf health care pfovideti and instructions pro-

vided by a physician or riurse clinician. Patigpts completed a multiple
cholce questiannaire (pEEEtESE) basad on gpezich learning objectives °
for desired achievement’in the areas of knowledge of their disease, low
godium diet objectives, and medications objegtives.

t measurements.

. d. Patien

. (2) After the educationaliinterVentiOn, the patiénts completed
another multiple choice questionnaire (post-test) of parallel design to
determine the extent of camprehensioﬁ of the learping objectives after

i R =
® 4

& .

iv - lu
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B

cnzpleting ehe leerning experience. A peeteteet only.was given to 50
patdents f¥om each group in order to chezk fer eenei;izetien of the
Inhgeetu by use ef the pre-teet. ' : Lt

Bﬂ‘ (3) §1x menehe later the eeme test was administered to deter-
nine fetentiaﬂ. Also, tests:for behavioral cemplienee, locus of ‘control’
(Ratter 1/E), and reading level (Nelson-Denny, Form A,’ Reeding Teet),.

' we:e given at six meﬂuhs- l =

‘?}' ) ) - The experimental (SA) greup WSE giveﬂ*the Lickert scale
rgﬂﬁenee form to elieit epiﬂieﬁe pertaining to the system ppreeeh learn-
ing process. .

5.A% FINDINGS AND BELJT‘ED DISéUSSiD}L

7~JE*-a. Elinie patient pﬁpuletien for the initial encounter. Of the

.50k diagnosed adult hypertensive patients who were the initial subjects, =

ell but the 1Dd who were in a poet=Eeet only greup (anelyzed eeperetely),
Si: méﬂtb fallgwbup.v

mF b. - Petient comprehension after instruction. The patients who ,
patticipated in the systems approach scored higher on-a criterion test
ofctheir' comprehension of hvpertension information than those who had

the traditional mode of instruction, This held true for all of the
three-part test. (general hypertension informationm, sodium restricted
dlet, and medications). Neither group reached the criterion level (BD
parcent or above) on the pre-tests. On the peet—teete, 81, .percent of
-the patients in the SA group reached the efiterien level eempered with
only 8.5 percent in the T group. '

o 'e; Findings for the post-test only greup. Fifty patients from
éach group were given the post-test only in order to ascertain whether

* the "before" measures were sensitizing the subjects to the measurement

instruments, causing changes in scores due solely to the effect of re-’
tésting. The data distribution showed that the pEE—téstS were not cue-=
'iﬂg the patients to any meeeufable extent.

‘ £
oo dy Findinge “for- the 'gix~tonth tetentien assessment.

1

R - (1) For the 250 petiente who completed the six month assess—

ment, therg was a marked loss of knowledge in both. groups. However,
“there was a meeeereble and a statistically significant level of in-
treased retention in the SA group. .
o P (2) Both groups showed some similar improvement in blood
pressgure. ' S

v (3) Neither;graup showed any imgtavement;inabehevief as ‘'
measured by weight loss. - ’ ’ : »

5 . i - - -
i?, ’ . 0 & ’ ‘ ' N *%1 ) R :
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} - (&) Patients in both grnﬁps demonstrated an ihcreased knowl-
-edge of drugs and reported better behavior in regard to adhering tp low
1iadium diet, decrease in coffee consumption, decrease in tension and #n
= increase - in Ehysical activity. The SA group ;did better ‘than tHe T graup
o+ -in ‘knowledge - nf drugs, adheren;e to low saﬂium diet ‘and decreased coffee B
T &tinking. S ) : _ ey . ‘

| " . - , g

e,y Eeaults af the Ruttef s Internal and External Scale (Ln:us of

Control). There were more iﬁte:nglly cantralled individuals in both

groups.

B

jf. Tﬁe fesults ﬁf the Nelgbn=Denny reading Ecale indi:ated an above
9th gfgde reading level for 86 pércent of the T i{gup tested and 76 per— ‘
cent of the SA group tested. : :

e One hundred and eighty of the 202 patients in the gxpéfimentai
- group filled out the Lickert scale-response form. The patients were .
'-extremely receptive of the SA teaching methadalagy ; Co : *"_ s

" h. Cnat analysis fgr program evaluatign, a coﬁparisdﬁ of the tradi=
itianal and systéms approach groups in relation to research and develﬂp—
ment, invéstment “and operating costs.

(l) 'Research and déVélEpménE;CGStE for the traditional method

(2) Faf investment ccsts, ne cast fgr the T method; $11,030

for ﬁhe SA method, $6,933.00 of which are non-expendable equipment and .
furnishings which can be used for other learning systems as well., = .

(3) Operating costs s00n Tecoup the expense of é%tablishing
the SA system”as is seen below: o ) ‘

Traditional Approach -§1E2§ﬁ5 Appfcéch :

1 patient : Physician -8 17.85 < $  6.20-

Nurse - 9.45
10 pat¥ents: Physician '178.50 - ot 7.01
' . Nurse n - 94.50 T
250 patients: Physician 4,462.50 . . 178.25
* Nurse. 2,362:50 I Lo
~3,000 patients: Physician 53,550.00 ) - $2,103.00

Nurse ‘ $ 28, 35@ 00 A
6. CONCLUSIONS.
a. There 1s a need for a more Effeﬁtive, efficient, and cost-.

- effective method of providing patient education than naw:éxista in the
. AHEDD health :aréxdeliVEry system. o (,x

vi 1.{/ i'
: 1?% Ao | i o ? 1Ey;!¥w;¥uv g







b. The systems approach to a patient education program was demon-
strated to have the following ,advantages or attributes when compared to
the traditional approach. [ .

(1) Better EOmPIEhEﬂSi@ﬂ of the information and concepts
presented. : '

, (2) Better retention although both gtéﬁ@s had a marked loss
after gix months, . L
(3)' The patients in both groups reported improved behavior
after six months. There was a greater gain in the systems approach
group. Heither group showedany improvement in the gbjective measyrement
‘of behaviafal change, -1.e., geight loss, . - . o

. (4) The SA system is shown to be more economical of critical

rofessional manpower resources than the traditional system.

\ﬁ\

¢. The traditional system of patient education with the practi- -
tioner instructing the patient could be improved. The individual )
physician and nurse practitioner would be more effective if they were
trained in educational techniques and strategies. The traditional
gystem will always be profligate of professional manpower when compared
to the SA sy%tem but it could be improved so the man hours used were more

Ll
;l.;.!;luh*’dﬁ-

d. The Systems Approach methedology described here should not be
restricted to patient education programs: It aguld be used effectively
for such things as worker safety and occupational health, preventive _~
medicine, school health education, self-help programs, nutrition, ete?

6. RECOMMENDATIONS.

a. In view of the demonstrated efficiency in the areas of compre-
hension, retention, behavioral outcomes, and cost—-effectiveness of the
SA approach compared to the T approach it would appear very desirable
to institute this type of patient education program.

b. Consideration should be given to providing intensive in-service
or continuing education to physicians and nurses in the area of educa-
tional methodology to make the time they spend in patient education more
productive.

c. Additional research should be encouraged with the following
goals.

(1) To determine requirements for reinforcing education as Ui
quantity and time intervals for maximum retention. &
vii
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(2) 'Long term follow-up .studies of patients who are adequately
e 1f there are permanent changes in behavior or life

educated to determin

.8tyle. )
i

(3) Population studies to determine if adequate patient educa-

tion can be measured in changing disease patterns, lowering of rates of

avoildable sequelae, or lessening of dependence upon medical treatment.

facilities. ' - : :

-
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A CQEEARATIVE {EVALUATION OF THE TRADITIDNAL VERSUS ‘A SYSTEMS \;
. "’*EERDACH FOR ‘H??ERTENSIVE PATIENT EDUCATID§ ‘ ‘

S, = s

1. INTRODUCTION,

r—

7 Hypertension (high blacd pressﬁggl iﬁitﬁgimajirzhealth ch;lleage in
. America today; it is the greatesp.= hgTe ,cstig- pf ideath. More than 24
_ .- million people in this country have it&andgwﬁaﬁ 1s worse, fewer than
,half of them know they have'it. ﬁffécts ‘men, women, and childrhs
every natjonal origin and ghera ‘are usualiy ne symptams. ®
r N o Q

Finding the hypertens;ves, the.millicns ‘of unsuspecting peaplé
those health and 1life eyxpectancy are so vulnerable, is oply one part of
the Ebéllenga Solely to have the patient know they have -high blood -
pressure solves nothing. Treatment for patients who "feel fine" ig‘the~
megsage that must be gbtten across to the patient consumers. This can .«
ke accomplished only if the patient understands his/her Eatal health
prablem and aﬂt;vely does his/her part to help.2

4

Recently, overworked héalth care érsonnel and administrators of
health care facilities have recagnlzad the benefits of patient educatiom
i&ﬁtetms of shorter hospital stays, reduced patient bills better_patient
cbmpliance with treatment regimens, and few patient readmissions.- .

The importance of healéh education in -the overall system of health
care is well recognized by prbfessionals in the field. Moreover, consum=
ers of health services are becoming increasingly ®ocal in stating their.
desires for more 'knowledge about health concerns. The gquestion is not
about the desirability of health education; the problems center araund

meag? and meth@ds of dissemlnating he§§th information and Educatian
i

7
/

IEaltan, Lawrence, The Silent Disease: Hypertension (New, York, Crown
Publishers, 1973), 1-11. e _ . . ,

ZWoods, jamas W., High Blood Pressure (Chapel Hill, North Carolina
Memorial Hospital Patient Educatlnn Center, 1974), 1-9.

BHEEIEh Education of the Public, A Statement of Public Policy (Lansing,

MI, Prepared by State Health Planning Advisor; Council and the Office
of Health agd Medical Affairs, September, 1976), 45-53.
écfeen, H G. and Euchan, E J.,'"The Cliﬁic Waiting Roam EnviIOnmEnt

August, 1976 3 2 4=7. . R
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ﬁ&mands on heeltb wirkers are such that the number of health
Educatets and: others who are professionally qualified to do this
work cannot meet the need. It is virtually 1mpoeeib1e to give compre;
hengive patient care to every patient that ehcuiﬁ have it under the
existing modes of health care delivery. There aye not, even enough
physicians and nurse cliniclans for all primary care aréas; how then
can they realistically expand thelf elfeady overburdened.roléds to give
quality petieﬁt education to every, consumer that has a neeaﬂend a
right to it? They cannot. If by some fluke of the imagination one
would say they could, the cbst would be prohibitive. In the, past decade
the cost of health care has risen over 400 percent. Solutions must be
fagndita give as good or a higher quelit% of petlen' care at a lover
cost.-

- The purpose of this investigation as the third of a planned
series of five studies was to: revalidate a model (Kucha's Original
OHIMS Model) based on a systems approach for hypertensive patient educa-
tion; to include engineering the educational environment, use of a non= °
professional- paramedic as health educator, development of validated
health education information (that-utilized the instructional systems
design method), to evaluate the traditional method (physician or nurse)
versus a systems approdch method of providing health education, and to -
prnvide information to the Health Services Command for use in planning
future hypertensive patient education programs to military care eligible
beneficiaries. ‘

b. Background.

Health care personnel in clinical settings have not incorpora=-
ted accountability concepts into their patient education practices. A
patient may be diagnosed, treated, and sent home with a minimum of in-
formation, at best, on how to manage their illness. Nowhere in the *
health care system are there specified means of respeneibil?ty for
patient-education to insure that the patient or family member receives

the pfépeeeintarmetion.é To further compound this problem, more times
than not, the patient education that was done lacked individualization

Sﬁuehe, Deloros H., Two Year Progress
Division, Academy of Health Sciences,

'elth Care Studies‘

vem bef, 1976), 40.
6Ku:he, Deloros H., “An Evaluation of Traditioral and Programmed
Instruction to Teach Medical Management to Patients and Their Families,"
Edueeg}pnelriechee;egy Research, 1971, 50:1-20.
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in the instruccianal strategy. 7 Alsb there wi= no follow=up to insure
- that. learning was achieved by patients and family members.” It was

evident that a need existed to deve a method of. effective health

education that was acceptable ﬁg théngfgient consumers and at the same

time would natrimpinéa greatly on, but®enhance, the ongoing efforts.to

deliver health care.

In addition, the resources of an increasingly sophisticated and ¥
effective educational technology have not been applied- to thg task. of
meet ing the ﬁeeds of patiént information and management.

J The importance of adequate education for the patient cannot be over
eg®imated, nor can the importance of the educational responsibility af
he health team be overlooked.

To date, there has been no full-s ;éle applizatién or empirical vali-
dation and evaliatiin gf hypertensive health education in the Army's
health setting. .

Studies of a different ganzeptuai framework in the civilian sector
have been conducted. However, nothing definitive has been published

4

7Ku:ha Deloros H., The Design, Development, and Evaluation of an
Emgirical Model Df an Dutpltléﬁt Health Tnfnrmaticn and Hansgement
System (Unpubliahed Doctoral Dissertation, The Catholic Unlversity of

America, 1973), 7 \

81b1d.

gﬁucha, Deloros H., Svstematic Assessment of Consumer Health Education
Needs of DeWitt MEDDAC, Fort Belvoir, Virginia (Phase 1, Project:
PACOMED, Health Care Studles Division, Academy of Health Sciences,

FSHTX, October 1974-March 1975).

10kucha, "Deloros H., .
Health Information System: A Handbook for Health Education (San Antonio,
Published under the auspices of the Army- Baylar University Graduate

Research Series, 1974), 6-14.
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12¢ennedy, Eunice J., "Managing the Hypertensive Patient: Report of a
Study," Hilitafymugd;g;gg, November, 1975, 795-796.

F 1330per M. R., Knight, C. C., and Morgan, W., "Evaluation of a New
Nurse Practitioner Role in a Medical Cliniec,” MLlitary Medicine,
" November, 1975, 772=776.
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using the tools and teghniquE of educational tachnﬂlﬂi{ or the systems
. approach in the area ' of hypertensive health education. 15, 15 17, 18 '

2. OBJECTIVES.

The overall objectives of the investigation, as stated in the ; .

original PACOMED protocol, ueta;; 9

a. To identify cost- effectiva and feasible ways af delivefing
- patient education.

7 b. To guarantee an impartaﬁt resource for the professional in ful-
filling his patiént education fesponsibilities with economy and efficiency.

¢. To help minimize the medical worklpad.

d. To assure medical acccgntabilitﬁ in the patieﬁtAéduzacion area.
e. To improve medical management. ﬂ

f. To decréase patient recidiviam. B

g. To enhance pagient satisfaction.
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léInui T. S. icurtea, E. L., and Williamson, J. W., "Improved Outcomes
in Hypertens ia After Physician Tutorials: A COHEIDllEd Trial," Annals
of Internal Medicine, 1976, 84: 646-651.

lSCaldwell, J., et al, "The Drapout Problem in Anti-hypertensive Treat-
ment," Journal of Chronic Diseases, 1970, 22: 579-592. _ -

L

1SBernheimer E. and Clever, L., Experiences Tmplementing Patient Educa-
tion in an Outpatient Clinic (San Francisco, St. Mary's Hospital and
Medical Center, Report submitted to California Regional Medical Program
for period covering Dctcber 1, 1974 - September 3o, 1975)

. W., "Toward Cost-Benefit Evaluations of Health Education:
i, Methods, and Examples,'" Health Education Monographs,

b

lgSimands, S. K., Current Issues in Patient -Education (New York,

_Published by American Assoclation of Medical Cliniﬂs and Core Communi-
cations in Health, 1974). : L Y




3. METHODOLOGY.
a. Overview.

"(1) While the literature does not conclusively provide a
specific framework for the problem investigated in this study in patient
" education, the definition of téchnology goes beyond any particular medi-
um or device. In'this sense, technology is mote than the a&h of its
parts; it is a systematic way of designing, carrying out, ani evaluating
the total process of learning and teaching in terms of specific abjactivaa,
based on resgarch in human learning and communication, and employing-a
combination of human and nonhuman resources to bring about more. effective
instruction. It was this definition, the process, that was given empha- -
gis throughout the developmental phase of the study. (The baaiz rocess
of all technologies is the same; it is the ayatama apprcach ) »21

(2) The U.S. Medical Department Activity, .Fort Belvoir, VA,
was selected as the test site. A patient leafning laboratory was
davalopad in the ambulatory aatting adjacant to the Family Practice

‘ (3) In October 1974 the developmental phase of the study was
begun and by July 1975 it gas completed. In October 1975, .approval for
the eomparative evaluat' A Sub-Protocol: A Systems Approach for Hyper-
tensive Patient Educatio® was received from the Ambulatory Division,
Health Services Command. The data for the evaluative phase of the study
was collected from October 1975 until March 1977

b. Procedures.
@8 Dperatianal Definitions.
(a) Baseline Data: Behavioral measures taken prior to

beginning a new learning axparlanca (i.e., blood pressure reading,
_weight, etc.).

19Galbfaiﬁh, J. K., The New Industrial State (B, ton, Houghton Miffin
Co., 1967), 12-13, ‘ v

s

2DCarrigan R. E, and Kaufman,
Eﬁuaa;ional Eroblamsj Operation
tendent of Schools, 1967), 35.

21Cu1bertaan J., Deaigning Education for the Future {(New York, Citation

. A., A Systems_ Approach for 5?14},5
_PEP (San Mateo County, CA, Sup erin-

DW

Press, 1966), 266. : .
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direction of desired belavi -1 >utcomes (i.e., takes medicationm, diets

(if indicated) low godlum; etu.)) possessed by patients six months
after the termination of a metnd of teaching. :

- (b) 'ggﬁagist L rhangest The amount of change in the

o B () Eggggggiggj:g; The amount of hypertension informa-
tion (general information, 5001

m testric;gd diet, medications) T
"possessed by patients i@@ed,ateugrgftg:,the termination of a method
_ of teaching. ' . ‘ .

(d) Criterion- :ferenced Measures: Measures used to

: ~éséa§§a;ﬁm§nnin§;iidﬁéi's'gtath with respect to some eriterion, 1.e.,

performance gtandard., It is nccause the individual is compared with
some establishedVgg erion, ritaer than other individuals, that these
' measures ate'descfibéd as crii« cion~referenced. .
(e) Edugat;ggé*“igchﬂo;égz; The applieatian of science-
‘based or gcience-derived conce :ts and techniques in a systematic way to
the practieal task of educat®®::.

. fE) §edical_§:gi¢e?d Giving a limited, unstPuctured ex—
planation or directions using srofessional knowledge or intuition on
gome aspect of health care or nehavior.

{E: :f;u'.g;igfa ;:-:,.\g;;gi :ngmﬁi:l;i;:_- a E;ﬂgﬁlé ul iue ;1\::\:',

clinical specialist course, a oivilian licensed practical nurse, or a 91
.BZ20 who bhas had prior clinfica experience.
. - ¥

I _ - -

(h) ggtgéRgfc enced Measures: Measures used to ascer—
tain an individual's performaice in relationship to the performance of
other indiviiluals on the samt measuring device. ‘ '

@ Eg;jggg;}%slth;Edu;atipn; Using structured informa-
tion witl sclentific Lusessm nt and teachingrstrategies. Those strate= '
sies encempass the cognitive psychomotor, and affective domains to

alter an individual's attitules and behavior in favor of improved health.

(&) P;ﬁiiﬁggtnfgfmatiOﬂ; Showing a film, distributing
peuphlets, giving classcs or counseling patients, etc., about a given
health area, service 03 pret Lem without regard to prespecified terminal
objectives in the cognt. Tur psychgmatcfsoriafféctive domains. The
emphasis is on unstruy st information without utilization of
ccientific assecsment and © aching strategies.

(%) - t: A set of criterion questions identical
to those given on f. _.st, administered to determine the extent of
the patient's compuelin. o+ of desired information after completing a
new learning exporion” .

«z: A set of criterion questions directly

(1
he learning experience administered to

related to the coL e

iy
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determine the extent of the patient's compreheasion of desired informa-
’ t:],.an" prior to beginning a new learning experience. '

e 7 (m) Retention: The amount of hypertension information
(general information, sodium restricted diet, medications) possessed by

patients six months after the termination of a method of teaching. -

(n) Systems Approach: A devised and designed regular

or special method or plan or methodology or procedure; the organization.

of hardware, software, and people for cooperative operation to complete )
— ___.a sat of tasks for desired purposes. It is denoted as SA in the remainder
of this report. o

Y

(o) Traditional Health Teaching: Planned sequence of
didactic and demonstration instruction with supplemental handouts (with
the exact teaching objectives as the systems approach method) given by
a physician or nurse cliniciap. It is denoted as T in the remainder-of
this report. _ : ’ B

(p) Validated Instruction: Imstruction that does in
fact accomplish that for which it was designed; that causes the lgarner
to demonstrate the performance at the mastery level consistently.

(2) Hypotheais. The following null hypothesis was tested:
There will be no difference in the Syggems Approach (SA) taught group
and the Traditionally (T) taught group in behavioral change, compre-
hension, retention or cost of instruction. .

(3) Pilot Study. A pilot study was conducted for a period
of four months to validate the prototype systems approach sgrategies,
materials, evaluation tools, and feasibility of data. collection methods.
Thirty diagnosed adult hypertensive patients on an outpatient status
from DeWitt Army Hospital, Family Practice, were the subjects. The
Family Practice Residency Program served as the main resource for
coordinating the information needed to develop the patient education
learning system and evaluation tools. It was found that due to the - -
small number of family panels and the probability of sensitizing the
potential subjects, it would not be possible to use the Family Practice
population for the definitive study. . :

(4) Definitive Study-i

1 The clinical setting for the study was the

Internal Medicine Outpatient Clinic at the Andrew Rader US Army Clinic,
Fort Myer, VA, for the control group and the Internal Medicine Out-
patient Clinic at DeWitt Army Hospital, Fort Belvoir, VA, for the

s experimental group. Andrew Rader US Army Clinic internal medicine
staff consisted of two physicians and one nurse clinician, with a mean
patient case load of 400 patients per month and approximately 220 to
240 hypertensives per mant?. S g} ' e




2 DeWitt Army Hugpital 3 internal medicine staff
consisted of six physicigng and two nurse clinicians, with a mean patient
caseload of’ 900 patigntg per month and- appraximately 250 to 260 hyper—
tensives pnf nﬂnth. "
: 3 st 6f the hypertensive patients in both graups
were not newly diagnésed but returnees for prescription refills, blood:

pressure readings, patient education, and follow-up visits.

~(b) Sample.

-1 Five hundred and two diggnosed adult essential
__hypertensive patients on an outpatient (Internal Medicine Clinic)’ basis
derived from the active duty, retired military, and dependent populatiod
of the DeWitt Army Hospital and the Andrew Rader US Army Health Clinic.

The initial breakdown was "walk-in" eiegtion of
the two groups; the T group had 230 patieﬂta and the SA group had 252
patients. Fifty in each group were in a post-test category.

‘wa

3 infarmed consent was obtained from all pgtients.
Initially there were no refusals to pafzicipate in the study.

(ec) Desigg A twn group axperimental design was used

: --;;‘:- SSG gL vl suujecis Lo ‘eiLlier 4 CONTrOr Or An experimental graup.

Ihz T _group received the t:aditianal heal;h teachiﬁg. The SA graup re—

vig a vidaa cassette (3/4 inch U-matic .format) administered by a non-

profeassional paramedic in a patient learning center.

Y1 Patient Measurements.

a‘ The main categories of patiént variables were:
(1) personal characteristics, (2) measures of knowledge, (3) measures of
compliance behavior, (4) locus of control, and (5) reading level. After
their regular visit to either a physician or nurse clinician,. patients
were placed in a control or experimental group.. They agreed to partici-
pate in the research project and were not told of the existence of two
groups (traditional and systems approach). The initial interviews of
the groups were based on structured and multiple choice questionnaires.
Data elicited included demographic characteristics (age, sex, place of
reaidence), sn:ioecanamic gharacteristi:s (marital status, type af

' hYPEfﬁenEiﬂn and edu;atian pravided in referen;e to 1ength af time as a

hypertensive, health care provider, if Had prior instruction, time of
prior instruction, instructions provided by a physician or nurse
clinician. :

b In the same interview, @dditional questions
were asked to determine a patient's baseline behavior. Items queried

X
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_é: ﬁgniﬂEEEentslab;ainéﬂ inzluded% blood pressure, weight, complies
with the laboratory and/or ancillagy test, takes medication, knows

drugs and action, adheres to low sodium diet, number of cups of coffee
per day, number of cigarettes per day, degree of tension experienced,
type and frequency of physical activity. ' :

_ : . ¢ Additionally, the patients completed a mﬁi;ia
ple choice questionnaire (pre-test) to determine their knowledge in
reference to the following learning objectives (the objectives were
identified by a physician consultant as feasible achievements for all

—.._patienta participating in the study):

GENERAL_ INFORMATION OBJECTIVES
Upon completion of ;his program the patient will be able to:

. Define blood pressure ‘
. Define systolic pressure and diastolic pressurge
. Define hypertension and give some indication of the’
range of blood pressure in which it falls ,
. Define borderline hypertension and indicate the
pressure range in which it falls. - '
. List several diseases hypertension is directly related
to E -
. EXpiain tne impiications QI high bloba pressure
. Tell vhethérfhypertensiadiis controllable with
- medicatioen - ,
11 ‘the hypertensive patient's attitude toward
smoking -should be -
. Tell wiat the goal of hypertension treatment 1s for
"the patient's health S A .
. Explain why the doctor may require regular visits
as part of the patient's treatmemt . - .
. State what the hypertensive patient can look
forward to with his/her disease under control

W SODIUM DIET OBJECTIVES

e
tw]}

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

. Explain that sodium is a mineral found in salt

. Explain why salt intake should be 'reduced

. Explain in simple terms the effect of godium on
.blood volume .

. Explain the functfon of the kidneys in relationship
to blood volume : :

. List at least two methods that may be used so the
patient may eat the same food the family does

. List several foods or.spices in which high concen-
trations of sodium are found.

L
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. MNama several foods to avoid because éhey are héavilyv '

- .- Select from a sample menu foods that are low in sodium
- and can be esten in restaurants and at food counters
. ' .+ -Selact sample menus .for making lunch to eat at school
or work :

‘. Describe the policy to follow on using salt substitutes
. Dascribe geveral ways to cover up the lack yof sodium
ﬁ the diet by using spices and herbs ' I: '

W List several sources of recipes that'm

. spreparing a low godium diet. i L, )
« State the average number of sodium’ grams to eliminate ®
- ::9m-grgimple low sodium diet . ' .

- peégeribe the-adjustments that. may ne ed to be made if
the doctor recommends a specific level of sodium each T
day - ' , e
.
HSDIGAIiGSS OBJECTIVES
Upon completion of this program the patient will be able to:
\ ¢ , .
. Recognize from a complete list of medications, his/
her medications and describe theilr use
. Explain the importance of taking medication as
L memte . pRESSEIBIZC - :
/o . Recognize what rules the patient should follow when
' , on medication , : ’ :
. Explain the importance of and how to £411 out a
medication record sheet . .
. Explain the importance of not taking another persons
" medication ’ - , .
. Explain why medications ghould not be taken in front
, of children ' : 5 :
¢ . Explain why it is important to tell the physitian
o . gbout the medications the patient is taking that
_ do not need a prescription . =
: . Explain what effect alcoholic beverages can have on

gsome medications
. Tell what to do with medications no longer being used
. Explain allergic reactions that may occuk from pre-
gcribed medications .
. Tell how many days' medication the patient should
have on hand prior to having the prescription re- s
filled e
. Tell why the patient should take his/her medication’
at the prescribed time

., d After the educational {ntervention, the
patients completed another .multiple choice questionnaire (post-test) to
determine the extent of the patient's comprehension of the learning ob-
jectives after completing the learning experience.

10 S
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e Six manthsAlatéEfﬁﬁévdata was gallected by 1

- 4ndividual patient visits and persondl interviews. ' The measurements
were: behavioral compliance, retention test (amount of information
_possessed six months after the terminatioh ® a method of teaching),
‘locus of control (Rotter I/E), reading level (Nelson-Denny, Form A,
Reading test). U ‘
f Following is a

: ‘ £ chart sx;wing the amoynt of time
spent on each encounter for both groups. ) r ' :

" " CONTROL GROUP. EXPERIMENTAL GROUP T
/- A | I I

_ . 1
-

" Initial Encounter:

——— . )

aurse clinician

‘Baselines and Pre-
Test ¢ )

‘group who only had a post-test.

Gﬁilgét<@8ﬁ§?i§fal

Ehygiéian or Nurse
Clinician Provided
Instruction

Post-Test 1

. Post-Test

Collect Behavioral

" Baselines and Pre-

Test

Validated Instruc-
tional Mode

Six Month:

Collact Behavioral

Follow-up, Retention
Test, Rotter IE Scale,
Nelson Denny Reading
Test

After collection of

data, reinforcement

by physician or _

10 mins

Collect Behavioral -
Follow-up, Retention
Test, Rotter IE Scals,
Nelson Denny Reading

Test . 50 mins

After collection of -
data, reinforcement
by non-professional

paramedic 10 mins

- —7

g In addition there were 50 patients from each

| This was done to eliminate any suspi-
.cion of sensitizing the subjects ("before" measures may sensitize sub-

jects to the measurement instrument and cause a change in scores-due.
solely to the effect of retesting). ‘ -
h The experimental subjects were given one

additional measurement, a Lickert scale response form reflecting the

R oo L, \
3
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patient's epinion pertaining to the Systems Approach learning process.
The protéss evaluation included opinions on the following: viewing time,
content interest, questions.on topic, pace, content uniqueness, -content
waiue, non-professional paramedical thedith educator's style, learning
' center, preference for inmstruction, Ireedom to learn by audiovisual
compared to usual instructions by professional health workers, personal
responsibility for learning by audiovisual compared to usual instruction
by heéalth workers, patient's attitude toward audiovisual modes for health
| - education, patient's.ylewing of commercial television in hours.

: - ~ 1 The data for both groups wgreigﬁllectéd by tﬁﬂ -
 non-professional paramedics who had the education and preparation to
_assume the data collection role. :

-2 The Treatment Variables.

- * o a Traditional Health Teaching. The Traditional
Approach consisted of a planned sequenge of didactic and demonstration
instruction with supplemental handouts (with the exact teaching objec-
tives as the Systems Approach method), given by either a physician or
nurse clinician. ' K ' 7

b The Systems Approach methodology took the form
of a validatéd inatructional program (via a video cassette) administered

- . hy l;ﬁﬁﬂs??ﬁ‘FBEﬂiQﬂs’ﬂ’?E‘T’Eﬁﬁﬂfr"ﬁ‘[‘n a natiant 1darnine rentar. . Ce—e - -

(1) The essence of a validated,finstructional
program is validating the learning systems until the patielhts who use
the systems as planned meet the learning objectives.

) - (2) Instructional design is a logical, step
by step, preparation of the instructional strategy, which, when validated,
will teach predetermined objectives. o
- , ¢ . ‘ .
' o (3) The following is a diagram of the event
identification and narration of the systems approach that was used:

12
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1. Topic Selection o ,
2. Meeting with content consultant to ascertain tasks (Task

"~ -Analysis) ) : : -

3. Development of behavioral objectives

4. "Real World" search for existing educational.software

S. Evaluation of existing educational software

. 6. Development of criterion measures

. 7. Design of the inst:uctiaﬂal-systmmi
8. Formative evaluation : :

* 9. Data collection
“~~ 10. Revislon

‘their administrati®h (the tasks involved in operating the learning center
. wavras mindmal and slamantary 4 anEneal Tr addled=m '

‘paramedic performed the functions of counselor, records manager, and

—e———— 3}, Fhysteian evaluation ' - - R A —

12. Cost analysis.
13. Final staff evaluation 7 . : f’
. : _(4) A point was reached when no further im-~
provements were likely. It was then that the instructional package was
subjected to the comparative evaluation, '
Lar ¢

7 _ - (8) _Anothes facet of the Systems Approach
methodology was to utilize a ndn-professional paramedic to administer

‘the instructional program. This could be accomplished because the vali-

dated learning system had accompanying directdons and flow charts for

rlhd meown somefamed am=
_—— % —— = — e e o et e

coordinator. See Appendix F, page 143, Non-Professional Paramedic as
Health Educator. ) S : '

i (6) The learning center offfred a spe¢iaiiged

. ing. See Appéndix G, page 155, Physical Facilities.
o/’ '

learning area that probably facilitated the activitieq for patient learn-

v

: _ (7) Use of the learning center as the focus
of the instructional effort was based iupon a family of assumptioms such ' *
as would be articulated in a systems approach to learning. These
assumptions include the. application of technology to learning for
achieving instructional efficiency and effectiveness. See Appepdix E,
page 131, Communications Media. v ) '

s (d) Reliability and Validity of Evaluation Tools.
~
1 The pre-post test and reienﬁiﬂn agures were
criterion-referenced rather than norm-referenced measurements. Criterion-
referenced tests were devised to make decisions both aboyt individuals
and treatments, e.g., instructional programs. In the gdse of-decisions
regarding .patients a criterion-referenced test was admiinistered which
ascertained if a set of instructional objectives were achieved by a ,
replicable instructional sequence. Also, whether the patient mastered
the eriterion which was considered to be prerequisite to commencing the
next sequence of instruction. By administering the criterion-referenced

o R
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measure to the patients after they had ¢gmpleted the instructional se-
quence, a decision could be made regardThg the efficacy of the sequence
(treatment). :

2 It ia well known from the study of :lasaified test
- theory that whgp the variances of test scores is restricted (criterion- .

' referenced), correlational estimates of reliability and validity will be
low. It was clear that the classical approaches to reliability and, valid-
ity estimation needed to be interpreted more cautiously or discarded in

" the analysis of the criterian=fgf3fEﬂced tests.

: - A correct response analysis was conducted during
!i,:hi_dlvglupmsn;al Etgge. (See Strategy for Instrugtiopal Systems Design
Process and Faiative Evaluation and Appendix 1, pp. 1-12,)

. . 4 The commercial Nelsan-nenﬁy Reading Test compre-
hension partian used has a reliability of .81. The Rotter I/E scale has
.been administered to numerous samples. An internal consistency coeffi-
cient (Kuder-Richardson) of .70 was obtained from a sample of 400 :allage
‘students (Rotter, 1966). The literature did indicate that there. were ‘ .

individual differences in perception about one's control over one's
. destiny and that the Rotter scale was sensitive to these differences.

N

(e) Analgsis of Data. All data were chéeked, scoﬁéﬂ
:;PEZE, Z;i._-i j;i.kgkﬁ;; wy “u kyg;ska E.\-\-usu;us O LR LERUL igb_ eo hau.l,.;su:g- _-; -
’ The data were entered on IBM cards and the cards; were verified for
-accuracy. Data were analyzed by automatic data %rgcessing equipment and
a variety of statis;ics were computed.
(£) CQStEEffEEtiVé ﬁﬁﬁlysis. Cost-effective é%alysis is
\afzen viewed as an alternative to evaluatign research, but dseentially
it is a logical extension of it. In order to affix dollar values tqgghe
benefits of a program, first there has to be some evaluative evidence of
what kinds dhd how much benefit there has been. Documentation was ob-
tained for research and develapment, investment, and' operating costs to
Include personnel, insﬁtugtianal materials, space, and administrative
costs.

4. TFINDINGS AND RELATED DISCUSSION.-

4

. The findings for each of the data collection procedures will be
présented followed by the disgussicn relatedAto the specific finding.

22Weiss, C. H., Evaluation Researc hé Methods of Assessing Program Effec-
tiveness (Englewood Cliffs, New Jersey, Prentice-Hall, Inc., 1972), 32.

14
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Q) Findings. B

: (a) Five hundred and two diagnased adult hypertensive
patienta were the initial subjects. All completed the imstructional
- gserieg, One hundred of the 502 subjects were in a post-test only group
and "_’ snalysed separately. Of the remaining 402 subjects (200 in one’
.group and 202 in the other group) 250 completed the six month follow=-up
(124 in the T group and 126 in the SA group) or 62 percent of the test
population. : . ‘ .
SR, W )

(b) - pof the 76 drupﬂutg from the six month follow-up in
the SA group, four were deceased,” 10 retired and moved to another area,
and six had a permanent change of station. The remaining 56 simply
didn't-want to continue. Reasons ran the gamut from inclement weather
ganditiqas, "not interested, " “"4idn't have the time," to "dan't call us,

we'll call you." . -

(¢) In the T group the dropout reasons were the same.
Ten subjects had a permanent change of station and five retired and3
lacated in another section of the country. The remaining 5% gave - reasons
similar to those gf the SA group.

fﬁ) Rath ernina had adimi{lsr nﬁﬂu1a¢=4nas fpn-s "i“:l;l; L

p- 16, Demographic and Socioe:anqmic Characteristics of Hypertensi 2
Patients in Relation to Method of Instruction: Initial Encounter), with
only 3.5 percent of the total population active duty, the smallest pro-
portion. The largest group represented was the dependent wives com-
prising 61.5 percent of the total population. Next came the retiree
population which had the remaining 35 percent. The sex ddstribution’
was 61.5 percent female and 38.5 percent male. The majority of the
subjects (91. percent) were 40 years old and over. Ninetyggﬁrtent were
married. The most common educational levels were high school graduate.
and 1-3 years of college. Sixty-seven percent were in one or the other
of those levels. In the occupation categories 72 percent were unemplayédi
retifed, a housewife, or an administrative worker.
= (e) . The  history (see Table 2, p. 18, Historical.Features
of Hypertensive Patients Illness and Education Provided: Initial En-
Counter), of the illness showed that the time since diagnosis, for 12
percent, was less than three months; 18 percent, one to two years; and
§§ percent, more than two years. The health care provider for 46 percent -
%$ wag a physician, and for 54 percent, a nurse clinician. Sixty-eight
percent of the population had prior instruction and 32 ‘percent did not.
The time of prior instruction was 18 percent, less than three months;
13 percent, four to six months; five percent, seven to 12 months; 22
‘percent, one to two years; and 42 percent, more than two yeari. In-
structions were provided to 53 percent by a physician and 47 percent by
a nurse clinician. &
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v nmgiphic and Sociosconomic All _ I Group . - SA Group
Varisbles - Patients hl(téun) . (N=202)
, . * (N=402) ' |
= z’ - — . - \
. ; R
| 1 5
’ . 1 '-5\
lgtivi Officer . g 7 ]
: Ganpﬂy Grade’ o S5 - o5
* 7ield Grade : .0 Z -
| | 3.5 S
- Retired Enlisted
2-1 thru E-6 . _ 2 - 5.5%
E~7 thru E-9 ! : 7.5 o

" Retired Officer
~  vompany Lrace & : P (_
‘Fleld Grade = TR e R

— Ny
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Iy
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RARK OF SPONSORS ‘

OF DEPENDENTS - ,
A:Eivg Eﬂlisted : .

Bl thru E-6 : * 3 SR
E-7 thru E-9 o T 2.5 EEE 2
. dctive Officer -
' Company Grade - - R . 4 |
- Field Grade o - 5.5 . 11
' Retired Enlisted
E-1 thrue E=6 o o 55 ~ * - 1
Bgtited Df‘ice;
Canpany Grade , o - 4 . 4
Field Grade 28.5. .23
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o TABLE 1 continued
Ilﬂﬁj‘ﬂphi; and Socioeconomic Al T Grau’p‘ SA. Glmu
" Varisbles : Patients- . (N=200) (N!Zdi)
' C (N=402) & B

Male o | N X /

Yenale s+ 6l.5 - 63.5 .59
ASE ' I

* lass than 30 1
A4H9 ‘ : 25 17.5 33
50-59 . 42 ' T )
60-69 : - 20
70 and older 4

MARTTAL STATUS L SR
Married ‘ o

0
Widowed . 6.5
‘Single ' 1.5

: 0

'

1

Engaged

SN (Y M O

_Divafgﬁd - F\ ) . E o
Sgpsrated R <5 o

EDUCATION COMPLETED ' -
El@éntafy (grades 1-6) - 5 -5 W
“Junior High (grades 7-B) - . .5 3-?;{
High Séhaal (grades 9-12) =5 . :

1-3 Years Collage
Bg:;ilgufeaze

- Master's Degree A 8.5
Doctor's Degree & - ' - 3

Lol T
00 00 WD 00 B

LT RN . ' :
B R Bl B . B
e,

Unemployed or Retired 12 . 16.5 - 10 e
Housewife - ’ R S . 40 T 43.5 N
Adninistrative (office work), 19 - © 18.5 19 . o
A Technical Specialist (mechanical) 7 - 4S5
. . Professional (noh-medical) 3 © 13
Combat Related (line graups) ‘ » -
Student (full tize)
Blue Collar Work (custedial)
. Medical Professional (RN,HD,DDS)
. Other .

Rl Rt

L B~ B ]

} M ?

[ TR Y Y




=y .
1
iy

. TAzLEz R

mﬁﬂm FEATD’ES 3 Hﬁ'ERTEHSIVE PAIIEHTS ILLNESS
\E AND EDUCATION PRQVIDED- HITIAL Eﬂcmm‘rza‘*
~ Historical Features . ) Al T G‘féup ' SA G'me PR
: § - ' Patients . (N=200) . = (N=202) -
. (X=402) N R R

6 o s.s o 6. T
18 i 2245 “
6 & 50

EALTE CARE PROVIDER , C "

Physician 1 46 30.5 ﬁ 62
Burse C'.iiﬂ;[.:im ) : 54 | 59 5 &

[}

&m PRIOR ImSI@Cﬁm

. B R -

= !‘5 N
- ? N =4 . : = . B EY - ‘_.’5 . Ceves- {" A
A
BRY

Te269) (Ne169) T

* TIME OF PRIOR INSTAUCTION T

Less Than 3 Months w0 - 8 "7 ?13
4 to 6 Nonths : 13 .7 - -15.5 I
‘7 to 12 Months o 5 . 5.5

1 to 2 Years 22 21 - 724
More Than 2 Years - 42 S0 28

INSTRUCTION PROVIDED BY o o }

%
bl
W

Physiz:i@ _ ’ /r .53 y 62
Buree Clini:igr - 47 L. 38 65 |
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Patient Comprehension fob the Inicial Encounter.

Qb_

(1) Findings. ‘ S A |
, (a) Tgble 3; gb 20, Percentage of Patients That Achieved
the Criterien Level by Type of Instruction for the Initial Encounter,

‘compares ﬁhe,pereentege of patients eehieving the criterion level by type

of instruction for the initial encounter. . Typically, when using e;i—
' terior-referenced tests, interest is in the preportien of 'subjects who
" meet & ‘eriterion level of gerﬁormenee.ES..The data was reported in in-.
crements to provide a better picture of where the scores were falling.
" "Nelth
thie composite peet—teet, ‘81 percent of- the. petieﬂte in the SA group

reached the eriterion level eempered ‘to only’ E 5 pereent in the T group.

o4

4 (b) The difference in test scores.between the groups was y

a:a:ietieeily eigﬁifieent at the p <.0001 level. See Appendix A, p. 99,!
Technical Tabular and Gfephie Data Perteig;ng te Summery Statistics of
Teat Scores. N
(2) Discussion.

(a) . The SA & T groups were demegr%ieelly comparable
e:eept that ﬁhe T.group had a greater representation in the under age 50

IR rmmmrmimmEY | eham i ke GA mmsmarm (1L B mmmaa=a)
e e e STTUF A\=ll-= FEETIEEL, -

(b) In the area of history of their hyperteneieﬁ there

were some &iffereneee. The SA group had a larger proportion of relatively

new cases (less than six month®, 30 percent) than the T group (less than
six months, 9 percent). Also, the T ‘group had. 84.5 percent who had re-"-
ceiyed prior inetruetien while the SA group had 49.5 pereent.

(e);rThe-null hypatheeie the% there would be no difference

in the SA & T groups' on comprehension iz not confirmed. The Systemg
Appreeeh gfeup ehpwed e‘eignifleentginereeee in eemprehensien-

c. Clinie Petiene Pqpuletinn for the Initiel Eneaunter* Post-Test
Only Group. * _ .

{1) The pre-test meeeuree may Feneitiee eubjeete to the
measurement instrument and cause a chenge in scaores due solely to the
effect of retesting. To guard against this, a group of 100 were not
pre-tested, but given either the SA egiT instruction, and thenfteeted
for eempreheneien. v N - é‘

1 . S ¥

23§ephem, J., Eveluetien in Educetion Current Anplieetioﬁe (Befkeleya
'CA, McCutchan Publiehing Cefporetlcn, 1974), 240.

Y

o B | 19 : o A
N

- B . ! 40. i ﬁ

er'gfaup Teached the criterion level on ‘the composite pre-test. Om -

‘:w
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TABLE 3

EN

PERCENTAGE OF PATIENTS THAT ACHIEVED THE CRITERJON LEVEL

BY TYPE OF IKSTRUCTION FOR THE INITIAL ENCOUNIER

GROUFS

0-29%

30-497

50-69% 10 70-797

SCORES

COMPOSITE
-

_ Pre-Test:
: (N=200)
SA Group
(N=202)
Post-Test T Group
SA Group

GENERAL INFORMATION

Pre-Test T Group
N . SA Group

Post-Test T Group
SA Groun

LOW SODTUM DIET.

T Group
SA Group

Post-Test T Group
SA Group

© MEDICATIONS

T Grou;

SA Group

Pre-Test

éé)tiiést )
)v - SA Group

T Group

T Group

17

“M

59 -
45

30

63.5 14
- 61 1

49

)
L

38.5 24
43 73
29.5 27
14 — 22

37° R O

(¥
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o

8.5
- 81

18
17

32

73

38.5
(55

52 (
93



TABLE 4

DEMOGRAPHIC AND SOCIOECONTMIC CHARACTERISTICS OF HYPERTENSIVE PATIENTS
TN RELATION TO HETECD OF INSTRUCTION: POST-TEST ONLY ‘
Demographic and Socioeconozic A1l T Group /S& Group
Variables Patients (N=30) (N=50}
' (¥=100) z %
z‘ -

RANK OF MILITARY
=  Active Enlisted

'E~1 thru E-6 - , o0 2
E~7 thru E-9 o 4 0

Active Ofificer - ' o -

Company Grade - ’ o . 0
Field Grade : 0 : 4

Retired Enlisted

L]
]
Pl
1]
]
]
(= 0 )
—
Lt
il

. 42
RANK. OF SPONSORS
OF DEPENDENTS

.Active Enlisted

"E-1 thru E-6 o . 4
. _E~7 thru E-9 o .0 4

' A;:tivg Officer

Company Grade 2 Z A
Field Grade . b 0 10

Retired Eglistéﬂ

"E-1 thru E-6
E-7 thru E-9

&
Ny
L~

Retired Officer

Coapany Grade
Field CGrade

o B
L]

o

53

[




. TABLE & continued

! .
Dezographic and Socioeconomic All T Group SA Group
; Variables Patients (8=50) (N=50).
' (X=100) 4 $
z
SEX ¢ -

_ Male . ' 46 62 30
-~ Female v . 54 38 70
_'QEE :

less than 30 3 0 6.
30-39 . 2 0 4
40-49 29.. 30 28
50-59 - 40 38 42
60-69 20 20 20
70 and older 6 12 0

MARITAL STATUS
Married : 88 B8 .11

. Widowed: 9 10 .
Rinola B | N ‘e
"Engaged ‘0 -0 0.
Divorced D 2 t p 0 .
Separated 1 0 -2

' EDUCATION COMPLETED ~

Elementary (grades 1-6) 1. 0
Junior High (grades 7-8) 3. 0
High School (grades 9-12) 35 34
"1=3 Years College - 26 28

" Baccalaureate 20 2
Master's Degree o 14 10
Doctor's Degree ‘ 1[ 2

. OCCUPATION

Unemployed or Retirgd | 13 16 10 °
Housewife . 36 28 44
Administrative (office work) ' 25 30 20
Technical Specialist (mechanical) 5 6. 4
Professional (non-cedical) F 6 g
Combat Related (line groups) 0 0 0
Student (full tice) 0 0 0
Blue Collar Work (custodial) - 3 4 2
Medical Professionzl (RN,HMD,DDS) d 0 0
Other o 11 10 17



HISTORICAL FEATURES OF HYPERTENSIVE PATIENTS ILLNESS

; i

A
TABLE 5

AND EDUCATION PROVIDED: POST-TEST ONL:

%

Historical Features .

All

FPatlents
(N=100)
b4

T Group

(=50)
4

(- =R ]

~

TIME SINCE DIAGNOSIS
Less Than 3 Months
- 4 to 6 Months
7 to 12 Months
1 to 2 Years
" More Than Z Years
HEALTH CARE PROVIDER
Physician
Nurse Climician
HAS HAD PRIOR INSTRUCTION
Yes
no 3
TIME OF PRIOR INSTRUCTION
Less Than 3 Months
" 4 to 6 Manths
7 to 12 Moaths
1 to 2 Years
More Than 2 Yezrs
INSTRUCTION PROVIDED BY
Physician
~ Burse Clinician

53
47

23



¥

A : (2) Table 4, p. 21, Demographic and Soci@e;angmic Characteris-
tics of Hypertensive Patients in Relation to Method of Instruction: Post-
Test Only: and Table 5, p. 23, Historical Features of Hypertensive Patients
Illness and Education Provided: Post-Test Only, revealed that for the most
part the population category percentages paralleled the main group. '

(3) Findings. Table 6, below, Percentage of Patients That
Achieved the Criterion Level by Type of Instruction for the Initial En-
counter: Post-Test Only Group. The post-test only sample had the follow-
ing success in reaching criterion level: T grcup, zZero peraent SA group,
68 percent. While both are lower than the "pre-and post-test' sample
(T - eight percent, SA 81 percent), the overwhelming preponderance of
guccess of the SA instruction in both samples validates that the sig ifi-
cant factor is the difference in instruction, not the '"pre-test."

¥

TABLE 6
PERCENTAGE OF PATIENTS THAT ACHIEVED

CRITERION LEVEL BY TYPE OF INSTRUCTION FOR
THE INITIAL ENCOUNTER: POST-TEST ONLY GROUP

GROUPS 0-29% 30-49%  50-697  70-79%

—
COMPOSITE SCORES

POST-TEST *

[y
2
™

/’ J

'/ T Group (N=50) o 16 76 8 - -
SA Group (N=50) 0 ' 0 10 ’ 22 ; 68
d. Clinic Patient Population for the Initial Encounter and Six Y

Hspth,Assegsmgp; _ ‘ N . )

: 3 .

(1) Findings. See Table 7, p. 2%, and Table 8 pP- 27. The
characteristics of the 250 patients who completed the month assess-—
ment was essentially rhe same as the original téﬁaifgémpla of 402. Both
the SA and the T groups were comparable to the original large group in
both demographic and disease history characteristics. .

' »
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TABLE -7

P T

-

DEHDGEAEHIG AND SDCIDEGGVDHIC CHARACTERISIICS OF HYPERTENSIVE PATIENTS
IN RELATION TO METHOD OF INSTRUCTIION

POR THE INITIAL ENCOUNTER AND STIX MONTH ASSESSMENT

ngagfapkig and Socioeconomic

All T Group SA Group
¥ariables Patients (N=124) (N=126) -
- “ﬁ (N=250) z .
— __ _ z P
RANK OF MILTITARY
Active Enlisted
E-1 thru E-6 0 0
E-7 thru E-9 1 1
L;Eive Officer 2
Company Grade ) 0 0
Field Grade 0 2
; 2
Retired Enlisted
E-1 thru E-6 3 2
E=7 thru E-9 F ]
S:ti::i NEEL-~=
: 9\ i
Company Grade i 5 3
Fleld Grade 9 \, 24 24
. ' 37.5 N
RANK OF SPONSORS
OF DEPENDENTS ;o
Active Enlisted
E-1 thru E-6 o i) 0
E~7 thru E-9 2 1
Active Officer
Company Grade 3 4
Fileld Grade 0 9
Retired Enlisted o
E-1 thru E-6 6 2
E~7 thru E-9 14 15
Retired Officer
f'campaﬂy Grade 6 4"
"Field Grade 30 » 25
60.5
25 4&;



' TABLE 7 continued

Demographic and Socioeconomic - All- T Grou
Variables *  Patients (N=124

4

\

AGE

less than 30 1
30-39 4
4049 . 21
. 50-59 . . 48
. 60-69 ' : 20
70 and older FA

MARTTAL STATUS

Married . 9
Widowed :
Single

. Engaged

Separated

*
wn

——

TN X BT W
A =R R N

" "
v

Elementary (grades 1-6)
Junior High (grades 7-8)
High School (grades 9-12)
1-3 Years College .
Baccalaureate

Master's Degree

Doctor's Degree

¥
> L Ly

.o

LV, N, |

ed
-0 00

L

w

»
L

- OCCUPATION '

Unemployed or Retired - 12.5
" - Housewife 53 )
Administrative (office work) 18.5
Technical Specialist (mechanical) 5.5
Professional (non-medical) 10.5
Combat Related (line groups) =5
5
5

Student (full time) 1
Blue Collar Work (custodial) 2
Madical Professional (RN,MD,DDS) 2
Other 3

0
1.
3
9.
4

% 4y

T -y

W N RRD e Oh O = N D0



TABLE 8 .
. éﬁ ii' .
AHD EDUCAIiQH FRDVIDED
FOR THE INITIAL EECDUNTER AND SIX MONTH ASSESSMENT.

¥

Historical Features P : a1 T Group N\ sa Group
’ ’ Patients (N=124) (N=126)

L _ (N=250) : z ' I

s * 2 |

TIME SINCE DIAGNOSIS : \

n
. DAON

Less -Than 3 Months 12
4 to 6-Mogths 5
/Y Yo 12 Mgnths ‘ , 5.
iza 2 Years ' ' 7

- Mo 9

iy,

17
ce Than 2 Years 5¢

EEALTH CARE PROVIDER

Physician 43.5 23 _ 64
Furse Clinician 56 = 36

EAS HAD PRIOR INSTRUCTION i S

Yes e 86 sz

“mo : 3L 19 R 73

a (N=173) (N=107) . {N=66)
z . 4 $

_Less Then 3. Haﬂths v 22.5 . 5 39
4 to 6 Months - . : 11.5 13 g
7 to 12 Months . 4.5 2 6
1 to 2 Years . . e 1905 16 - 20
More Than 2 Years . P v 50 27

=

IhSIRGCTIQN PanIDEB BY

. \/‘-—-‘.«h\/

52 63 41

?hysir;ian
" 48 : 37 : _ 59

Nurse Clinician

¥



(2) Discussion. No relationships for noncompliant behavior
could be drawn on the basis of sex, age, educational background, or that
the patients with the most complex regimens were the least likely to
comply. ' The literature does indicate that at least 25 Eercant of thé
patients never ccmply no matter what tactics are used.’ 26,27,28

e. Patient Comprehension and Retention For The Initial Encounter
and Six Month Assesgment. v

(1) Findings. See Table 9, p. 29 and Appendix A.

(a) The demographic and disease history of the groups
that took the six month assessment were essentiallgegbe same as the
total SA & T groups from which they came. Statistical “Comparison of the
initial composite examination results (pre—test) showed the SA & T groups

to be a common population in this regard.

(b) The "post-test" results were of the same magnitude
of difference as in the total sample with the SA group having 87 percent
reaching the 80 percent criterion level while only 10 percent of the T
group- did. .

(c) Retention as measured by six month retesting was
rather poor in both groups if the 80 percent criterion level-is compared

-~

24ggckett, D. L., et al, "Randomised Clinical Trial of Strategles for
Improving Medication Compliance in Primary Hyperten513n,' The Lancet,
31 r@pls?s 1205-1207.

25Taglia§§zgo, D. M. and Ina, K., "Knowledge of Illness as a Predictor
of Patient Behavior," Journal of Chroniec Disease, (Pergamon Press,

Printed in Great Britain), 1970 22:765-7175.

Hﬂncumpliange,' Journal af Amefican ﬂedi:al Assaciatian, June 17 1974,
228:1563-1567.

27"Nﬂﬁcompliant Patients are Seen as 'Forceful, Opinionated' Personms,"

US Medicine, March 15, 1977, 13:2,9.
= Tedilcine 3 ’
ZBIagliacﬂgzc, D. M., et al, "Nurse Intervention and Patient Behavior:

An Experimental Study," American Journdl of Public Health, 1974, 64:
. 596-603.

28




TABLE 9
_ i _ .
. ! PERCENTAGE OF PATTENTS THAT ACHIEVED THE CRITERION LEVEL
, BY TYPE OF INSTRUCTION FOR THE —_
& INITIAL ENCOUNTER AND SIX MONTH ASSESSMENT

80-1007

' GROUPS -%@—29; - 30-49%7 - 50-697 .- 70-79%

. COMPOSITE SCORES N\

Pre-Test: T Group ’ . Sl ‘

- N=124 % 1 19 e Y11 0
SA Group o . : ‘

N=126 1% 1 - 14 : 64 18 -3

Post-Test: T Group o T : 56 32 10 '

) SA Group 0 o5 3.5 9 87
~ 6 Mo Ret: T Group . 69 18 5 :
. . SA Group | 5 o 40 42 |, ‘12

N

-
-]

CENERAL INFORMATION

Pre-Test: T Group 1 14 L4 23 18
SA Group 5 15 - 40 . 24 16
Post-Test: T Group 0 8 35 23 34
SA Group ] 1 1 13 25 é0
.E Mo Ret: T Group 2 8 . 44 v 35 ' 11/ :

Y 2 T Ao -‘, a0 an
4 } B -1 : 3 = & - =

3
LY

=B F *Hélgirf

LOW SODIDM DIET

Pre-Test: T Group 15- 52 , 33 o ’ 0 .
SA Group 15 47 36 4 -0
Poat-Test: T Group 4 - -10 39 31 16 |
SA Group 0 5 5 13 77
6, Mo Ret: T Group 6 35 51 . 8 7 0
SA Group .5 19.5 . 60 17 "3

MEDICATIONS

. Pre-Test: T Group o 11 18 33 38
SA Group .5 ‘ 1.5 7 32 ’ 59

Post-Test: T Group 0 -5 19 2. 52
SA Group 1 0 0 51 94

6 Mo Ret: T Group . 0 -5 19 32 " 44
SA Group = 0 1 14 18 - 67

29

n
<
Ll




to the pestates; results. However, we should be more interested in the
difference in retention in the two groups from their level of knowledge-
" prior to {nstruction. To.! mske this comparison the criterion level can-
not be the divider of success and failure because of the small..numbers.
involved and because to do so would cause loss of other valid comparatfive
data. When comparison is made of the spectrum of test results at thesix
month interval compared to pre-test results, .jt 1s seen that both the

T& SA: group showed sigriificant increase in X wledge as measured by the
.test. If the same comparison is made between the SA & T groups six month
EEsults,»the SA group has sigﬂifiesntly greeter retention than the T

~.group Eg <.001).

; (SB The null hypothesis that there would be no difference
in retentien between the SA & T gfeupe :is rejected. The SA teught group

(2) Discussion. This phenemenon raises some interesting

]
quest iofis about educational design, me:hodnlegy, and patient intetsctieﬁi

(a) Educational Design.

1 In the area of educational design, it eeuld be an

indiestien that the Instructional strategy should be designed in a more

rigid operant conditioning theoretical framework, with more zeinfnreement

Frw the dnielia R T T S e e A L L Al B L = - Al
s mttim s S mmmem gy EEESTR WE RS xS T e T -Eu.e*u:ug k;:&lik!ﬂk&;&&lﬁk&b RS

fa: the following instructional strategies. For exemple, a programmed
. iﬂsttuet;on format initially followed by an ideeﬂienel or eeneept
scaffolding format for reinforcement. :

2 Germane is the treditiensl reinfereement theery,
which predicts that the most rapid learning occurs if every correct re-
sponse is reinforced. It also predicts that learning is slower under
fixed-ratio reinforcement; that is, if every other, third, o®ngvery tenth
response, for example, 1s reinforced. The corollary pfediet" ‘is that '
learning is slowest under variable- -ratie reinforcement; that is, if there

=18 no regularity with which correct responses - are reinforced.-

.~_:\ ,
§s§agne, R. M., The Conditions of Learning (New York, Holt, Riﬁehsrt,
and Winston, Inc., 1970), 273-276. ‘\

3GBigge, M. L., Learning Theories for Teeeééésf(ﬂew Yergerﬁezper and
Row, 1964), 134. ' -

#

Blﬂilgard E. R. and Bower, G. H., TheefiesAQE Learning, Third Edition,
(New York, Appleten Century-Crofts, 1966), 156- 18D)

30 }
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P ;,g;dihe-iéllowing propositions are related éé the .
learned material. : : J t
. E!"Péégle tend to retain margqu“%hat they
learn when the material is more organized, meaningful, and related;

7 ) ‘b The retention rate goes up rapidly as
material is "overlearned." That is, learning the same material several
times, even though it may appear wasteful at that time, produced more "’
lasting learning in most circumstances. '

4 Traditional reinforcement theory predicts that -
once learning has taken place and reinforcement ceases, the learning 15,
maintained longest by individuals learning under a variable-ratio
schedule of reinforcement. Learning is maintained only briefly by
individuals learring under continuous reinforeementj,%nd for an inter-
mediate length of time under a fixed-ratio schedule,3? 0 ‘

5 On:the other hand, recent rese¥rch on human

learning has focused 6n how people think rather than how they respond .
to stimuli. This research 4as generated a bedy of theory that explains.
how people take in information and how they organize information i
memory. These activities of assimilating and arranging information are
.known collectivelv as informatih processing. " s | . '

L 6 By and large, Tesearchers agree thdt human per-
ception and human memory impose kigorous organization on what is learned
and on how it is learned. Concepts are not stored randomly, but rather
are related to other similar concepts in clusters, which in turn are
related to other similar concepts in clusters. The whole forms a
logical and often measurable structure. In addition, it is generally
agreed that cognitive structures are changed when dew concepts are . =«
learned, and also that they in turn act upon those new concepts to make
them more congruent with existing structures. What we learn changes
vhat we know and what we know changes what we learn.33

7 This research suggests a few general princiéigé
that are important for instructional designers. The following proposi-
tions ‘give an indication of how: @ »- L

- ' L : e

i

jiAusubglg?D. P., "A Subsumption Theory of Meaningful Learning and.
Retentfon," Journal of Gemeral Psychology, 1962, 66:213-224.

33Winﬁ, W., "How Eeopla.?roceés Information," Agdicyisuglrinstgugtiqg,
November, 1976, 57-58.

31 s .




7
: . .2 Research into the use ﬁf7“advahée,grgani:Ers"
has shown that students learn better if they are. told in advance how the
- content to be learned:is organized. SNV

N "p There is ample evidence that verbal informa~
, tion 1is processed differently from visual information. . Génerally, verbal
v information is structured sequentiallv and piétﬂfal-ihﬁcrmation is '
structured spatially. e

¢ There 1is eVidénéa:thsﬁ diﬁféﬁent instructional

strategles ptgddce different typgs'eﬁ‘éggﬁitive structure. Not only do
different methods affect the way concepts within a given conceptual
domain are structured, but they also affect .the way in which these same
concepts ,ze :glated to other new stzuctdresvbaycnd»ﬁhe'dﬁmain in
question.” o -

e -

(b) Edu;apiana;gﬂaphodclcgzi

ve 1 The questions {avolving educational methodology

are: in view of the marked 1oes shown in the six month retention sScOres;

when should patients be reinforced; two, four, six months, in order to.
sustain retention? 1f they were reinforced, would that have a direct

- "effect on their behavioral outcomes? ' '

- - PR .= s = & % - = 5 = 2 = =
&= A MELE LilELE L1ad [F1 =3 =244 LibLisy A& akky » Emyék;kg¥

gvidgnéegin the liﬁéﬁature with which to compare the results.of this
study,”"’ S ' ' |

o (o) fatiant Inteﬁg;tiéni Retention af*kﬁdﬁledg& is
related to how much one used it, how often, and how soon after learning.

Ong may not be able to diagram a sentence accurately six months after
havirg learned haw,gbuﬁ»cnefshquld*be‘ablé to speak ox write more
correctly. ~So, too, with patients. _One-would be pettér able to follow
a low sodium diet but might nqt‘femember the exact number of milligrams

-

BﬁClark, R. E., "constructing a Taﬁonomy of MediafAétributes’féf Re-
gearch Purposes, AV Communications Review, 1975, 23{;97i215r

3Spdans, S. A., Human Memory (New York, McGraw Hill, 1967).

36pusubel, D. P., "The Use of Advance Organizers in the Learning and
Retention of Meaningful Verbal Material,', Journal of Educational
Poychology, 1960, 51:267-272. &
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ﬁf sodium in a tgaspnan of salt. In cther words, it 1is a, los
memory, but behavioral modification has already taken plaee. ’-

f. Patient Baselina and Behavioral Outcomes fo the Initial En-

counter and_ Six Manth Absessment.

(1) Findings.

(a) Tor behavior to be practiced as it should,. a. founda-

tidn .of EamprehEngive, properly arraﬂged cognitive kntwledge is needed.

. The following presents the patients' baseline behavior prior to the

educational intervention and six months after.

. A . ] .. . i
(b) Table 10, p. 34, gives a Comparison of Baseline and

. Behavioral Outcomes Before ‘Instsuction and Six Month Assessment. In

most of the behavidral outcomes, there was. a positive gain in the desired
direction for both groups.

(c) Blood Pressure.

¥ ’ n

{ T 1 1In order to detgct any effect of the educational

kintefveq;ion on blood pressure levels, systolic and diastdlic readings

- were tecarded when patients reported for instruction and at six month

assessment appolntments. The pressures of 140 mm Hg systolic and 90 mm

) ,ﬁn thakﬁ1-~ e samemd =4 Abha TI=de= =F memmmem sl I T s
f—e ==T= —_—— —im e mm == mem= mmmpmems ms mwmmp mse =g =
. © 2 Both groups showed a larger peraentage of the

.papulatian with an accaptable blood pressure reading after six months

(see Table lD) There is no difference between SA & T group results.

K3

1 For each patient weight was recorded as.peasured
in pounds on the day of entering one of the two groups, and agaftn six
mo nths 1atef.’

2 The mean weight of both groups was the same at
the beginniﬁg and at’ the end of the study.

37Ausubei, D. P. and Blake, E., "Proactive Inhibition in the Forgetting

* of Meaningful School Material," Journal of Educatianal Research, 1958, o

52:145-149.

)

BBEnEtman, L., "Short-Term Memory' and Incidental Learning in A. W. Melton
(Ed)," Categories of Human Learning (New York, Academic Press, 1964), 7#5-100.
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. WEIGHT IN POUNDS
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- . TABLE 10

. COMPARISON OF BASELINE AND BEHAVIORAL OUTCOMES

BEFORE TNSTRUCTION AND SIX MONTH ASSESSHENT
- L. ' . -

7

BEFORE INSTRUCTION ST{ MONTH ASSESSMENT

Ne124 N=126 Ne124

T GROUP  SA GROUP T GROUP  SA GROUP
T Ne126
X 3 1 T .

. Systolic
T <140

Diastolic
<90 .
> 90

Momem THad b
—————— = ==

3140 _—

3 50 26 i34

73 15 . 88 © 83

s v 14X 148 B 711

Frequency of Weight Gaiﬂlﬁeight Loas

LBES.

11+

LOSS-X | GAIN-%

6-10 1-5 0 -5 6-10 11+

T Group (N=124)

SA Group (N=126)

Rapnge of Weight Gain

LBS.

10 23 9 3% 15 6

2 29 1 34 1@ 3

and Weight Loss

LOSS

GAIN o N

) I

T Group (N=124)

SA Group (N=126) .

+20

+17

3 ot

L
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' *COMPARISON OF BASELINE AND BEHAVIORAL OUTCOMESf
'BEFORE INSTRUCTION AND SIX MONTH ASSESSMENT

" BEFORE INSTRUCTION  SIX MONTH ASSESSMENT

T acmouP SAGROUP T GROUP  SA GROUP
OUTCOMES - Nel124  N«126 - N=124 Ne=126
Mt g s 2 %

COMPLIES WITH LAB AND
_ANCILLARY TESTS

" Yes : 9% ' . 99.5 97 99.5
No v : 4 . 3 .

.. TAKES MEDICATION

Yes 96
¥o ' ' .
n/A 2
Don't Know 1

_ XNOWS DRUGS AND ACTIONS '

i - . V © ie R IET EH ! 71 |
— L meEe - st c s ™ - Hds J N
S it lse 7 a7 Ll

ADHERES TO LOW SODIDM.
DIET |

. :-\u-‘ J

Yes | | 64 64 - 86 93
Yo - /18 .25 - 10 7
Na - 18 1 4 0

NUMBER OF CUPS OF
COFFEE PER DAY

25 2 . 42
17 15 21
16 23 15
15 . 15 11
10 12
] 6

] m ok
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, A . o - ) ;
L 3 When considered individually, however, there was
much variation in body weight in the six month period. If the original
weight # five pounds is considered as no change, then 82 (66 percent) of :
~ .the T group and 93 (74 percent) of the SA group remained the same.
, 84xteen individuhls of T group and 14 of the SA Group lost: weight while -
26 of the T and 19 of the SA gained. '

),

o . 4 No matter how it is measured this is not a great

success. Neither group did well. This lack of success is more telling

by the fact that 92 percent of the group were considered overweight. A

perusual of the scientific 1literature indicates, from a cross section of
methodologies, that other prograng haven't been successful in long last-
ing weight reduction results;fgié \ »

= {e) Additional Baseline Measures.
) o - o N - ¥
¥

* 1
A9

= B
’xf iy FF !
i
. x?ﬁr*g
- : !
:391'!5,_—.;; ¥ ™ W e i hn e AL o _Fan T F¥...7 3 v¥s D 1 = . s s Tl L.
. = W =T At Ak e e AR W T ALwT L T ﬂh{ﬁh}gkjﬁéj AdUdy WiTE

‘ QQAlexaﬁdér,-ﬁi M. and Stare, J. Fi,kﬁQVEfWEight, Obesity, and Weight
Control," California Medicine, 1957,6}06:437, | ;,#i
L] - ésg, i

41gamma 1 ampt [ nd C s Vo A "Ap terciacic
ammar, S. L., Campbell, M. M., and Campbell, V. A., "An Intercisg}—_
plinary Study of Adolescent Obesity," Journal of Pediatrics, 80:373, 19iR.

ézﬂayer; J.,

Overweight (Englewo
128-30. S ~

od Cliffs, NJ, Efeqtiggﬁﬁalli“Inc., 1968),
k,f . . .

4330111ffe, N., Reduce and Stay Reduced an;;helggudgptﬁbiep (New York,
Simon and Schuster, -Inc., 1963). ‘ ‘ . I

éhFletcher, A. P., "Effect ,of Weight Reduction Upon f1ood Pressure of
Obese Hypertensive Women," Quarterly.Journal of Melicine, 1954, 23:331.

ASSeltzer, C. C. and Mayer, J., "A Simple Criterion of Obesity," Post-
graduate Medicine, 1965, 38:101.

46t unkard, A. and Bert V., "Obesity and the Body Image," American
Journal of Psychiatry, 1967, 123:1433. - *

. 47craddock, D., Obesity and Its Management (Edinburg, E. and S.
Livingston, Ltd., 1969). : \\




. 1 Findings.
-_ a The measurements of known drugs and their.
actions and the behavioral findings of complies with laboratory tests, -
takes-medication, adheres to low sodium diet, number of cups of aoffee, -
number of cigarettes per day; additional tension, and type of frequency
of physical activity were, according to the patients report, all very -
high in positive compliance at the outset of the study.. f
: : * b In two of the categories, cam;&ies wiEh'laﬁéfaﬁ
tory tests and takes medication, the patients in both groups initial
report was s0 near total compliance that there was no possibility of
measurable imprav;men?fﬁ _ T e
: ' : : L
" ¢ The number of patients who reported themselves
" as non-smokers at the onset.of the study was high, 70 percent of the SA
._group and 71 percent of the T group. Although more ¢f the smokér's re-

ported they were smoking less than reported an increase, there was no

ﬂ:gmgtizaghgnge and no difference between the.two groups.
. K d In the categories decrease in tension and in

both level and, frequency of physical exercise there was a significant im-
provement in behavior in both groups. There was no differénce in outccme
'Bespeep the SA-& T groups. ' :

: , e The measure of knowledge of drugs and their
actions as well as the behavioral outcomes of adherence to a low sodium

. diet and the amount of coffee drunk, all showed that both the T and SA
groups had highly significant improvement. When compared between groups
by chi-square testing there was no apparent difference between the two
groups. However, by doing comparison of match prnpcftiansﬁa it was

. gshown that the SA group did report a significantly better improvement
than the T group.

, f See Appendix B, p. 113, for tables of baseline
and six month reports on the behavioral measures. B
o/

2

2 Discussion.

: a To date most medical experts agree that the
mechanisms of hypertension are still a mystery. However, most agree,
that living patterns and genetic predisposition can determine whether
a person will have hypertension. If fact, most medical experts agree

\J

i w N =

¢B?leiss, J. L., QE;;ist;;al Methods for Rategégpd gzﬂggttiﬂn§7(Néw )
York, John Wiley & Soms, 1973), 72-80.

2 ' 38;
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’ g x z nm:.zs OF RAW SCORES PRIOR TO CONVERSION: KNOWLEDGE OF DEJIGS |
FERFREE L .
 Yes _Ne  Initial | Yes No
77 3 |80 Yes s7 - 8 |65
24 7 |31 Mo S v36 13 |49
-"-\_1o1 — 10 Il 93 21 114
N Figure 1 | ’
_ : ‘

- 2X 2 IABﬂ!§ OE RAH SCORES PRIQR TD CQQVERSIDH ADEERA;EE TO A LDW'SGDIUH DIEI

: "4£$ézia§ Egéggiéll "41
. Inttial '?§| Yes  No '

Yes 78 3 |81 Ygs"""f"*:si{:i;»-jé‘zs,i:,}",:'-1; 79
No 27 5 32 - . Ko . B - R T K2
o5 8 13 et 10 “101

Figure 2 ~ & |

that specific aspects of behavior do relate to hypértension‘ salt intake,
obesity, stress, and sedentary life stylg

= ‘ . b Both groups showed significant levels of im-

provement in their knowledge of drugs and in the change of behavior that
- _they reported. With the total sample having a good result the SA group

-
7

; Euy “Life(Style Influences Hypertensionm,”.
8:1, |

490gtfeld, A. M.,and Fri
U.S. Medicine, 1 May 1977,™%

.

¥ 50Le0onard, J. N., Hofer, J. L., and Pritikin, W., Live Longer Now (New
York, Grosset & DunlMip, 1974), 64-72. - , . ) B

¥ %
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“hld an even bétter reault than the T group in kpawledge o &rug a
A as adhérence to a low gadi& diet and reducing the amoust a ffge.

e lit:hl: grnup.

v gLH‘g% o 4 The study protocol only had a. six mﬁnth f@ll’w—
up assessment. This may have been a premature measureman' .grhgptg;fu
the measurements could have been taken over a longer pe:;ﬂd of tiﬂe.-ane
to five years, ultimately the combination of success varigbles- p@iﬁ -
out above would have ha d an effect on lowering the patiénts “welgh
Further, it could have been documented as to what camhingtinﬁ,vauld
yield the mest optimum outcomes. For example, if a patien ,_é;grgater
comprehension initially and frequent reinforcement to ‘maint ,(rgtentiun
over the long haul (one-five-ten yearg), would they ‘have /even gredter
behavioral gains in the crucial areas of decreasing. sglt'iﬁtakef abesity,

"~~MH~—w:tre:;3 andwiedentgry life atylg? S ,,W“?A#

pliance the Subjec;s were given an InterﬁalrExte nal Caq;ral Sagle o
(Rotter, 1966) . to measlre ;hei: 1ugu5 df cantrdl'ani ﬁhe ﬁelsanrﬂannv =

T i‘urﬁ A, Reading Test,

. ( Yok "V', n ) o
(1) Rotter's Intefhal and External Schle.,-U""“f

. . (a) Fiﬂdiﬁgs. Iable 11, P 41; Regultg Df the Rattef"
Intefnal and External Scale (Lu:us ﬂffCantfal) for the Six Hhﬂth Assess—
" ment, iﬂdicates that. there'were mote internally: Eﬂﬁtralled Andividuals
%hzin the ‘SA grnup ‘than the T group, althaugh both gfaups scored: high on
intefnslly ‘controlled, 61 percent fﬂt the T gruup, and 74 percent for
the SA group that were. tested

{\ & (b) Dis:u551ﬂnn=

After almast a decade of researﬁh 1nvalving the
» locus-of-control cnﬁst:uct the validity and usefulnéss of the dis-
. tinction made by Rotter (I966) between an internal. and an external
person 1is widely afcepted. ' Those who. believe ‘that they are in control
of their lives and“yho prcviée their own reinforcpment have been called, .
“{nternals;" on the other end of the continum are the 'extégﬁals, be- -
lievers in .the influence of events and facturs autside of their control.

2 Hsny things are presently knﬂwn sbcut how
learning, teaching, or aspects of instructianal materials, are affected
by locus of control. . 'The problem.is that pth learning and locus of
control can be measured with cansiderably ‘e accuracy than ''teaching.”

Ed
+ L]

s o i

%40 -




S mg' INTERNAL AND EXTERNAL SCALE
mg oF cmoi.) FOR 'rgs sg‘. MONTH ASSEssm

. K12 el

. SCALE ) T GRDU“E SA GROUP

mnm., o * 74
EXTERNAL . 39 26 -

. * NELSON-DENNY READING 'SCALE '
- . FOR THE SIX MONTH ASSESSMENT

SCALE T GROUP  SA GROUP
N=81 N=101
3

Bﬁh GRADE AND Ba..oﬁ : 14 0 k-

9th - 16th GRADE 86 16
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Many differing kinds of teachinggéituatians have been identified, but
eammgn,Eeasurable elements of these have not yet been discovered (Clark,.
1975).5 Using the instrument developed by Rotter (1966), many researchers

. have reported that as students perceive themselves as being more "in . ’
control" (internals) of their own reinforcement, they will perform better
with materials and courses that emphasize a student's freedom to work at
his/her pace.92»33 This suggests, that internally controlled patients -

. would be much more receptive to the SA approach than ¥xternally controlled
»; patlents. ‘ )

N 3 Generally, internals achieve higher levels than
externalé. In courses where a contract is fequireg, ingernals will con-
tract for, and ultimately receive, highefﬁgfades.S' Pérhaps this is ome

_.ingight as to why the SAS group had higher comprehension and retention -
"-jevels than the. T study group. ) o

" i
o

¥ e ’ .
- SR 4 ' Internals exhibit:more persistence and igitiative
inigéeggﬁgiagyiévémant goals; (e.g., Gozali, Cleary, Walster, and Gozalil,
1973).°-* @, This could explain why both study groups had such high
behavioral baselines. ' : S
i ' 5 Almost all studies suggest a relationship to -~
aehievggenf with a task's format, design or structure (e.g., Allen, Gait, '

P . -

i

51clark, R. E., "Constructing a Taxonomy of Medié'gttfibutes farkRésgar:h
Purposes," AV Communications Review, 1975, 23:197=215.

~ 52potter, J. B., "Generalized Expectancie$ for Internal Versus External
Control of Reinforcement," Psychological Monographs, 1966, 80: (1, whole
No. 609). - A ._

53A11§n,‘§;;1., Giat,‘and‘Chetnéy; R., "Locus of Control, Test Anxlety
and Student Performance in a Personmalized Instruction {Course," Journal of
Educational PsycKology, 1974, 66:968, 973. - T e

Skﬂirelsjug. L., "Dimensions of Internal Versus External Control,"
Jéufﬂaliﬂf Consulting and Clinical Psychology, 1970, 34:226-228.

554olfe, R. N., "Perceived Locus of Control and Prediction of Own Academic
Performance," Journal of Consultin} and Clinical Psychology, 1972, 38:80-83.
= EE = L .
¥ $6Gozali, H., Cleary, A., Walster, G. W., and Gozali, J,; "Relationship
¢ etween the Internal-External Control Construct and Achievement," Journal
e of Educational Psychology, 1973, 63:9-14. -

57gisenmann, R. and Platt, J., "Birth Order and Sex pifferences in Académic
Achievement and Internal-External Control," Joukpal of General Psychology,
1968, 7k:279-285. ' )
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and Cherney, 1974).58+59,60461 Again, this aspect could be one contribut- .

- 4ing factor for the high achievemept and behavioral scores for the SA group,
the way the instructional strategy was designed. : -

: 6 The question of LOC's relationship to achievement
may be found in'the task structure of the instructional strategy. This -
sspect needs furfher examination. LOC might be a useful tool to detect
personality types of patients (internal - external), to identify educa-

' tional methodologies, or blends, to administer for optimum outcomes.
‘gspecially in degenerative illnesses where patient control is necessary ¥

(strength to Eharge lifestyle), as in diabetes, hypertension, and ~
Ty 8the:§gele:g§¢§f%* ' ’ L .

(2) Nelson-Denny Readimg Scale.
.. (a) Findings. See Table 12, p. 41, Nelson-Denny Reading .
~geale for the Six Month Assessment. 3 The results indicate an.above 9th .
grade reading level for 86 percent, of the population tested of the T -
"group and 76 percent of the ﬁapulg\égn tested of the SA group. Forty-
5%f the SA group refused to take the

three members of the T group and: 2
go_minute reading test. o

i

5,refgcurt,'ﬁiﬂﬁi, ievis, L., éndﬁsilverman, I. W., "Internal vs. Ex-
-.ternal Reinforcement and Attention:to a Decision-Making Test,” Journal
. of Personality, 1968, 36:663-682.

59hafd, WF R., Connally, F., and Daigx’iauitS G., "Locus of Qéitrql and
Aptitude Test Scores as Predictors of Academic Achievement," Journal of
Educational Psychology, 1974, 66:956-961. , ‘ .

EDJahnsani W. G. and Croft, R. G. F., "Locug of Canﬁ;ﬁl and Participa-
tion in a Personalized System of Instruction Course," Journal of
Educational Psychology, 1975, 67:416-421. ‘ :"k

6lphares, E. G., "Differential Utilization of Infafmatiéﬁ”as a Function
of Internal-External Gﬂnttol,"‘jggfﬁgiigﬁrEérgcnglityj’lQESi 36:649-662.

EgLawefy, B. J. and Ducettg;ij; P., "DiseéSEERélaﬁeé Learning and Disease
Control in Diabetes as a Function of Locus of Control," Nursing Research,

Egﬂglsan, M. J. and Denny, E. C., The Nelson-Denny Reading Rest Examiﬂe:}s
Manual (Boston, Houghton-Mifflin Company, 1974), p. 26.
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and ‘Cherney, 1974).58+59,60,61 pgain, this aspect could be one contribut-/
ing factor for the high achievement and behavioral Eﬂ§r$5‘f§f~th§5$A group,
'the way the instructional strategy was designed. ' oo " :

8 6 The question of 10C's relationship to achievement
may be found in the task strusture of the instructional strategy. This
adpect needs further examination. LOC might be a useful tool to detect
personality types of patients (internal - external), to identify educa-
tional methodologies, or~blends, to administer for optimum outcomes.
Especially in degenerative illnesses where patient control is necessary
(strength to Ehagge lifestyle), as in diabetes, hypertension, and
* * atherosclerosis. - R ' : ' '

(2) Nelson-Denny Reading Scale. v I R
o, (a) Findings. See Table 12, p. 41, Nelson-Denny Reading
— —geale for the Six Month Assessment.?? The results indicate an above 9th =
_ grade reading level for 86 percent of the population tested (0% the T -
group and 76 percent of the population tested of the SAfgroup! Forty-
three members of the T group and 25 of the SA group refised to take the
2Q minute reading test. : : T

H
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EBLefcnuft, H. M., Lewis, L., and Silverman, I. W., “Inqifnal Vs TERTN
ternal Reinforcement and Aztentiﬁn,tﬁ a Decision-Making Test," Jourmal'
ﬁxi of Personality, 1968, 36:663-682. ' ' '
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' 59Nérd,7ﬁ_ R., Connally, 'F., and Daignault, G., "Locus_ of Control and
Aptitude Test Scores as Predictors of Academic Achievement," Journal df -
Educational Psychology, 1974, 66:956-961. : ' ’
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6034hnson, W. G. and Croft, R. G. F., "Locus of Control and Participa-
tioh in a Personalized System of Instruction Course," Journal of
) tional Psychology, 1975, 67:416-421.
ElPhsres, E. G., "Differential Utilization of Information as a Function
v of Internal-External Control," Journal of Personality, 1968, 36:649-662.

.

52L§w§§?, B. J. and Ducette, J. P., "Disease~Related Lesrning and Disease
Control in Diabetes as a Function of Locus of Control," Nursing Research,

Manual (Boston, Houghton-Mifflin Company, 1974), p. 26. ~ -
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* k¢’ ) Discusdion.
- A . S B
3 ;-7 -1 The high feadiqg.;evelsiin and af,gheqsglves;aid
te ahything ejcept Ea‘validaza,the results found in other areas

to éﬁuga;ion 1 attainment, occupation, etc.

: "* @( Of those that took the reading test in comparison  °
7/did not, their Rotter's score indicated an initernally con-
wdividual, It gan be concluded that the greater percentage o
, he reading test had more self confidence, thus were not intimidated -
by an additional "test." ‘ i - BT
oo 3. The question might be raised that if the average .
reading .level of the active duty soldler isn't as high, can yaud§;il1Ahsé -
the SA approach methodology successfully? An unequivocal, yes.. ~‘The
instrydtional strategy would simple be designed to address the target
,  populjfion, whether the population had a fifth, eighth, or .twelfth grade
. Yeading i’;lievel; _ ' :

- he BagigﬂtéiﬂQPLBiOﬂﬁTQWEEdV;hé Systems_Approach.
(1) Findings. .

, (a) There were 202 patients in the total SA group; only
180 of the 202 patients f41led out the Tickerf arala faﬁ,x_ﬁﬁng; Ff\frn.615 o
(b) See Table 13, p. 45y Patients' Opinion Toward the
Systems Approach. The analysis of the opinion rating scale was as '
follows: viewing time; 91 percent felt it was ok; content interest, -
38 percent felt it was ok, 61 percent found {¢ fascinating; questions
on topic, 23 percent said ok, 76 percent felt it really helped; pace,
84 percent responded ok, 13 percent felt it was too fast} content
uniqueness, 43 percent said ok, 53 percent stated it wds new; content
value, 17 percent said ok, 83 percent sald most valuable; non-professional
' paramedical health educator's écylé,\gilgercent felt it was excellent;
learniné center, 88 percent responded @imellent; preference for instruc=
tion, 49 percent preferred the audiovisugd mode, 23 percent were nguttal,
and 10.5 percent preferred a live teacher; freedom to learn by audio-
visual compared to professional health workers, 32 percent said equal,
66 perégﬁt felt more personal responsibility; patienfpateitude toward
audiovisual modes for health education, 15 percent were neutral and 85
percent indicated an e .llent attitude; patient viewing of commercial
television in hours ps~ di 7, 34 percent viewed less than one hout,
&

EéAdaptgd from "Scales to Determine Student Attitude About TeleTutorial
Lessons," by Volker, Simonson, R., and Simonson, M., As appeared in
Audiovisual Instruction, November 1975, p. 51.

‘. . : R
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lfpgﬂﬁéﬁwere 40" yeafs 0ld and over, comprising over .95 percent of the

22 pifquﬁ vieved two hpura, 29 percent’ viewed ‘three hﬂurs, 1Q percen;
‘viewed faur ‘hours, and five percent viewed more than five hnurs per |,
d:y- e : . ca e

(2) Discussion. The patients appeared, to be extremely recep- '

 _t1ve;f Scores were high in: content interest, uriqueness and value, the
mnﬁp:ofessiana*amedieal health educator's style, the learning center -
" goncept, sudievisua!‘pteference for instruction, more “freedom to learn

‘and: greater personal responsibility for learning by addiovisual campared

to.usual instruction by professional health care workers. The patients'
attitudes.toward the audiavisual modes were excellent. The most

> !EEendipi;aus finding was the high patient acceptance of the non- .
‘-prafeasional health educator. .. * L, _ : L

i. Comparison of a rﬁdig;ﬁnal Sub—Grgup Having Had Two Ye Years oy’

: Hbrgzéﬁfi,structicn with a 7System5 Appraach Sub—Group Haviig no_ Pfiﬂr

: - gg . . -t R -

P

‘(1) 'Introduction.

a) In Section f., p. 33, Patient Baseline and Post
Iﬂs;ructian Behavioral OQutcomes it éas pninteﬂ out.that a six month
aggessment may have been a pfemature measurement. The Sﬁstulatian was -

that if ﬁeasurémenta could have been taken over longer.increments of i

"'"‘ia havra "bggﬁ Saan 4n i-l-a EA P ]

[ % S

rima. o i'IBF'FE'F’n 5F hahavinral gain «

: 5§sthér than the limited gains méasurgd, - : , o ) L

R

() . A ecmparison was done of a group of pitients who had
bad traditional instruction of at least two years previausly, with ex-
pected reinforcement since, to an equal- sized group. of 5A - hstricted
patients who reported that they had received no prgviaus idktruetion. |
'Thié should put all the advantages to the T group. ' '
. ) (c) * If both groups turﬁgﬁ out, to be- aqual in outcﬁmes,
or the SA group. superior, then it could- be inferred that the structural

format of the SA approach does facilitate patient azhiﬁvement.
(2).‘Glinic Patignt Population for Sub- Group in Relati@n tn
Time a?'Instrugtian. ‘

|

- (3) . Findin s. . S s

=

1 The hreakdawn of the 122 patients was as Eallaws,

N (See Table 14; p. 47, Démggraphic and Sécioecanomic Chardcteristies In-

Relation. to Time .of Insttugtiﬂn) Both groups had similar pgpulatiaﬂs ’
with only 2.5 parzent of the total populatiaﬁ active duty, again.the
' lawestsﬁstegary tEpresaﬁtEd. As with the other groups the largest group

. tgptEséhted whd the dépéﬂdeﬁt wives comprising-a little less than 60

‘pergefit female or a ratio of 2:3. The majority of the program pafticiﬁ
BE.

Ninety—plus percent were married. The educatiaﬁal level

Y b
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. & 'I;A;BLE 14
L : . . r
-. . 3E{DGRAPFELE AND SOCTOECONOMIC CHARACTERISTICS
’ IH RELATION TO TIME OF INSTRUCTION

N
T

Traditional
Patients (2 years or more)
(N=122) . w=62)

b4 . z

Demagfaphic and Sagiaecanaﬁic All

Vafiables

f

!

Sgﬁizmé Appﬁaa;ﬁ

(H.DM

prion anstrueiic
(N=60)
% e

 RANK_OF MILITARY : oy
Active Enlisted

E—l thru E-6 & ) 0
E-7 thru E-9 , o
Active Officer : T

Company Grade : - o
Field Grade ) 7 , o

Retired Enlisted .

E-1 thru E-6 . .\ 2 :

E-7 thru E-9 ’ L 5
Q..o Y,

. £ . A
Company Grade " \ 6
Field Grade 26
.8
. RANK OF SPONSORS OF DEPENDEXTS
Active Enlisted

E-1 thru E-5 ' 0
E-7 thru E-9 _ 0 -

Active Officer

Company Grade- £
Fileld Grade 5

Retired Enlisted

E-1 thru E-6 ; : 4 : z
E-7 thru E-9

Retired Officer
Company Crade e 6

. Field Grade
59.5

o H

&

el

; :
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* - TABLE 14 cont{nued

Téad1tional W

(N=62)
z.l;'r‘j V

(2, years or more)

Sgatem Aﬂpimi(:‘;;

- (no- prioR instructior

e

(N=60)

- less than 30
30!39:‘ #
40-49 - .
50-59 . o
60-69 5 : :

. 70 and older

k)

B

Married
o ﬁiﬂﬂﬁgd

. ?“ééb;“ ‘v,_.
g vorced @ N,

Peparated

/EDUCATION COMPLETED -

Elementary (grades 1-6)
Junior High (grades 7-8)
Bigh School (grades 9-%2)
1=3 Years College
Baccalaureate

Master's Dagree -
Doctor's Degree’

F

OCCUPATION

- Unemployed or Retired
Housewife
Adpinistrative (office’ wﬁ;k)
Tefhnical Specialist (mechanical)
Professional (non>medical)
Combat Related (line groups) -
~~gtudent (full tioe)
Blue Collar Work (custodizl)
‘Medical Prafe%sit:nal (RY ,MD,DDS)

Other

2.5

.2

20
50

20

5.5
S0.5.

5.5

27 a

-

1

i

1.5

3.5
30.5
34!'5
19.5
- 9.5
.il i
12,5
42.5
15.5

6.5
11.5
1
2.5

2

2.5

3.5

1
f
48

2

29
37
13
11
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Relation to Time of Instruction, it was evident that both groups had

N T,

was high; the highest percentage:of partizip%ﬁts were in the high‘ .
school through baccalaureate categories. - In type of occupation the )
higha%c number represented was housewife 'and office worker. Both sub-
groups were comparable in all the demographic and socioceconomic
varigbles. ‘ o

2 See Table 15, p. 50, Historical Features of
Hypertensive Illness and ‘Education Provided in Relation to Time of
Instruction. ' In the figures seen in Table 15, the T group had a sub-
grouy” of 100 percent diagnosed two years or more ago, with 26 percent
of the-patients receiving care from a physician and 74 percent re-
ceiving their instruction from a physician, 87 percent. The SA group:
were dilagnosed at various times, 30 percent less than three months;
eight percent, four to six months; three percent, seven to 12 months;

14 percent, one to two years; and 45 percent, more than two years. j
Eiglity-eight; percent of the SA group received care from a physician,
and 12 percent received care from a nurse clinician. Noune of these
{ndividuals had ‘ever received instruction.

, (b) - Discussion. The damaéraphic and socioeconomic
variables and similarities of this sub-group to the total population
were apparent. :

(3) Patient Comprehension and Retention for Sub-Groups im
Relation to Time of Instruction. ) -
(a) Findings. Upon éxggining Table 16, p. 51, Compari-
gon Scores for the Initial Encounter anl Six Month Assessment in

approximately the same entry level on the pre-tests. Eighty-five

percent of the SA group attained the criterion level compared to only

11 percent im the T group. Again, noteworthy, was the low number of
partidipants in the T group, two percent, who scored within'the criterion’
level for the low sodium diet. '

N
(b) . Discussion. See Table 16, p. 51. Even though the X

T group had prior instruction, the entry level of the participants

Wasn't any different from the SA group who had received no instruction

before the intervention. Eufthefmafég the learning gains (post-test)

and retention weren t very significant.either. Consequently, one'can
infer from the data that the T group needs strengthening in either the
area of methodology, design, patiemt interaction, or in all three
" areas, and that the SA group needs a follow-up learning strategy with
'a variable ratio schedule of re%PforcemenE to heighten the patient ot

retention leveéls.
W A L . i ,
| . (4)  Patient, Baseline and Behavioral Outcomes for the Sub-

Groups In Relation to }nitial Encounter and Six Month Assessment.

i
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EISTQRICAL EEAIﬁREs OF WYPERTENSIVE ILL¥ESS e
. , ~__AND EDUCATICN PROVIDED | o
.‘ " IN RELATION TO TIME OF INSTRUCTIDH

Bistorical Features “_, Al . Traditional* Sy&iem& Appfwdr;h*
Patients (2 years or more) (ng }JJLLD.FL mmmw
z 4 ) L $

TIME STNCE DIAGNOSIS

Less Than 3 Months - 15
4 to 6 Months 4
7 tb 12 Months - 1.5
—1 tio 2 Years 8.5
~Mor Than 2 Years .71 9

Nw o oo
P
w

EEALTH CARE PROVIDER

Physi\ian ‘ 57 26 v 88
. Nurse Clinician 43 74 12

EAS HAD PRIOR INSTRUCTION

Yes 51 100

- . . . .= = R
) - v

L4~

TRME OF PRIOR INSTRUCTICN

* Less Than 3 Months

4 to 6 Months

7 to 12 Months [ - .0
1 to 2 Years A . 1]
More Thig 2 Years ¢ io 100
INSTRUCTION PROVIDED BY | !
? -
Physician 87 87
Nurse Clinician . 13 13




TABLE 16 ~'

® corbartsos SCORES FOR THE INITIAL
: ENCOUNTER AND SIX MONTH ASSESSMENT
IN RELATION TO TIME OF INSTRUCTION,

\ GROUPS 029t 30-49%  50-697 ,  70-79%

‘eodeostre scores

Pre-Test: Traditional . 2 23 66 10 1 o
(2 yeafs or more) N=62 2% ~ 7 . %
” 12\

+ Systems Approach 0 ' 20 .63
(no prion imstruction] N=60 %

Post-Test: Traditional 0 8 49 —y T -
: Syéi'gma App}maah "0 g 0 3 12 | = 85

E HE Ret: ‘Iraditiagal 7 3’5 9 " 68 8 | ;
Systems Approach -0 :

Lo

W
L]
Ry
o,
]
—
Sy

GENERAL_INFORMATTON

Pre-Test:* Traditicnal .2 14 42 26 @4 16
Syéetemé Appmgﬁi 3 18 139 11 Tas~15 .

[ ey
-

6 Mo Ret:

LOW_SODIUM DIET

Pre-Test: Traditional 14 B " 55 7 31 N 0 o]

Systeins Approach - 17 51 37 0 0
— - —
Post-Test: Traditional 5 32 s3 8 | 2
_Systems Approach , c 2 3 20 15

6 Mo Ret: Traditional 0 34 ! 5. | o
Systems Approach 0 - 20 58 .10 2

Pre-TAst: Traditional 0 1 8 a2 | 3
- Systems Approach 0 B 2 - & 32 1 58

‘Post-Test: Traditional 0 7 21 .19 53 .
~ Systems Approach 0y 0 7 0 o 7 93

6(& Ret: Traditional 0 7 19 =34 40
Systems Approach 0 : 2 12 18 68

51




(a) Findings. Table 17, p. 33, Comparison Baseline “and
. Behavioral Outcomes for the Initial Encounter and Six Morth Assessment
presents the patients' entry levels and six month outcomes for the T
group who have had instructipg for a minimum of two years or more in
relation to the SA group who have not had prior instruction pefore the
intervention. In reviewing the baseline behaviors there was variation -
in entry levels; however, the variation wasn't consistent’ enough to
cite that the T group's baseline behavior was higher than the SA group.
For instance, a higher percentage in the T group had a lower systolic
entry level but a higher diastolic entry level. The. T group had < 140, .
60 percent entry level compared to € 140, 42 percent entry level for - .
the SA group. The diastolic < 90 éntry level for the T group was only.
65 percent compared to the € 90 entry level fop the SA group -at 72
percent. Comparing the entry level and six m nth outcomes, there are
gains in the desired directions, 8t no change for both groups. There
is no statistical difference in the outcomes of the two groups. h\
1 Y ‘}
, ‘ =~ (b) Discussion. The data suggestsjthat the structure
format of the SA approach does facilitate patient achievement and was
a superior method compared to the Twmethod. The T group had the bene-
fit of two years or more of instruction and more or less continual
reinforcement through health provider interaction whereas the SA sub-
group for this set of data did not.

(5 Pardienr Qunnlamantal Vardiahlae far tha Siv Manth Acesao— Z
ment for the Su.-Group. '

(a) Rntter'sgintgtnaii;gd;Ex:erﬁalrScalgq ..

1 Findings. Table 18, p. 56, Rotter's Internal
and External Scale (Locus of Control) for the Six Month Assessment
Sub-Group, indicates approximdtely the same distribution cf=inﬁér§§11y
and externally controlled patients in both instructional groups and
the main group. There were seven percent more internally controlled
subjects in the SA group compared to the T group. Forty percent in
the T group and 33 percent in the S5A group were externally. controlled.

fib=

. 2 Discussion. ‘This set offflata sq?parts the . ,
suggestion made.for the main group, that internally controlled patients
may do better wigh a SA approach than externally controlled. Howeveér, =
caution should bé used when interpreting the results because about. '

~ two-thirds of each population had internals ang one-third of each
population had externals and on the whole the behaf@ﬁﬁéi'scéfes were 9
comparable. The difference of the two groups appearéd 4n the areas of -
comprehension and :Etention;kf '?;ength of time of instruction versus
;fj no prior instruction in relat{fn to behavioral gains. That could mean

' that higher prierity should be glven to ingtructicnal format design or
structure rather than an individua¥'s locus of Gortfol. Thiswihld®
indicate an even stronger argymgnt-for wiilizings the.SA ‘approach,
methodology for patient*gduci%;gn;' o e : ,

L

W
By




ot

INITIAL ENCOUNTER STX MONTH.ASSESSMENT

) - -
T Group SA Group e .
(2 years (no prion _ _
or more) mmmﬂ) T Group SA Group,
N=62/%  ° N=60/% N=62/% N=60/87 )

e e | =

) : B
| OUTCOMES

~ COMPLIES WITH LAB AND

- ANCILLARY TESTS !
Yes 94 ; 98 97 . 100 :
No 6 2 3 . 0

H

, IMKES MEDICATION o

A L ' e R ——— :
'Y r Yes. 797 1 §0 - TTe5 T 87
e T o M 7 Voo

- . s - = ==+ J L -
O N/A ' : 3
7. i pon't Kaow . 0

"

ucs AND ACTIONS

I ——— L - -
mc-‘-‘-‘-'l- P

wrn B ERE] 87
s [ bz LB

Yes /56 0. gL 97
N % o s oo 3
N TR A 0

NUMBER OF CUPS OF . , - _ :
. ~EOEFEE PER DAY . T o Lo ‘ o
P - T I R AT e
: - | S | G 79 23 57 e
S T R § 18 fﬁ ¥
j oo tar S L 25
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SIX HGETE_ASSESSEEHT

T Group SA Group
(2 years R

e i — e

SA Group
N=60/% |

T Group
N=5’Z/z! 7

COMPLIES WL
ANCILLARY

/
TAﬂg MEDICATION
- 7 ,‘\ )

KNOWS DRUGS AND ACTIONS

Yes
Ro

ADHERES TO LOV SODIUM

?;ET
Yes
No
N/A

' NUMBER OF CU) - OF
COFFEE PER DI -

/
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T



TABLE 1?}Egnqingeg

| INITIAL ENCOUKTER SIX MONTH:ASSESSMENT

T Group = SA Group

(2 years (no prion
OUTCOMES or more) JLndtmiction) T Group SA
N=62/7 N=60/% N=62/% '

NO. CIGARETTES PER DAY

0 78 65 77
1-10 5 “15 6
11-20 '5 13 . 5 15
21-40 io0 : 10 ’
414 2 2

DECREASE IN TENSION

" Yes . IAS 62 r 54 54
(A ¢

No : . 55 3S’| L 46 _46
L . : i

TYPE OF PHYSICAL . R
ATTUITY
o a 54 '
Sedentary

ot
"y
T
Ly
-y

I

1

I

K

el
Lt
<

s
1 1
Light .
Hoderate !
Vigorous i
Strenous :
i
|
1
i
i
i
1

P

owcwo s
LT B L ‘M

-~

FREQUENCY OF PHYSICAL
ACTIVITY

70
20
10

Daily
Twice Weekly
Weekly

e

b

55
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RNAL AHD EE.TEHIAL SCALE
THE SIX MONTH ;;SSESS;EII SUE-GROUT

&
’“H

T Group SA Group
(2 years (ro prion
©r more) Lunsruetion)
N=60/% Haéafg'

) A
(Locus g
T .
T
SCALE

J

SCORH

/
a .
C NELSON-DENNY READING SCALE oo

&l

FOR THE SIX MONTH ASSESSMENT SUB-GROUP

‘ T G->up SA Group.
(2 years . (no prion
or more) instruction)
N=41/% N=47/%

8th GRADE AND BELOW 20

*%ﬂi - 16th ‘G?%Dg

80 81

o
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(b) Nelson-Denny Reading Scale.

1

£

1 Findings. See Table 19, p. 56, Nelson-Denny
Reading Scale for the Six Month Assessment Sub-Group. The results

show that the reading levels were similar to the main group; that is,
80 percent of the T group tested and 81 percent of the SA group tested,
had a reading level of 9th grade or above, while 20 percent of the T
group tested and 19 percent of the SA group tested, had a reading level
of. 8th grade or below. Twenty-one subjects in the T group, and thirteen
in the SA group refused to take the reading test. '

2 Discussion. The reading scores of the sub-group
match those of the main group.

j. Comparison of Baseline Data in Relation to no Instruction,
Instruction by a Physician or by a Nurse Clinician.

; (1) Introduction. Another way of examining the data was to
compare the entry levels of all patients, those that did not have the
benefit of instruction to those who did, to estimate the effectiveness
of the existing system of providing patient education via the tradi-
tional approach. : ‘ - :

. R .
(2) Clinic Mtient Populations With no Instruction, Instruc—

tion by a rnysilcian Or Dy & nurse vllniclan.
g - .

(a) Findings.

1 Table 20, p. 38, Demographic and Socioeconomic
Characteristics in Relation to no Instructionm, Instruction by a Physician
or by a Nurse Clinician, shows that all three sub-groups are comparable »
in population, sex, age, marital status, education attairned,pand occupa-
tional distribution. All catepgories represented are Simila;&tc those
bfeakdowns reported on previously.

2 /éee Table 21, p. 60, Historical Features of
Hypertensive I1lhness and Education Prcvided in Relation to no Instruc-
tion, Instruction by a Physician or by a Nurse Clinician. Of a- total
of 402 patients Sééﬁi 133 of them reported never having had the benefit
of any patient pducation, or about 33 percent of the total population.
The health ¢ard provider for 75 percent of the sub-group that didn't
receive education was a physician. Twenty-five percent of that same
group had their health care provided by a nurse clinician.

(6) Discussion. A better method of patieét4éaucati@n is

needed in order for the AMEDD health care delivery system to be accounta=
ble to all hypertensive patients. i ‘

(3) Comparison of Baseline Saagég in Ke_ation to no Imstruc-
tion, Instruction by a Physicilan or by a Nﬁf%a Clinician. w/




TABLE 20 B
 DEMOGRAPHIC AND SOCTOECONOMIC' CRARACTERISTICS -
IN RELATION TO NO INSTRUCTION, INSTRUCTION
BY A PHYSICIAN OR BY A NURSE CLINICIAN
B

. o . All = No ; - Rurse
D#mographic and Socloeconomic Patients Instruction Physician Clinician
Variables N=402 N=133 N=143 N=126
: F = - A

| | Z y % c 2 z st
: — —— V‘E( e b,

- RANK OF MILITARY
Active Enlisted

E-1 thru E-6 | .. 1& R T
E-7 thru E-9' T 1.3 2 0 -

A:éive Officer

éampaﬂy Grade ) 5 1.5 .-
Field Grade . 1 4

oo
-X-)

Retired Enlisted ¢

E-1 thru E-6 - 3 4
'E~7 thru E-9 | 8 7 .

Retired Officer

Company Grade : ’ -3 h ' 4 o 1 »

RANK OF SPONSORS BN
OF DEPENDENTS \
Active Enlisted ’

-
E-1 thru E-6 1 0 1
E-7 thru E-9 o 2 3 2

Ll ]
'\
LY. |

Active Officer

Company Grade 2 3 ¢F 1 .
Field Grade 9 g 10 N - b

Retired Enligted

E-1 Eh:ufE:é,ii' o 3 2 . 3 :
E-7 thru E=9 .15 15 14 16

Retired Officer

Company Grade , ‘ 5 3 | 3.5 | /3 -
Field Grade . T z25 - ' 23 27 27 ')
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All
Patients
" N=402
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TABLE 20 continued

FY

-2

No

N=133

Instructiod - Bhysician
N=143

R
Nurse
Clinician
H=126
'z

SEX - ST
. Male “ 39 41 38 ... .. 36
" Female e 61 59 62 = ) 64
. . LA i LF A
o . . A "
- AGE - g o
* less than 30 1 2 1 .0
30-39. 8 8 6 9
40-49 25 29 22 2
50-59 42 43 42 42
6Qu69 21 15 26 20
J0 and older )3 3 3 &
© MARITAL STATUS )
Married W 90 %0 95 84
Widowed 7 6 & .- 10
Single 1.5 2 0 N 3
Engaged 0 0 0 00
o Divorced .5 1 1 1,
) Sepafated 1 1. 0 2 *

W

¥ EDUCATION COMPLETED r

Elementary (grades 1-6) 2 2 2
Junior High (grades 7-8) : 4 4 5

High School (grades 9-12) 38 37 35

" 1-3 Years College 29 .27 - 31
Baccalaureate 18 - 22 14

. Master's Degree 8.5 8 - 12

‘ ‘Doctor's Degree ' <5 0 1

. b -

pﬁéfé&ﬂcm

Unemplgyed or Retizad 13 9
.. Bousewifé . 42 ' 45 igfﬁg!
Administrative (affice work) --. 19 11 , .
Technical Specialist (mechanical) 7
g ' Professional (non-medical) 11
T Combat Ralated (line groups) 1
_— Student (ful; tima) .5
Blue @ollar Work (custadlal) 2
W Medical PfafESSianal (RN,MD,DDS) 1.5
Other - 3

45

6
2
0 .
0 .
9
1
3

%

wowpwlo




© . HISTORICAL EEATuags oF HYPERIENSLVE LLLNESS o
AKD' EDUCA'ITD‘T PRDVE)@ i RELAIID\T TO \D INSTEUCTION, g
EST@LTIIQS EY A: PEYSICL&N DE BY A NU@E CLINTCIAE ’ -

) S } - Al °° No - _ Rurse -
» L S Patients Instruction Physician - Glinician
Z z . z z

' TIME SINCE DTAGNOSIS. E - o .

[

Less Than 3 Months . " 12 25 -
4 to 6 Months . 8 10 )
7 to 12 Months . | 6 "6
1 to 2 Years . ‘ 18 : 15
Hbre Ihsﬁ 2 Years 56 44

Gaunao.

T e

EEALIE CARE PRGVIDER

Physicidp , 6 75 5. - . 6
I\'ursa Clinician 7 . ' 54 1 25 45:7“; o -

HAS HAD PRIOR INSTRHCTIGV o ' o

Yes - | 9 \ - 67 ) S0 100 - 100
_Fo , . 33 . 100, = 0 0

.- e S - - — —cem—ns — —— - o . — T
‘ ‘T\ 5 - X . : o ' - ) ) s e

TDME OF TRIOR INSTRUCTION

16 - 26

Less Than 3 Months 18
¢ 4 to 6 Months™' 13
7 to 12 Months 4 -
1 to 2 Years ' 24
More Than 2 Years - 42

17 27
60 .22

I
oo Q0O
"y
W

INSTRUCTION PROVIDED BY

53
47

Physiclan

100 0
Nurse Clinician -0 A

[ S

L
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‘ ALY i
(a) :gdiﬁgs. Table 22, p. 62, Caﬂ‘patisﬂn % > B4A
Scores ‘in Relation to no Instruction, Instructiom by a Physit in or by

4 Nurs Clinician. Comparison of these three groups show no statistical .;;‘uf

iiff:tenc’ in their pre-test results. . . o P
g _“ (b) Diacussian.' ‘Thg finding that a histar of past %
' education bj a nurse or by a phyaician, or by no one, made ‘absolutelx
‘no différence in the pre-test scork, is not a very good redommendation »

for tﬁg}ﬁ:egent system. Many reasons could be conjectured for this

finding such as poor retention, téaching the wrong thing, the patient's

definition of teaﬁhing, and so forth, but they are all academis. What :
" that the SA approach could and did correct this common

;hs hypertensive patient.

,Comparison of Baseline Behavioral Dutcgmeg in Relaticn
;cgiﬂn, Instrucdtion by a Physicilan or by a Nurse Clinician.

(a) Findings. ’? Tabl“a 23, p. 63, Comparison of Base-

‘i-P
1ing Behsvipral Outcomes in Relation to no Instruction, Instruction by
; Physigian or by a Nurse Clinician. Thgre was no difference between

any-of the groups.on analysis of data “
¢ : (B, Diséussicn. All ‘'of this data, coupled with the

pfeviaus data, indicates a need for a more effeEt%ye, efficient, cost -
effeciive weilud 65 pruvidiugg patielt edutacivil Lian now exisLy in Lhe .

' AMEDD health careéllelivery system. i

et

k. Gast Analysis for Program Evaluation.

- - (1) " Introduction. - .
. _ | _ +nt . g ‘!/
o (a). Meaningful changa can, be Effegzed in the health

care delivéry Eystem .by systematic and rational planning. Hopefully,
"better planning methods will be followed by higher levels Qf patient

"educatian productivity for the camprehénsive health care d&llar.

N ‘ (b) Cost analysis 1s often viewéd as an alternate to
_evaluaticn teseafch but essentially it is a lagical extension of it.
In order to Affix dollar values to’ the benefits of a program, first
there has to be some evaluative evidence of what kinds and how mu%g 66,
h?nefit thete has been as was described in the pr%Eéing sec;ian

Y 'v!‘f E

*

65 Hﬁkean R. N;; Efficiency in GavEfnmenE ThraughaSysteEs Analysis “

— 3 -

(New Yafk John Wiley & Sons, Inc.,71958)
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CoMPART 9B or npsa.mg scaﬁss AN RELATIQN TO N§ msmucnan, -
ias‘mucﬁax BY A PHYSICIAN OR BY A NURSE GLINICIAN

7 . : i : SR

®. GROUES >_’Li_e’—zgz} '30-49% - 50-69% . 70-79% Laaama

‘ cms:rg SCORES

R

Bﬁ Iﬁstru:tiaﬁ - : N S T
N=133/Z 2 17 66 15 . 0 —
"*!hyi:l:i;an T p . ' "/ i o
: ' : 64 - 14 3

" Ne143/% |
‘Nurse Clinician - 4 R -
Ns;kef: 7 g . e 2 P7 rlo-

i ) - . s . . = Vv

W N
[
o
g
[
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e £
B
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No Instructiom -
* .36 40,

Physician :
Nurse Clinician
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creg .,
- cmmsnu -BASELINE BEHAVIORAL OUTCOMES IN RELA
‘ Tﬂ RO INSTRUCTION, INSTRUCTION BY A E‘HISICIAN
- OR BY A®WURSE CLINICIAN *

o v fﬁ! .

Ko © " Nurse

: " ., " Ins Eructiﬂn Physizian ~Clinician+
- OUTCOMES ‘N=133 N=143 N=126.

BLOOD PRESSURES

Systolic
< 140

> un(-
‘Diastolic

WEIGHT IN POUNDS | o | N
) , . . .

Mean Weight in Pounds 169 w164 166 o~

- MGE OF WEIGETS .o . .

Range af Weight.; im . - ) N
Pounds . to 293 103 to 267 97 to 291
PER. 5 A= . .




. . ADHERES TO LOW SODIUM

. NUMBER OF CUPS OF o

A1l ‘No .

4

Patients Icstruction Physiéian

~ourloMES ©© - N=402  N133

N=143
- z N—

. Nuxsa
Clinician

‘N=126 '

. z; B 2

CQMPLIES WITH LAB AND i -

ANCILLARY TESTS . - | o

' Yes < .97 .97
‘No- 3 3

TAKES MEDICATION S
_MPDICATION o

Tes- . 3] [0
o " a7 517

*RJIA 9 15
Dor't Know X 0 ’ 0

& ) *
KNOWS DRUGS AND ACTIONS g

Yes ‘ , ,
No - 41 46

DIET

Yes . 65 ;
No o 22 'RL 26

/A - 13 r %f‘

COFFEE PER DAY

0 — 22

1 | . s - 15.5 S5

2 . .18 ) 19 @

3 | SR 18

4 12 11
5-9 o 10

9
=
0
M
o~
L3
e 3 0

20+ ' .5

<




. A

: : A1l. "No.. . . " Nurse
& , Patients - Instruction. Physician Clinician
L auzgqggs ‘Ne402 . . N=133 ., N=143 T SR
CoL | p E P Y S
¢ e e e —f— —fmp———y
. A l ¥ . . : ) SN . .

‘ : : 5
=100 .’ 9 S S 9 . T
- 11=20 - 11.5 - 14. : 8. 13 .,
21-40 8 .5 .7
&1+ 5 .0 - 1

5

. EXPERIENCE TENSION L ._ e e
OR mavmsyzsi_ . AR o

,Kq; » . 42 . 40 | 45

" TARES }@ICAIIG‘I FOR -~ v
TENSIQ) :

~ Yes 30 18 . . 42 .
Fo .70 7 .82 . .58

TYPR OF BRYQTCAT L
ACTIVITY o T s

. o . - » e
0 - 50 Y50 4 &
k\ Sedentary ; .5 | I
7 Light 11 6
Moderate 15.5 ; 15 |,
Vigorous 18 | *-
Strenuous 5 o 8

un

wNoN ol

-
M\
<
el
]

FREQUENCY OF PHYSICAL .
ACTIVITY ’

Daily :
Twice Weekly
Weekly

ﬁmtﬂE}
w
oy




’vﬁf~  ;';: i_;:;i‘;;’ : *;:g ?5il;‘;;q&7 o | Tt
T ;'(e) Fallawing is the d‘m:t,(me%ﬁtia’n for the research and
: _dgyglﬁpmgn;gl, -!JweatﬁenE, and apergtingqﬁas;s 59-70 1,72

L

", 3 ..
o .7

o (a) See Table 24, P- 67 Cnmparisan of the Tfaditinﬁal
and Systens Appraaf:h G:aups 4n Relation to Research and Developument; In-
 vestment, and Operating Costs. The table shows that the research and
development costs. for the: ‘traditional method are lower. The total

research and" devalapment costs for the systems approach were appfaxia - éf
mately $6203.00 to irclude the one hour of baseline hypertension infor-'".

mation (getne:al, information,- low sbdium diet, and. medications). = Addi-
tianally, the figm:g r&presentg research and development costs for non-
‘expentiable equipmgnz, cobt of learning lab space and the cost of - :
A valﬂ.daﬁing the instructiénal strategy by the PACOMED staff. The research

and ‘develdpmetit casts ére shown for comparative pugposes only. If the ..o

Army :Lnitiatea g -proﬁa ype such a&EACDM’ED alﬁresearch and development-
wnl;i Dbe conducted at. ‘a,cefitral location. The .cost then would not be
;m:u‘rred by- the individual MEDDAC or MEDCEN as iﬂdic‘.ated here. See
" :Appendix c, p. 121 Cost Model fgr Hypértansian Patient Education, with
ae;ﬁmpanying explanatimi and’ Appendix E,. p l31 Comunicatians Hgdia.

i , : i
LY S , : - e -,
’ GFBIE, ?P D. ,ﬁﬁA T‘Heafy of CoatiEffectivenes fér Hilitary Syste,ms Analy—
~aig,"” Jnutrﬁl of the Operatians Rese.arr:h ‘Scn:ia ey of Ame:%a Harc:h—April,
,;65 Vol 13 “No. 2 K . . . .

Y 67Ghur:‘hﬁn, é W., Ackaff R L R and Arﬁﬂff E L., Intraducti@n to

Dperatiaﬁs Resgféﬁ (New: Ycu:k Jghn Wiley & Soms, Igu: ,* 1957).

K
Eaﬂeﬁtan, M. '~ aﬁd Ogawa, G_, Dbser’vatians‘ on t.he Thecrgtical Basis
of gast—Effe ; vgness,' Journal of the Dpéfatlﬁms Research Society of-
Ameriﬁa, Ma —April 1966, Vol 14, No. 2.

59§aller, BN
*H. ,;Iames Poph#

1 “Cost Analysds for Educational Program gvaluatigx," In
Publishing corp

(Ed) Evaluation In Education (Berkeley, UA, McCutchan .
on, 1974), 406=449. : ! ;

‘t '70Anthony R. N\ "mmg Should Cost Hean'?", Hgaﬁ;rgg:d_ggsiﬁgsg Review, May,
1919, 48:121-1313~. © - vy } . N, -4

.o
Ee
-

zll.evin H. M,, "Cost Effectiveness Analysis in Evaluatian Resesrch.
Psla Alto, CA— Stanford University, 1974, (m;Lmaa) _ ,
' - -
723uc:hanan, J., Cobt and Chait:é (Ghicagc, Markham Publishing Co. s ’
1969) ‘ .
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' "~ "(b) There are no investment costs for the traditional
method. The investment costg for the.systems approach method were
approximately $11,930.55. This included the hourly wage of a nurse or
.. - physician, the time needed for staff development in otder that, the pro-

fessional knows how to utilize the systems approach for optimum benefit

of the patient. See Appendix D, p. 125, Staff Developmént Outline, the

‘cost for forty hours of instruction of a paraprgfessiﬁnal the time

needed for training an individual to operate and manage a patient learn-

. ing center. See Appendix F, p. 143, Non-Professional Paramedjic as
Health Educatar. Three-thousand five-hundred and fifty-ome dollars of
" the total amount represents the cost of the non-expendable equipment and
‘%3 382.00 _represents the approximate cost of. the furnishing for a learn-
ing centér,:.See Appendix G, p. 155, Physical Facilities. These costs
might apped "excessively high, however, once the investmernt costs are
made, the equipment and furnishings cah be used for other learning
. gystems as well.” For example, DeWitt, Agmy Hospital, Internal Medicine
Clinic sees abopt 3,000 hypgrtensive patients per year. @iving their
instruction via the systems approdach, would have represerjted 300 .
operating hours or 10 weeks. There are still 40 working Weeks left in . I
the year. - o 5 ’

(c) Below ig a chart illustrating the operating costs
for various graups of patients using both traditienal and the systems

- gppraach. B
‘ o ;f Traditional Approach Systems Aporoach . ,
. ¢ — —
l’patieat : Physician $ 17.85 $ 6.20
Nurse 9.45 .
10 patients: Physician $ 178.50 #jwégq§%J§ . 7.01 e
Nurse 94.50 he
250 patlents: Physician $ 4,662.50 . $ 175.25 oo
Nurse 2,362.50 ) -
3,000 patients: Physician  $53,550.00 $2,103.00°
. Nurse - 28,350.00 )

Obviously the SA research and development costs and Investment costs

_ were more than the T group but, the operating costs betame much lower -
with the greater number of patients seen,(economy offscale) in compari- .
son to the T group operating costs, whigh became excessively higher:

¢ (Fig 3, p. 69). "Also, when the hgalth care professionals provide the

_ patient education, it lacks unifﬁfmity, standardization of baseline )
information, quality assurance, aczauﬁtability, task structure, and the
appeal to multiple senses needed for better anmpreheni}on N

68
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YSTEMS APPROACH

' COSTS
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FIGURE 3
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s A "Eh_
(3) ﬁise yssion.

_ (E) The above may seem averly simplistic and limitgd in
scope, but it does depict an estimate of what the comparisol costs of
both groups were like for. the madela{hyPEttensiun) tised in the study.
The findings could then be extrapolated to include 50 mo ls, for ex-
ample. What we are unable to do is to quantify Thtangibi® benefits of 7
" a program.  How much is it worth to.the taxpayers for hypertensive
patients to become mare°effectivg SELf—cafe agents? Ddrfman calls this
a case of "hprEﬁandarabbit stew.'" The rabbit is the ‘small proportion .
of effects that are susce ,iBle;¥a measurement, while the flavor of the
‘stew is dominated by the/horse" aflgasgal, psychological, and aesthetic
conslderatdons that, defy measurements; D ' ’

(b) Even though con ' anﬂ reténtipn ‘'scores were
higher for the systemis approach group and behavioral outcomes as good or
perhaps a little better, quality health cannot be ascribed solely to
type of patient education any more than it can to type of medical care. ==
Genetics and environment are also involved in quality of health.

. : P
{c) Even if the benefit cast ratios are Wigher for ome
type of p:og:am than another the decision will still depend in iarge
-part on the values the policymaker attaches_to the goals. What is the

yﬁaker willing to pay (or’ forgo) to aquige a.given kind and level
ﬁF wafit?

A _ 7

» (4) An explanation to Table 24: Comparison off Traditional
and Systems Approach in Relation to Research and Developgent, Invegtment,
and Operating Costs. :

: (a) Research and Developmént Costs. EXPLA
See Table 24, p. 67, Comparison of Traditional and Systgm

\ Relatfon to Research and Development, Investment, and Dperating Costs.
Refer to Research and Development column.

[

"1 There are no research and development costs_ in-
-volved because all cégegafiES of personnel have received their basic
education and are utilized by the AMEDD whether or not they are-involved
in patient education. ..

g_ Instructional Materials.

]

A a Systems Approach. (Seeggppendix E, p. 131,
Communications Media). - A=

= - . =

& : o ' , g -

73Darfman, R., "Introduction,'" Measuring Benefits of Gavarnmegym;nvesg=
ments, The Brookings Institution, Washington, DC, 1965, 1-11.

*




(_) The $AS§ 00 expendituré u ﬂer the Systema
rgpfeseﬁts the cost of the PACOMED scrigt. (advanced
organizer), sodium diafyy general medications, plus the purchase cost
of the gengtal ormation program. ' All costs rep!;agnted are approxi-
_— mately throee yegr h?Li and aﬁ inflatian kicker has not been added,f x
= = » .
T (@) The audiavisual equipmgntJtﬂsts of $684.00 :
represents the cost of the 3M sound on slide and the "Voice 6f Music",
pulser ‘which ‘gfe1uged for the inst:ugtianal system degign phase.

A@préa;ﬁice

. ! s« b Ifaditinﬂal Apprﬂach; T tfaditianal approach
tequired no 1nstfuctinnal mategials %

3 Space. Cost is reprESEﬁtgd by squlfe feet of
space and building cost per square foot which was approximately $14_00.
Once the space is paid for, it remains a constant be:ause it régrEsEﬂts

a sunk cost. » , N
- a Tr aditi,nal Agpféachir No cost was incurred ﬁy N
Ehe physician because no additio nal space was. needed. A nurse clini-

ditic
cian's cost of $1,848.00 would cover aﬁ office space of 132 squafe feet.
@!v 7 _ : 4 ’

: b Systems Apprcach. The space uséd undep the

- systems approagh was 329 square feét which included the learning lab and
_ths haalth ar“i:nnl‘?r o Affina Thn an=s -‘,‘.1?1". &2 LNnE AR :

== 7 i:“hﬂi.-?‘f!

ke . 3 L 4 . B
4 Administrative @osts.

5

- a Tradit%gnal Approach. Phy§izian The physician
did not have an ofgaﬁized programmof instruction. Through pdrsonal con-
versations withi several physlcians, they stated that they rggied mostly
on the knowledge learned in medical school and then adjusted it to meet
- the needs of the patient. No learning wmbjectives or formalized patlent :

asi ssﬁeﬁts (pre-post tests) were usedﬂ _ : *
I - b Systems Appfaach The $454. DD for the develbp-
.Ing of the instrusLiDnal program incduded the hﬂurly wage of theiFACDHED

. gtaff to validate the program. For a further breakdown of the figures

. seeqégﬁendix C, p. 121, Cost Modél for Hypertension Patient Education

and ac:nmpanying information. _ 5 . .

* '(b) Investment Casts. E}TLANAIIDH gee Table 24, p. 67.
Refef to IﬂVESEmEﬂt Costs cnlign. §§ ‘

o

) 1 Pézs?nneli o ) <) .

: a Systems Approach. Physigian A ecst ﬁE%$17 85
faﬁwdhe hour of physician time in the systems, apprgach calumn rapresants'
the time needed  for staff develgpment ‘toiiatroduce the hysiciah to the

OMED concept. The rank of '"major" w§§ the mean rank of physicians
hed to DeWitt Afmy Haspital and theit haurly wage is based on eight

£

i

REY

» ,; \ 4 o ; ) . ‘S, - . o ) . . Vo ] c N .
! o . éﬁi' g LT )




. T T TR J) S = T ' oy '
oy . P . : . r : .
- £ N » i - i i
?\- P = e v" F : o i M

year; agrvie.e base pay, q uarters allawam:e, subsia:ence, vip categﬂ;‘y 1,0 - 4
medical pay, and 20 pergem: ‘for- fringe benefits, .
: CLT : 2! Nurse Cliniciaﬂ. A cost of $9.45 for one hnur o

qgf nufﬁg eliﬂieian time in the systems approach ¢olumn represents the

' time- needed for staff develﬁpment to introduce the nurse clinician tg

. the PACOMED concept. The rank ‘of "captain" is the mean rank 5f nurse

-’ elinicians assigned to DeWitt Army Hospital angd their hourly wage is g**

‘ based on four- years service base pay, quarters, allowance, subsistence,

and 20 dercent for fringe béﬁgfits. . ® . ;
q i . + . #
: [ Health Educatar; A cast of $230.00 zep:esents .
the cost of 40 hours of training time needed to enable an E-5 nompro=-: , ' -
fessional to operate the learning laboratory ané’%elsteﬂ activitdes. .o
An E-5's hourly wage is based on four yeae service -quarters sllawance;

. subsistence; and 20 percent for fringe bellefits.

R . o (;i’IﬁatrugtignailHatgtials;f, . A,; - S ;ngg;
A gﬁ Systems Approach. An expenditure af $6,933.00 P
- ;feptesents the cost of the audfvisual equipmefit 'that was selected ance - %
* the regearch and development phase complefed. (This pay of may hot  , B
represent a tost. Most MEDDAC's have \séveral- Sony video tape players oo
and receivers that may be utilized if.not committed elsezﬁere .. ’
' . b Tradiﬁ anal Apprnach. The tra itianal apgrgagh -
. required no instructional materials costs. . :
K - ) i ) 1y T
3 Space. S : - .

¥

a Traditipnal Appraach The EDSE ‘of 1,848 00

under this approach™is for office space §nd is the same Eaf physicians

and jrse clinician_ * (

’ - b Systems Approach. The cost ($4;€§;_QD)_fﬂr

Epgce is the same- as in . the research and development section. This .

space was used for staff development as well as giving patientieduc‘aticm. .
See the pfe;eding secti ‘ P

=t
4 Aémi rative Casts. i S — . ¥
) 5 . . : : ) y
. : _ " a Systems Approach. The $132.00 for the sys;ﬁé
"approach covers Ehe cost of typlng and reproduction.of pre-post ggstsi
ﬂbjeztives, andggiher fﬂfm\ﬁ N v E o ' x B

- i ) A s P

E ditional Appt‘aach: TFhis 3?Pf@a€.h had no - ,

RPN

g .
(e). Qperatinﬁ Costs —-1 Pat iAgt, EXPLANATION: See

Table 24 p. 67. REfEf to Dpefstlng Costs ~ 1 Patient.

. adninistrative.ccsts.

i i ! R - ’ ¢




A

_to the césﬁiper ‘hour

i;fwggk X 40 wgeks/yeaf X 5 ygars = 6, DGD hours )

’dividuali;e the insgfhctignal strategy

. dollars and fifty dents represents
- time’ jéeded to give individualized insfru ct

- fifty cents Tepresents the cost, for* ‘ten hburs of nurse ¢1inizianutime
"needed to give indiw valized iﬁstructian to ten patients.

'.E&?éatgri’ Five doll§§5 and- Seventy§f1VE cents is the’ cost cf giving E

» g Trgditianal Appgaac}; [ S Co

- ' : (=) hysician. Séventeen dollars and Eightyé'
f1 e cents’ represénts the hou ﬁpwage, based on 60 minutés, the” lEﬂgth :
of /time ﬁeeded ta glve baseliﬁe hypértgnsive information.

v

s (s) Hurse Clinlecian. Nine dullars Eﬂd fﬁf;?‘

“five cents Trepre nts the hourly wage, based on 60 minutes, the leﬂgth
- of time‘;EEdg& to give baseliﬂe hypertensive iﬂfprmatién.- . e

.

. b Spatems Appfaach. Nan—Erafessiqﬂal Health
Five dgllafs and seventy-five .cents représents the haurly ¢

Educator.
'ﬁgge,}based on 60 minutes, the length of.time the health educagor would .
be in the learning 13Bafatary. oo Sy _ Ly ;
N I . : e T
T "ﬁf ?' 2 instfuctiﬁﬁal ﬁﬁﬁérials.‘g:.f - : R L
- VA : b e

" \g 4sttems Appfuach. Refei? o Appendix C, p-- »
121 'Cna; Hndel fcf Hg rtension Patient Educatlon " THe~$0.36 réfers o
ducational hardware: sﬂd gpfeware used to {L‘
Era;ian, \(BD hautsl

- !
TS =
- : L

B j,__,_ - = - —-

ine¢lude maintenance amortized for .6,000 hour 6,

b T adiﬁioﬁal Appraa;,

.  No- instructiaﬁal

ﬁaterials costs incufrgd., :
H T . oy
3 sﬁécEgA See pféeediﬂg seétibns.:gx .
. - 0 - - . '
Y o é Administrative Costs. Systems Approac hf Nirety
cents reﬁfesents one set ‘of paperwork - needed for each patient in-

' - H ¢ =

1‘ i o = #

(d) Bpegating Ensts = l&’PatienEs.
:l %Eﬂiormel ( oo i .

£ _
g e, - ' L R
. a aditig” al %ppraach. : _ NP
o (1) Physl 1an; One’huhdred and seventy- Eight

e cos cijar ten hourg of physician
on to ten patienﬁs. o

(2) Nufse Clinician Ninety—fauf dﬂllars ;nd S j

k]

S \R v
s bi Systéms Agpraaﬁh NDn*PfGFESSiDﬁal Health g

2

f



TABLE 2. - i‘

EAEIm EE{AVIORAL BASEI.INES ch THE INITIAL -ENCOUNTER
: ARD ONE HDFTH ASSEEHEIT. HYPERTENSION

v

INITLAL ONE MONTH °.

.

OUTCOMES S N-26g%  N<26-%
- - A ,! .i,' " 7\" R : — = ——— e i577 = - - 77 7 77 L3
©° BLOOD PRESSURE . S

Diastolic

To age 39 R

~ 91 mm Hg and above 12 4

\ 90 Pﬂg and below O 12
- [ ¥ ¥ ’ 'i_ s

Age 4Q to 64 , .

91 mm Hg and above ' : 27 X 19

90 mm Hg and belﬁm _ - 57

AEE"GS and older -
- 101 mm Hg and above : % ; .
1100 mm Hg and belov o - 0

Syst‘;ﬁ

All Ages ' K
' 141 op Hg and above 62 38
- 140 mn and below 38 62

* WEIGHT (pounds)

Mean ’ ‘ L 194 188
High - ' 265 254
Low o 121 121

COMPLIES WITH LAB TESTS

Yes o\ Coy 100 100

TAKES ‘MEDICATIONS

ﬁﬁ{ | _ 4
N/A _ 11
Don't Know 0

© o) o

: KNOWS DRUGS AND ACTIONS

. {;‘JA{ 7777
Yes ‘ 169 84 |
P No ' o 1 31 16




ST OUTCOMES

.~ - ADHERES TO LOW SODIUM, DIET

Yes. ‘ 7 L : 58" B g8 - -
No e .. - 42 ’8 »
NIA - ] R ;Q:" y 4

. NUMBER CUPS COFFEE/DAY .

[

5

" & or less. : L 81 . . &

5 to 10 - T T (- R 46
¢ Lo/ 50

11 or more L e

- n&ﬁsgg OF CIGARETTES/DAY
) . R : =

’ { T ‘ .
DO YOU USUALLY EXPERTENCE TENSTON

Yes ‘ o Kk

No K

IF_YES, DO YOU TAKE MEDICATION -

Yes ‘ uo
“No . - ‘ .

&

NOTICED A DECREASE IN TENSION

Yes : »  ‘, . 31
© No . S 69

MAINTAINS EXERCISE PROGRAM

A

Ygs
No

-

TYPE OF PHYSICAL ACTIVITY

Sedentary
Light
Moderate
Vigorgus
Strenuous

¢ FREQUENCY OF PHYSICAL ACTIVITY

) . Daily o i " 80 81
Twice Weekly : : T 10 19
Weekly (" io0 4  -L_0O_

. g0 I8




e PAﬂm BEiaAvaAL mszuuts EQR;: THE INHIAL prccm’mn.
B em m SI}E MONTH ASSESSHENTS‘ E!PER‘I‘E.NSIGN ~ N

j5?f?'*“~“f‘ o ;;',: ".»‘/7 INiTIAL ONE. HDNTH SIX MON]
e Ca » QEMEE ‘ . N=7=% ;1 N=7-% N=7 -

BLOOD PRESSURE - N : o /
Fj .‘ } '!_‘ ] R _ - ) N , P '. o
* Diastolic
.

‘To age 39 : . '
- 91 mm _Hg and above 14
. ,90 mm Hg an ‘below 0

‘ Age &Q,ﬂia 64 - i Yoo o . v
" 91 mm Hg and above 14- o0 - 70
. 90 mm Hg and below. w72 86 . 86 ¢
4 . o . S . e
' Age 65 ‘and older’ ’ o e s
101 'mm Hg and above ' 0 0 ) 0
100 mm_Hg and below - . .0, ™ o 0

A - Systolic

All ages - C , ‘ e
) 141 mm Hg ahd aboge /43 14 14 v
. 140 mm Hg and b(Zw -

57 86 " 86
WEIGHT (pounds) R

o
I
~d

Mean - : \ 186 184 183
- High . . : . 260 253 *254

Low 150 148 © 144
COMPLIES WITH LAE TESTS . S . C

Yes 100 100 - 100
No L - / 0 0 0

« TAKES MEDICATIONS < i o S

" Yes B6 |
No _ , o |
P ON/A S .14
Dan'i; I{nmf . 0

B ¥
KNOWS DRUGS AND ACTIONS

., Yes - y C 71 ] 86 | 100 |
: No  ° ) 29 7 [ T Lo

e 0 o




TABLE 13 unz._'-"_" e,
{{srx M

Z‘ * LA Lo L

INITIAL  ONE MONTH \C SIX
e7-% . NeT-%

w

RUHBER cugs coFEEElnz SR

Yl!

HIA s

A sr less :
5 to 1 R K

/11 or more - -

. NUMBER OF CIGARETTES/DAY %

Toar arwm? | o 29 14 14 7 A
. - T .
no You UALLY EXPERIENCE TENSION A O

Hone’i¥,l_f o . s
1 to 10 ' ' »
11 to 20

57 . 58 N1z

0 . 6&14 - 14 ';?fjéﬂ

* - . -
. EQ i ¥ 5

"IP_YES, DO, YOU TAKE MEDICATION

L

j J
& Yes~
No : . -

NOTICED A DECREASE IN TENSION

Yes
No

MAINTAINS EXERCISE PROGRAM

. ) ¢
Yes ,

No } A
- j!j'.!

TYPE OF PHYSICAL ACTIVIZN
K v o ' T
Sedentary

Light \
Moderate

Vigorous

Strenuous

' FREQUENCY OF PHYSIGAL ACTIVITY -

Daily
Twice Weekly
Wéekly -

& u'
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(4) Diabetes.

Patient Population for the Initial Encounter. f ‘

£

(a) Clinic

%2 41 Findings. - r E S R
~ L . ~a Eighty-eight diabetic f.:ati?enta received -

- 3 initial health education on general information about diabetes, 46 returng
" ed the following week for: the second section, diabetic diet." - S3eventeen O™ -
" the original 88 diabetic patients were on insulin and received the third

" section, insulin therapy. Fifteen of the 88 returned for a three maﬁth‘

« - follow-up and eight returned for the six month follow-up. . o

e et boMost. of the. dropouts. in. the three-mopth group =
. were .due to poorly motivated patients. In fact, the diabetic patients ap- :

~peared to be the least intexested in their 1llness compared to the patients® -—

in the other disease categories, This probably was due to. the difficulty of

the subject matter;. there was sc\ﬂmch to learn and so many behaviors (habits)

- ™\, to. change in-e-relatively short time. It could very well be\ths;' the pa-

: tients were overvhelmed in the first session and therefote were reluctant -

' 4 ¢3 return. Their initia¥ reaction was to flee from the situation and deny >

. sthey had the diséase. This should be recognizeéd about the nature of .

the beliavior patterns of those who have the disease. Because of the afore-

. mentioned it 'will utimately coBt more to educate diabetic patients than

‘most other patients, More time will need to be spent in- tfyin%to encour-—
age the patients td stick with the treatment program.115,116,117  0of 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. ) <

%

&
i

c See Table 14, page 84 , Demographic and Socio-
 economic Characteristics of Diabet{c Patients: Initiali Encounter. The
demographic and socioeconomic breakdown.follows: & percent were active
duty, 48 percent retir®es and 46 percent dependents, 59 percent male and
" 41 percent female, 76 percent were between the ages of 41 to' 71 rand 85
. percent were married, 78 perdgat had a high school education, 1 to 3 years
of college or a baccalaureate degree. All occupational categories were
.represented except for combdt related (line groups).

*
H
.

E

1

4

T Sgezviler, DED-,> "Who's Teaching the Dia’bet;ic?“;ii;}?etes Feb 67, 16:
.oa-nze b s i e

=, : .

Ll}ﬁsfaher‘f A.L. et al, "Organization of a Diabetic Clinic at a Military ‘

Hospital: A Coérdinated Team Approach,” Military Medicine, Nov 68, 20: 900-903.

. 1¥73grnigan, A.K., '"Diahetics k\ied to, Know More About Dlet," ‘Journal of -
. — " o h . L . g - -4 *g?
- Ameridan Hospital Association, Nov 16, 1968, 42: 91-93.
s .-*“"‘; ] - o T ;—r*" = oL
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TABLE 16 -
iQECDNQ’MIE CHARACTERISTICS
S I IENTS ET'IIAL ENCOUNTER
* . ' )
' Dmmgr:‘hic hnd Saeinacnnmgic , Patients - ,
KR Vgtiéblea - N=88 '
, ki , % '
S S w B ' i
~ RANR OF MILITARY
& e i o Vv, j", .{ ,
Actiye Enlistgé PN .
E-1 thru E<6 - i B
E=7 thru“E-9 0
. Active Officer ‘ :
/ T e
-.+.Company ‘Grade - .0
F:Leld Grade } 3
, ¢ ,
Depenﬂent 46
Eeti,red Eﬁlisted ;
E-l thru E-& - .
}E=7 ‘thru E-9
Retired @xfic:er; ‘.
Company Grade -3 N
“Field Grade ~ N 17 )
L] Sﬂi A .‘i
Male ) 59
Female - - - A1t
- ;; B .G \‘{‘;,:f' Q
A GE » E —,,‘( § - A g
T ' S
i:ﬁ“‘* less/than 15 Yoo ,f‘/ 3
* - 16-20 & . - r/_; o3 .
21"39 ; ) -y x-3 ¥
“M=40 . 7. , . ~3t15 .
e 41=50., % ~ 2t /
ESI-EDL /T 35
' 6l470 13 ,
) ..711 apd older ) . 1 A
) - - ps §
. ﬁ;’! /‘5 R
4 g » i e
i ‘I,, ¥ ‘
‘ : “\ 7
. ’ e -
AN



+ - ’ 1,
- f!", - ’ Do . - :
) o ! .« TABLE .14 cont. B
p ' ) . =i ) .
- s L
S nmﬁgraphie and Socloeconomic Patients .
— Variabies N=88
: . : B Y . -f i z -
MARTTAL STATUS . - .
'+ Married T, 85
- Widowed 5
- - Single -7
' Engaged 0
Divorced . - f . - 2’
f}SEPEratad : 3\ 1.
* EIJC.ATION COHPLETED .
v T [
> Eiementary (grades 1-6) - 4
Junior High (grades 7-8) ~ 9
'— High.School (grades 9- 12) 1
1-3 Years College 2f
: Baccalaureate - 9
% Master's Degree \ '9
' Doctor's Degree . 0
v»  .OCCUPATION , ‘,
= % o= "1
‘ﬁnemplcy .or Retired ' .15
Housewifé ., .33
Administrative (office work) . . 10
‘Technical Specialist (mechanical) _ 7
Professional (ncn—medical) , - 10
Combat Related (line groups) - 0 -
© " §tudent ,(full time) . - 4
g 3’ Blue Collar Wérk (custodial) 6
. Medical Pfafessicﬂ\al ARN,MD, DDS) -2
v cher ‘ j; . 13
T .x E;’;‘%‘ s , . % s \-
. -3 o amx
A b /
\NLoA 5\
¥ T :/‘ ) ) » - -a,,jgi. »
T Ry B!
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" HISTORICAL FEATURES OF DIABETIC PATIENT'S '\)
XLLNESS® AND EDWBATION PROVIDED: JAITIAL ENCOUNTER - /.

. . 7' ¥ Patients- ..
SN . N=88 . -
LA - . z A

<= - Nurse Clinfcian

TIME $INCE DIAGNOSED

Less Than 3 Months
‘4 to 6 Moriths ° \
-7 to 12 Months .

“./1 to 2 Years

-

F

More Than 2 Years

HEALTH CARE PROVIDER_

. Physician

HAS HAD PRIOR INSTRUCTION

esg -
o' .

4 2 g -

-

i
F ol g I
[ I - ]

72
28

65
35

N=53 -

N ,77‘}? )

< ' L
TIME OF PRIOR INSTRUCTION

i

Léss Than 3 Months

4- to 6 Momths o

7 to 12 Months

1 to 2 Years
More Than 2 .Years

msﬁgg‘rigﬁpmvmzﬁ BY .
> W —
Physiciar™ «

Nurse Clinician

86 1¢ !
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T . d See Table lS, page BE Historical Features

ﬁf Diabetic Eatient 8 Illness and Education Pfcvided. The bfeakdown was
i4 to 6 manths, 4 percent, "7 ‘to 12 manths, 14 percent! 1 to 2 years and’
48 petcent more tharf’ 2 years ago.” The health care provider for 72 parﬁentg
was a physician and: fgt the rgnaini g 78 percent a nirse clinician.r Sixty-
five percent had prior instruceion, 35.-percent dld not. . Of those that
Ehad +prion Instructian, 31 per:ent ‘had instryction less than 3 months ago,
9 ‘percent, 4 to 6 months, 2 percent, 7 to 12 months, 12 percent, 1 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.

= s =

T 2 -Discussion. : Y .

= - &
- ® . Fl ) =
’ , This _population had more retirees than the

other seven learning.systems,’ 48 percent ; and it was the only system tha
‘didn’t have dependents as the highest feprSEﬂtgd group. This was also " —
reflected in the sex breakdown, 59 percent of the population were mdle.

All age groups Were represented as well as all occupational groups. It

was also iInteresting to note that only 65 percent of the population had had
prior instruction and ole 27 percent were diagnosed less than 3 months -
ago. This is a sad. cpmmentary omr the state .of the health care delivery
system. This illness requires, pefhaps, more than any other that the

patient be an effective self care agant. It's important to note that a’
physician ‘provided educatior to 49 percent of the patients that received
instructions (53 patients out of the 88 diagnosed received instruction,

25 by a thSiclan) The time involved to give quality baseliné inmstruc-

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. Tt's difficult
to believe that a.physician in the clinical area would have that amount of
time to givé to his or her patientsy In addition in some MEDDACS and.
MEDCENS nurge cliunicians were spending the majority of their time either
giving diabetic or hypertension education. With the dearth of prepared
physicians &nd nurse clinicians for the primary care areas this practice
has to be questianed, espezlally when better methcds are available that

_ not orly cost far less, and are more effective but save. valuable professional
- time as well, )

.

(b) ‘Patient Comprehension for the Initial Encounter,

1

1. 2

5 ! 1 VFindings. ’ : ' .

a Prior to the educational: intervention all

patients comdpleted a mult ; le—choice questionnaire (pre-test) to deter—

mine their knowledge and skills in reference to the ﬁallawing learning
objectives (the objectives were identified by a physician consultant \\

as feasible achievements for all diabetic patients):

. 1 9 4 & N
DIABETES MELLITUS OBJECTIVES “ A

Upon completion of this ptpgraﬁ the pgtient will be able tot

. Explain that diabetes 1s a condition that can be controlled.
: . Explain that c&iabezes is a-conditfon that must be taken care
of everyday. :
yeay a Lys

» =1 . ¥ -
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Explain who gets diabetes.
Define diabetes in simple terms.

_ E:plgin the importance of diet. . v
Name three. (3) main types of food the body gets Energy from.
Define insulin and state its function (U- IQO). ,

. Define oral drugs and state function,

E:plain the 1mpartsnae of physical aﬂttvity.

7 , D!:etibe what steps to follow during an illness, infection,.

<, . ot severe emotional upset.

Describe why urine testing is important to ‘the diabetig\
Esplgin urine testing for acetone. . s

. Explain diabetic acidosis.

List the symptoms of insulin reaction. \

Describe what to do for an insulin reaction. —~ __ "
Explain inaulin reaction. : ‘ & i

' - - ‘n.I_ . “w-. LI k,’

iiﬁw' ; Describe what to do fg; an insulin reaction. ‘
T “Explain the importange of having gome form .of medical ident]l-

) fication. .
' . Describe why proper skin care and proper care of the feet and
" hands are important to-the diabetic. “

" . List severll foot conditions that should be braught tdégggﬁiii—
~ cians' attention.
. Explain the importance of a yearly eye examinatian.

DIABETIC DIET DBIECIIVES

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

. Ex¥ain the types of food.
. Explain food exchange lists.
. Explain the importance of eating the exact amounts of food.
. Explain what to watch far when purchasing ‘canned or packaged
foods.
. Effectively plan menus using the exchange lists:
a) Milk exchanges ' ' ) ‘
‘p) Vegetable exchanges - '
¢) Fruilt exchanges
d) -Bread exchanges
' @) Meat exchanges
f) Fat-exchanges :
- g) Foods allowed as desired
h) Foods not on'the exchange lists

SELP-INJECTION OF INSULIN OBJECTIVES * ¥ | o .
Upon campletian of this program the‘pacient‘will be able to: .-

. Describe the physicians order regarding his/her insulin’ dose
including kind, strength, number of units, timing, and where
i{ndicated, the use of the sliding scalt.

- . Specify that changes in the insulin dose should be,ordared by
. or guided by the physician. ; ) ' .
s , , 3 -

- o A 1u6 | o
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struction
gession},

4
]

- : , S /‘ o " - S ‘)

;’ =& . . &
E:pliin that there gre differént kinds and s;:engths of iﬁsulin,

‘;1that the shape of the batcle,gnd cnlar nf ‘the label hgip ta iden— 3

tify the .different kinds. '~ .
‘Recogniz® that each insulin viak has a color coded, cab” ‘to 1den~
tify Ebe‘itrEﬂgth and is stamped with ad expiratiop: date after
which it should not be used. v
Recognize that insulin should be refrigeratéd but nqt fraggﬁ.
_that the vial in current use need not be refrigerated. .
‘Recognize that thefe are different kinds -0f insulin gyfinges
‘and that the ayfinge mst "Hatch" the insulin, e.g., a U=40,
syringe should be useﬂ with U~4Q insulin - U-80 with the U—SQ
éyringe - U-100 with the U-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. . v

Identify the thrée parts of the syfinge. . e
" Specify the angle of the needle when it is inse:tgd and natg"
‘how far it should be inserted. - -

Explain the significance af small aigAhubbles in the barrel

of the syringe.

Recall whether a response is negded when there is a large air
bubble in the barrel.

Describe how to clean the top of the insulin bottle. i
. Demonstrate ‘how to fill the dispéssblé syringe with the irEE
scribed amount of insulin.

Demonstyate how to withdraw the needle from. the insulin- bottle. )
Describe the steps in preparing the selected site for injection. T
Demonstrate how to pinch the skin at the injection site.
Demonstrate the action of each hand_fo for holding the syringe

and pushing the plugger. *

Describe the recommended pattern for rotation of injectian sites,
Recognize the benefits of changing injeztian sites.

Specify that at least one other person ‘should know how to;give
fnsulin when necessary.

b Due to the length of the baseliﬁé diabetic in-

(2 consecutive Eéeks. first week, general information {2 hour
second week, diet information { 2 hour session}, and if on insulin,
insulin instruction, for a one hour session as soon as fequired) and dif-
ficulty of the subject matter there was a higher than usual dropout rate.
Because of this it would be too confusging to list the baselines by compo-
gite 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 Cfiterinn—
Level: Initial Encounter.

¢ For general information pre-test, 5.pa;ients

reached the criterion level, 48 patients reached the criterion level for .
the post-test. Diabetic diet, 24 patients were at the criterion level

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.

on insulin the pre-test indicated 7 at the criterion level and

or higher

For those

17 after the educational intervention. - : v,

&

o7 | | S -
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7 C % ’ ’ ’ B T ‘V.d ’
a : o a It was interesting to nate that .most of the

pgtients*whn iniﬁially made ‘low scores on the general information sect;an’{
’.Hete the vefy patients who didn'e rgtufn for. chEediaEetig ‘diet instruction.

- &

‘e . S hh All patiénts who did not ‘reach the criterion
’level had to he reeycleﬂ. This system required more reinfcrcement than

' any ‘dther system because of the length and difficulty of the subject matter.
_During ‘the, instrictional design phase there was some questian about break-
ing the sessions down into smaller units. - However, most of the patients

i used for the formative eValuaEian balked at the- idea because-of the addi-
tional trgval time, time away fram work, etc, that would be inVQlVEd-.

o

¢ _ ' : (c) Patieut Ccmprehensian for the Iﬂitial Encaunteg and
' Six Hnﬁth Assessment :

. See Table 17; page- 93, Parcentagé of Diabetic

) Patients That' Achieved the Criterion Level for the Six Month Assassment.

- The' compﬁsité retention scgre for the eight patients that participated in
khe six month follow-up wasn't -that high. Fifty percent*achieved the cri-
terion level and 50 percent did not. In examining the individual sections

_itxappgared that ‘the diabetes information section had the lowest retention
rate, while the diabetic diet and insulin therapy sections did not. .It was |
probably related to the fact that whag knowledge you don't use you lose. The
patients practiced diet and insulin therapy dailyills Due to thersmall num-
ber of subjects, eight, a ECDIE distributian wasn't done as was for the
initial eﬁcounzer. ,

LT (d) 'Patient Eehaviatal Baselina for Initial Encounter.
1 Findiﬂgs. .

v See Table 18, page 94 , Diabetic Patient Be-
havioral Baselines: Initial Encounter. In relaticn'té examining urine
for’ sugat and ketones the baselines weren't too impressive, 58 percent
didn't check urine at all and 73 percent didn't check for ketones. Ounly *
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
pot on medication and of the 48 percent on medication, 44 percent knew the’
drugs and action. Fifty—fDuEerfient maintained an exercise program, of
those 48 patients, 25 percent exercised wdderately, 67 percent. vigorously
and 6 percent strenuously. Eighty-three.percent of the 48 patients ex-
ercised daily, 15 percent twice weekly and 12 .percent-weekly. Ninety per— .,
cent of the population maintained proper foot care.. o

. 7AusuBel ‘D.P., "A Subsumption Theory of Heaniﬁgful Learning and RE=
'tEnEiQn,r Jaufnal of Ceneral Psychology, 1962 66 213—22&.
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2 Discussion. ' . . - -

5 .

=

. Baselines were lpw in examining ufiﬁe, 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
1i§t did. It cauld be that the patients took the questlan literally and pgfhaps
some of the 48 percent answered negatively because they may have had an
idea of the amounts of foods (that 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 malhtained an exercise prég?am.
The data revealed that practically all the patients in the, population could

have benefited from some type of patient aducation whether they had prior . 7(
instruction or not. e . :
) ' A : . o
x' - f 3 Aj 3 = ;L - EVE ’
T (e) Pat ient B&havioral Baselines for the Initial Encounter
and Three Month Assessmen B

i : ,

See Table 19, page 96 , Diabetic Patient Be- {
havioral Baselines for the Initial Encounter and Three Month Assessment.
The behavioral results of the IS5 patients follows: 13 percent more had
negative urine results compared to the baselipe and more patients were
checking their urine for both sugar and ketones. Four percent more were
following the food exchange lists. The mean we: ‘ght decreased by {ive
pounds. Additionally, 14 percent more were taking their medications and
the same number knew their druzs and action. Seven percent more maintained
an exercise program, although more chanped their type of physical activity
from vigorous to moderate. Seven percent increa sed frequency to daily.

No change iﬂ:maiﬁEEiAgf adequate sleep or rest and 33 percent mDrF patients
maintained proper foot care. )

(f) Patient Behavioral Baselines for the Initial Encounter,
Three and Six Month_ A%Eﬁfﬁwe1tf

1 Findings. '

See Table 20, page 98 , Diabetic Patient Be-
havioral Baselines for the Initial Fncounter, Three and Six Month Assess-
ments. The behavioral results of the eight patients follows: No signi-
ficant change in testing urine for sugar and a decrease of 24 percent from
the three month outcome for ntgztive ketone., Seventeen percent more pa-
tients followed the food exchange list and a six pound loss in mean weight
from the baseline and a thr ree pound loss fror the three month follow-up.
Thirty-five percent more patients were taking their medications compared
to the three month follow-up. All of those taking medications knew the
drugs and actions. There was a 25 percent increase in patients who main-—
tained an exercise program, type and frequency also changed in the desira#
direction. All patients now claimed they maintained adequate sleep, rest,
and proper foot care.

\m J‘[;(
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A TABLE 16

, NUMBER OF DIABETIC PATIENTS THAT ACHIEVED
‘ _ ’ THE CRITERION LEVEL: INITIAL ENCOUNTER

E

GROUPS 0-29% 30-49% 50-69%

- GENERAL INFORMATION - » - /

N=88
Pre-Test 18 23 33 9 5

Post-Test £ 0 8§ 13 19 48

Pre=Test R 1 1 12 8 24
Post-Test 0 1 <4 5 . 36

INSULIN THERAPY ‘ A ~ ’

N=17
Pre-Test 1 , 1 4 4 7

Post-Test 0 )0 .0 0 : 17

o . 9211’;‘
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TABLE 17 N\

PERCENTAGE OF DIABETIC PATIENTS- THAT ACHIEVED

THE CRITERION LEVEL FOR THE SIX MONTH ASSESSMENT

%

‘ N=8-
INITIAL  SIX MONTH

GROUPS ‘ ENCOUNTER ASSESSMENT

Below 807 Pre-Test 100
Above. 807 Pre-Test ' 0

Below 80% Post-Test . 37 50
Above B0YZ Post-Test . 63 50

DIABETES INFORMATION

a!Eelaw-SﬂisteETesta iDD -
Above 807 Pre-Test 0

o ) \
Below 80% Post-Test 50 75

Above 807 Post-Test 50 25

Below 807 Pre-Test T 63 =
Above 80% Pre-Test 37 x

Below 807 Post-Test 50 25
Post=-Test 50 75

Above 807

INSULIN THERAPY '

Below B07 Pre-Test 66
Above 807 Pre-Test 34

[Nyl
[
=
Jn
L%y ]

Below 807
Above 80%

ost-Tes
ost—Te:

o
[iy]
o

100 75

93




TABLE 18°

DIABETIC PATIENT BEHAVIORAL BASELINES:
INITIAL "ENCOUNTER

INIT
OUTCOMES . N=88-%

" RESULTS OF URINE TEST (sugar) 3
Negative b _ 19
1 Plus , 10
2. Plus T 8
3 Plus 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 LIST

Yes 50

No 48

N/A ‘ 2
_ . ,

WEIGHT (pounds)

Mean ' ' 180
High ’ ) 290
Low ’ : 108

TAKES MEDICATION

]
m

i)
ool

2z
~. O
-
[, ] \
O b S O

Yes % 44

No f%h o 56

94 1
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S ¢ ~ "OUTCOMES

i

. \
Sedentary f "
Light ’ A
Moderate ,
Vigorous .
Strenuous . \

EREQUENCY OF PHYSICAL ACTIVITY

i =

) ‘ Daily ' 83
A\  Twice Weekly ' -] s
\ : Weekly 12

ADEQUATE SLEEP AN

E
:

1i°
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TABLE 19/

x?QTIENT BEHAVI RAL EASELINES FBR THE INITIAL

COUNTER- AND

. OUTCOMES -

INITIAL
N=15-7% -

3 Month~

N=15-%

‘Negative

(sugaf)

1 Plus
2-Flus
3 ‘Plus’

4 Plus’

Not Done.

" RESULTS 01}, URINE TEST

]

Negative
Trace
Moderate
Large
Not Done

RESULTS OF URIN

FOLLOWS EXCHANGE LIST

ST (ketones)
- - %

WEIGHT (pounds)

Mean
High
Low

-

TAKES MEDICATION

Yes

No

N/A

Don't Know

5

Yes
No

KNOWS DRUGS AND ACTIONS’

TN L -
e

|

96

171
296
122

166
290
121

67 |-

33

67
-33 7§

Y
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v e - ‘ ' TABLE 19 rcont "
\ , ) '

#

. - INITIAL
OUTCOMES ‘ N=15-%

Al \% o
* MAINTAINS EXERCISE PROGRAM -
_— R i | ,
" Yes ‘ - i <

Q ) N -

A -

L]

' \z‘ ‘H\

. "TYPE_OF PHYSICAIM ACTIVITY

- §edént%§}; t s
Light- - - . 0
Haderage . PN 17

. Vigorous , § "y
Strenuous a ; 8

FREQUENCY OF PHY STCAL:?AC;iv; y

, Daily 1 75
- L Twice Weekly : 25

Weekly , v / . - Q

i &

ADEQUAT;E ISLEEE AND REST -
\

Yes \ ) : ‘93
No o 7

MAINTAINS PROPER FOOT CARE

Yes ) _ : 67
No , 7 o 33

Ea
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) N A P TABLE 20, Ce

- . Ea

i
;*’/ DIABE'II.C PATLEHEEHAVIQRAL BASELINES FOR THE INITIAL
_ EN(;GUNTER /THREE- AND SIX MANTH ASSESS@NIS“

: : N ¥

s
; 'ﬂ: f

= N INITIAL . 3.Month 6 Month :
. . . ourcoMEs ' - - N=8-% _ - NeB=% ' N=B~% __

—

Vi . B s E B e L

“u B

% - - —;;1, e — — - 77 :
- ) . ] )
E RESUI.T& oF IJRINE TEST (Bugar), .

; (f _ o ;_ . Lo ' .
‘ - Negative ' o _ 33% .53
1 Plus : . , "P ' .50 27

12

0

0

0

‘2 Plus : e r
'3 Plus . L P

4 Plus E} , 27y - T L
Not Doné : R -

Hg

RESULTS OF 'URINE TES}’?W‘(ke ones) Y

Negative , 25 87, -
Trace - _ s 0 . g
Moderate , 12 Q
: : 4]
3

[

oo N W

*Lange « : ’ : 0 . ¢
Not Done 63 ~ ® 12

i i
\ FOLLOWS EXCHANGE LIST .

Yes Co et 8 83 , 100

No .. , C12 .17 0
N/A - ‘ : , 0 0. 0
L - % ) ! o IJ -

= WEIGHT (pounds) 7 . '

™ Mean \ @ 1734 171 168 -
—ﬂ‘ Low 121 122 125

¥ : o ; A

= TAKES MEDICATION ' ) .

Yes . . 75

No i 0 -

N/A : . 25 47 12
Don't Know X : 0 — _

KNOWS DRUGS AND ACTIONS

Yes . ,,) S 100 | 100 [ 100 [
-No . . ‘ 0 0 0




© ]
g

OWfCOMEST . —

JINBTIAL, 3 Month 6 Month
N8y ~ N=8-% = - N=8-%.

s

B
-

Y TYPE OF PHYSICAL ACTIVITY '

. | FREQUENCY OF PHYSICAL ASTIVITY ‘

8

o — v F 7' 3
| / &

[

=

LS - s ,;,{1*77‘ T
MAINTAINS EKERCISE

“‘?esf
No

PROGRAM

$edentary .
.Light

Moderate
Vigordas
Strenuous

yoo

%

& o

/ . .

/
® .

L F -
e Lk

/

Daily _
‘Twice Weekly
Weekly

.
7

ADEQUATE SLEEP AND REST

o
Yes
RS

No .-

u..‘ . .:é
MAINTAINS PROPER F

00T

CAKE

-Yes
No

-

- B3 .93 100

63 100 . 100

=t

o

99 1 7 \

"
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", 2 Discussion. - . , ) . :

. T + 5 L . : ., -
- . It -appeared from the data of the behavioral
. outcomes that it took patierts at least ?ﬁivmqpths to change alk the.
. outcomes in the desired gi:egﬁicn.‘gH@;g« Ime .ghould be devoted to
" exapining booster levels and long-tegmer wlpg,of patient education.
‘ < NP Gt LA g '
- . , B/ S .
. (5) Weight Control. =¥ ~ .0 Wy - o
e =5 he E e" v

. 9 (a) Qligichaﬁ;eﬁt Egﬁu;a

L

EianJfg;;;he'initia};Enca@gﬁgrs

4 ~ - \';
fff 1 Findings. ® .

¥
a Seventy-one overweight patientd received the
inithal health education on weight control. The initial session cqnsisted
.of,two, one hour appointments in two consecutive weeks. Ten.returned for®
the three .month follow-up and two for the six month follow-up. "

b All of the overweight patients referred to the
learning center were problem patients (lacked motivation) for either
the physician, nurse clinician, or dietician. Most didn't want to come
for an appointment to begin with. They were fat and happy and really
didn't want to lose weight. Some follow-ups the health educator was
unable to schedule because the learning center closed August 1977. How-
ever, the majority of the phtients #n this group were obese individuals
who lacked motivation about their personal well being. These individuals
1ived to eat rather than ate to ljive.

, ‘ ¢ See Table 21, page 101, Demographic 'and Socio-
economic Characteristics of Weight Control Patients: Initial Encounter.
The®demographic and socioeconomic bregkdown 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~v
presented except for 61 years and older. Eighty-seven percent wére mar—
. ried and 13 percent werée single. Twelve percent were in junior high
school,’ which indicated a fair number of obese teenagers, 40 percent had a
g

high school education, and 35 percent 1 to 3 years f college. The main 1\

occupation represented was housewife.

d Refer to Table 22, page 103, Historical -Features
of Weight Control Patients' Illness and Education Provided: Initial En-
counter. Sixty—-elght percent have been diagnosed more than two years
ago, 15 percent, 1 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 physicflan, 87 percent,

and a nurse clinician for 13 percent. Forty-one zﬁigént of the patients
a2

never had welght control instructions, 59 percent kad prior instruction.
Forty-one percent received their Instructions moré than 2 years ago, 38
percent less than 3 months ago, the remaining 21 percent were somewhere

= 4n between. A dietician gave the instruction to o2 percent of those
patients who had instruction, 24 percent were given Instruction by a
physician, and 14 percent 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, quernal, or both.

o ’ 1.8 °




! - TABLE 21

" DEMOGRAPHIC AND SOCIOECONOMIC CHARACTERISTICS
o " OF WEIGHT CONTROL PAIFENTS: INITIAI ENCOUNTER
Lo . ) - x
. .Demographic and Socioecomodic = Patients
Variables . N N=71
L _ A

s — - -~ - X
RANK OF MILITARY

te
Active Enlisted

E~1 thru E-6 ' l 6
E-7 thru E-9

-

Aﬁtivg Officer - o

ol

Company Grade : - 1
Field Grade ) 1
_ Dependent 87

Retired Enlisted

E-1 thru E-6 , 0
E-7 thru E-9 ‘1

. Retired Officer

Company Grade x 0
Field Grade 3
= o P

Male , _ ‘ 11
Female ! . 89

AGE R

less than 15 : 4
16-20 4
21-30 20
31-40 30
41-50 : 18
51-60 : 24
61 and older 0

1.9




- " . TABLE 21 _cont. '

Demgfraphic and Socioeconomic - Patilents
Variables o ~/ & N=71
- %

MARITAL STATUS.

P

o D

Married
Widowed
Single

: Engaged
Divorced
Separated

[—

EDUCATION COMPLETED

Vs

Elementary (grades 1-6) 1
Junior High (grades 7-8) 12
High School (grades 9-12) ; 40
1-3 Years College < : 35
Baccalaureate , - 10
Master's Degree 1
Doctor'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) L
Student (full time) . "7
Blue Collar (custodial) 0
Medical Professional (RN,MD,DDS) 0
‘Other 10

102 1 20




. A S . o N
) ; : ST . TABLE 22
"HISTORICAL FEATURES OF WEIGHT CONTROL PATIENI 5
ILLHESS AND EDUCATIOHN FROVIDED: INITIAL ENCDUHIER

Historical Features ‘ Patients
— » N=71
) - - o ) x
. TIME SINCE DIAGNOSED
- Less Than 3 Months 6
4 ko 6 Months =~ - . 8
)7 tg 12 Months .3
1 tb 2 Years 15
More Than 2 Years : 68
HEALTH CARE PROVIDER .
Physiclan ) ’ 87
Nurse:-Clinician ' 13
HAS MAD PRIOR INSTRUCTION .
Yes - f 59
Ho . 41
i - N=43
_ _ 3 B Z
v TIME OF PRIOR 1MSTRUCTION )
Less Than 3 Honths 7 : 38 )
4 to 6 Months - . 7
7 to 12 Months 0
1 to 2 Years . 14
More Than 2 Years : 41
INSTRUCTION P?OVIDFD BY .
Physician : 24
Nurse Clinician . =14
D:}Etiiiaﬁ . ' 62
‘7 N=71
- z
OVERWEIGHT SPOUSE
Yes 7 ' 39
No 61
OVERWEIGHT CHILDREN .
Yen ' * 25
Ho L 75
,, i o o ‘ b
CX’EﬁRﬁEIC{}jT FARFNTS —*"‘-]
HMaternal 35
Paternal ‘ ID
Both ' 10
None : ‘0 - 45
° : | 105 121
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The data clearly indicated that there was a need

for a program such-as PACOMED to save both valuable profesgional time and
money. Further, thesdata revealed that the health care providers were not
- fully accountable in the area of pati
" weight control {nstructions by health o
nurse clinicians) to patients who had a f
not motivated would not only be a profess

t
s

ional bore, but counterproductive -

as well. Note tﬁsg 87 percent of the.obese dependent wives, 39 percent;

claimed to have obese husbands. - » - -

: N
(b, Patient Comprehension for the Initial Encaeunter.

- §

1 Findings.

. a . or to the educational intetvention all pa-
tients completed a multiple ice questionnaire (pre-test) to determjne
their knowledge in refercnce Lo the following learning objectives (the ob-

jectives wvere tdentified ty a physiclan and dietician consultant as fea-
sible achievements for all weight contfol natients): '

GENERAL INFORMATION OBJECTIVES

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

. Explain how to treat their digestive system.
., Define overweight/obesity.
., List four main causes Df_gverﬁei
overeating, social pressures, la
power. ‘ '
. List five dlseases directly related to obesity. For example:.
© hypertension, diabetes mellitus, heart disease, péstsufgical
complications, hypoventilation, strain on the back and joints,
toxemia, etc.
. Explain what the @verweight/GEESE’patieht‘s attitude toward
weight control should be.
.~ List the main reasons to avoid Y"fad/crash' diets.
. Explain the importance of self-motivation. :
., List what his/her, ideal weight should be. .
o ., List the advantagﬁg the patient will have after géiniﬂg con- "
trol of his/her welght.

ht/obesity. For example:
k of exercise, lack of will

104
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ent ecducation. Tt appeared_ that giving
rofessionals (physi&iaﬁ5§3dieﬁizians,
milial-history of obesity and were

v



Upon zgﬁpletiaﬁ of ﬁhis'pfagfam the patient will bé able to:

|  PHYBICAL ACTIVITY/FOOD EXCHANGE

T

Explain the role of exercise in fglation to weight reduction

~and control,
with caloric intake;

For example:

The benefit of balancing activity

The benefit of various types of exercise

" ‘and how they relate to life style.

‘Explain food exchange lists.

Explain the types of food, 1i.e., protein, fat, fruiﬁs, etc.
Explain the importance of eating the exact amounts and types

h)

. -, of food recommended for daily conswmption,
= BItEcEively plan menus using the exchange 1ists‘
o _ WR exchanges
. b egetable exchanges
¢) Fruit exchanges
d) Bfead exchanges
e) Meat exﬂhangeg
- -£) Fat exch .
whoog) Foods sllﬁwed asg desired

Fapds not on the exchange lists

, b “See Table 23, page 106, Percentage of Weight
Cantrnl Patien;s That Achieved ‘the Criterion Level: Ini;ial Encounter.
For the composite scores 8 .percent reached the criterionM.ével on the pre-

test and 92 percent did not.

criterion level and 11
fnr general infprmstian and

pfevioug instruetion wasn't ver
of patients had

(e)

For the post-test, 89 percent reached the

percent did net.
physical dctivity/food exchange.

2 Discussion.

See further breakdown of scores

* The 1aw baseline scores indicated that the

y informative and ‘lasting, also ‘a number
never had instruction '

Patient Camprehensicn fcf the Initigl En:aunter and

Six HDﬁth Assessmentf

See Table 24,
Control Patients That Achieved the Crite

s page 107, Percentage of Weight
rion Level for the Six Month As-

sessment. One hundred percent of the patients were at the criterion level

or dbove six months later.

can be drawn.

105
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TABLE 23
" PERCENTARE OF WEIGHT CONTROL PATIENTS THAT ACHIEVED
_° THE CRITERJION LEVEL: INITIAL ENCOUNTER

N=71 —= Z -

0-29%  30-49%  50-69% 70-79% 80-100%

‘Pre-Test . 23 67 8 8
Post-Test - .0 0 3 8 - 89

GENERAL INFORMATION

Pre-Test 4 28 62 { b 2
Post-Test 0 0 3 - 8 89

PHYSICAL ACTIVITY/

l

Pre-Test 3 - st 61 10 18

Post-Test 0 0 3 5 92

106 . . '

]
oy

L w
1 st




TABLE 24
PERCENTAGE -OF WEICHT CONTROL PATIENTS' THAT

ACHIEVED THE CRITERION LEVEL FOR THE
SIX MONTH ASSESSMENT

 Nw2-X

‘ ‘ INITIAL SIX MONTH
GROUPS ENCOUNTER AS?ESSHENT
— — —— —

T CaMPOSITE Scores N

Below 80% Pre-Test 50
Above B0Z Pre-~Test 50

Below 807 Post-Test
Above 80% Post-Test 100 100

GENERAL INFORMATION

Below ‘80% Pre-Test 50
Above 80% Pre-Test 50
*
Below B0Z Post-Test
Above 80% Post-Test 100 100

PHYSIGAL ACTIVITY/
FOOD_EXCHANGE

Below 80% Pre-Test 50
Abavegaﬂz Pre=Test 50

.Below B07 Post-Test
Above 807 Post-Test 100 ., 100

Y,

£
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L (6)"Egtignt;gghgjiafgl'Basg}ine; for the ;pi;ia;fggc§gg§érs

' a See Table 25, page 109, Weight Control Patient
Behavioral Baselines for the Initial Encounter. Weights are not .relevant
until shown with comparative data. Fifty-four percent maintained an exer-
cise program, 46 percent did not. Of the 54 percent that maintained an
exercise program, 32 percent exercised moderately, 47 percent vigorously,
and 18 percent strenuously. Sixty-six percent exercised daily, 26 percent
twice weekly, and 8 percent weekly. Fifty-nine percent stated they under-
‘stood their caloric limitationé, 11 percent did not, apd 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 need for
assistance in losing weight. Type of snacks consumed included: carbohy=-
drates, 16 percent, protein, 3 percent, fat, 8 percent, fruit, 28 percent,
milk, 4 percert, bread, 18 percent, and none, 23 percent. Sixty-six per-
cent ate from 1 to 5 snacks per day other than their three meals, 8 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 medication 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.

(e) Patieﬁtf&ehgvipfal Egsgli%esggnd'Gucggges=fagithe

Initial Encounter and Three Month Assessment.

4

a See Table 26, page 111, Weight Control Patient

Behavioral Baselines and Behavioral Outcomes for the Initial Encounter and’
Three Month Assessment. The mean welght dtopped 5 pounds for the 10 patients.
Thirty percent more started an exercise program, however, 13 percent went

from vigorous exercise to moderate, but 17 percent increased their frequency
to daily. Twenty percent more claimed they understood they had caloric
limitations and 40 percent were now attending weight watchers. Ten ‘
percent of one patiept changed his snack from bread to protein.’ Twenty B}
percent either decreased snacking or cegsed altogether, and the 50 per=

cent that formerly didn't know. their drugs and action now did, and the

compliance rate changed accordingly.#

%,

108 1zR '




“mg 25

- HEIGHT CONTROL PATIENT BEHAVIORAL BASELINES
: © " FOR THE INITTAL ENCOUNTER

o INITIAL
OUTCOMES  Ne71-%

» _ACTUAL WEIGHT (pounds)
" Mean )
= ! =

MAINTAINS EXERCISE PROGRAM

R ges,nmﬂ“._fb o

'

No

TYPE OF PHYSICAL ACTIVITY

Sedentary
~ Lighta
Moderate
Vigorous
Strenuous

FREQUENCY OF PHYSICAL ACTIVITY

" Daily . 66
Twice Weekly. 1 26
Weekly 8

UNDERSTANDS LIMITATIONS OF
'CALORTC INTAKE

Yes ' L 59
Voo No - ’ _ 11
N/A 30

. REGULAR ATTENDANCE AT WEIGHT
WATCHERS, ETC. o

= — Yes' V | 7
No @ . 18
N/A - 75

Carbohydrates 16
Protein 3
Fat !/ | 8
Fruit . 28
HMilk : 4
Bread X ' 18
None : 23

T




=
A

TABIE 25 conts  ©

' OUTCOMES

NUMBER OF SNACK TIMES/DAY

1 to &
6 to 10

. More Than 15

None

TARES mnrchmwls‘ .
Yes |
No
N/A

{ “‘Ei’es

1m0 128




TABLE 26

HEIGH'I‘ CDN'I‘RDL BATIENT Bzmﬂom BASELINES AN’D

,‘ ) INITIAL 3 Month
s OUTCOMES | N=10-% =~ N=10-%
, _ 175 , 170
. . , W S
.. MAINTAINS EXFRCISE PROCRAM. f

’ Yes
No
TYPE GF PHYSICAL AETI?i;X
{

Sgdenta:g
Light
Moderate
Vigorous
Strenuous

e

FREQUENCY OF PHYSICAL ACTIVITY -

Daily IS R 50
 Twice Weekly 34 33
Weekly : 33 ] _17

UNDERSTANDS LIMITATIONS DF
CALDRIC INTAKE

"i’eg o . 80. 100
No .7 _ 0 . 0
N/A . 20 0
REGULAR ATT ANCE AT WEIGHT '
WATGHERS ETC-

Yes : ; 0 40
No 10 0
© N/A 90 60

TYPE OF SNACKS CONSUMED

Carbohydrates ' 10 <10
Protein - 0 10
Fat ' : 0 0
Fruit ' 20 20
Milk ' : : : 10 10
Bread - ‘ 20 10
None \ - L~ 40 40

[



TABLE 26 éant.

' OUTCOMES

Y

" INITIAL

N=10-%

3 Month

N=10-%

T ———

NUMBEROF SNACK TIMES/DAY

1t

6 to 10

11 to 15

~ More Than-15

None

.

KNOWS. DRUGS AND ACTIONS

Yes
No
N/A

™" TARES MEDICATIONS

L
b

Yes
No

v

-

I
e
2

40
Dﬂ
20

40

100

Ep
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(f) Patient Behavioral Baselines and Outcomes for the

Initfal Encounter, Iﬁfee7anij5ixiﬂaﬁth!ASsassgggg5

1 Findings.
- . . . t
. . See.Table 27, page 114, Weight Control Patient
‘Behavioral Baselines and Outcomes for the Initial Encounter, Three and Six
Month Assessments. . The comparison data for the two patients follows:

Mean drop in weighe 14 pounds, 50 percent increase 1in exercise, 50 percent
increase {rom moderade to vigorous, and no change in frequency. No change

4n understands calorid\ 1imitations or attendance at Weight Watchers. One

'-éhﬁ'ﬂ‘é;‘——ﬁ parcent-change in type of snack consumed, n¢ change in number of
‘snacks per day. . Neither patient was on medications. : :
. 4 : '

2 Discussion.

- 7 : , This data suggested that in addition to saving
professional time and cost of patient education the SA approach was ef=
fective in changing behavior in the desired direction. Because of the

high dropout rate for the weight control patients, perhaps more resources
should be allocated to motivate the patients to return for follow-up visits.
This could easily be done by sending a post card or letter approximately

one week before the follow-up appointment and a telephone call to remind L
the patients again of their appointments one day prior to the vigit, 119,120,121

(6) Breast Self Examination.

gCa) Clinic Patient Population for the Initial Encounter.

1 Findings. : ' ¥

a Fifty-six patients received initial healfg’

education on Breast Self Examination. Only eight were able to return
for the six month follow-up.

b The rate of non returnees was high because
the learning center was closed August 1977, and there wasn't sufficilent
time for follow=ups.

" ¢ See Table 28, page 116, Demographic and Socio-
economic Characteristics of Breast Self Examination Patients: Initial En-
counter. The population categories of the 56 patients follows: Two per-—
cent were active duty while 98 percent were dependents. All patients
were female, 67 percent were between 30 to 50 years of age
and 94 percent were married. Seventy-three percent had either a high
school or 1 — 3 years of college educational level. The majority, &7
percent, were housewlves. '

'?Igé§éddo§ki D., Obesity and Its Management (Edinburgh, E. and S. Living-
'ston, LTD., 1969).

120gtare, J.F., "Comments on Obesity," World i@g;ﬁAbsgtagtg} 1963, 6: B.

;Elﬂéyeri J., Overweight (Englewood Cliffs, Prentice-Hall, Inc., 1968),

o F om0 .




TABLE 27

“WEIGHT CONTBOL PATIENT BEHAVIORAL BASELINES AND OUTCOMES
FOR THE INITIAL ENCQUHTER, THREE AND SIX MONTH ASSESSHENTS

' a o " INITIAL 3 Month -6 Month
. ouTcoMEs - . K=2-—% Ne2-=% Nw2--%

= = . i

HEIG'E;(Pauﬂds) ' .
Hean | 173 - 16l 7159

NS EXERCISE PROGRAM

- . Yes . 50 ,EQDE IDQ*
No L ! 50 0 0

TYPE OF PHYSICAL ACTIVITY

. Sedentary 0 0
Light ; 100 0
Moderate ] - .0 ] 100 50
Vigorqus : 0 : 50

Strenucus 0 0

FREQUENCY OF PHYSICAL ACTIVIFY

Daily 100 1100 100
Twice Weekly ) . .0 o 0
Weekly : 0.l . 0 1. 0

UNDERSTANDS LIMITATIONS OF .
CALORIC INTAKE - .

Yes i 100 100 100
No . 0 0 0
N/A 0 0 0

REGULAR ATTENDANCE AT WEIGHT
WATCHERS, ETC.

v Yes S | 50 - 50 . 50
. Ne o - 0 0
s N/A 50 50 50
141 :""4 'br. b R ' » ’
“t %" TYPE OF SNACKS CONSUMED

Voo

Earhéhydrates
Protein '
Fat .

Fruit ( >
M1 1k |

Bread ’
None :

L
leNolololelole]
’ [
0‘
| = Weoll oNo ol el

I

clcoooc oo

132

114




. TABLE 27 cont. | .
. , INITfAL- 3 Month ' 6 ﬁéngh‘
CUTCOMES ’ N=2—% N=2—% N=2—%

NUMBER OF SNACK TIMES/DAY _ N

lto5 ’ : 100 100 100

6 to 10 : 0 0 '

A 11 to 15 . o 0 0
E ~More Thamn 15+~ . - . ) 0 ' 0
None 0o - 0

oo Q

. TAKES MEDICATIONS

* Yes = ! 0 0 0
No » ’ 0 0 :
N/A . ) 100 1000 . - 100
KNOWS DRUGS AND ACTIONS
L . - fi
- 'There were no data for this
section because neither of the
- patients were taking medication.

+

115 . .
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TABLE 28

v C ' ' .
o DEMOGRAFPHIC AHD’SQCiQEGDﬂQHIG CHARACTERISTICS
Q?:BREASf SELF EXAMINATION PATIENTS: INITIAL ENGQUNTER

Demographic and Socioeconomic ’ Patients
" . Variables N
. ' /4

Iy

— - N— - - = — - = ,'{
RANK OF MILITARY

Active Eniiééed

‘E-1 thru E-6 ‘ =2
E-7 thru E-9 . 0

“Active Officer

‘Company Grade RN
- Field Grade ) 0

‘Dependent . 98
Retired Enlisted

E-1 thru B-6 = 0
E~7 thru E-9 . 0

. Retire officer

. Company Grade .. 0
Field Grade ‘ } 0

SEX

Male ‘ 0
Female = i‘;<-~ 100

less than 15 ' L
16 to 20 . SRR

21 to 30 - ‘ T - 14
31 to 40 o - _ - 37
41 to 50 : -0 30
51 to 60 SR 11
. 61 to 70 : o 2
", .. 70 and older o . 2




« . s .« . TABLE 28 cont.
RS
Demographic .and Sociocec¢onomic Patients
s Variables + o N=56
. - . B - . . 7‘ - z
— 9 . .
0
. 1gle 4 i
" - Engaged . 0 .
Divorced ) 0.
Separated ’ t 2
EﬂUEA'EIQN COHPLETED . .
Elementary (gradeg 1s6) ) 2
, ;Jhniar High (grades 7-8). . .10
* . High School (grades 9ﬁ12) .. 34
- 1+3 Years College . 39
Baccalaureate s L 13
. Master's Degree . _ o 2
Doctor's Dégree L v 0
’ CGUEAIIOH I .
Unemplayéd or Retired 2
Housewife ' 67 B
o Administrative (efficenwafk) , B T2
s Technical Specialist (mecﬁaﬁical} 4 \\J"l
. Professional (non-medical) -~ 2 L
Combat Related (line groups) 0 ii\
Student (full time) , ' 2 -
- Blue Collar (custodial) 2 v 2 [ ,
" Medical Professional (RN,MD,pDS) . ™0 S
Other . ) ‘ 7 é‘
. S R : (
¥ ! ; // : : K“
¥ ' .
5
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ESTBRICAL FEATUPES QF BREAST SELF EXAMINATION
mﬂms AND EDUC‘.ATIQE PROVIﬂED- IN‘IITAL ENCO!IN'LER
& . . .
Hi;tnﬁieal Featufas _-i*: LT Patients
v N=56 .

'?’}5:1*W }5 '. !,} , 1 - 2

" HEALTH CARE_PROVIDER

o : Physician - R R f“ éB
SN T_Ngrse Giinician e 2

HAS HAD PRIGR INSTRUCTIQN .~ v

--'.—-E
. IR . S ..
Yes S s : | 40 T .

No

LI N

TIME OF PRIOR INSTRUCTION

Less Than 3 Months
4 to 6 Months

" 7 to 12-Months
1. to 2 Years

) Hh e Than,2 Years:

R INSTEJJCTIDNS PROVIDED BY

ysiﬁian “' ; . 85
urse Clinician = s 15

N @BER@F CHILDREN .
14
27
11

6_‘5 or HDEE ) ' ‘, . 2
None : . S 11

hyulhir!
-~

15 to 20
21 to 25 , : 6
26 to 30 1
31 to 35
.36 to 40
e 40 and Abav&

" AGE wuzfu L’ASIY CHILD WAS BORN

15 to 20 : , 9
21 to 25 ' . 24
26 to 30 30

_ — . 31 to 3 o
L 36 to 40’ HREA 13
2 © - 41 and Above . ; 2




&Y TABLE 29 cont.

DID YOU BREAST FEED

Yes
No

HOW MANY' CHTLDREN

e

o -l:'* Lk o et

or More

HOW LONG FOR EACH CHILD

Weeks ‘ 4
Month 147
Months 9
Months 27
Months 14
Months or Longer 32

BN S B e B

 EAMILY HISTORY OF ANCER

Colon

Breast
Uterus
Cervis

WHAT AGE AT MARRTAGE

15 to 20

21 to 25
26 to 30

31 to 35
36 to 40

41 or Older
Not Married

P ]

PREVIOUS BREAST BIOPSIES

Yes ’ LLQQ,,’7
No 0

F

DIAGNOSIS IF KNOWN

: Benign . 137 32 |
o - Malignant . 68
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d See Table 29, page 118, Historical Features

of Breast SelfrExamination Patients and Education Provided: Inltial 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 thkat 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. Other historical feature: included: number of chil-
dren, the majority had 2 or 3 children, 68 percent yere between the ages

of 21 to 25 when their first ¢hild 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 masried hetween the ages of 15 o
to 25. All had previous breast biopsies and 68 percent were malignant and

32 percent benign.

iscussion.

\U\ .

2

The most glaring fact was that 54 percent had not had prior
instruction. Of those referred, all had previous breast biopsies gnd 68
percent had.a malignancy. The data certainly did indicate a need to save
professional Pihme as well as cost in this area. In addition the need for
preventive patient education appeared to be great,

(b) Patient Comprehension for théﬁlpitial Encounter,

+ 1 Prior to the educational intervention all
patients completed a multiple—choice questionnaire (pre-test) and Betsi
breast demonstration to determine the.r knowledge and skills in reference
to the following learning objectives (the objectives were identified by
a physician consultant as feasible achievements for all breast self ex-—
amination patients):

BPEAST SELF EXAMINATION OBJECTIVES |

El

Upon zompléti@n 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.

. Describe 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.

L]

O
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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.
r 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 locking at the breas%ékwith arms over the
head and with hands squeezing the waist.
. . Tell what the third part of the visual exam conaists of,
Example: Discharge from the nipple. ‘
. Name two signs to loéok for in the third part of the
breast self examination. Example: bleeding, other discharge,
etc. - ) )
', Tell why to begin the examination when the skin is wet.
. Show how the fingers are held in relation to the breast to do
‘ correct breast self examination.
. Describe the correct technique for examining the breasts.
. Explain why a second examination is djﬁe in the prone position.
. Tell what should be done if a lump in the breast is found.
. ‘With the aid of the Betsi Breast Teaching Model, the patient
 will demonstrate the following: B -
1) Correct technique for breast self examinatdon. o
2) Ability to detect breast lumps by finding four (4) lumps
in the bfeaStiPciéli

. » y

2 See Table 30, page 12;l 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-test 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 the Betsi

. breast demonstration.

N : 3 Those patients not reaching the 80 percent
ctiterion level were given additional instruction during their initial
appointment and all reached the criterion level prior to leaving the

- learning center.

' ®

£ 4 Again, notice the low baseline scores, even

thaug% 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 OF BREAST SELF EXAMINATION PATIENTS
THAT ACHIEVED MHE CRITERION LEVEL: INITIAL ENCOUNTER

GROUPS 0-29%  ® 30-49% ____50-69%

_70-79%
_10-79%
GENERAL INFORMATION

Pre-Test 52 25 21 0 2

. Post-Test -0 0 - 2 21 77

BETSI BREAST TEACHING
MODEL

Pre-Test 70 30

Post-Test 100 0

[ (c) Patient Comprehension for the Tnittal Encounter and Six
Month Assessment. '

. 1 Findings.

See Table 31, page 123, Percentage of Breast
Self Examination Patients That Achieved the Criterion Level for the Six
Month Assessment. Eighty-seven percent of the patients were at the cri-
terion level or above six months later and 100 percent passed the Betsi
breast demonstration. ’ ’

2 Discussion.

; Unfortunately, the number of subjects reported
on for the six month assessment was small (N=8). Consequently the data
were not subjected to statistical interpretation.(! The data reveal an ex-

1 ceptionally high retention rate when compared to the retention rates of other

learning systems that have six month follow-up# in both the comprehensive
and skill areas. What this suggested was that booster levels, and times of
reinforcement were learning system dependent. In other words, different -
topic-areas and learning objectives probably would require different time
increments. for optimum reinforcement in order to sustain desired outcomes.

0 o ’ 140




- TABLE 31
“PERCENTAGE OF BREAST SELF EXAMINATION PATIENTS THAT
ACﬂiEVED THE CRITERION LEVEL FOR THE SIX MONTH ASSLSSMERT
N=8-%
, INITIAL SIX MONTH .
_~  GROUPS ENCOUNTER ASSESSMENT
GENERAL_INFORMATION
=
Below 80%Z Pre-Test 100
Above B80%Z Pre-Test 0
Below 807 Post-Test 38 13
Above BOZ Post-Test 62 7 87
BETSI BREAST TEACHING
MODEL
Pass 100 - 100
Fail 0 , 0
. i
(d) Patient Behavioral Basg;ineéjf%gfthé,ipitial Enagug;ef!\i
~ tlent b bas _= snlt. L

See Table 32, page 124, Breast Self Exagination
Patient Behavioral Baselines for the Initial Enccunter. The findis for

68 percent did not. Seventysniﬁe‘pefcent did an inc@mpleta examination,
21 percent a complete examination, 52 percent have detected a lump, 48 per-
cent have not. Of the 52 percent who detected a lump, 86 percent were be-
'nign and 14 percent malignaﬂt.
,
(e) Patient Baselines and Behavioral Qutcomes for the e
Six Month Assessment. ' -

.1 Findings.

- # -

See Table 33 page 125 Ereasc Salf Examination
Sixzyitwa pefcent more women Exﬁmiﬁed theif breasts monthly after the Ed—

- ucational intervention then they did prior to having the instruction. One
‘hundred percent could perform a thorough examination. Previously 62 peré-
cent only could perform an incomplete examination and 38 percent couldn't
perform one at all. Prior to being referred to the patient learning center
33 percent had benign lumps, 33 percent malignant lumps and 34 percent
didn't know if they had any 1umps Six months later, 25 percent 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 j

k%?
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(TABLE 32 | -

‘(\3 BREAST SELF EXAMINATION PATIENT BEHAVIORAL
‘ _ BASELINES FOR THE . INITIAL ENCOUNTER

/ 2 g INITIAL
_OUTCOMES N=56-7%

EXAMINES BREASTS MONTHLY '

T i Yes
’ No

THOROUGHNESS OF EXAMINATION

Complete
Incomplete

L .
DETECTION OF LUMP

Yes
No

BENIGN OR MALIGNANT

Benign

[ | k - | .

L 3

none of the lumps had been biopsied, see N/A, 100 percent.
f:’

"\ 2 Discussion.

v There appeared to be a great need for preventive
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 GYN check-up. The PACOMED prototype can provide the service
effectively at a very low cost, both in professional time saved and money, '
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. o :

g
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% ‘ TABLE 33 :

. 4
 BREAST SELF EXAMINATION PATIENT BASELINES AND
BEHAVIORAL OUTCOMES FOR THE SIX MONTH ASSESSMENT-

INITIAL  SIX MONTH
__OUTCOMES _ N=8-7  ASSESSMENT

EXAMINES BREASTS MONTHLY

Yes
No

THOROUGHNESS OF EXAMINATION

Complete
Incomplete

DETECTION OF LUMP

- Yes
No
N/A

" BENIGN OR MALIGNANT

Benign ' \ 33
Malignant ) _33
N/A | 34

*No biopsy of the detected lump
was taken prior to the six month -
follow-up. ’ ‘ '

%




o ? s
(7) Low Back Paim.
or the Initial }lc@gﬁr};efifi

(a) Slrini;fl{at ient Popuiation f

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 majority did not return because they claim-
ed, their back felt better, The other patients gave the following excuses:
‘tAagsportation problems, no time, wanted their appointment to coincide with
physician appointment. :

¢ See Table 34, page 127, Demographic and Socio-
economic €haracteristics of Low Back Pain Patients: Initial Encounter.
The demographic 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 female. Six
percent were less than 20 year / of age, 25 percent 21 to 30 years of age,
25 percent 31 to 40 years of fge, 28 percent 41 to 50 years of age,_ and
16 percent 51 to 60 years of lage. Eighty-three percent were married.
The majority of the patients had an‘educational level of high school to
baccalaureate degree, 92 percent. Occupations: 39 pertentihousewifa, 25
percent administrative work, 11 perééﬁt technical specialist, 14 percent
professional, 3 percent combat related, and 8 percent blue collar work.

d See Table SSéCpage 129, Historical Features
"of Low Back Pain Patients' Illness and Education Prévided: Initial En-—
counter. The health care provider for all the patients was a physicfian.
Seventy-two percent had prior inmstruction, and 28 percent did not. Forty-
.six percent of the patients had prior instruction less than 3 months agbd,
and 46 p%rcgnt'gqﬁe than 2 years ago. Instructions were provided by a
physician for 54 percent, nurse clinician for 4 percent, and physical
 therapist for 42 percent. Eighty-three percent had a history of back pain
'théthEarte&'wéth ttaumgT 47 percent cited other causes.

4

© 2 Discussion.. s

AU . _s.a Thg tlinic patient population represented a
high petrcentage of mctrive’ Ut¥;:30 percent, and a much younger group =
than the hypertenéiye,.diabefes; and weight control systems. Consequent=
1y/ the occupational distribwtton was much more varied.

: b Perhaps the low number of returnees for the
one month folldw-up was due to the high percentage of patients who had
prior instruction, 72 percent. Additionally, 46 percent had their in-
struction less than 3 months ago before being referred to the learning
center. The perceived need simply wasn't there. HNote that a physician
gave instruction to 54 percent of the patients.

14
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’ - TABLE 34

. DEMOGRAPHIC AND SOCIOECONOMIC CHARACTERISTICS
OF LOW BACK PAIN PATIENTS: INITIAL ENCOUNTER

-Demégraph%c and Socioecongmic Patients
: Variables N=36
s . %

RANK OF MILITARY °

Active Enlisted

E-1 thru E-6 16
E-7 thru E-9 8

Actlve Officer

Company Grade B 3
Field Grade 3
et

ﬁaaa}ﬂgbéndent‘ 61
" Retired Enlisted

E-1 thru E-6
E-7' thru E-9 3

Retired Officer

Company Grade . ‘ 3 .
Field Grade o .

less than 20 : 6
21 to 30 25
31 to 40 25
41 to S0 o 28
51 to 60 . 16
61 to 70 0

h
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' TABLE 34 cont.

Demagrapﬁia and Socioeconomic Patients
. Vagiables N=36
%

MARITAL STATUS

Married ' 8
Widowed
Single
Engaged

Separated

O D e 0

EDUCATICN COMPLETED J

Junior High (grades 7-8) . 3
High School (grades 9-12) 44
1-3 Years College 28
Baccalaureate = 20
Master's Degree : 2
Doctor's Degree 0

OCCUPATION o

Unemployed or Retired 0
Hgusewife ‘ 39
Administrative (office work) 25
Iechgigal Speclalist (mechanical) 11
Professional (non-medical)

Combat Related (line groups)

Student (full time)

Blue Collar (custodial)

Medical Professional (RN,MD,DDS)
Other- ' i .

—
oy 0 Dy Ld e
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» TABLE 35

“HISTORICAL FE _TUEES’QF LOW BACK PAIN PATIENTS'

‘ TLLNESS AND EDUCATION PROVIDED: INITIAL Escauuiigé-fufgl .
Historical Features +Patients
7 =D N=36
& %! . HEALTH CARE PROVIDER
- Physician " ._w 100
.- Nurse Clinician S 0 l
. Physical Therapist " 0 T
 BAS HAD PRIOR INSTRUCTION
Yes
No
TIME OF PRIOR INSTRUCTION
Less Than 3 Months
P 4 to 6 Months

7 to 12 Months
1l to 2 Years
More Than 2 Years

INSTRUCTIONS PROVIDED ’if

Physician . 54 .
Nurge Clinician 4 | Lo 57
Physical Therapist ' 42 4;53

HISTORY OF BACK PAIN

Yes 83
- No J 17

A HOW BACK PAIN STARTED

Trauma 53
Long Trip 0
Other 47




&

(b) ggt;gpﬁ Qgﬁﬁrehensi;n.ﬁpr the Tpitiglﬁﬁn;dugﬁgri.
1 -Findings. | o .

CT v a Prior to the educational intervention all
patiEnts completed a multiple—choice questionnaire (pre-tést) and pos-
ture demonstratlon to determime their knowledge and skills in reference
“to the following learning objectives (the objectives were identified by
& physician consultant as feasible, achievements for all low back pain
patients): v

- LOW BACK PAIN OBJECTIYES

| ) Y I :
v Ipon .completion of this learning program the patient will be ablé,tQEj

&

.- Define good posture.
. Identify who may acquire low back pain.
. Identify the most common causé 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 10% back pain.
. Explain that exercise is the only real treatment/cure for
low back pain. * . ”
. Demonstrate the @f@perfexeriisEs‘fot low back pain.
. Describe the pf@pet,methgﬂ‘¢071ift heavy. loads, such as,
children, groceries, etc. T I
. Tell how to properly use. pillows while 'sleeping or relaxing.
. Demonstrate good posture. R
. Explain how to properl§ gselect furniture.

P

b See Table 36, page 131, 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 criterion level on the pre-test, 67 per—
. cent did not. Sixty-one percent failed the posture demonstration on the
‘pre=test, 39 percent passed. For the post-test 92 percent reached the
critérion level and 100 percent passed the posture demonstration.
2 Discussion.

St It is im?arté@g to note that 72 percent of the
population that was referred to the learning center had had prior instruc-
tion and 46 percent of them less than 3 months before referral, however;
only approximately 33 and 39 percent passed the respective pre-tests. Eight
percent of the patients who did not reach the criterion level were recycled
in order to reach the criterion level.
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TABLE%@B R . rﬂwgi? et

a - \ MEaRE
. P EEREEZQTAGE OF LOW BACK PAIN EAI‘IEN‘IE
’ THAT ACHIEVED}IHF CRITERION LEVEL: INITIAL ENGDUNIER

P GRQUES  0-29% 30-49% 597592 . 70-79% 80-100%
iF_ B S S e - I

' GENERAL INFORHATIDH , SR
r 1?_%? N Pre-Test = 3 . s 20, 33

| Post-Test: - 0 0, 3 5 92
e PASS FAIL

CORRECT POSTURE -

DEMONSTRATION
CPre-Test - 39 N 61
Post-Test - 100 0

: (c) Patient Comprehension for the Initig}rincéunter and One
. H:mth Assessment. i :

,';_ L1 Findings. o

' _ See Table 37, page 13\2i Pafcem;age of Low Bac:k
Fain Patieﬁts That Achieved the. Qri_téri_f:m Level for the One Month Assess—
‘ment. - A11 patients were at the criterion level or above one month later.

Four (80 pefc:ent) pass;ad the correct posture demanstraticﬁ, one (20 pEI‘EEﬂé)l
did not. : : : ‘ '

4

- .2 Discus Sir:m.

: 2 The person who' did not pags the pasturé
’dmaﬂstraticn for the one m@nth.visi\: was' glven a :Drre:t pmsture deman*"
- stration. The dsfic:iem:y was corrected during that visit.

b The number cf_subjec:ts fep@rted on was small;
therefore, the results were not subjected .to statistical interpretation.

[N
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RO TABLE 37 - o

PERCENTAGE OF LOW BACK PAIN PATIENTS THAT = = .
ACHIEVED THE CRLTERION LEVEL FOR THE ONE MONTH ASSESSMENT

N=5-%

Lo | INITIAL = ONE MONTH
w0 __GROUPS ~  FNCOUNTER ASSESSMENT

GENERAL INFORMATTON

 Below 80% Pre-Test 60
' Above 80% Pre-Test 40
Below 80% Post-Test o
Above 80% Post-Test 100 - 100 <
(' CORRECT POSTURE

AR . DEMONSTRATION

. P o Pass 100 80
°, ' Fail 0 20

(&) Aééitign§1 Eati§ng Eeﬁéyiqga; Data: One HgntbfAssg;sméggi

_ See Table 38, .page 133, Additional 'Low Back
Pain Patient Behavioral Data: One Month Assessment. The only behavioral
_baselines that 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 additional data was elicited: maintained exercise pcogram, 80
percent yes, 20 percent no, experiencing any discomfort, 80 percent yes,
20 percent no. For the four ‘patients who were experiencing discomfort,
50 percent described the discomfort as constant and 50 percent as inter-
‘mittents Fifty percent assoclated the discomfort with standing and 50
percent with other, such as playing sports. : ‘

K
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- | wBLE 38

ADDITTDNAL LOW BACK PAIN PATIENT

 BERAVIORAL DATA: ONE_ MONTH ASSESSHENT .
_ . DUTGD}ES e x
HAINTHIEEEERCISE PROGRAM .
‘§L§ Te; B o 80
e 200
& EXPERIENCING ANY DISCOMFORT
~ Yes - )
ﬁ . , ‘ , 4

. IF YES, DESCRIBE THE DI ,gerpRT. o

Iﬁtermitcent

WHAT ACTIVITY IS THIS DISGDHFGRI
ASSDCIAIED WITH

Lifting A

Auto Trips

Walking

‘Standing

More Than One 0f The Abave . -
Other

L¥,
loocooo
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« © .+ (8) “Patient Consuter Responsé to the Systems Approach'dn a
- ‘i‘ra@zatypa. Patient Education Settiny, " S :
; N . S et S T o ®

- T
3 - F ) § EA
3

7.  .(a) *Procedures, ' ¥ ., , _ <
o e ) * il

“

¥t 4

N ¥ . ' " 'The 307 Eztientrreferfals (gro#essional or self)
tféf tthpregéﬁing five learning 'systéms were given one additional measure-
» ment Juring the¥r visit to the.ledrning cefiter. A Lickert scale response
. form reflectiny the fitient's opini n_géftaininga;ﬂ the systems approach v
. learning puecess.l}2? The/process eValuatipmbitfcluded opinions on the
" -efolloWng: viewing time, comwtent inperest, questions on topic, pace, con-
. ) tent uniqueness; content ‘value, ﬂo’ﬁ—ﬁrgfess%gﬁaf paramedicai health edu-
‘ cator's stjie, learning cegrer, preferenge for instruction, freedom to
learn”by audio-visual compatred §o, usual “insttugtions by prdfessional health
¢ wvorkers, personal vesponsibility for learning by audio-visual 4empared to
" usuak instruction by healfh workers, patient#atpithde-toward audie-visual
¢ . ymodes for health education, patignt wlewihg of commercial ‘television in
‘ hours. . - B

L] E ==

&

(b)f’Figajingg_ - .

&

e o See Table gégggagé 135, Pabients' Opinion Toward thé\\\
Systems Approach.’ The anal is of 'the opinibn rating scale follows: o
viewing time, 92 percent felt\it was OK;. content inferest, 38 percent
felt it was OK, 61 percent found it fascinating} questions on topic, 26
percent said OK, 71 percent felt it reglly 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 mew; content 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 respohded OK, and 82 -~
percent responded excellent; preierencgffirviﬁstfucticp, 38 percent pre-
3 ferﬂid the audiovisual mode§ 33 percent'were neutral and 29 percent pre-
ferred a live teacher; freedom to learn by audiovigual compared to pro- S
fessiqnal health workers, 39 percent said .equal and 52 percentysaid they A
had moreéﬁraedam;'5€ percent said they felt more personal respgnsibility
and 41.pd¥cent felt about the same; 27 pertent had a neutral attitude
toward audiovisual modes for health education, 52‘pér¢énz'had an excel- /
‘lent attitude; patient viewing of commercial television in hours per da¥,
' 28 percent viewed less than one houir, 21 peri:;t viewed two hours, 31 per-

~ cent yiewed three hours, 12 percent viewed four hours, And 8gpercent view-
. ed television more than five hours per day. ~Kefer to Appendlx I, page 217,
Patients' Opinion Toward the Systems Approfich for the Individual Five
Learning Systems. ‘ 7 ; Co N

. . ,
7 - . ’ -
2 . : . . 2.
. ¥ i ‘e
) L. . i .
) . ¢
N
& ®
i . . A

kY . .
\ ] o ! . ' ) *
' }22pdapted from "Scales: to Determine Student Attitude About TeleTutorial
Lesspns,”" by Volker, Simonson, R.,.and Simonsqn, M., as appeared in

" Audiovisual® Instruction, Newember 41975, 51. ¢
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| TABLE 39" T N
rg.::Ems' OPINION TOWARD THE SYSTEMS APPROACH

5 ki

W et OPINTON RATING SCALE: -
¥ POPIC AREA —— bl — —

Too Short * ) . |Too Long

“VIEWING TIME - Short | 4 1 ,
T S B 6 | 92 .2 1

- |Boring - 0K | |rascinating
CONTENT INTEREST = orne - R ~ |pascinacing

ot : - 0 |- 1 8 | 4 20
) Hels ' . B - |Really - -
_ o No Hel OK . ‘
QUESTIONS ON TOPIC . - jrerer 1 o _ |Helped
: 1 2 26 23 48

| Too Slow P 0K . |Too Fast

et T ! 3 | 8 . 12 . 2

IR 01d Stuff |- - oK - ' All New
CONTENT UNIQUENESS —— N MR N S
, v 1 A 2 |' 54 | 28 15

! N v , " [Most
1 couTENT VALUE ’ No Yalge: R . ,GK ‘ - ~ |veluable |-
’ ‘ : I R S S 24 |25 ] s oI
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‘f‘g (c) " Discussion.
) _ 1 For the most part the patients appeared to be extremely
/| receptive. The findings were congruent with those found in the hyperten= '~
" #ive study, "A Comparative Evaluation of the Traditional Versus A Systems
{Apptasch‘fcr Hypertensive Patient Education."!23 Scores were high in con-
. “tent interest, uniqueness and value, the non-professional 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 usudl 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-profes-—
sional health educator. ' : ‘ '
‘B
‘ 2 It is important to point out that the majority of the
dropouts didn't reflect a dissatisfaction with the systems approach of
However, they reflected an attitudebconvayéd by their actions about/the
relative unimportance (in their value system) of patient or preveptive
health edudation per se.. Therefore, more general education and i forma-
tfon will beyneeded to change their current attitudes. ' '

8. CONCLUSIONS.

=

a. Physical Fg;ilitiesg

Due to time and space c@ggfraints the findings for the physi-
cal facilitles were limited and can only be used as guidelines.

L

b.: Communications Media.

Until approximately 1985 the videocassette format appears

to be the most cost effective and efficient medfium, for the AMEDD, in whiche

Mo transmit the validated patient learning systems in hospitals and out-
patient settings. b

= =,

= \ C. HopﬁPfaiesgignal‘Ea:amedigiég Health Educator. .

, (1) Graduates of the 91C20 cligizaljspegialist course should
be considered as potential health educators. ) . . \

(2) The health educator would:be qualified Yo perform the func-
tions of: learning center operator, counselor, records manager, and toordin-
ator of learning center activities.

B g
(3) The Chief, Health/and. Environment or Chief, Nursing Educa-
tion and Training (Educational Coordinator) should be considered for overall
supervisor, coordinator, budgeting and program planner for the individual
MEDCEN and MEDDAC learning centers.

a,
\

§
1% .
-, A
3 .

123Kkucha, D.H., é,?@ﬁparggive,EyalgStiBﬂ of Traditicnal Versus A Systems.
é??raaQb_for Hypertensive Patient Edug;tign, Phase 3, Final Report, HCSD
AHS, FSHIX, August 1977.
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;g_tl) Sﬁéff Development, Professional and Self Referral. ;o

o (a) -The outcomes indicated on the whole that there wasn't
\any strong resistance on the part of the professionals. toward PACOMED.
‘fHowever, they were reluctant to accept some features of the concept,
specially in areas concerning professional roles. There was much ambi-
valance ‘'on the part of the professional gtaff concerning pagigﬁt edﬁgatieh;

o _ (b) Giving additional benafits such as preventive and pa-’
f{ent education .to health consumers is not enough. Patient consumers need
stronger motivators 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 f%;her than a.hospital

“based program. AR T T

. e
- v :-(d) Part of the problem was that there wasn't encugh 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.
b - - 7 7 S .
(2) Accountability and Monitoring.

(a) All of the baseline data indicated a need for a more
effective, efficient, cost effective method of.providing patient education
than now exists in the AMEDD health care delivery system.

1 Not all of the patients that should were receiving

patient education.

: 2 In more cases than mnot, the health care provider
was a physician rather than a nurse clinician. Therefore, most of the
instruction that was provided 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 education 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.

N ’ \ 4 The data rev?ed that patients wére only getting
part of the educational message. Thére were wide gaps in what behaviors
were perceived to be most important and the priorities that were gilven
those behaviors by the patients. :

o 5 The PACOMED concept could provide the patient educa-
' # tion at approximately 1/1000th the cost if the learning systems would be
o used in 30 to 50 MEDCENS, MEDDACS, or troop clintés. - .

y
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N . fhi Judging ftom the demagraphic data it was dacumented
Lot that :he five 1=!tning systems (hypertensioh, diabetes, weight control,
iriilkkiglf-ﬁ:aninaﬁign, and low back pain) all have wide application for
-~ the ieéivg duty soldier. Therefore, the implications of providing pre-
vgntiftﬁggtient education using the I.S.D. approach via some form of media
for the uctive duty sﬁldier that is cost effective could have far feaching
L ennlequenaea. ‘ -

(e) The data suggest that booster levels and times of re-
inforcement were learning system dependent. In other words, different to- -
plc areas and learning objgctives probably would require different time
in:tl!ents*§§§ nptiﬁum reinforcement in order to sustain desired outcomes.
/
(d) The analysis of the{atients Opinion toward the Eystems'
lppfaaeh indicated veryipgsitive findings in relation to the SA concept.
Scores were high in ‘content interest, uniqueness and value, the non-pro-
fessional paramedical health Educata: s style, the learning center concept,
““audiovisual pfeferenCE for instruction, more freedom to learn, and greater
personal respongibility for learning by audiovisual compared to usual in-
struction bg prcfessicnal health care workers. .The.patients attitudes toward
the audiovigual modes were excellent. Thgre,ﬁﬂs a-high acceptance of the
Bnnsprnfess bnal as health eduaata:. IR '

. ‘ (e) However, it is’ impcrtantgta paiﬁt ﬁut that ‘many patient
consumers ‘reflected an attitude, conveyed -by the;r actiaus, about the re-
lative unimportance in their value system, of*pazignt or preventive health
education per se. Therefore, more general education’ and iﬂfngmatian about
the value of consumer health education will be needed ,to ‘change:.their cur-
rent attitudes. * 25

s

(4) This phase of the PACOMED project was too short. At least
an additional one 6T two years would have been needed to examine the results
- of the outcomes prioperly. More subjects as well as long-term measurements
in all{%teas wvere needed. :

E

9. RECGHMEEDATIGNS,

-3 ' .
' a. Although ;he pazient measurements were limited the out:omes gf

SA approach in the areas Df comprahaﬁ31cn, retentién behavioral influence
and cost—effectiveness. It would appear desirablg to start this type of
patient Edugatﬁan program in the AMEDD, :

b. Cansideraticn shauld be given by HSC and 0TSG to institute agtion
toward this end. . v

¢, Additional resefrch should be done in the Egllaéﬁng areas:

St (1) Cost analysis studies in the areas of quantifying benefits more
accurately and in the distribution of costs and utilization of patient education.
150
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(2) Identificatian of threshold and booster 1EVE15 asi
_levelg of diminishing returns. : _ § 3§

o (3) Develapment of ‘commori measurable predictors af sueeeas,fbf
a reeeptixz attitude toward patient education and the various methndalggi

4) The relatiﬁﬂahips between patiént knawledge lgVels anﬂ
patterns of disease eanttﬂl

(5) Reténtion stuﬂlgs to evaluate the laﬁg-term wafth (2 5 lﬂ
years) of different types of consumer educational programs. oA

(6) Studies to develop successful motivational techniqueg far 57;

health care providers and patient consumers.’ : A
d. The camplete report and specifically the many fiﬂdingaéaﬂd abt;VV'
_servations should be made available to those conducting resgarch-in patient
educatian and¥operating or planning to operate.a patient ééucagiaﬁ prngrsm.




