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I The sum of medien 1952 HPMW costs poross programs was 39,092 per eligible emplayes. 1

Fig. 1. Median HPM costs per eligible employee for all survey participants. Reprinted with
permission from the American Journal of Health Promotion.

each organization®s data coordinator
for final clarification.

After this series of validity checks,
2 determination was made as 10
which reported data were sufficiently
credible and within acceptahle range
and could therefore be pooled for the
purpose of establishing benchmarks.
For most measures, reasonable min-
imum end maximum values were
identified and 25th percentiles, me-
dians, and 75th percentiles were
celculated.

When reporting most aggrepate
metrics, the medien values were used
(rather than averages), This was done
to minimize the effects of exmeme
(very high or very low) values and to
prevent the results from being dom-
inated by participants with the larg-
est number of employees.

Once the data were' analyzed, a
potential HPM opportunity for im-
provement was calculated based on a
comparison of the organization’s ac-
tual performance level for a given
program metric as compared with the
best-practice level, which was oper-
ationally defined as the 25th percen-
tile vatue for all respondents. If an
organization’s performance relative
to a given metric was at or more
favorable than the best-practice (25th
percentile) level, it was designated as
& best-practice organization.

Study Sample

Forty-three employers partici-
pated in the 1999/2000 benchmark-
ing stody by contributing their
HPM data to the database, (A list of
participating organizations is avail-
able on request.) The represented
industries included communica-
tions (n = 5); electronics and com-
puters {n = 2); finance and insur-
ance {n = 4); govemment and
education (n = 10); manufacturing
{(n = B); mining, oil, and gas (n =
2); pharmaceutical {(n = 2); retail
trade (n = 2); services, transporta-
ton, and utilities (» = 1 for each);
and other (n = 5). Approximailely
950,000 workers were employed by
the participating organizations. Al-
most half (48%) were salaried and
the rest {52%) were hourly work-
ers. Their average age was 42 years
and the percentages of women and
men were 36 and 64, respectively,
Employers were well distributed
nationally, with their three largest
employee concentrations in 26
states. Employee job classification
categories were also well distrib-
uted: professional (24%), laborers
{23%), managers (19%), clerical
(13%), services (6%), technicians
{5%), and other (10%).
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Results

‘Guantitative Phase

Overall HPM expenditures. For
the calendar year 1998, the median
total HFM cost per employee per
year was $9992. These dollars in-
cluded HPM costs for five core pro-
gram categories: group health, wrn-
over, unscheduled absence, non-
occupational disability, and workers’
compensation. Group health costs
consttuted the largest proportion of
total HPM costs (34665, or 47%),
followed by wmumover ($3693, or
37%), unscheduled absence (3810,
or §%), non-occupational disability
(3513, or 5%) and workers’ compen-
sation ($310, or 3%) (Fig. 1). When
other programmeatic aress such as
EAPs, health promotion, occupa-
tional medicine, safety, and work/life
were added, total HFM costs in-
creased to $10,365 per employee).

The potential cost savings across
the five core HPM program areas
was estimated to be $2562 per em-
ployee per year, or 26% of the me-
dian total HPFM costs. The potential
savings were calculated as the sum
of the differences between the me-
dian HPM costs for benchmarking
participants and the best-practice
levels (ie, 25th percentile) for core
HPM program areas.

Program-specific HPM expendi-
tures. Table 1 sumnmarizes the data
for each of the core program areas
examined in the study. Reported in
the table are the minimum, maxi-
mum, 25th, 50th, and 75th percentile
values for Key utilization and cost
measures.

Not shown in the table are results
from the sub-enalyses performed by
program area. For example, in the
area of group health, participant
costs were highest for indemnity
plans ($4650 per eligible employee)
and lowest for HMO plans ($3946
per eligible employee). The median
cost per employee for nop-occupa-
tional short-term and long-term dis-
ability programs were 3370 and
$133, respectively. For workers’
compensation, the median cost per em-
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TABLE 1
Key Utilization and Cost Measures Coliected From HPM Benchmark Study Participants, by Category—19888 Data
Percentiles
HPM Program Categories Min Max 25 50 75

Group health $/aligible $3,127 $ 6,421 $4,049 $4,686 $4,878
Non-occup disab $sligible $ 225 $ 1,084 $ a7 % 513 $ 682
Work comp $/eligible $ 83 $ $ 190 $ 30 % 505
Unscheduied absence $/eligible $ 131 $ 1,664 $ 375 $ B0 $1,207
Unscheduied $/eligible, hourly & 137 $ BSsD $ 312 $ 442 8 510 7
Unscheduied $/eligible, salared $ 308 $ 1,337 « $ 440 $ B68 81,272
Total absence rate 0.18 3.85 0.76 1.72 2.64
Absence rate, hourly 0.43 7.25 0.82 1.02 1.2
Absence rate, salaried 0.60 2.08 0.71 1.32 1.94
Total turnover $/eligible $1,826 $10,317 2,445 $3,603 %£6,284
Turnover $/aligible, hourty $ 848 § 7.886 2,147 $2,505 £3,920
Tumaver $/eligible, salaried $1,884 $16,241 $3,344 $5,240 6,887
Total tumover rata 2.2 46.01 618 8.54 15.26
Tumaver rate, hourly 5.54 64.52 10.83 17.83 25.64
Tumoaver rate, salaried 223 30.63 5.7% 9.29 10.39

ployee was $310. Participants reported
that their employees were absent from
work {for unscheduled or *incidental”
absence) on 1.7% of scheduled work-
days. The median cost for these ab-
sences was estimdled o be $810 per
employee per year,

Across all employee groups, the
annval tornover rate ranged from
2.2% to 46.0%. We adjusted turn-
over rates on the basis of the percent-
age of vacated positions each orga-
nization intended 1o fill. Then, using
estirmates of wrnover costs obtained
from a review of the literature, we
calculated turnmover costs for each
organization. (Turnover cost esti-
mates for hourly employees were
derived from Busiress and Health,
April 1998, p.10, and for salaried
employees from Workforce Maga-
zine, August 1997, p. 50.)

Tumover costs for hourly and sal-
aried workers were estimated at 50%
and 100% of annual base compensa-
tion, respectively. Turnover costs in-
cluded expenses related to recruit-
ment efforts, lost productivity while
searching for replacement workers,
and reduced productivity for new
employees who require training and
guidance to achieve performance
levels that match those of former
workers. Using these figures, the
costs per employee related to tum-
over ranged from $1826 to $10,317.

Qualitative Phase

In 1998, site visits to best-practice
HPM employers resulted in the for-
mulation of 10 themes that were
common o most of the organizations
visited, as summarized below:

I. There was an alignment be-
rween HPM and the overall business
strategy of the organization. HPM
team mernbers recognized that the
main business purpose of their orga-
nization was to deliver products and
services that are competitive in the
market. The HPM teamn’s role was to
support the organization’s primary
migsion by acting as a sirategic part-
ner to help the organization artain its
business objectives.

2. There was an interdisciplinary
team focus. During site visits, best-
praclice companies brought together
staff from many diverse funcrional
areas, such as human resources, em-
ployee benefits, risk management,
employee assistance, safety, legal,
lebor relations, disability manage-
ment, medical-occupational health,
employee relations, work/life, atten-
dance management, health promotion,
quality, and security. These individuals
worked cooperatively across their
companies’ territories, “silos,” and
“fiefdoms™ to achieve common HFM
and orgenizational goals.

In most cases, HPM teams decided
that a top-heavy infrastructure was
not always necessary. Although
some companies restructured to cre-
ate a formel interdisciplinary HPM
group, many more experienced inter-
nal obstacles that kept HPM-related
components apart from one another.
Nonetheless, managers collaborated
with one another despite orpaniza-
ticnal barriers that may otherwise
have set them apart. Depaniment or
function leaders did not need to be
convinced that there was a need for
an interdisciplinary approach; they
were already sold on this concept.

3. There was a champion or a
team of champions. At each meeting,
it was evident that one person or a
group of key individuals drove the
process and championed the HPM
vision at all levels of the crganiza-
tion. These individuals exhibited the
determinalion to make things happen
and an overwhelming sense of pur-
pose and passion about HPM.

4. Senior management and busi-
ness operations were key members of
the team. Although in many cases, an
HPM approach developed as a grass-
roots initiative, senior management
and operations leaders quickly be-
came engaged. They recognized that
an HPM model needed to be sup-
ported by senior management and
throughout business operations. At
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companies with successful HPM pro-
grams, the kinks to finance and funding
sources were apparent. Senior man-
agement, business operations, and the
HPM teamn worked hand-in-hand with
an appreciation of the other’s contribu-
tion 1o the process.

5. Prevention, health promotion,
und wellness staff were heavily en-
gaged in the process. These individ-
vals believed in and practiced
healthy lifestyles, employee empow-
erment, and self-responsibility. They
advocated the establishment of a
“healthy company™ culture, Health
promotion eaders, and their support-
ers in medical and occupational
health depanmemts, were able to
clearly articulate the link between
employee health and wellness and
the productivity of the organization
as a whole. They drove the research
and outcome studies that docu-
mented the relationship between
health and productvity for their
organization,

6. The emphasis was on guality-of-
life improvement, not just cost cul-
ting. Repeatedly, managers taiked
about improving organizational pro-
cesses and “doing the right thing™ for
their employees. There was an ex-

" pectatipn that if an organization im-
proved the quality of work life, pro-
“ductivity would also improve and
cost containment would be a natural
consequence. The HFM team fo-
cused not only on managing the 20%
of employees who consnmed most of
the program resources, but also on
attending to the needs of the other
80%, whose health and well-being
influenced their work:

7. Data, measuremens, reporting,
evaluation, and return on investment
studies becmne increasingly impor-
tant over time. Although high costs
may drive the initia} HPM initiative,
in most instances evaluation proto-
cols and elaborate data-reporting
systems are not prepared ghead of
time. The philosophy of the HPM
team seemed fo be “just do it, and
develop the ability to evaluate results
later.' Leaders decided to launch
projects that were likely to quickly

improve efficiency, quality, and cost,
Once actions were taken, these orga-
nizations realized that they needed to
show quantitative results and de-
velop systems for the onpgoing mon-
itoring and tracking of progress.
Data and reporting systems were
developed with three main purposes
in mind: (1) to highlight areas for
potential imtervention and improve-
ment 50 that prionties could be set
and the potential for savings could be
quantified; (2) to provide ongoing

. Teporting and data monitoring to the

business units to hold them account-
able for improved performance; and
(3) to evaluate outcomes, refn on
investment, and potential areas for
further investment.

8. Communication was consiant
and was directed throughout the or-
ganization. HPM leaders realized
that they needed to keep their activ-
iues on the front bumer for all con-
stituents. They peeded to comumuni-
cate purpose, tactics, and resulis to
fellow team members, business op-
erations, the front line, and senior
management. The packaging of in-
formation was critical. It needed to
be organized in such a way that the
target audience would understand
and apply the information. The audi-
ence needed to see the purpose of
HFPM initiatives and realize that pos-
itive results were central to business
success.

9. There was a constant need to
improve by learning from others. To
remain on the leading edge, these
best-practice organizations strove to
learn new ideas and approaches from
others through a varety of tech-
nigues, including benchmarking.
They also felt comfortable in openly
sharing their experience and stories
with others as a way of teaching and
coaching. There was little guarded-
ness or embarragsment about failures
or mistakes; some felt they often
teamed more from failures than from
successes. These organizations were
proud of their accomplishments and
enjoyed the spotlight that uncovered
both their achievements and unsuc-
cessful risk-taking initiatives,
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10. The team was having fun
HPM team members appeared 1o be
excited, enthusiastic, and motivated
by their work. The aumosphere dur-
ing the meeting was one of positive
energy, and ample opportunities
were available for introducing humor
and good-natured challenges 10 fel-
low team members.

Discussion

As used here, benchmarking is the
process of identifying, understand-
ing, and adapting outstanding prac-
uces from best-practice organiza-
tuons to belp other organizations
improve their performance. Employ-
ers participating in benchmarking ac-
tvities repart breakihrough improve-
ments that result in cost control,
improved quality, and enhanced prof-
itability. Rarely have programs that
focused an health, disability, absence,
and mmover been associated with the
achievement of these corporate objec-
tves. However, there is an increasing
awareness that these programs may
play a significant role in achieving
improved organizational productvity
end, for commercial enterpriees, in-
creased profitability.

A first step in establishing the link
between heslth and productivity is
delermining which baseline mea-
sures are central, germane, and likely
to be broadly accepted by the em-
ployer community. In response to an
identified need, the Consortivm
Benchmarking Study designers initi-
ated a broad assessment of employer
health and productivity measures. A
central objective of this effort was 10
expand the way in which most em-
ployers traditionally viewed their
health and human resource programs
and related costs~—one program or
depaniment at a time. We aggres-
sively sought to include a variety of
areas related to health and productiv-
ity that are commonly viewed as cost
centers within an organization. Using
common-denominator metrics, we
combined a variety of HPM program
experiences imto a total orgamiza-
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tional view and repositioned the
costs for these programs as corporate
investments in the health and pro-
ductivity of the workforce. The chal-
lenge to the study designers was to
develop a finite but meaningful set of
measures, ensure that data collected
for these measures were credible and
consistently reported across the par-
ticipants, and present results that
could be used as a catalyst for action.

One key exhibit in the report
uses a single dollar bill icom to
depict an apples-to-apples compar-
ison of costs across core HPM pro-
grams. The total aggregate amount
represented by the dollar bill can be
used to effectively communicate to
senior management the consider-
able sums already invested in HPM
programs. From that point, it is a
small jump to the idea that better
coordination and management of
these programs could reduce costs
and enhance health, productivity, and
quality of work Iife. By highlighting
areas for improved coordination across
programs, it becomes apparent that
such an integrated approach is not only
theoretical but also practical. The qual-
itanve study findings further highlight
how specific companies were imple-
menting HPM models and the success
that they were able to achieve.

For the 1995/2000 study sample of
43 employers, annual costs were
$9992 per employee for their core
HPM programs that included group
health benefits, absence, non-occu-
pational disability, workers’ com-
pensation, and turnover. We also cal-
culated that approximately $2562, or
26% of those costs, might be saved if
these organizations were able to
achieve best-practice levels of per-
formance through better coordina-
tion and management of their HPM
programs. Further, we provided
some insights as to how best-practice
organizations implemented their
HPM programs.

One might question the precision
of some aggregate HPM cost fip-
ures reported here because of the
significant challenge faced in gath-
ering and comparing dollar
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amounts and other metrics that vary
across programs and across organi-
zations. Moreover, within the HPM
benchmarking study, we did not
address the issue of low productiv-
ity while at work, However, the
most important findings of the
study are that HPM costs are huge,
they are not limited to medical
expenditures, they can be a signif-
icant financiat drain for employers
and their employees, and they rep-
resent a significant opportunity for
quality-of-life improvement and
cost savings. Our aim was to make
employers more aware of their total
HPM expenditures and to push
them toward better management,
increased coordination, and. greater
synergy across functional areas,
Many leading organizations believe
that in the near futuwre, such an
approach will become the norm
(rather than merely an option),
given the realities faced by
employers.

One might also question the se-
lection of the difference between
actual experience and the 25th per-
centile as the ratjonale for calculat-
ing the magnitude of the opporto-
nity for HPM improverents and
savings. We chose the 25th percen-
tile because it seemed achievable.
In reality, expenditures in some
areas (eg, bealth promotion, pre-
scription drugs, EAP programs,
menial health treatment, work/life
programs) may need io be increased to
achieve overall HPM cost reduction
and productivity enhancement In fu-
tare investigations, it would be inter-
esting to differentiate between HPM
programs that are primarly imvest-
ments in employee health and well-
being and those that can be viewed as
expenses resulting from the failure to
invest in building and maintaining pro-
ductive human capital.

We are too early in our investi-
gations to precisely estimate the
impact of individual program
changes, not to mention aggregate
HPM program changes, on an or-
ganization's productivity. Never-
theless, to begin the discussion, we

chose the 25th percentile as a cred-

"jtile and achievable target for per-

formance improvement. Individual
organizations should examine the
management of their HPM pro-
grams and work with their vendors
and internal staff (from multiple
departments) to identify their real-
istic potential for cost savings.

An important lesson strongly sup-
ported by the results of the HPM
benchmarking study is that a broad
approach is needed to manage HPM-
related costs, Narrowly focused pro-
grams influencing only medical costs
are not sufficient; these programs
account for less than half of the HPM
dollar. The next level of mvestiga-
tion is to identify which models are
best suited for introdncing and main-
taining HPM programs and the rela-
tive success of these programs.

We are poised to begin what has
been lermed by some es the next and
most important paradigm shift for
American businesses in the areas of
health care benefits and human re-
sources (Sullivan S. Remarks deliv-
ered at the HPM Comsortium Bench-
marking Meeting, Dulles Airport,
Washington, D.C., March 29, 2000.)
Although some employers are ready

to divest their responsibility for pro-

viding heslth benefits o their em-
ployees (reflected by a rising mterest
in defined contribution plans), others
are convinced that they can exert a
substantial influence on their organiza-
tion’s performance through focused in-
vestment in bealth and productivity
management. The results of the bench-
marking smdy support the efforts
made by employers who are convinced
that they can make a significant differ-
ence in their organization's perfor-
mance by muproving the health and
well-being of their workers.
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Future Car Electronics Power

People are spending increasing mmounts of time in their cars. As a resuit,
automskers are equipping vehicles with more and more power-draining creature
comforts a5 selling points (eg, navigational systems, fromt and rear passenger climate
controls, compact disc players). But performance and handling improvements under
the hood, such as dypnamic stabilicy controls, electronic suspensions, etc, also need
power from the 14-volt system featured in today's cars. To handle the situarion,
automotive manufacturers are embracing a 42-volt standard for system voltage as they
design new products. The challenge for designers is that the cost of the new electronics
cannot prohibit the economic produciion of automobiles. This hurdle must be cleared
before cars with 42-volt systerns will become available to consumers.

Today, the average 14-volt load is between 750 watts and'1 kilowatt, with peak
foads of vp to 2 kilowatis, depending on the car and its accessories. By 2005, peak
loads as high as 12 kilowans will be commonplace. ... With electronic controls in &
42-volt system costing in the range of 5 to 10 cents per watt (ar $50 to $100 per
kilowatt), insicad of the current 1.2 Lo 1.3 cenls, aulomakers are eager lo see the costs
of such systems come down.

—From Kassakian JG, Miller JM, Traub N. Automotive electronics power
up. JEEE SPECTRUM. 2000;,37(5):34-39.













1. Program Mana I, 1 Prevention

Program Mission: to increase readiness and decrease attrition by decreasing
incidence and/or severity of musculoskeletal injury.
Program Goals:

. Reduce the frequency anc Inirtentional injury.
. Provide quality information to decision makers in support of injury prevention.
. Support a musculoskeletal continuum of care that focuses on an accelerated return to

duty after an injury has occurred: early injury identification, accurate and timely
rehabilitation, and reconditioning of an injured Sailor or Marine.

. Anticipate customer needs, providing effective and timely transfer of information
Continue surveillance and monitor effectiveness of prevention efforts.

2. Pr¢ ram Manager, Physical Fithess

Program Mission: to provide leadership in performing moderate to vigorous levels of physical
activity without undue fatigue or injury and the capability to maintain such ability fo ensure
military readiness.

Program Goals:

. Provide products and services that will guide military affiliates in designing, implementing,
and evaluating safe and effective physical activity programs.

. Provide gquality information to decision makers in support of physical fitness.

- Reruce incidence and/ar severity of musculoskeletal injury through the promotion of safe

. AnapaLe vuswone neeus, providing effective and timely transfer of information.

3. Program Mana :r, Tobacco Cessation and Control (March — June 2003)

Serve as the interim Tobacco Cessation Program Manager for NEHC. Manage oversight of
tobacco cessation practices and initiatives. Maintain program operations: ensuring weekly
updates on programs are maintained; respond to taskers; provide up to date tobacco cessation
notifications and field marketing/updates; respond to field questions/calls; compile tobacco
program metrics; provide leadership with a tobacco cessation program overview (CAPT
Bohnker); focus on high priority initiatives CAPT Long tasked with specifically such as DoD
Mandated Research project: Support for Research on Military Consequences of Tobacco Use
and Effectiveness of a Military Targeted Educational Intervention, organize newsietters, develop
and submit Friday Facts articles, etc; maintain a record of tobacco activity events/actions for full
time tobacco cessation Program Manager.




4. Physical Fitness Awareness Media De-—'~—~1 for US Armed Forces
Develc nent: October 21 - 2= 7102, Broaacast ¢-03 ~—-p~*

Ms. Diana Settles worked with OSD American Forces Information Service (AFIS) and
Filmhouse (production company) in the development and publication of 6 television and &
radic awareness spots for physical fitness. These 30 second awareness quick clips
preduced the week of October 21 - 25 are designed to improve the interest {encouraging
military personnel to maintain an active lifestyle) and the knowledge of the primary
components of physical fitness: aerobic fitness, muscular fitness, flexibility, and body
composition. The advertisements have been broadcasted throughout Operation Iraqi
Freedom to deployed military personnel throughout the US Armed Forces. Ms. Settles
provided a comprehensive professional review of the scripts that were used during filming
and recording and also provided recommendations for on-camera talent/ national subject
matter experts in exercise physiology. RMs. Settles is currently working with OSD/AFIS in
designing a safety/injury prevention awareness media campaign for deployed activities.

5. Presentations: {(des——-*~~ ~“p=~~~nt uest

06 November 2002: Athletic Business Conference, Orlando, FL, briefed on Primary
Sports Injury Prevention at the Navy Physical Fitness Workshop held in Orfando, FL.

December 02 & 22 January 2003: Office of the Secretary of Defense, Personnel and
Readiness Division: Briefed on Sports and Recreational Injury Prevention in the Military

December 02 & 22 January 2003: Assistant Secretary of the Navy {(Personnel and
Readiness) Office, Briefed on the Impact of Injuries on DON Readiness.

January 2003: Department of the Navy Sports Medicine Work Team, Briefed on Certified
Athletic Trainers in the Military Clinical/Operational Setting

March 2003: NEHC Preventive Medicine Epidemiclogy Team & NEHC Population
Health Team: Brief on The Impact of Musculoskeletal Injuries on Readiness

May 2003: Naval Station at Anacostia Annex, Navy Fitness Personnel in the DC Area,
briefed on NEHC Physical Fitness and Injury Prevention Products and Services

June 2003: National Athletic Trainer's Association Conference:
1. Building 21* Century Competencies to Achieve the Vision of the NATA
2. Navy Injury Prevention Update
3: Military Injury Prevention Update
4; Strategic Planning Session

6. March *~ e Moy Bagpit Eipense Ay-—-=-==g ~~mpaign,

NEHC Physical Fitness Program Partners with Health Prometion Council, Naval Training
Center Great Lakes to promote the awareness of physical fitness. NEHC is providing
RTC Great Lakes with digital copies of Navy Physical Fitness Posters to promote the
awareness of physical fitness among the Navy Recruit population. The four poster series
promotes the three components of physical fitness: cardiovascular, muscular strength
and endurance, and flexibility. The Navy Trains approx. 50,000 recruits at its Recruit
Training Command {RTC) each year. Much critical learning and decision making is made
during the early months of a sailor's career at this location. RTC is undergoing
reconstruction of all the recruit barracks. Approval has been granted to place 40 framed
posters in each of the new barracks including galley spaces within these buildings. The
posters will hang primarily in passageways. The eventual plan is to duplicate this
process in all RTG barracks. When complete, every enlisted member of the Navy will
have lived for 10 weeks locking at these posters.



7.

Sports Medicine Work Group Pr¢ ‘ess Department of the Navy (DoN)
Musculoskeletal Injury Prevention Efforts

Project Overview: Work with the Sports Medicine Work Group, led by Navy Medicine,
to progress sportsmedicine efforts in the Department of the Navy (DoN). This work group
is providing leadership in formalizing an integrated health system focused on Increasing
DoN readiness and decreasing personnel attrition through a spectrum of primary,
secondary, and tertiary M/S services. Navy Medicine is working closely with USMC
Training Command (TECOM) and USMC Personal and Family Readiness Division (MR)
on this initiative. Navy Medicine Headquarters (BUMED) focus on Sports Medicine &
Reconditioning Team (SMART) Sites = NCAA 1 Training Rooms. USMC is leading the
development of primary injury prevention component— including the employment of ATC's
and implementation of an injury surveillance systemn to be implemented at training sites.
July 02: Grend Opening of SMART Center Peari Harbor, Hi — 15 yards from the pier.
Navv's first “blue side — all Navw” SMART Center.

02.
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/staffing) and Navy Musculoskeletal Contlnuum of Care

November 26, 2002: RADM Kathleen Martin, Deputy SG briefed on the SMART
continuum of care. Work group given a “green light” o proceed.

Jan-Feb 03: Memorandum of Agreement {MOA) Developed: MCA between United
States Navy BUMED, USMC Training and Education Command (TECOM} and
Headquarters USMC Personal and Family Readiness Division (MR) is in final stages (1
signature from the SGf). This MOA establishes a formal collaboration for implementation
of the USMC SMIP initiative. This collaboration is designed to enhance and sustain a
continuum of care for musculoskeletal injuries. The cornerstone of this SMIP initiative
is the Certified Athletic Trainer (ATC). Working within their scope of practice and
performance domain as noted in reference the NATA BOC Role Delineation Study, the
ATCs optimize access to primary and secondary musculoskeletal injury prevention. The
MOA recognizes the NATA Board of Certification (BOC) as the primary reference for
enhancing the continuum of care for musculoskeletal injuries. (Role Delineation and
Standards of Practice are referenced in the MOA}. The MOA 1 signature away from SG.
Assist in the USMC ATC Scope of Care and assembly of Athletic Training Rooms:
ATC'’s are currently working with the SMART Centers. The Marines have recognized the
need for more mobile, smaller Athletic Training Rooms (ATR’s), which may be deployed
in the field vs. a more massive training command center. USMC TECOMSs currently
hiring ATC's at severai pilot programs to focus on primary and secondary injury
prevention efforts. Developed ATC scope of care, facilities design, and equipment listing.
ATC’s Hired: Through USMC Training Command for ATR’s. {(gee listing on back page).
Jan-Feb 03: Review of draft letter from the Deputy Chief, Medical Operations
Support written to provide CO’s at Naval Hospitals an overview of the purpose of the
SMIP Initiative and to provide direction for the implementation of ATC’s into the Navy
medical arena to ensure the implementation of the MOA in a consistent manner.

Jan 03: Provide overview of Role of ATC’s in the Clinical/Operational Setting:
Proposed that the ATC will work under the direclion of a privileged physician. Preferred
this physician is a board cert.; fellowship trained, Primary Care Sports Medicine MD/DO.
Feb 03: SMART Team Development of Credentialing Package: Work aroup actively
developed the package (stanfards of practice /research/rols delineation were

Feb 03: Developed CEU Requirements for ATC's;

March 03: MEPRS Established for Sports Medicine Clinics:

May 03: Provida Assassment Toals for Datermining iha Efficacv of SMART Centers
June 03: .

Support >MAK! FieIa ACUVIUeS: aaia colecuon ana analysis, resources, marxeting.



riectives,
presentere =4

mne vy ang vow Nr wonrgrence

In]i-—- Prevention:

Current Practices and Initiatives in US Armed Forces injury Prevention
Prevention, Rapid Diagnosis, Treatment, and Rehabilitation of Most Common
Musculoskeletal Injuries in the US Armed Forces (1 hour presentation)

rsical Fitness:

¢ Energizing Physical Activity Practices Among Military Personnel (*Behavior
Modification and Physical Activity)

Supplements: Sorting the Fact from the Fiction

Comprehensive Update of US Physical Activity (CIAR Briefing)

Strength Training Through Ranks of Life

American College of Sports Medicine (ACSM} Exercise Leader 3 Day Course

9. “<TABLISHING P=rtnsy 3 yith Mantarg for Pgre~nng| nent:

A_ Navy Fitness Pilot: Tracking Physical Activity Practices

10 — 11 Decermnber 02: First official partnership with CPD. First meeting held 10/11
December 02, The goal of this meeting is to identify a product to pilot test on the
Theodore Roosevelt Battle Group beginning January/February for at least 3-6 months.
Further deployment of a physical activity tracking system will depend on these results.
This requires the adoption of a product to support the development of the plan and a
tracking mechanism to document actual physical activity and progress. The data
cotlected will not only document individual progress, but also provide poputation health
data to improve health and target other interventions.

B. 13 February 2003: Evaluating Web-Based Physical Activity / Personal Training
Resources
NEHC Heaith Promotion staff hosted a meeting with Center for Personal Development
and Navy Personnel Command - 851B to evaluate web-based personal training products
currently being developed under two SBIRS (Small Business Innovative Research} for
the Department of Defense. The programs were evaluated for potential use on Navy
Knowledge on Line; NKO (www.nko.navy.mil) is an integrated delivery system for
learning, personnei development and knowledge management available to all active-
duty, reserve and retired Sailors and Marines.

10 Pl il Pl e Acrrarvn s sl Mus s il iaa.
.

March 05, 2003 Expeditionary Force Physical Fitness

At request from USAF SG's office, BUMED M3M and TMA, Diana Settles, Program
Manager, Physical Fitness, provided an overview of Physical Fitness Practices in the
deployment / expeditionary force setting.

Provided Marketing Memo of Cruise into Shape to BUMED and to Friday Facts
Developed resources and design briefing for Physical Fitness and Injury Prevention
Worked with BUMED PAQ to develop a story on Force Health Protection Nutrition/Activity
Revised injury prevention and physical fitness homepages.















THE SECRETARY OF DEFENSE

10C0 DEFENSE PENTAGON
WASHINGTON, DC 20301-1000

May 19, 2003

MEMORANDUM FOR SECRETARIES OF THE MILITARY DEPARTMENTS

CHAIRMAN OF THE JOINT CHIEFS OF STAFF

UNDER SECRETARIES OF DEFENSE

DIRECTOR, DEFENSE RESEARCH AND ENGINEERING

ASSISTANT SECRETARIES OF DEFENSE

GENERAL COUNSEL OF THE DEPARTMENT OF
DEFENSE

INSPECTOR GENERAL OF THE DEPARTMENT OF
DEFENSE

DIRECTOR, OPERATIONAL TEST AND EVALUATION

ASSISTANTS TO THE SECRETARY OF DEFENSE

DIRECTOR, ADMINISTRATION AND MANAGEMENT

DIRECTOR, FORCE TRANSFORMATION

DIRECTOR, NET ASSESSMENT

DIRECTOR, PROGRAM ANALYSIS AND EVALUATION

DIRECTORS OF THE DEFENSE AGENCIES

DIRECTORS OF THE DOD FIELD ACTIVITIES

SUBJECT: Reducing Preventable Accidents

World-class organizations do not tolerate preventable accidents. Our accident rates
have increased recently, and we need to turn this situation around. I challenge all of you-
to reduce the number of mishaps and accident rates by at least 50% in the next two years.
These goals are achievable, and will directly increase our operational readiness. We owe
no less to the men and women who defend our Nation.

I have asked the Under Secretary of Defense for Personnel and Readiness to lead a
department-wide effort to focus our accident reduction effort. I intend to be updated on
our progress routinely. The USD(P&R) will provide detailed instructions in separate

correspondence.

- U06916-03



