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ommunity health screenings

provide an opportunity for

anyone to receive free or in-
expensive health evaluations to help
determine their risk of developing a
medical condition such as diabetes.
A major disadvantage to traditional
health screenings is that they provide
one-time data for participants but
lack continuity of care. The partici-
pants are required to independently
use the results from their screening to
follow up with another provider.

Early detection and screenings can
improve patient health outcomes and
reduce the costs of care. The Diabetes
Prevention Program conducted by
the National Institutes of Health and
the U.S. Department of Health and
Human Services showed that peo-
ple at risk for developing diabetes
could prevent or delay the onset of
the disease through early detection,
lifestyle modification, and medication
therapy, when appropriate (1). An eco-
nomic analysis by Chatterjee et al. (2)
found that early detection of diabetes
through health screenings provides
overall health care cost savings.
With these considerations in mind,

the goal of this project was to rede-
sign the community health screening
model to provide regularly sched-
uled health screening opportunities,
patient education, and early detection
and to improve access to care.

Design and Methods

Recognizing the need to expand
clinical screening services provided
in a community setting, the College

of Pharmacy at Washington State
University (WSU) decided to rede-
sign the traditional health screenings
model to improve patient outcomes
by providing multiple scheduled
follow-up visits and to improve ac-
cess by offering onsite health screen-
ings at participants’ workplaces. A
partnership developed between the
College of Pharmacy and the staff
of local schools to increase early rec-
ognition and provide screening for
costly disease states. The Institute for
Healthcare Improvement Triple Aim
Initiative (3) was considered in se-
lecting specific screenings that could
reduce overall costs of care through
early detection, improve the health of
the population, and improve patients’
experience by bringing screenings to
convenient (worksite) locations. In
addition to screenings, these events
provided disease state education and
recommendations for follow-up based
on individuals’ screening results.
Screenings offered included blood
glucose, blood pressure, bone fracture
risk, dental/oral health, BMI, body fat
percentage, and grip strength.
Initially, the onsite community
health screenings were organized
and operated by pharmacy students.
To increase interprofessional, team-
based student learning and patient
accessibility to multiple health care
disciplines in the same site, the
WSU College of Pharmacy invited
students and faculty from the WSU
Nursing and Nutrition Exercise Phys-
iology programs, Eastern Washington
University Physical Therapy, Occu-
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WASHINGTON STATE UNIVERSITY College of Pharmacy
I—IEALTH SCIENCES o Nutrition and Exercise Physiology
g ¢ Department of Pharmacotherapy
CLIENT’S NAME: AGE: HT: WT:
EMAIL: GENDER:
HEALTH CONDITIONS:
INCREASING RISK CATEGORIES

BLOOD PRESSURE  Your Value Optimal Pre-hypertensive Stage 1 Stage 2
Follow Up 1yr 3 months 1 month 1 week
Systolic BP 5

mm Hg | <120 120-139 140-159 >160
Diastolic BP SRR

mm Hg ] <80 80-89 90-99 >100
BLOOD GLUCOSE Optimal Prediabetes Diabetes

Follow Up 1yr 1 month 1 week

Fasting sl <100 mg/dL 100-125 mg/dL >126 mg/dL

)>.\

Non-fasting ~ 2 hours f: <140 mg/dL 140-199 mg/dL >200 mg/dL
after meal J

BONE DENSITY

Level Normal Osteopenia Osteoporosis Severe
T-Score 1.0 SD 1.0-2.5 SD >2.5 SD >2.5 + fractures

£ Overweight Obesity Class I Obesity Class 11-111
25.0-29.9 30.0-34.9 >35.0

Heart Rate Normal Bradycardia Tachycardia

Beats per minute %] 60-100 <60 >100

Waist Very low Low High Very High

Female-inches <28.5 28.5-35.0 35.5-43.0 >43.5

Male-inches <31.5 31.5-39.0 39.5-47.0 >47.0

Body Fat (%) | Average Elevated High

Males 20-39 yr 8%-19% 20%-24% >25%

Female 20~39 yr 21%-32% 33%-38% >39%

Male 40-79 yr 11%-24% 22%-29% >30%

Female 40-79 yr 23%-35% 34%-41% >42%

PHYSICAL FITNESS ASSESSMENTS

Hand Grip Test Evaluation:

Value 2257 Bxcellent  Very Good  Good Fair Needs Improvement
RECOMMENDATIONS:
GOALS FOR FoLLow Up:

FIGURE 1. Sample screening results report.

pational Therapy, Dental Hygiene,
and Speech and Hearing Sciences,
and the University of Washington
Medical School WWAMI (Wash-
ington, Wyoming, Alaska, Montana,
Idaho) programs to participate.
These interprofessional and intercol-
legiate screenings also provided the
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opportunity for students to practice
team-based problem-solving, refine
their patient care skills, and learn
about the similarities and differ-
ences among the disciplines’ scopes
of practice.

Once the screenings were com-
pleted, the health care students

provided recommendations specifi-
cally tailored to each participant, with
suggestions for follow-up and referrals
when abnormal results were identified.
The participants were also given a copy
of their screening values (Figure 1).
Screening value classifications were
based on current treatment guidelines
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TABLE 1. Blood Glucose Results of Participants Who Did Not Report Being Previously Diagnosed

With a Diabetic Condition

Risk Category

Academic Year

Percentage of Total

Academic Year

Percentage of Total

2012-2013 2013-2014
Optimal 109 92.37 138 91.39
Prediabetes 8 6.78 12 7.95
Diabetes 1 0.85 1 0.66
Total 118 151

specific to each disease state (4). In
this article, only blood glucose results
are reported.

Success of the health screenings
was measured over time through the
collection of data regarding partici-
pation rates by health care students,
screening participants, number of
sites, and verbal feedback from the
health care student teams.

Results

In the 2012-2013 academic year,
14 community health screenings
were held at seven K-12 schools.
During the following academic year
(2013-2014), 19 events were held
at 13 K-12 schools. The number of
K-12 schools involved increased by
>85%, and the number of health
screening events increased by >35%.
Throughout the two academic years,
the total number of participant health
screenings performed rose from
359 to 460, an increase of >28%.
Pharmacy student participation in-
creased by >40%, Nutrition Exercise
Physiology student participation in-
creased by >250%, and four addi-
tional professional programs joined
the event series.

Blood glucose screening results
were reported by risk category.
Optimal blood glucose was defined
as <100 mg/dL when fasting and
<140 mg/dL when not fasting; the
prediabetes risk category was defined
as 100-123 mg/dL when fasting and
140-199 mg/dL nonfasting; and the
diabetes risk category was defined as
a reading >126 mg/dL when fasting
or >200 mg/dL nonfasting (4).

During the 2012-2013 academic
year, 118 participants received blood
glucose screenings. Of those, 109
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FIGURE 2. Number of participants per blood glucose category. Optimal: fasting
<100 mg/dL, nonfasting <140 mg/dL; prediabetes: fasting 100125 mg/dL, nonfast-
ing 140-199 mg/dL; diabetes: fasting >126 mg/dL, nonfasting >200 mg/dL.

had an optimal value, 8 had a value
within the prediabetes risk category,
and 1 had a reading within the dia-
betes risk category (Table 1). One
of the participants with an optimal
value reading had self-reported being
previously diagnosed as borderline
diabetic. The following year (2013—
2014), 151 participants received
blood glucose screenings. Of those,
138 had an optimal value, 12 had
a value within the prediabetes risk
category, and 1 had a reading within
the diabetes risk category (Table 1
and Figure 2). Four of the commu-
nity health screening participants
during this year self-reported being
previously diagnosed with a diabetic
condition. Of these, two had a value
in the optimal risk category, one had
a value in the prediabetes risk cate-
gory, and one chose not to receive a
blood glucose screening.

Discussion and Conclusion

The number of sites and requested
screening events increased year over
year. This reflected school district in-
terest in providing easily accessible
screening events to improve employee
health. More schools made requests
than could be scheduled in the 2013—
2014 academic year. Through this ex-
perience, it was determined that both
students and participants were excit-
ed about the interprofessional health
screenings, as evidenced by increased
participation rates in both groups.
The overwhelming interest shown by
prospective sites was beyond the pro-
gram’s capacity to serve. Going for-
ward, the program hopes to expand
to meet the needs of the additional
worksites.

The rate of optimal blood glucose
screenings showed slight improve-
ment, the number of prediabetes
results increased slightly, and the
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number of screenings in the diabetes range
remained the same. Screening identified 2 indi-
viduals with undiagnosed diabetes and 20 with
prediabetes. The number of participants who
chose to take part in the blood glucose screening
increased by 28%. We believe this could lead to
decreased health care costs and improved patient
outcomes through early intervention, provided par-
ticipants use their screening results to follow up
with their primary care provider or consider life-
style changes when appropriate.

Student feedback gained through group dis-
cussion indicated that students were previously
unaware of the overlap in scopes of practice among
the various disciplines involved. The screening
events also enlightened students regarding the
importance of collaboration as part of a health
care team.

Many questions resulted from this project that
could be the basis for future study. Items of interest
to the researchers include the number of partici-
pants who use health screenings as a sole source
of care or who made lifestyle modifications in
place of seeking medical treatment; the number of
participants who followed up with a primary care
provider as a result of the screenings; the number of
participants who received a diagnosis of prediabetes
or diabetes; and the number of participants who
began medication therapy after being screened.
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