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tom the 0MB Military Health Care Study and from the Off ice for the Civilian
Health and Medical Program of the Uniformed Services (OCHAMPUS) . Major con-
clusions were that the neighborhood clinic is not as efficient and effective
as one located in or near a hospital; that assigning a set panel of families -

- - to a family physician is not an effective method of managing a family practice
workload ; and thac families assigned to a family practice panel still receive
a majority of t~ieir care from other sources.
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At the Army’s first Seminar on Ambulatory Health Services held
in 1971 at Fort Sam Houston, Texas, it was recomniended tha t neighbor-
hood family practice clinics be established to provide primary and
comprehensive care, both outpatient and inpatient, to military health
care eligible beneficiaries. Prior to establishment of the second
Army family practice training program at Fort Ord , California, it was
determined that the development and operation of this new health care
delivery method should be studied in detail, analyzed , and described ,
in order to document or refute these empirical recommendations and
their equally untested underlying assumptions.

An on—site study team, attached to and under the guidance of
the Health Care Studies Division, Academy of Health Sciences, Fort
Sam Houston, Texac, collected data from the opening of the Fort Ord
Family Practice clinics in 1973 until mid—1975. Voluminous demo-
graphic data was collected on 1469 families who were members of the
North Fort O~d Family Practice Clinic. Over 45,000 encounters be-
tween patients and family physicians were documented in detail, in-
cluding patient information, provider identity, length of visit,
problem, prescriptions, lab studies, x—rays, referrals, and immuni-
zations. Patient and staff satisfaction surveys were developed ,
validated , administered in the family practice and several control
clinics on multiple occasions, and the results analyzed. Ancillary
data was obtained from the Office of Management and Budget (0MB),
Military Health Care Study (MHCS), and from the Office for the
Civilian Health arid Medical Program of the Uniformed Services
(OCHAMPUS). Advafltages and disadvantages of a neighborhood—based
clinic, when compared with a hospital—based clinic, were sought.

The North Fort Ord Family Practice Clinic ranked highest among
the clinics tested in patients’ satisfaction with the medical care
provided. Though staff satisfaction was high, there was no differ—

• ence in satisfaction between the family practice staff and those of
other clinics. The neighborhood clinic was found to be inefficient
In its utilization of resources, and to offer few advantages while
demonstrating many disadvantages, when compared to a clinic based in
or near a hospital.

It was also determined that assigning patients as a panel to
& specific physician was an inefficient and ineffective way of man—
aging a family practice workload. The number of patients seen per
day was controlled by the number of appointments scheduled, the
number of walk—ins accepted , and the number of no—shows, and appeared
to bear little relstionship to the existence of or size of a patient
panel.
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Though it had previously been thought that family physicians
1 took care of 80 to 90—plus percent of their patients problems, data

• obtained in this study and from the 0MB MI~CS indicated that families
• received ful.’..y 60 percent of their care from other sources. The

study provides doubts that the continuity of care under family
practice is significantly improved over other methods of primary
care delivery, and suggests many areas worthy of further evaluation.

ActIon—oriented recommendations suggest that neighborhood—based
clinics not be established where hospital facilities are adequate,
that panels of patients not be assigned specific physicians but rather
that a different system be devised, and that further evaluation of
family practice inpatient load and family practice outpatient pro—

• ductivity be done.
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FAMILY PRACTICE MODELS FOR AN ARMY CO~ ’(1JNITY —

— A DEMONSTRATION PROJECT

1. INTRODUCTION.

a. Purpose. The purposes of the project are to study in detail,
analyze, and describe the development and operation cf an Army family
practice clinic, and to provide such information to The Surgeon General
for use in planning future health care delivery to military—care
eligible beneficiaries.

b. Backgrouxid . The priorities within health care delivery have
been subjected to significant revision over the past several years,
with the gradual ~vakening of the medical profession to the importance
of ambulatory care. It is moot whether this change has been due to a
desire to upgrade quality or rather to reduce costs. In any case,
outpatient services no longer play second fiddle to the Inpatient
clinical areas. Within the medical, political, and &~onsumer arenas
emphasis has shifted to ambulatory care, and with the shift in
emphasis have conic shifts in manpower, resources, and research efforts.

A nat~uraI outgrowth of the shift in emphasis to ambulatory
care has been a revival of interest in the Family Practitioner as a
key element in the delivery of such care. Interest has indeed waxed
and waned since 1902, when the family physician was fondly spoken—of
by Sir William Os ter. (Osler, 1902). At times the God—like patriarch
to his patients, and at others the second—rate purveyor of “scientific
medicine” to his ~pecia1ist colleagues, he seemed to be a dying breed
in the ‘50s and early ‘60s. CombLued with a great feelii~g of loss for
the old—time GP, who knew his patients ’ names, parents, children,
problems and all , really cared for them, made himself available to

V • them at any hour of the day or night, and so forth , was a feeling that
he just was nct able to handle the myriad modern diseases and treat—
ments in a truly scientific manner.

• The dcactors themselves did little to allay this feeling
Fewer and fewet medical students chose the practice of general
medicine, and many of the medical school faculty frowned on those
who did. The graduate was either going to be a specialist , or “just
a GP”. The practItioner himself realized that the very volume of his
practice prevented him from keeping abreast of the rapidly changing

• medical scene, and his attempts to limit his practice furthered the
expectation ~f his eventual demise.

I



The shift in emphasis to ambulatory care, and the revival
of interest in the. Family Practitioner led, not to re—use of the old

• GP mold , but rather to the birth of a new specialty , that of Family
Practice. Supporters envisioned a new breed , incorporating all the
good that could be found in the old GP, while eliminating or changing

• that which was not so good. Ideally , what was felt to be. needed was a
primary care physician who could respond to all the ueeds of the
family (medical. social, and emotional) and who had the necessary
training to provide competent outpatient and inpatient care for a
broad range of problems on a continuing basis. Such care was to be,
by definition, accessible, acceptable , complete, continuous, com-
prehensive, efficient, effective, etc., in short, ideal, quality

• medical care. in this atmosphere the “Specialty of Family Practice”
developed; residencies began to mushrooni throughout the country; and
In February 1969, the Advisory Board of the American Medical Associ-
ation Council on Medical Education approved the new specialty of
Family Practice.

This study is an early attempt to look at Family Practice
as it developed in the Army, with the hope that the findings will
be of value to future decision makers. Priorities are in a state
of flux. Each additional bit of information will hopefully aid in
channeling our medIcal energies in the direction of efficient, high—
quality health ca~e delivery.

In November 1971, The Surgeon General sponsored a Seminar
on Ambulatory Health Services in San Antonio , Texas . One of the
recommendations of the Emergency Room and Family Practice Sub-
committee was that “Family Practice Clinics be established to pro-
vide primary and comprehensive care (general med ical , pediatric,
obstetric, and minor surgical) on both an outpatient and inpatient
basis.” The Army’s first family practice resident—training program

V was establishac! in mid—1972 at Martin Army Hospital , Ft. Benning ,
Georgia.

Prior to the establishment of a second family practice
residency program and clinic , and unaware of its eventual location ,
the Health Care Research Division (now Health Care Studies Division
(HCSD)) submitted an “Application to Conduct Research” for a study
to be titled “Family Practice Models for an Army Community: A
Demonstration Project.” The research effort  was directed at
establishing and putting into operation at this second site, a

• neighborhood—based family practice clinic , which could be studied
• systematically, along with the hospital—based clinic , in order to

“capture ” early experience , and in order to establish a data—base
upon which sound planning of future family practice clinics could
proceed.

2
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2. OBJECTIVES.

a. To investigate the feasibility of providing comprehensive
health and secial services to panels of Army family units, within the
context of family practice clinics .

b. To systematically explore and describe in detail the ex—
• perience of a br~ad program of family—oriented health and social ser-

vices , and to dccument problems encountered and attempts at problem
resolution.

• c. To explore and describe experience with family practice
models —— one neighborhood—based and the other hospital—based —— and
to comparatively analyze advantages and disadvantages associated with
each approach.

d. To establish a setting which could serve as an ongoing lab—
oratory for the c3nduct of research into problems relevant to family—
oriented health e.nd social services .

e. To assure the ready availability of one functioning family
practice clinic which could assimilate some of the output of the
family practice residency programs .

3. METHODOLOC’?.

a. ~~~ rview. In September 1972 , approval for the study was
received from The Off ice of The Surgeon General (OTSG),  with Fort Ord ,
Calif ornia, selected as the study site. The approval was subject to
the availability of a suitable building at Fort Ord for the neighbor-
hood—based clinic.

The study plan called for the establishment of a clinic
• proximate to bcth enlisted and officer on—post housing. It was sug—
• gested that an existing building, such as a large duplex family

quarters, be modif ied to house the clinic , and that it be staffed
with three trained family physicians , one social workers, and an
appropriate mix of other health care personnel. Another hospital—

r-. based family practice clinic was to be established approximately six
months later , ~hen more family physicians became available.

However, by the time the study plan was approved by HSC ,
• the Fort Ord Medical Department Activity (MEDDAC) was already corn—

mitted to the establishment of a Family Practice Clinic (FPC) in the
P hospital. Moreover, five fully—trained family practitioners, in—

cluding the Program Director, had been assigned . The residency train—
ing program was to begin in July 1973, the application for approval
of which was based on a plan to utilize clinic space in the hospital,

3
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• and it was felt that to change this plan would delay the start of the
program , and could invite the disapproval of the Residency Review
Committee during subsequent reviews. The MEDDAC suggested that this
did not preclude establishment of a second (neighborhood—based) FPC
to be opened in July 1973, or later , as additional Family Practice
staff became available.

Such was the situation in October 1972 , when the first on—
site study team member arrived at Fort Ord . By December , the on—site
team was complete and consisted of a management analyst (MOS 2610), a
statistician (MO S 6400), a psychology—social work technician (MOS
91G20) ,  and a clerk typist (MOS 7lB20). The Project Officer was a
physician (MOS 3153) assigned to HCSD, Academy of Health Sciences
(ARS), Fort Sam Houston, Texas. With the exception of the statis-
tician, each of these positions was filled by several different per—
Sons during the period of the study, and there were times when one
or more of the positions were unfilled.

• b. Facilities. On 8 January 1973, a hospital—based Family
Practice Clinic, henceforth known as the Hospital Clinic, was opened.
The search for adequate quarters for the neighborhood—based clinic
resulted in saving a wing of the old cantonment—type hospital from
the wreckers for such use. It was located slightly over two miles
from the new Silas B. Hayes Army Hospital, was near two housing areas,
and could be modified as required. The neighborhood—based clinic was
opened on 30 July 1973. Although this sequence of clinic openings
was the reverse o~ that planned in the original study proposal, data
was collected at both clinics from the time of their openings . The
major study effort was concentrated , however , on the neighborhood—
based clinic, which subsequently became known as the North Fort Ord
Family Practice Clinic (North Clinic).

• c. Data Collection Instruments. The descripti3n of data
• collection and analysis efforts, as proposed in the original study

proposal wer€~ very broad and ambiguous, stating that “A range of
data collection methods will have to be used, to include direct ob— •1• servation, interviews, questionnaires, utilization of tally counts,
maintenance of a historical log, etc., as required by the particular
question under investigation.” (Original study questions, which
have been modified several times, can be found in Appendix A).

It was left to the on—site Study Team to determine just
what information was needed, and how to go about collecting it.
Initial work in the Fall of 1972 involved identification of essen-
tial baseline data to be acquired on the patients served by the
clinics, and development of the instrument ~or data collection . A
questionnaire was prepared , and was ready for distribution by the

• middle of October 1972. The necessity for an encounter form was
also recognized , and one was developed by the Study Team in con—
junction with the. Hospital Clinic staff.4
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Some data, such as encounter—form data, were col]ected on a
continuing basis. Other smaller studies wer~ begun and ended over
shorter periods. Many other collection instruments were used to

• collect such data as patient and staff satisfaction information, and
information from inpatient and outpatient records . These will he dis—

• cussed more fLlly in subsequent sections.

d. Revised Study Proposal. In May 1974 a Revised Study Proposal
was submitted to VS Army Health Services Command (HSC), and was

• approved on 12 July 1974. It called for extension of the study for an
additional year , to December 1975, and an additional clerk typist and

• a computer programmer (MOS 74F20) for the on—site Study Team. A new
set of study questions was outlined (See Appendix B).

• The second clerk typist was never assigned. The computer
progranmar wns not assigned until January 1975, and it was decided
that for the short remaining time of the study, he could be better
utilized at HCSD, Ft. Sam Houston , Texas (FSHTX) , than at Ft. Ord
with the on—site team. In late 1973 a physician at the North Clinic
with an 1.U’H degree had begun acting as consultant for the on—site team
part—time ( two half—days per week) , assisting in study design and
analysis.

e. Study Team Interaction With Clinics. A symbiotic relation—
• ship was established between the on—site Study Team and the clinic

personnel. The additional administrative functions required of a
family practice clinic, such as distributing, collecting, and filing
applications for clinic membership, maintenance of a waiting list,
notif ying families of acceptance , and assigning patients to doctors ’
panels as spa~e•s became available , were handled by the Study Team.
In return , the clInic receptionist, doctors , and other providers
filled out a short encounter form on each patient seen, and helped
in other data collection efforts . As will be seen later, however,

- 

• 
• such tasks for the doctors were kept at a bare minimum, and did not

significantly affect their available time for patient care.

f. Study Process/Outcome. The outcome of the study is related
directly to the process which actualjy~ occurred, not to any that was
anticipated orior to commencement. The initial study proposal was
very general in its description of what was proposed , and the method-
ology to be employed for its acco1nplishme1~t. The major weakness of

• the study proposal was the assumption that the on—site study team
would have the power to manipulate variables in order that different
configurations of clinic structure could be studied and compared.
This is particula:ly evident from many of the original study questions
(Appendix A), in statements such as: “What are the optimum numbers
• . ., “ “What are the most satisfactory arrangements . . •, “ and

• “How many families should be assigned . . •
1~~
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In actuality, the study team did ~ot have such manipulative
powers. Its fuaction was merely that of observer; except for the
administrativs assistance the team provided to the clinic, it re-
mained merely, as it were, “outside the one—way glass,” observing
structure and function of a family practice clinic as it developed
under its own, hospital—supervised administration.

• Thus , the study in its various phases answers some of the
questions specifically; some of them generally; and some of them not
at all. Accordingly, the subsequent discussions, conclusions, and

• recommendations make no attempt to relate specific answers to specific
study questions . Rather , the goal is the presentation of an accurate ,

• integrated compendium, with individual items discussed only as they
relate to major topic areas.

4. PROCEDURES, FINDINGS , AND RELATED DISCUSSION.

Each of the data collection procedures will be described in more
detail in the following paragraphs , followed in each case by f indings

• and discussion related to the specific findings. Discussion of other
topics follows in separate sections.

a. The Application—Questionnaire.

(1) Procedures. The one page Application (Appendix C) and
nine page Questionnaire (Appendix D) served the dual purposes of oh—
tam ing a ro~ ter of those families wishing to join the family practice
system and gaining demographic information on each of the families who
utilized the clinics. As there were several methods of obtaining pa—
tients for the clinics (see Appendix E), a Questionnaire was not ob-
tained from each family during the early days of the clinic; however,
in January 1974, the long questionnaire became the application form.
In other words , in order for a family to be considered for inclusion
in the program and to be placed on the waiting list, the questionnaire
had to be voluntarily completed. It was felt that willingness to do
so indicated interest in the program. After that time, questionnaire
information was available on all new clinic families.

-
• (2) Findings. Of the 1627 families who visited the North

Clinic at least twice between July 1973 and June 1975, questionnaires
were completed by 1469 , or 90 percent. Of these, 1030 were active
duty families and 439 were retired/deceased sponsor families. Of

• those f amilies on whom complete data was available, 612 were initially
assigned to tht. Hospital Clinic and were transferred to the North
Clinic when it opened. (The ratio of active duty to retired/deceased
sponsor families in the clinic cannot be interpreted to represent the
true ratio in the population, as the clinic ra tio was artif icially - 

•

maintained by the selection procedure) .

6 
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• (a) Demographic Data on Families With Active Duty
Sponsors. The average active duty family in this sample was com-
posed of a maLe sponsor, age 33, his spouse, age 31, and two chil—

• 4 dren , a boy and a girl, both age nine. Ninety—three percent of
sponsors were Army , 69 percent white, and 56 percent protestant.

• 
• 

Ninety—four percent had completed high school, and 50 percent had
some college . Moreover , 55 percent of the sponsors had completed

• less than 12 years of service, 56 percent were in pay grades E—5 thru
E—7 , and 81 percent indicated plans to make a career in the military.

• For the spouse, 69 percent were white, 55 percent
protestant, and 81 percent had completed high school. (See follow-
ing pages for charts and graphs which more completely depict the above
da ta) .

(b) Demographic Data on Families With Retired/Deceased
• Sponsors . The average retired family (including those with a deceased
• sponsor —— less than three percent in this sample) was composed of a

male sponsor , age 54 , his spouse , age 51, and one and one—half children ,
equally divided between boys and girls age 15. Eighty—eight percent of
sponsors were Army retirees, 74 percent were white, and 61 percent were
protestant. Ninety—two percent of sponsors had completed high school,
and 59 percent had some college. Ninety—four percent of the sponsors
had completed t~7enty or more years of service, and 56 percent had re-
tired in Pay Grades E-.6 thru E—8. Sixty—eight percent of the spouses
of retired/deceased sponsors were white, 59 percent were protestant,
and 80 percent had completed high school. (See the following pages
for charts and graphs which more completely depict the above data).

Figures 4a-l and 4a-2 are population pyramids
• depicting the sex/age distribution of the f a mily members in the North

Clinic panels, both those with active duty spon sors (Fi g.  4a —l) and
-~ those with retir ed or deceased sponsors (Fi g. 4a-2) .

• 
• Figures 4a-3 and 4a-4 az’s distribu tions of family

- 
• size as a per cent of families of tha t type (active duty or retired !

deceased) seen in the North Clin?,.

Figure 4a-5 represents the distribution of Pay
Grades of the sponsors of f ~nilies in the North Clinic .

• Figure 4a-6 is a representa tion in chart form of
• three other demographic variables of the sponsors and their spouses.,

their ra ce, religion, and education .

NOTE: Pages five and six of the Questionnaire (Appendix D) deal with
Army and civilian medical care utilization during the year prior to
making application for family practice care. Unfortunately , the



questions were posed in such a way that no average uti lization figures
can be obtained. Data from pages seven and eight of the Questionnaire
will be provided in a subsequent 

report.8
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(3) Di scussion. The demographic data presented are des—
scriptive statistics and require little explanation. It is interest-
ing to note that the average active duty family is composed of four

• members, evenly distributed between father, mother , son and daughter ,
• and that the average retired/deceased sponsor family is composed of

three and one—half members , again evenly distributed .

b. The Encounter Form.

(1) Procedures. Development of an encounter form was begun
ear ly in the ~tuóy,  in conjunction with the Hosp it~ 1 Clinic s t a f f .
The form was modified several times over a period of months until a
finalized form was initiated in December 1973 (Appendix F).  This en-
counter form , with only slight modifications which did not affect  data
collection, was u3ed throughout 1974.

The encounter form not only collected data necessary for
the study, but also was used as a routing and disposition sheet, where
the physician or other provider could check the requirements for X—ray ,
lab, immunization, and consultation, and also indicate when the patient
needed to be seen again. The provider was thus encouraged to fill out
a form on each patient.

A’~ the time the patient checked—in, the receptionist
completed the administrative data on the upper portion , including the
date, name, sponsor ’s Social Security Number (SSN) with the family—
member—identifying p.ef ix, appointment status, type of clinic, and
health care provider . The form was then attached to the front of the
patient ’s chart. The nurse entered the complaint. The remainder of
the form was completed by the health care provider , who gave it to
the patient at the end of the visit. The patient then took the form
to the lab, -X—:ay, nurse, or receptionist , as needed , and the last pro—
vider collected the forms for appropriate disposition.

Forms were collected from January 1973 thru December 1974
at the Hospital Clinic and from August 1973 thru June 1975 at the North
Clinic . The encounter forms were coded o~ the same form by the on—site

• • study team and then sent to HCSD, FSHTX, where they were keypunched and
• stored on a CDC 6500 computer .

• The North Clinic encounters were also cumulated on a
roster by family (SSN), so tha t relevant ind ividual family utilization
data could be obtained. This roster also included visits at the
Hospital Clinic between January and July 1973 for those families who
had initially belonged to the Hospital Clinic and were then transferred
to the North Clinic. This roster was cumulated and stored on the CDC
6500 computer.

13
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The data analysis was performed utilizing the canned
statistical package “Statistical Programs for the Social Sciences”
(SPSS). The progl ams most frequently utilized included ‘codebook’
and ‘crosstab ’.

• (2) Findings. During the  period of the s tudy,  a total of
45 ,898 encounter forms (Appendix F) were cpllected . Of these, 24 ,120
came from the North Clinic , and 21,778 came from the Hospital Clinic. -

Blocks of data based on various time periods were extracted from these
encounters; the main block reported on included all forms collected
at the North clinic between 1 January and 31 December 1974. This
block of data included 13,175 encounters.

Data from the encounters will be described in the order
in which they appear on the encounter forms. The following blocks of
data relate to the North Clinic during the period Januar:’ thru Decem-
ber 1974, unless otherwise specified .

14
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(b) Patient Visits by Relationship to Sponsor.

(Population ratio in this sample for sponsor:spouse:children was 1:1;2.
Other dependents account for 0.39 percent of sample population.)

TABLE 4b —2

RELI~TIC)~ SRIP
- OF ) ATIENT NUMBER OF PERCENT OP

TO &PO N~OR VISITS VISITS

• SPONSOR 2757 21.00%

SPO USE 5724 43.61 %

CHItDREi~ 
- 4571 34.83 %

OTHER
DEP ENDE~rS 74 0.36%

TOTAL 13,126 100 .00%

-

(c) Appointment Status . During the per iod August 1973 
-

•
thru December i973 , a total of 5 ,093 visits were recorded . These visits
were comprised of ‘Appointments ’ and ‘Walk—ins ’ until early in December .
The latter part ok December (835 of 1,056 vis1~ta) as well as all of 1974
(13,175 visits) separated ‘Emergency ’ visit~s f~ om the appointments and
walk—ins . The zesults of this distribution by” appo intment status are
tabulated on the following page (TABLE 4b—3) .

16

~‘• —•• i. 
__________________  

--

____________________________  - • 

~~ • ••,— • - —---
~~~~~~~ ~~~~~~~~~ — —-



~~~~~~~~~~~~~~iTi ~~~~~~~~~ ~~~~~~~~~~~~~~~~~~~~~~~~~ L~~~:r~~.

- 
- TABLE 4b—3 APPOINTMENT STATUS

• I HONTU/ NOT
• Y EAR 1973 VISITS WALK—INS/PERCENTAGE D-~ERCLNCY RECOPDED

• - 
AUGUST 827 71 ( 8.59%) —— 3

• 
SEPTEMBER 904 74 ( 8.19%) —— 

- 
15

OCTOBIR 1,154 131 (11.35%) — — ——

- 
NOVn-IBER 1,153 154 (13.36%) —— ——

• I 
DECEMBER 1,056 69 ( 6.53%) 3 15 

-

• ¶ (Es~1)) (221) (15) ( 6.79%) —— (5)

• (Lat.~) (835) (54) ( 6.47%) (3) (10)

1973 TOIAL 5,094 499 C 9.80%) 
• • 

3

MONTII/ NOT
YEAR 2974 VISITS WALK—INS/PERCENTAGE RGENCY RECORDED

JANUARY 1.157 51 ( 4.41%) 8 ——

FEBRUARY 1,046. 84 ( 8.03%) 3 ——

MARCH 1,290 74 ( 5.74%) 7 ——
APRIL 1,149 86 ( 7.48%) 5 ——
MAY 967 95 C 9.82%) 3 ——

JUNE 832 51 C 6.13%) 4 ——
JULY 1,012 • 33 ( 3.26%) 1 ——
AUGUST 1,280 20 ( 1.56%) 2 ——

- 1 SEPTEMBER 1,082 —— ——
OCTOBFR 1,197 24 (2.00%) 6 ——

N0V~~(BER 1,074 24 ( 2.23%) 3 —

DECD!BER 1,089 68 ( 6.24%) 1 ——

1974 TOTAL 13,175 610 ( 4.632) 43 —

- 17 MONTH
T0%AL 18,269 1,109 ( 6.07%) 46 33

-I

-
~~~~~ 17
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- (d) Type of Clinic. Although the fotm was initially
designed to show the nature of the visit, i.e., whether the visit
was made during the ‘regular ’ clinic hour8 orj during a TSpqcial
Clinic’ at night or on Saturdays, or ‘Non—clinic’, less than one
percent of viUlts were recorded as other than the ‘regular ’ clinic
between January aud July 1974 (47 of 7378 visits). Consequently it
was concluded that further analysis of these data would be of little

• value to the overtll objectives of this study.

• (�) Provider. The data for each provider has already
been furnished i~ Table 4b—1.

)i
•
_ -~

- 

•

I ,

• —

• 
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(f) Patient Encounter Data by Primary Problem.
( Rank ordered by decreas ing frequency of percent of recorded visits.)

TABLE 4b—4 PRIMARY PROBLEM

• PERCENT OP
ORDER IPOBLEM FREQUENCY 

- 
RECORDED VISITS

1 ACUTE (TEMPORARY PROBLEM ) 2,739 22.14%

2 CHRONIC PROBLEM, ROUTINE 2,314 18.70%

3 PARTiAL EXi5M , WELL BABY , 2,264 18.29%• SCREENING EXAM, OR PREy .
EDUCATION

4 cEfteNic PROBLEM , FLARE—UP 1, 338 10.81%
• S 

• 
ACUI” (TEMPORARY ) PROBLEM 1,021 

• 
8.25%

FOL’~OW-UP

6 PRENATAL AND POSTNATAL CARE • 926 7.48%

7 C *4PLETE 1DC AND PE PINISRID - 322 4.222

8 C0UNSEL1HG/~DVICE 492 3.98%

9 AL1JTE INJURY 235 1.90%

10 ACUTE INJURY FOLLOW-UP 
- 

176 1.42%

11 FAMILY PLANEING/CONTBACEPTION 151 1.222

12 ADMINISTRATIVE 59 0.48%

13 I)OCJNIZATION 40 0.322

OTHER 
- 

98 0.79%

TOTAl VISITS WITH PRIMARY 12,375 100.00%
PRO1L~ 4 RECORD ED -

NOT kECORDED 800

• TOTAL 13,175

19
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(g) Second Problem- Treated during the Seme Visit . (*)

TABLE 4b-5 SECOND PROBLEM

- PERCENT O? -

RECORDED PERCENT OP
ORDER ?ROBLEM FREQUENCY VISITS 2ND PROBLEMS

1 COUNSELII1C/AI)VICE 469 3.79% 22.27%

2 CBRON C PROBLEM, ROU TINE 436 3.32% 20.702

3 PARTIAL EXAM, WELL BABY, • 433 3.52% 2O.~~2SCREt~ EXAM , OR PREY.
~~~CATI0N

4 - 
ACUTE (TDIPO*ARY) 230 1.862 10.922
PROBLEM

5 CHRONIC PROBLEM , FLARE—UP - 214 1.732 10.162

6 ACUTE (TEMPORARY) PROBLEM 128 1.03% 6.062
FOLLCV-UP

7 FAMI .Y PLANNING/CONTRA— 71 0.37% 3.372
C%PTION -

$ DMINiZATTO 14 - 33 0.27% 1.572

• 9 ADMINISTRATIVE 33 0.27% 1.372

10 PRENATAL AND POSTNAtAL CARE 22 0.182 1.04%

11 ACUTE INJURY 11 0.09% 0.322

• 12 ACUTE INJURY FOLLOW-UP 9 0.07% 0.432

13 CONPLETE UR AND FE PINISUED 
• 

7 0.06% - 0.33: 
-

OTHER - $ 
- 

0.062 
• 

0.38%

TOTAL RECORDED SECPND 2,106 17.02% 100.00%• PROBLEMS

- PRU(I~Y PROBLEM ONLY 
- . 10,269

~~~~ • soo
RECORDED

TOTAL 13,175 •

* Of the 12,375 visits in 1974 that had a Primary Problem recorded, only
2,106, or 17.02 percent, had a second problem requiring evaluation and/or
treatmsnt during the same visit • The frequency of encounters and the
percentage of second problems are provided in the table. 

-
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(b) Length of Visit. - -

• ] . Length of Visit by Number of Visits. On the
encounter form the provider recorded the ‘Length of This ~iait ’ by

• checking incremental time blocks of 0—5 minutes, 5—20 minutes, 20—40
• minutes, and Over-40 minutes. Observation by the HCSD study team

revealed that the 0—5 minute block averaged approximately four minutes ,
• - • the 5—20 minute bl’ck averaged approximately 15 minutes , the 20—40

minute block averaged approximately 30 minutes, and the Over—40 minute
block averaged approximately 52 minutes . The number of visits by these
approximate averag.i length of visit are provided in the table below:

TABLE 4b—6 LENGTH OF VISIT

LENGTH OF VYSIT/ NUMBER OF • PERCENT OP
AV~RAGX VISITS RECORDED VISITS

4 MIPUTE3 291 2.462

13 MD TTES 8,829 74.73%

• 30 MINUTES 
- 

2,333 19.15%

32 MiNUTES 362 3.062

TOTAL RECOL)ED 11,815 
- 

100.002

NOT PECOEDED 1,360

TOTAL 13,175

Average length of -~‘isit — ~ ((LENGTh OF VISIT) X (NUNBER OF vISITs))
-• 

• 
(TOTAL NIflthER OF RECORDED VISITS)

Average length of visit — 18.82 minutes .

21
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2 Length of Visit by Patient Prefi~. In the follow—
• • ing table, the lcngth of visit is tabulated by the relationship of the

patient to the sponsor.

TABLE 4b—7 LENGTH OF VISIT BY PATIENT PREFIX

RZLATI)N~HIP OP AVERAGE LENGTH NUMBER OP~• PATIENT TO SPONSOR OP VISIT • VISITS

SPONSOR 20.19 Minute s 2,434

SPOUSE 20.14 Minutes 5,127

16.93 Minutes 4 ,066

OTH2R DEPENDEMFS - 20.23 Minutes 69

SUB—TOTAL 11,716 
-

*ELAT~0NSHXP OR LENGTH 1.0T RECORDED 1,459

TOTAL 13,173

22
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3 Length of Visit by Provider. Visit average
length was calculated for each provider , using the formula given in
Section 4b (2) (h)i. . The average was also calculated for ‘ALL MDs’
and for ‘ALL OTHERS’. Recall that the calculated overall average was
18.82 minutes. -

TABLE 4b—8 LENGTH OF VISIT BY PROVIDER 4

MINU TES NUMBER OF VISITS/ HUNBER OP VISITS/
PROVIDER PER VISIT DATA BASED OH DATA NOT RECORDED

16.36 1,778 36

ND~2 20.24 2 ,654 136

MDI3 15.35 600 545

17.24 2,179 148

PW~5 17.28 1,264 74

13.69 1,043 231

)W~7 - 18.07 764 56

(ALL MD.) 17.69

28.54 1,260 79

PR#B 16.81 154 19

PR#C 17.60 • 42 14

________________________________________________________________________________________ 

:1
(ALL OTRERS) 26.98

SUB—TOTAL 11,738 1,338

PROV WEE . ~OT RECORDED 99

TOTAL - 13,173

23
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4 Length of Visit - by Primary Problem. Length of
visit was calculated for each category of primary problem recorded , and
rank ordered in inc.reasing average length of visit .

TABLE 4b-9 LENGTH OF VISIT BY PRIMARY PROBLEM

- AVERAG E VISIT
• • ORDER PROBLEM LENGTH/MINUTES

1 !.DMINISTRAT IVE 14.66 MINUTES

2 ACJTE (TEMPORARY) PROBLEM FOLLOW-UP 15.52 ~!INUTES

3 ACUTE INJU RY 15.53 M INUTE S

4 ACUTE INJURY FOLLOW-UP 15.59 MINUTES

S IMMUNIZATION 15.92 MINUTES

6 ACUTE (TEMPORARY) PROBLEM 16.19 MINUTES

7 PARTIAL EXAM , WELL BABY , - • 18.15 MINUTES
SCREENING EXAM , OR PREy . EDUCATION

8 (:NAONIC PROBLEM , FLARE-UP 18.73 MINUTES

9 CFRONIC PROBLEM , ROUTINE 19.70 MINUTES

10 PRENATAL AND POSTNATAL CARE 20.29 MINUTES

11 CCUNSELING/ADVICE • • 22.53 MINUTES

12 FAMILY PLANNING/CONTRACEPTION 23.98 MINUTES

13 C(I~PLETE }DC AND PE FINISHED 34.48 MINUTES

22.21 MINUTES

5 Length of Visit by Second Problem. Some 2,106
of the 13,175 visits in 1974 had a second problem listed. On 2,008 of - -

these the time was recorded ; 81.32 percent of these were• 15 minute
visits. The weighted average in minutes per visit for vis~.ts having
a second problem recorded was 18.05 minutes (recall 18.82 minutes for
all visits).
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Prescriptions Ordered.

1 Number of Prescriptions by Number of Visits.
During 13,175 visits to the North Clinic in 1974, 11,259 prescriptions
were written , or 0.35 prescriptions per visit. The two extremes con—

• sisted of 6,870 visits, or 52.15 percent, with no prescriptions ordered ,
• and three visits with nine prescriptions for each patient. This data

is tabulated below:

TABLE feb-10 PRESCRIPTION S BY NUMBER OF VISITS

NUMBER OF RXs NUMBER OP PERCENT /VISITS
PER VISIT (3:) VISITS TOTAL l.X~ WiTH (X) RE.

0 6,870 —— 52.152

1 2 ,997 2 ,997 22.752

2 2 ,169 4 ,338 16.462

795 2,385 6.042

4 233 932 1.772

3 
- 

78 390 0.592

6 23 138 0.17%

7 4 28 0.O3~

L 
8 3 24 0.022

9 3 27 0.022

TOTAL 13,173 11,259 
- 

100.002
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2 Prescription by Patient Prefix. ( Fox whom w~’r.~p /cp .t.i.on4 W 4 t~e~t ?) Data is tabiated below .

TABLE 4b—l1 PRESCRIPTION BY PATIENT PREFIX

RELATIONSHIP TO NUMBER OP PERCENT/VISITS M EAN NUMBER !
• SPONSOR VISITS WITH NO RXs RX~ P .R VISIT

SPONSOR 2 ,741 - • 52.10% 0.89

SPOUSE 5,697 49.942 0.91

eHILDaEN 
- 

4 ,549 54.83% 
- 

0. 76

OTHER DEPENDENT S 74 31.352 1.32

NOT RECORDED 114

TOTAL 13,175

H

A
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• 3 Prescription by Provider. (
~ / whom wei~p~~4c/7A.pt.~on4 w~’zLt.ten?) •

TABLE 4b-12 PRESCRIPTION BY PROVIDER

NUMBER! PERCENT/VISITS MEAN KUMBER/
PROVIDER VISITS WITH NO RI. RXs PER VISIT

ND#3. 1,814 39.03% 1.01

MDQ 2. 2,790 46.67% 0.92

• PfD#3 1,145 48.03% 
• 

0.90

2 ,327 59.602 0.68

ME45 1,338 37~22% 1.33

NDI ó 1,214 81.792 0.31
- 

820 50.73% O.9~
PRIA 1,339 59.67% 0.74

PR#B 173 41 .62% • 
- 

- 
0.97

PR•C 36 67 .86% 0.64

-
• SUB—TOTAL 13,076

PROVIDER NOT 99
FiX (~RDED •

TOTAL 13,175

z
. • • 

-
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( j  EKGs Ordered.

1 EKG by Visits. During 13,175 visits in 1974
to the North Clinic , E~Gs were ordered 255 times, 

or at 1.94 percent

of visits.

2 EKG by Patient Prefix. (Ott whom wvLe. EXGo
oi~dv~.cd?) Results are tabulated below.

• TABLE 4b—13 EKG BY PATIENT PREFIX

RELAT IONS}37P OF NUMBER OP PERCENT OF PERCENT OP VISITS
PATIENT TO SPONSOR EXGS ORDERED EKCa ORDERED (FROM 4 .b . (2) (b) )

SPONSOR 95 37.26% 21.00%

SPOUSE 136 53 .33% 43.61%

CHILDRI~N & OTHER 24 9.41% 35.39%
DEPEI DiNTS

TOTAL 235 100. 002

- 
28
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3 EXG by Provider. (By whom we~e. EKG4 o/LdeAe~d?)

TABLE 4b—14 EKG BY PROVIDER

NUM B ER OF NUMB ER OF PERCENT OF
PROVIDER VISITS EEC.. VISITS WiTh EKG

MDD1 1,811 12 0.66 %

~fl~I2 2 ,790 21 0.75%

4D13 1,144 8 0.70%

2 ,327 30 1.29%

)OI5 - 
1,337 63 4 .71%

P0316 - 1,274 66 5.18%

P0317 820 18 2.20%

OTHER 1,672 • 37 2.21%

TOTAL 13,175 255 1.94%

29 
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~k) X—ray Procedures Ordered.

1 Numbers and Types of X—rays Ordered. During
13,175 visits, 993 x—rays were ordered. Approximately one—half of these
x—rays were ‘Chest , PA & LIlT’. Nine other types accoun t for an addition-
al quarter. Forty—eight infrequently ordered types account for the final
quarter. The ten most commonly ordered are tabulated below.

TABLE 4b—l5 TYPES OF X-RAYS ORDERED -

PERCENT PERCENT
ORDER T~PE X-RAY NUMBER OF VISITS OF X—RAYS

1 CHEST , PA & EAT 490 3.72% 49.35%

2 ChEST, PA 55 0.42% 5.54 %

3 UPPER CI 42 0.32% 4.23 %

4 PATELLA 42 0.32% 4.23%

S SPINE, LS 28 0.21% 2.82%

6 -IVP 27 . 0.20% 2.72%

7 • BE 23 0.17% 2.32%

8 SICUL’ . SERIES • 
22 0.17% 2 .22%

9 FOOT 21 0.16% 2.112

10 SPINE , CERVICAL 19 0.14%

OTHER (48 TYPES) 224 1.70% 22.55%

TOTAL 993 7.542 100 .00% -
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- 2 X—ray Procedures by Patient Prefix. (On whom
&ue.xe ~-/ ~ay4 okdeih2d?T -

TABLE 4b—l6 X—RAYS BY PATIENT PREFIX

NUMBER OF NUMBER OF PERCENT VISITS WITH
RELATIONSHIP VISITS I-RAYS X-RAYS ORDERED

• SPONSOR 2,741 310 11.31%

SPOUSE 5,697 448 7.86%

CHILDREN 4,549 215 4.732

• OTHER DEPENUEHTS 74 13 17.57%

SUB-TOTAl. 13,061 986 7.552

INCOMPLETEh.Y CODED 114 
- 

7

TOTAL 13,175 993 7.54 %
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3 X-Ray Procedures by Provider. (By whom wv~
• lc-tay6 oxdvte~d?)

TABLE 4b-17 X—EAYS BY PROVIDER

NUMBER OF NUMBER OF PERCENT VISITS WITH
PROV iDER VISITS X—RAYS X—RAYS ORDERED

MDD1 1,814 94 5.18%

)1D12 2,790 217 7.782

MDO 3 1,145 38 3.32%

P0304 2,327 135 5.80%

)w05 1,338 164 12.26%

P0306 1,274 164 12.87%

P0307 - 820 58 7.07%

• TOTAL PhD 11,508 870 7.56%

PRIA 1,339 98 • 7.322

PRIB 173 17 9.832

PROC 56 1 6 10.71%

TOTAL OTHER 1,568 121 7.722
PROVIDE R

SUB—TOTAL 13,076 • 991 7.582

INCOMPLETELY 99 • 2
CODED

• TOTAL 13,173 993 7.542

- A
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(~~) Laboratory Procedures Ordex-~d.

• 1 Numbers and Types of Laboratory Procedures
Ordered. During 13,175 visits, 10,258 lab procedures were ordered,

• or 0.78 lab procedures per visit.

TABLE 4b—18 TYPES OF LABORATORY PROCEDURES

PERCENT OF
ORDER TYPE LAB NUMBER LAB ORDERED

1 CBC & DIFF . 1,389 13.~ 42

2 SMA—12, FASTiNG 924 9.00%

3 - URINALY SIS 911 8.88%

4 THROAT CULTURE 751 7.322

S CLEAN CATCH 680 6.63%
URINALYSIS

• 6 RPR 603 5.88%

7 CHOLESTEROL & 479 4.672
TRIGLYCERIDES

8 URINE CULTURE 471 4.~92

9 PAP SMEAR 438 4.27 %

10 ELECTROLYTES 370 3.61%

11 SMA—12 , NON—FASTING 327 3.19%

12 CERVICAL CULTURE 303 2.95%

1’ OTHER 2,612 25.45%
~•. .: I

TOTAL 
- 

10,258 100.002
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2 Laboratory Procedures by Patient Prefix. (On
whom we.n~ eabwta.trny ~~~~ o.’ide.~~d?) - 

-

TABLE 4b-].9 LAB PROCEDURE S BY PATIENT PREFIX

RELATION$HIP OF NUMBER OF LAB PERCENT OP PERCENT OF VISITS
PATIENT TO SPONSOR TESTS ORDERED RECORD ED TESTS (FR~ 1 4.b.(2)(b))

SPONSOR 2,275 23.492 21.00%

SPOUSE 4 ,670 48.212 43.612

CHILDREN 2,668 27.532 34.83%

OTHER DEPENDENT S 73 0.752 0.562 
—

SUB—TOTAL 9 ,686 100.002

INCC*4PLETELY 81
CODED -

TOTAL 9,767

F .
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(isi) Immunizations and skin Tests Requested. During
13,175 visits to the North Clinic in 1974, 1,637 immunizations and

• I skin tests were ordered. Patients could receive immunizations at the
hospital without referral, however. The following rank ordering indi-
cates the relative frequen~y with which certain tests were ordered .

I;
TABLE 4b—21 SKIN TESTS AND I2~’fUNIZATIONS

TYPE SKIN TEST OR PERCENT OF SKIN TESTS
ORDER IxIMUNIZATION NUMBER AND IPP-~UNIZATIO~S

1 TINE TEST 763 46.61%

• 2 OPV 299 18.’72

3 LPT 281 17.17%

4 bT 
• 

134 8.182

3 MMR - 
-

• 65 3.972

OTHER (T. TOX, MEASLES 73 4.46%
AND RUBELLA, )5JMP$, FLU,
AND SMALL POX—— (1O—20
EAC~I) -
OTHER RARE (LESS THAN 5 22 1.34%
EACH)

TOTAL 1,637 100.002
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(ii) Referrals. - •

- 1. Number of Referrals and Departments Referred to.
During 13,175 visits, 629 referrals were made to other departments.
These constitute 4.77 percent of total clinic visits.

TABLE 4b-22 REFERRALS BY DEPARTMENT

- PERcr.NT
ORDER CLINIC NUMBER OP REFERRALS

1 ORTHOPEDICS 101 16.O~%

2 OBSTETRICS/GYNECO LOGY 71 11.28%

3 DERNATOLOGY 65 10.33%

4 ENT 62 
- 

9.86%

S OPHTHALMOLOGY 44 7.00%

6 SURGERY - 44 7.00%

• 7 iNTERNAL MEDICiNE 40 6.3E%

8 UROLOGY 39 6.202

9 OPTOMETRY 34 5.41%

10 OCCUPATIONAL THERAPY! 24 3.822
PHYSICAL THERAPY

OTHERS 105 16.692

SUB—TOTAL 629 100.002

V1SIT~i WITHOUT REFERRALS - 12,346
RECORDED

~~~ 5.
. I

• TOTAL 13,173

H 
-

—
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2 Referrals by Patient Prefix. (Which pati~e.ntow~’~ M~e.4/Le.d ?)

TABLE 4b-23 REFERRALS BY PATIENT PREFIX

NUMBER OF NUMBER OF PERCENT REFERRAL
PREFIX VISIT S REFERRALS VISITS

SPONSOR 2,741 180 6.57%

SPOUSE 5,697 244 4.28%

CHILDREN 4 ,549 193 4.24 %

OTHER DEPEFDENT S • 
74 3 4.05%

SUB—TO TAL 
- 

13,061 • 620

INCCt4PLETELY CODED 114 9

TOTAL 13,175 629

4

A-
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3 Referrals by Provider . (By whom we.&e k evuzL6
made?) 

- 
-

TABLE 4b—24 REFERRALS BY PROVIDER

NUMBER OP NUMB~R OF PERCENT OF VISIT S
PROV XI) ER VISITS REFERRALS WITH REFERRALS

1,814 87 4 .80%

MDD ’ 2.790 172 6.16%

MDI 3 1,145 31 2.71%

~~I4 2,327 105 4.512

Mb#5 1,338 56 4.19%

MD D6 1,274 68 5.34%

MD#7 
- 

- 820 55 6.712
— 

TOTAL MD 11,508 574 4.99%

PR IA 1,339 44 3.29%

PE RU 173 3 1.732

PRIC 56 3 5.36%

TOTAL OTHER 1,568 50 3.192
PROVIDER

• SUB—TOTAL 13,076 624

INCOMPLETELY 99 5 -
CODED

TOTAL 13,173 629 4.77%

S
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(o) Utilization Rates. In order to determine the
utilization rates at the North Clinic, a roster of North Clinic f amilies
was created. Each encounter was cumulated, by family, using the Social
Security Number f tl-ie sponsor. Attempts ~~re made to correct for coding
and other errors , FO that all visits were applied to the proper family
and time period. However, due to the military enviroi’ment, many f amilies
departed and new families arrived during the test period . Consequently
the short term utilization was difficult to categorize.

IABLE 4b—25 CLINIC UTILIZATION RATES

ACTIVE RET IRED /
• DUTY 

• DECEASED

~ANILI ES 326 210 -

rERS0NS 1,358 740

FAMILY SIZE: MEAN 4.166 3.524

MEDIAN 4.091. 3.233

MODE 4 2

VISITS LN 1974 4,103 2 ,735

VISITS PER FAMILY 12.586 13.024 -

VISITS PER PERSON 3.021 3.696

It was determined , therefore , to select for analysis
only those families who were definitely members of the clinic for the
entire 1974 calendar year . This was done by selecting only those fam—
ilies who had at. least one visit to the North Clinic prior to January

• 1974 AND one visit after December 1974. An additional requirement for
selection was the availability of Baseline Data. In all , 326 active
duty families and 210 families with retired/deceased sponsors met these
criteria. It was recognized that this selection procedure could bias
the sample slightly toward h~avier health care utilizc~rs. The results
are given in Tab le 4b—25 , above. • 

- 
-
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(3) Discussion.

Most of the -data in the preceding tables in this section
are self—expi~natory. However, there are some items of particular in—
terest that raquire further discussion and elaboration.

(a) Providers. An average of 242 visits per month per
MD (using tHe averages per active month) equates to 60 visits per week
or twelve per day. If these figures are multiplied by the average
length of visit (as provided by the doctors themselves), the total
average time spent in seeing clinic patients was 71.35 hours (242 X
17.69 mm .) per month , 17.84 hours per week, or 3.57 hours per day

• (assuming li’iear relationship).

If, instead of using the average number of visits
per month , the highest figure is used (341 visits for MD #1 in April
1974), the figures become 85 visits per week or 17 visits per day .
Using the average length of visit for MD#l (16.36 mm .), total average
time spent in Leeing clinic patients was 93.0 hotr ~ per month , 23.24
hours per week, o: 4.65 hours per day.

It is also interesting to note that the number of
EKGs, X—ray, and lab tests ordered per visit appears to depend more on
who is providing the care than on who Is receiving it. The most strik-
ing example - f this is in two groups of patients, each followed by two
different physicians for six month periods. MD//i and MD#3 served the
clinic the first six months of 1974, and their panels of patients were
taken over for the last six months by MD//6 and MD#5 respectively. In
each case there was a large increase in tests ordered , even though the
population of patients remained effectively the same. The percent of
visits with EKCs ordered increased from 0.66 and 0.70 to 5.18 and 4.71,
respectively. Ths.~ percent of visits with X—rays increased from 5.18
and 3.32 to 12.87 and 12.26, and the number of lab tests per visit in-
creased from 0.34 and 0.45 to 1.29 and 1.04, respeccively. Because of
the small sample of physicians, no attempt was made to aralyze these
data further , or to draw any conclusions. One can only speculate that
the differences are due to differences in training and/or experience .

(b) Patients. The spouse, though accounting for only
about 25 percent of the population served , accounts for almost 44 per—

• cent of visits to the clinic. Data from the National Health Survey
indicates similarly about twice as many visits for women at age 30 as
for men (Vital and Health StatIstics, 1971).

Although the retired/decreased sponsor family is
somewhat smaller t.han the active duty family (mean family size of 3.5
compared to 4.2), the average number of visits per year Is slightly
higher (13.0 compared with 12.6).  This is accounted for by the fact
that utilization rates per person are higher for the retired/deceased
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sponsor family (3.7 compared with 3.0). As far as family practice
utilization is cor~cerned, then, the families can be considered
equivalent.

(c) Miscellaneous.

o The number of prescriptions per visit (0.85)
compares closely with that reported in The Milbank Memorial Fund
Quarterly on “The Family Doctor” (0.59 to 0.86 prescriptIons per
visit). (Milbank, 1972).

o The distribution of acute and chronic problems
seen (about 5J—50) is similar to data from the National Health Survey
(Vital and Health Statistics, 1971).

o Although 17 percent of visits had a second
prublem recorded , the length of visit with two problems was no greater
than the length of visit in which only one problem was noted .

c. Patient Satisfaction Survey.

(1) Methodology.

A variety of problems are involved in assessing con-
sumers’ attitudes. Respondents tend to reply in a socially acceptable
manner , expressing few negative feelings; it is difficult to objective-
ly quantify a ser ies of subjective reports to assess satisfaction; and
the reliability a.td validity of the measuring instrument must be
addressed .

The Patient Satisfaction Survey was administered with 19
items assessing attitudes toward physicians, nurses, medical auxiliaries,
professional interest, courtesy, quality of care, adequacy of informa—
tion, and convenience of the clinic.

The response format employed a five—point Likert scale
from “completely dissatisfied” (1) to “neutral/undecided ” (3) to
“completely satisfied” (5). A “no contact and/or not applicable”
response option was provided for each of the 19 statements. In
addition, demographic information was collected regarding sex, age,
military status, grade, education, family size, race, career inten-
tions, and whetner the patient had an appointment.

A cover letter from the Chief , Ambulatory Health Ser—
vices, Ft. Ord , California, introc1uced the questionnaire (see Appendix
C). The data collection instrument consisted of two parts: demo—
graphic information and satisfaction attitudes. Patients were
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administered the demographic portion before receiving treatment . The
consumer satisfaction was assessed after a patient had received medical
care. Patients usIng the clinic under study were sampled usually on
Tuesday or Thursday depending upon what day the patient presented him-
self for treatment. The survey was collected as the patient left the
clinic.

(2) Findings.

(a) Overall Results. Patients from six clinics were
surveyed on eight d i f f e r en t  dates from November 1973 to September 1975.
The total  number of patients responding was 1610. The sample consisted
of 564 males, 1023 f emales , and 23 unid ent ified subj ects. The number
of patients surveyed by clinic and date is given in Table 4c—l.

The overall response to all 19 patient satisfaction
items was very satisfactory (mean responses to all items being greater
than 4.00 “Mc-stly Satisfied ”) .  The mea n—item rat ing (the a-’erage of
all items resporded to by a patient) was 4.54. Table 4c—2 summarizes
the responses to each item, giving the grand mean and the dispersion
around the grand ~tean for each clinic.

The Item clusters were the mean responses to the
items answered dealing with a particular topic (such as Interest or
Adequacy of Inforir~ation) . The item clusters represent global measures
of satisfaction. The grand mean responses f or each item cluster wer e
all greater than 4.50. Table 4c—3 summarizes the responses.

(b) Reliability of Survey Instrument.

A split—half reliability coefficient was computed
comparing the average response to all odd—numbered items vs the average

• response to all even—numbered items. The simple correlation between
the mean—od d and mean—even scores was .937. Correcting for the whole
instrument, the reliability becomes .967.

In addi~1on , a Principal Components Factor Analysis
of all 19 items was perfcrmed . A sample of 178 subj ects responded to
all 19 items. This factor analysis revealed one factor with an eigen—
value greater than 1.000 (the actual value was 13.682), accounting for
72 percent of the common variance with all 19 items correlating .600
or greater (and 15 items correlating .800 and greater) with the f i r s t
factor. A complete factor analysis of the 1610 subjects’ responses to
the 19 items revealed three factors with eigenvalues greater than

• 1.000 (accounting for a cumulative 67.6 percen t of the common variance).
The first factor alone accounted for 55.7 percent of the common vari-
ance. The firct factor was labeled general satisfaction. The second
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TABLE 4c—l RESPONDENTS BY CLINIC AND DATE SURVEYED

DATE ANIC QIC FPN FPH PED~ 1ST MD

Nov 73 487

Mar 74 172

May 74 174

Jul 74 131

Oct 74 74 
-

Nov 74 162 65

Apr 75 60 32 74 42 45

Sep 75 69 22

TOTAL 768 487 lCi6 161 42 45

- 44
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TABLE 4c—2 GRAND MEAN AND DISPERSION

Gr and me an and disp.r.iolt of
2.1 &ca • asan (oo roct.d for covarying S
i 4st ) for ind,vidua l items.

U?IS?’CTION I?V4S

1. Doctor . int.r. st in my pr oblem 4.62 — .07 — .04 .32 .22 .24 .10

2. $~~ ••~~ jnt.r ..a in my problem 4.52. — .05 — .07 .2’ .17 .07 .19

3. Other a.dic.1 p.r.onnsl int.r•st 4 .49  — .04 .05 .21 .04 — .04 .04
in my problem (ph~’sician assist ants

o i.ta. cur .. clinicians)

4. Court.cus treatment by doctors 4.74 — .05 — .04 .2~ .11 .16 .10

S. Court.ous t~eata.flt by nurses 4.67 — .05 — .03 .19 .10 .21 .06

6. court.oui trs4tmsnt by other medical 4 . 6 4  — .06 .03 .14 .04 .09 — .02
P XIOfl (physician assistan ts,

osiat s. nuis. clinicians)

7. Court.ou. trei- ta.nt by reception ist 4.66 - .06 — .04 .19 .11 .26 .01

I. Qus1iti~ of health care 4 . 5 2  — .11 .02 .20 .11 .29 .2 1

9. Waiting tiS, in this clinic 4.12 — .15 .05 .22 .29 .22 .07

10. convunianc. of location of this clinic 4.62 — .05 .03 — .12 .l~ .15 .12

11. Oomv.ni.nce of operat ing hour . of 4 .62  — .05 .02 .05 .07 .17 .02
th is clinic

• 12. Adequacy of this clinic ’s physical 4.SS — .05 .01 .0~ — .03 .12 .14
faeiliti.s (s..tinq c~~~fort . decor)
in qan.?al

13. Adequacy of informa t ion given to you 4.59 — .06 — .04 .23  .13 .27 .09
about your m&.tcal problem by doctor

~~.- -; 14. Adequacy of information g iven to you 4.47 - .06 — .10 .20 .14 .17 .31
about your medical problem by ours.

15. Adequacy of infor matio n given to you 4 .46  — .0 4 — .02 .19 .09 .02 .02
about your .asd’ cal ppoblam by other

- 
- personnel (phy~ ician assistan t• ,

amosis ts , nurse clinician )

11. Continuity of health care provided 4.55 — .04 — .10 .24 .17 .14-, .21
(continu ed thoroug h care )

F - 17. Lsborat~ry services provided by this 4 .49  - .04 — .13 .26 .14 .17 .16
facility

ii. Pharma cy services provided by this 4 . 4 0  .00  — .11 .46 — .04 — .12 .11
facili ty

19. I—ray serv ices provided by this 4 . 3 4  — .01 — .03 .29 - .10 .25 .37
f s i tity

H
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identifiable faeto~ was ancillary services (laboratory, pharmacy, and
x—ray). The third factor was unidentified . A factor analysis of the
1610 subjects’ responses to 16 items (omitting the three items deal—

- • 
ing with ancillary services) revealed two factors with eigenvalues
greater than 1.000 (accounting for 65 percent of the common variance).
A varimax rotation was performed on the factor structure;  the two
factors were labeled 1) non—physician interactions (nurses , reception—
ists , other medical personnel) and 2) physician interactions/quali ty
and continuity of health care. Since the reliability of a test is
often considered the limit of the variance of the instrument which
can be account ed b r  by the factors, the reliability of the survey
instrument as cI etermined by Factor Analyses falls between 65.0 and
72.0 percent of the common var iance being accounted for by the
factors (simple correlation coefficients of between .81 to .85).

Cc) Validity . The validity of the survey instrument
was assessed using correlations with specific criterion items. The
simple correlations between the mean—item rating (average of all
items to which ~he subject responded ) and the ind ividual 19 items
ranged from .639 to .814 (median correlation was .760). The simple
correlation between the mean—item rating and the item dealing with
“Quality of F:ealth Care ” was .740.

The correlation of the mean—odd score with the
mean—item rating was .931, while the correlation of the mean—even
score with the mean—item rating was .882.

(d) Demographic analyses covarying out date. For
each of the demographic variables of sex, race , highest level of
education , n!ilitary grad e , status , whether patient had an appointment ,
and whether sponsor intended to make the military a career , separate
analyses were performed . The effects of different times of adminis-
tering the Patient Satisfaction Survey were accounted for by analyses
of covariance. Separate analyses were performed for each item .

For Sex , there was a significant F ratio on item 4
- • (p .038), males being significantly more satisfied than females.

There were no other significant sex differences on any o~ the ot her
it enis.

F’r whether patient had an appointment (Appoint—
Inc-nt), there were significant d i f fe rences  between groups (yes vs no)
on 15 of the 19 items and on the mean—item rat ing . Those individuals
who did have an l.ppointment scheduled reported s igni f icant ly  greater
sat isfact ion with the 15 items. Table 4c—4 shows which items there
were with significant d i f fe rences .  Significant d i f ferences  exist for
p values less han or equal to 050.

I
47

-~~~~~~~~ • ~~~~~~~~~~~~ ~~~~~~.w~-J’~~’ ~~~~~~~~~~ •~—‘-~-~~~ ~
—

~~
-
-- 

- f
_• • - .7 - y.—

’• --’—



• The career intentions of the sponsor (Career) showed
significant differences between groups (yes, undecided, no) on 12 of

• the 19 items and on the mean—item rating . In all cases, responses of
• career—oriented sponsors were more satisfied than the other groups.

The Status of the respondent indicated significant
• differences between groups (active duty dependent, active duty sponsor,

retired dependent , retired sponsor) for  10 of the 19 items and the
mean—item ratiflg . Of the respondents , retired sponsors were most
satisfied on all items.

Of the responses broken down by mili tary grade
(Grade) groups (c3mpany grade officers, field grade officers, warrant
off icers, E—l to E—5s, and E—6 to E—9s), there were significant differ-
ences between groups on 16 of the 19 items and on the mean—item rating.
The warrant officer group was generally most satisfied .

For Race, there were significant differences be-
tween groups on three items (1, 4, and 11). The Chinese—Americans
and Japanese—Americans reported the greatest dissatisfaction with
these three items.

For highest level of education reached (Education),
there were no significant differences between groups for any of the
items.

I-

~“ I
.
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TABLE 4c—4

• INDIVIDUAX. ITDIS BROKEN DOWN ST D5(OCRAPNIC VAR IADLES Sn OWING SIGNIFI C.UICE
LEVEL FROIt ANALYSIS OF VARIANCE (p VALUE)

SAT ISFAC~L1ON TENS

1. Doctor s inter’sst in ny problem 097 001 026 242 001 103 027

2. Wurse s int re.t in my prob lem 176 002 010 001 001 270 417

3. Other eadicat personne l interest 999 106 001 001 002 999 999
in my problem (ptiyuician assistantS
AIIO SZSTs . nur~e clinician s)

4. Courteous treatment by doctor. 038 001 162 073 001 999 010

5. Courteous trea tment by nuraas - 999 006 023 018 016 345 101.

6. Courteous tree ~~ anC by other medical 999 084 010 016 001 999 999
perso nnel (phyaician a.sistanta .
AXOSIST., nurs , clinicians)

7. Courteous .reat ,ient by receptionist 999 002 001 278 001. 173 999

S. Qual ity of h.a~tb care 163 001 174 262 014 999 999

9. Wait ing tim. in this clinic 999 001 076 156 085 999 191

10. Convenience of location of this 117 O0~ - 002 041 043 999 999
clinic

11. Convenienc e of operating hour . of 266 005 011 178 081 999 033
. this clinic

• 12. Adequacy of thi. c1inic~. 055 188 999 045 147 999 999
physical facilit ies in genergl

13. Ad.qu.c> of infor mat ion given to 999 001 003 131 001 999 167
you about yoi r esdical problem by

- 
- . doctor

- : 1
14. Adequacy of information given to 999 001 013 006 001 999 999

you shout your medical pro blem by -

• 

- 
nurse

15. Adequacy of information given to you 999 023 001 001 001 999 
- 

999
4 about your a.sdical problem by other
0 perso nne l (physician assistant. ,

ANDSI$Ts . nur se clinician.)r.• 16. Coatinuity of health car , provid ed 272 001 012 005 001 999 078
- 

- (ccetinu.d thorough care)

- 17. Laboratory services provided by tIde 999 017 999 126 007 999 999
facility

- - 1$. Pharmacy services provided by thi. 999 023 1.67 01.2 021 999 1.34
facility

0. X—ray services ptovid.d by th is 999 1.00 999 150 031 999 999
facility

~s.—item ratin g (ganursi e.tiafsctiom) 133 001 001 003 001 999 175
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(e) Analyses across clinics covarying out date.

1 Analyzing the separate ~tems across clinics
revealed significant differences between clinics on 12 of the 19
items. For items in which there was a significant difference be-
tween clinics, the Family Practice North Clinic was ranked highest
in terms of patients’ satisfaction on items 1, 2, 4, and 18; Family
Practice North Clinic co—ranked highest on items 5 a-id 13 (with
Pediatrics clinic) and co—ranked highest on items 14 and 16 with

• Internal Medicine Clinic. Family Practice Hospital Clinic was ranked
highest for item 9. Pediatrics was ranked highest on items 7, 8, and
11. Family Practice North Clinic was ranked lowest in satisfaction
for item 10. 0

2 Analyses of the mean responses to item—clusters
revealed the following significant differences between clinics. For
the mean—item response, the Interest—cluster , the Adequacy of Informa-
tion—cluster, and the Ancillary personnel cluster, the Family Practice
North Clinic was ranked highest. For the Courtesy—cluster and the
Physician—cluster, the Family Practice North Clinic was tied with
Pediatrics Clinic for highest ranking.

(3) Discussion.

(a) Reliability and validity characteristics. The
use of a five—point Likert format is a convenient method to allow
respondents greater discrimination of the intensity of their beliefs
regarding an isste, without sacrificing reliability (consistency) of
the scale.

The reliability of the Patient Satisfaction Survey
was assessed using a split—half reliability coefficient (r = .967)
and the amount of variance accounted for in Principal Components
Factor Analyses of all 19 items (r .822) and of the 16 items exclud-
ing ancillary services (r .806). The actual reliability of the Pa-
tient Satisfaction Survey falls between .81 and .97, indicating very
high inter—item consistency. These values exceed the reliabilities
reported by Hulka et al in their scale for measuring attitudes toward
physicians and primary medical care.

The reliability of a scale generally exceeds the
validity of the Instrument, and this was found for the Patient Satis—

-
- faction Survey. Scale validity was assessed using correlations with

criterion items . The simple correlation between the mean—item rating
and item 8 “Quality of health care” was .740. Individual item correla-
tions with the mean—item rating have a median correlation of .760.
Both serve as estimates of the internal validity of the scale .
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The reliability and validity determined for the
Patient Satisfaction Scale are highly acceptable.

Hulka , Zyzanskl, Cassel, and Thompson (1970) used
the Thurstone M€ihod of Equal Appearing Intervals to develop a scale
for the measurement of attitudes toward physicians and primary medical

• care. Judges evaluated statements for favorable (or unfavorable)
attitudes. Three dimensions were determined : personal qualities of
physicians, professional competence of physicians, aAd cost/convenience
of care. Scale items were presented in a dichotomous format (agree —

di sagree).

• In a follow—up article, Zyzanski, Hulka, and Cassel
(1974) offe red  modifications in content , format , and scoring of their

0 earlier scale . A Likert method providing a range of five response
options from strongly agree to strongly disagree was utilized. The
Likert scale format allowed for greater discrimination of the in—
tensity of a respondent ’s belief regarding an issue. The Likert scale
format produced scores that were consistently more reliable than scores
computed using the Thurstone method . The split half correlations for
the three component scales were: .75, .86, and .68. 

-
•

Lebow (1974) discussed consumer assesaments of the
quality of iredical care. A variety of methodological issues must be
considered: 1) reliability, the consistency of an instrument over
repeated adm~nistrations; 2) concurrent validity , consensus between
different measures of satisfaction; 3) reactivity, the extent patients’
responses reflect their attitudes rather than the demand character—
istics of the situation (being surveyed); 4) external validity, do
patients’ perceptions accurately reflect care given; 5) criterion ref—
erence, what absolute measure of quality of care can be used for
comparison; 6) variability in data, or lack thereof . There is a— definite need fox multi—trait, multi—method comparisons (Campbell and
Fiske, 1959) to assess satisfaction.

(b) Overall sat isfaction.

The overall response to all items was in the very •
0 satisfied direction (judging from the mean—item rating and the item

clusters). The high level of satisfaction left little room for change
because of a ceiling (the end—point of the continuum was 5.00).

The item clusters were intended to help separate 0 
-

attitudes toward specific topics (such as toward Physicians in gen— 
i

:

eral or Courtesy of the staff). The item clusters revealed very high
satisfaction in all areas.
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The only reservation regarding the overall high
satisfaction echoes the concern expressed by Lebow (1974) regarding
variability in the data, or lack thereof. In this population , the
majority of the respondents were satisfied with what was asked about.
Whether this reflects the consumers’ total feelings toward the medi—
cal care provided can only be guessed.

(c) Demographic Characteristics.

Overall, there were no significant differences
between groups on the items for Educat ion , on all but on item for Sex,
and all but three items for Race. Women were significantly more dis-
satisfied by the ‘Courteous Treatment by Doctors” . Chinese—Americans
and Japanese—Americans were least satisfied by the Doctor’s Interest,
Courteous Treatilent, and the Convenience of the operating hours of
the clinic. Perhaps there may have been some discrimination by the
physicians toward minority groups (like women). However, the phy-
sicians’ behaviors did not significantly affect the overall level of
perceived medical care.

Whether the respondent had an Appointment , the
Career intent-tons of the sponsor, the mill~tary Grade of the sponsor,
and the Status of the respondent were all significant determiners of
patients’ attitudes. The significantly more satisfied consumers
tended to have the following characteristics: Status —— retired
sponsor; military Grade —— warrant officer or senior grade (frequent-
ly officer); careerist; and had an Appointment. However , the amount
of variance (R2) accounted for by the demographic variables is small
(less than six percent at best). Differences between groups can be
more attributable to the large sample size than to the demographic
characteristics themselves (a large sample can make small differences
statistically significant but provide l i t t le fur ther  information).

(d) Clinics.

The Family Practice North Clinic was ranked high-
est in terms of patients’ satisfaction with the medical care provided .
The physicians’ Interest and Courtesy (and the Physician-cluster) and
the continuity sf health care were reported as most satisfying. The
only major patient dissatie fact ion factor &~ s the location of the
North Ft .  Ord Fcznily Practice Clinic. This was surprising in light
of the fact that the clinic was specifically designed as a ‘neighbor— —

hood—based ’ clinic for the convenience of patients. A partial explana—
tion for this apparent discrepancy can be found in Section 4h (only
a portion of the~ patients cam e from the nearby housing area , and 

0

patients at times had to go back and forth to the hospital for special
x—rays, procedures, consults, and other services not available at the
North Clinic).
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d . The Staff Satisfaction Sur.~~~

(1) Background and Methodology . One of the questions of
great interest when the family practice program was conceived was

0 

whether family practice physicians and staff would be more satisfied
in the work they were doing than physicians and staff members in other
medical specialties and clinics. As a means of measuring satisfaction,
a questionnaire was adapted from the Job Descriptive Index (Smith et al,
1969). The questionnaire (Appendix H) was administered three times (in
June and December of 1974., and in May 1975) to six primary care clinics
at Silas B. Rayes Army Hospital, Fort Ord . The clinics included the
Acute Minor Illness Clinic (A~,1IC), the Emergency Treatment Room (ETR),
both Family Practice Clinics (North Clinic and Hospital Clinic), the

• Internal Medicine Clinic (INC), the Obstetrics and Gynecology Clinic
(OB/GYN), and the Pediatric Clinic (PEDS).

Lists containing the names of every individual in each
of the clinics to which the questionnaire was administered were given
to the NCOIC of each clinic. Two envelopes and a questionnaire for
each individual on the list were also provided ; one envelope was blank,
while the other ha-I the individual’s name on it and contained the Job
Descriptive Index. Individuals were instructed that when the question-
naire was complet€d , they were to seal it in the blank envelope and
return i~ to the NCOIC. The NCOIC checked the ind ivfdual’s name off
the list when questionnaires were returned . The envelopes were collect—
ed and sent to HCSD, FSHTX , where they were opened and the results tabu-
lated .

(2) Findings. Analyses were made of the six satisfaction
scores across clinics by times admiristered . Separate tests were
made for physicians, in addition to the overall staff results. The
hypothesis being tested was that there were equal treatment effects
(no difference between cell means). Significant F ratios indicate
that the treatments differ in their effects upon the criterion vari-
able but do not indicate which treatments differ from one another nor
to what degree they differ . The Scheffe’inethod of multiple contrasts
was employed to separate the treatment effects of significant F ratios.
Table 4d—l summarizes return rates found .

For the first administration in June 1974, there was a
significant F ratio for the staff sample for the satisfaction van —
able SUPERVISOR (F 2.49(6/100), p = .027). There were no signifi—
cant differences between clinic means. For the physician sample,
there was a significant F ratio for the satisfaction variable FACES
(F — 2 .67(6/31) ,  p = .032).  There were no significant differences
between clinic means of physician responses (Tables of results in
Appendix I) .  0
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TABLE 4d—1 RETURN RATES BY CLINIC

Ft Ord Jun 3—7 , 1974 Administration

I CLINIC . TOTAL RETURNED NO RESPONSE

1 Obstetric -Gynecology 20 18 2
2 Family Practice — North 15 15 0
3 Internal Medicine 15 13 2
4 ~ediattics 14 12 2
5 Acute Minor Iliness Clinic 30 21 9
6 Emergency Room 26 12 14

0 7 Family Practice — Hosp ital 19 16 3
Grand Total 139 107 32

Ft Ord Dec 2— 6 1974 Admi nistration

• CLINIC TOTAL RETURNED NO RESPONSE

1 Obstetric—Gynecology 16 16 02 Family Practice — N orth 15 12 33 Internal Me~icjne 21 19 2
4 Pediatrics 12 10 25 Acute Minor Illness Clinic 27 25 2
6 Emergency Room 29 27 2
7 Family Practice — hospital _

~9_ - j 2

Grand Total 140 121 19

Pt Ord May 19—23 , 1975 Administration

I CLINIC TOTAL RETURNED NO RESPONSE

1 Obstetric—Gynecology 20 17 3
2 Family Practice — North 15 13 2
3 Interna l Medicine 26 20 6

- • 4 Pediatrics 15 10 5
S Acute Minor Illness Clinic 24 19 5
6 Emergency Room 29 29 07 P~~i1y Practice — Hospital 24 iS 9

Grand Total 153 123 30
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Iii the second administration (in December 1974) there
were significant F ratLos for the staff sample for the satisfaction
variables PAY (F = 2.78(6/110), p = .014) and FACES (F = 3.10(6/113),
p — 007). For PAY, the staff responses for Pediatrics were signif 1—
candy more satisfied (p < .05) than the s taf f  responses from the

• North Clinic. In addition , on FACES the Pediatric staff was more
satisfied with their job than the staff from Internal Medicine (p <.05).
There were no significant differences between physician responses in
the various clinics in the December 1974 sample (Appendix I).

In the May 1975 sample there were no significant differ-
ences between staff responses in the clinics, nor were there between
physician responses (Appendix I).

The responses from all three administrations were
pooled and tested for interactions between clinic and date—tested .
For the pooled staff there were significant main effects for PAY
broken down by clinic (~F = 3.706(6/306), p .002), CO—WORKERS broken
down by date—tented (F 4.105(2/306), p = .017), FACES broken down
by clinic (F — 3.397(6/306), p .003), and FACES broken down by date—
tested (F 4.670(2/306), p = .010). There were no significant inter-
action effects in the pooled staff responses. Simple ef ects tests 

-

were perforired through one—way ANOVAs. There were significant F ratios
fort SUPERVISOR by clinics (F = 3.277(6/311) p = .003), though no
significant differences between clinics; PAY by clinics (F = 3.181
(6/333), p = .004) in which the PEDS staff was significantly more
satisfied then the staff of the North Clinic and the ETR (p < .05); CO-
WORKERS by date—tested (F = 4.649(2/334), p = .010), December 1974
responses being significantly nore satisfied than May 1975 (p < .05);
FACES by clinics (F = 3.681(6/340), p .001), PEDS being more satis—
Lied than Internal Medicine (p < .05); arid FACES by date tested
(F = 3.780(2/344), p = .023), December 1974 responses being more
satisfied than May 1975 responses (p < .05).

The pooled responses of all physicians were tesj ed for
• interactions between clinic and date—tested . For the pooled p~y~—

sicians there were significant main effects for: SUPERVISOR broken
down by clinics (F — 2.371(6/75), p .037); PAY broken down by

-, clinics (F = 2.571(6/87), p — .024); and PROMOTION broken down by
clinics (F — 2.390(6/87), p — .034). There were no s ignif icant  inter-
actions found . Simple e f fec t s  tests  were performed through one—wa y
ANOVAs. There were significant F ratios for : PAY by clinics (F =

2.176(6/106), p = .050), though no significant differences between 0

clinics; PAY by date—tested (F 3.652(2/110), p = .029) wi th
December 1974 being significantly more satisfied than May 1975;
PROMOTIONS by clinic (F = 2.766(6/102), p = .015), with no signi-
ficant differences between clinics; and FACES by clinics (F = 2.235
(6/105), p — .045), with no significant differences between clinics.
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(3) Discussion of S ta f f  Sat is fact ion 1)ata. From the
separate administrations of the Job Descriptive Index, there c~ere
no consecutively significant differences found between ‘staff or phy-
sician responses between clinics. In testing the pooled responses
for possible signif icant  interact ions between date—tested (of the three
administrations) and clinic differences, there were no signif icant
interactions detEcted for either staff or for physician responses. In
examining the staff responses, the Pediatric staff was significantly

0 more satisfied (p < .05) on the dependent variables PAY and FACES .

In examining physician responses there appeared
to be comparable results found between the March 1974 general satis-
faction levels of varying medical specialties (see Table 4d—2) and
the JDI results for the three administrations. There were no con—
secutive significant differences between clinics (or specialties).
The results suggest tha t generally the Ft. Ord physicians tested are
satisfied with their job, but fail to show any greater or lesser
.~atisfaction on ~he part of F~nily Practice physicians.
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TABLE 4d—2

~ ENERAL SATISFACTION LEVEL S BY SPECIALTIES OF PHYSICIANS
AT FT. O1~D , CALIFORNIA SURVEYED IN MARCH , 1974

SPECIALTY MEAN STD DFV N

1. Radiologists 2.638 0.982 2

2. Preventive Medicine 2.344 0.143 5

3. General ~:edicine Officers 2.282 0.383 19

4. Internal Medicine 2.265 0.383 lb

5. OR—GY M 1.907 0.350 6

6. Surgeons 2.775 0.533 22

7. Anasthesiologists 2.367 0,151 3

d. Psyr.hiatrists 2.6~0 0.383 4

9. Patho1og~sta 2.125 0.294 2

Total Populaf.ion 2.402 0.490 79

A 5—point Likert scale continuum where (1) equals very satisfied to
(5) very diaqatisfied was used.
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e. The ONE Study.

(1) Methodology .

Though not originally intended to be a part of the

~ I 
study of Family Practice in the Army , the Department of Defense (DOD),
Department of Health, Education, and Welfare (DHEW), Office of Manage-
ment and Budget (0MB) Military Health Care Study (MHCS) proved to be
a valuable adjunct. (Report of the Military Health Care Study,
December 1975). i’n encounter study similar to that conduc ted in the
Family Practii-~e clinics had been planned by the on—site Family Practice
study group for many of the other primary and specialty clinics at
Ft. Ord , to begin about mid—1974. The purpose would have been to deter--
mine the utilization of other medical facilities by Family Practice
clinic patients.

The 0MB MHCS, however , conducted an Encounter Survey
between 1 April 1974 and 31 July 1974, in the Northern California
area, includtng all of the medical clinics at Ft. Oru . It was felt
that to then ask the clinic staffs to collect encounter data for
the Family Practice study for several additional months would have
been not only a severe imposition, but might well have resulted in
inaccurate data. It was therefore decided to request specific data
that could satisfj the Family Practice study needs, directly from
the MHCS Office.

Although the MHCS Encounter Survey (Appendix J) had
initially included the Social Security Number (SSN) of the military
or retired sponsor, these SSNs were subsequently purged from the files.
A new identifying number was given each family, however, so that mul—

• tiple visits by the same family could still be associated . The MHCS
Off ice  was therefore requested to “. . . take the block of identi—
fication numbers of those patients who had visited the North Ft. Ord
Family Practice Clinic during the period of (your) study, and search

• this list against all other clinics in the immediate area for match
•“ They were then asked to ~ither send the individual encounter

data or summary statistics.

(2) Findings.

— Subsequent to the request for encounter data on all
visits in the Ft. Ord area made by members of the North Ft. Ord
Family Practice Clinic , a computer tape listing 12,975 encounters
was received frcm the 0MB MHCS (more correctly, from the Office for
the Civilian Health and Medical Program of the Uniformed Services
(OCHAMPUS), wbich was handling the automatic data processing (ADP)
for the 0MB M1ICS).
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Some 3,984 of the 12,975 visits were made to the North
Clinic. This compares to 3,956 visits as recorded by this study,
(see para 4b(2)(a)), a difference of only 0.71 percent.

From the remaining 8,991, 1,857 can be subtracted as
having no coasequence for the study (Dental, Optometry, Podiatry,
OT, and PT) , as listed in Table 4e—l.

The remaining 7,134 (8,991 less 1,857) are listed in
the succeeding three tables, divided into Primary Care (Table 4e—2),
Part/Primary/Part Specialty Care (Table 4e—3), and Specialty Care

• (Table 4e—4). Clinics are ranked in order of decreasing frequency
of visits within each table.
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TABLE 4e-l 0MB NONREL&VA~T 
VISITS

DENTAL (NOSPITAL ONLY ) 307

OPTOMETRY 
- 

1, 218

PODIATRY 
- 

46

OCCUPATIONAL THERAPY 11

PHYSICAL ~~~~~~~~ 275

- TOTAL 1,857

~t .
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TABLE 4e—2 PRIMARY CARE CLINICS

(Number of vicits by month , 1974)

CLINIC APRIL MAY JUNE JULY TOTAl

UfERCENCY 219 203 136 - 178 756
ROOM

TROOP CLINICS 207 118 113 308 748

ROSPITAL PAIIILY 224 146 118 
- 

51 539
PRACTICE CLINIC

ACUTE MINOR 150 107 97 115 469
ILLNESS CLINIC

SUB—T.~TAL 800 574 486 652 2512
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TABLE 4e—3 PART PRIMARY/PART SPECIALTY CARE CLINICS

(Number of visits by month , 1974)

CLINiC APRIL HAY JUNE JULY TOTAL

P~~ IA~&ICS 105 
- 

95 86 48 334

CT JECOLOGY 75 55 41 20 191
- OBSTETRICS - 53 36 37 30 156

INTERNAL - 43 42 20 22 127
M~)ICINE

SUB—TOTAl 276 228 184 120 808

~ I
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TABI~E 4e—4 SPECIALTY CARE CLINICS

(Number of visits by month, 1974)

CLINIC APRIL MAY JUNE JULY TOTAL -

ALI.ERGT 302 - 279 209 217 1,007

ORTR0P~~ICS 98 112 
- 

- 95 83 390 
-

D4I I J NI ZATZJN 83 102 96 21 364 -

PHYSICAL EXAM 102 103 
• 61 73 341

ROOM

DERMATOLOGY 78 88 33 27 226

UROLOGY 34 57 70 44 225

OTOLARYNCOLOGI 99 4-6 38 - 32 215

PSYCUIATRT 
- 

110 51 6 27 194

GENERAL S1.R(~ERY - 59 40 . 31 33 163

OP HTHALMOL%Y 75 24 - 

~23 34 158

OCCUPATIONAL - 19 35 31 20 103
HEALTH

- ~
- OTHER CLINICS* 172 86 93 77 426

SUB—TOTAL 1,253 1,021 788 752 3,814

TOTAL FOR A!.L -

CLINICS EXCEPT
PAN. PRAC. 2 ,329 1,823 1,438 1,524 7 .134

L . * — There were 22 other specialty clinics , which had less than
• 

. 
190 visits each during the four month period .

. 
.
.
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l~l 4wnmaxy , £~ôm 1 Ap~’ti2 .thx~ 31 Jwey 1974 , ihc 4ame.
£a,n~2Y p~ac..tLce. pa.t~Len.~ pwte2 meith e..’~ who made. 3,984 v~4.~-t4 ~o -tEe No.vt.h
Cüiu c aL~so made. 1,134 vi.4i..t4 .to o.theA me.df c.a2 CL-LnA.~c4. This data is
summarized below in Table 4e—5 .

TABLE 4e-5 CLINIC SUMMARY DATA

CLINIC APRIL MA! JUNE JULY TOTALS

NORTH PORT ORD FAMILY PRACTICE 1,233 996 783 972 3,984

OTHER PRIMARY CARE (Era , TROOP
CLINICS, HOSPITAL FAMILY PRACTICE, 800 374 486 652 2,512
AXIC) - 

-

PART PRiMARY/PART Sl ECIALTY CLINICS -

(tNT NED, 01, Gol , PEDS) 276 228 184 120 808

ALL OTHER SPECIALTY CLINICS 
- 

1,233 1,021 788 -752 3,814

TOTAL VISITS BY THIS GROUP OP PATIENTS -

TO ALL CLINICS, APRI L — JULY 1974* 3,562 2 ,819 2 ,241 2 396 11,118

* — Not counting Dental , Optometry, Podiatry, OT or PT. -

3
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(3) Discussion of the 0MB MHCS Data.

When the data received from the 0MB MHCS was compared
with the encounter data obtained from this study, the number of visits
to the North Clinic during the four months of the MHCS, April thru
July 1974, matched very closely (3 , 984 visits according to MHCS ,
3,956 from Family Practice Models encounter data). For this reason ,
as well as the overall quality of this high level study, it is reason-
able to accept the veracity of the 0MB data. The data is quite sur-
prising , however, as it does not confirm earlier thinking or reports
of utilization of other primary and specialty clinics 1~y family
practice patients.

There has been a general feeling tha t the family
practitioner takes care of 80 to 90 plus percent of his patients’
problems. In a thesis based on data from the North Clinic outpatient
chart review, it was concluded that “. . . the Family Practice Clinic
is providing 9/~ percent of the care required by members who come into
the clinic, and 72.5 percent of the care required by the total member-
ship.” (Perry, 1975).

These conclusions are not substantiated by the 0MB MI1CS
data, which show that, during the four month period of the study, only
about 36 percen t of t his group of patien t s’ visits were actually made
to the North Clinic . Even if visit s to the Hospital Clinic are in—
elud ed (some we:e evening or veekend visits), and visits to the
Immunization Clir,ic are excluded , the total is raised to only about
42 percent. (Monthly Vital Statist ics for July 14, 1975 reported
that 40.4 percent of all office visits were made to general and family
practitioners ~Monthly Vital Statistics, July 14, 1975)).

Fir st of all, why does the 0MB data suggest conclusions
so significantly different from Perry ’s conclusions? Assuming that
both the OMP~ MRCS data and Perry ’s data are accurate, the only explana—
tion is that significant numbers of clinic visits d~d not get recorded
in the patient ’s chart. This explanation is reasonable in light of
the fact  that North Clinic patient ’s charts are kept at the North Clinic,
some two and a half miles from the hospital (and therefore from the

; other clinics), and that the records room at the North Clinic had no
attendant outaide of normal duty hours, making it inconvenient and
di f f icu l t  for a patient to obtain records to carry to other clinics.

Secondly, patients could easily become aware of the
fact that, if they were recognized as family practice panel members
(charts were so marked), they would not be seen at other clinics with—
out a referral (except as noted below). The 0MB MHCS data appears to
indicate that patients utilize whatever system they can most easily
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gain access to at the time. It is quite likely that, at times, they
preferred not to be recognized as family practice panel members, but
rather to gain the best of both worlds. It is likely therefore ,
that although the data from the two sources appears contradictory,
it is not incompatible .

There are many other interesting items in the data.
Visits to the Trocp Clinics by the sponsor numbered 748 during the
four months, which would extrapolate to roughly 2244 for the year.
Sponsor visits to the North Clinic in 1974 numbered 2757. (This
latter included visits by retired sponsors; the Troop Clinic data
are for active duty sponsors only). The active duty sponsor, then,
visited the ~roop Clinics more often than he did the North Clinic.

Visit s to the Troop Clinics were appropriate, as the
sponsor had free access to both clinics (though he needed an appoint—
meat at the North Clinic). Also a part of the visits to the Hospital
Clinic were appropriate for North Clinic patients, as they were prob-
ably evening or weekend visits in many cases. However, family prac-
tice panel members were instructed that their care outside of duty
hours would also be by the family practice doctors, all of whom
rotated on call. Some of the visits to the ~knergency Treatment
Room (ETR) may have been seen by the family practice physician on
call ; however , all other visits to the ETR and to the Acute Minor
Illness Clinic (ANIC) would have to be considered ‘inappropriate ’
visits.

It is difficult to explain the large number of ‘in—
appropriate ’ visits during the four month period , except that the
family practice physician was required to come in only for walk—ins

- wit h life threatening problems. If a patient called —in and talked
to the family pra:tice physician on call, as the system was sup-
pose to work, and was told th~t the problem was not serious and

- - could await the morrow, he might well walk—in to the ETP or AMIC Jfor more immediate care. After becoming aware of the fasiily
practice physicians’ policy of coming in only for walk—ins wit~i
life threatening problems, the family practice walk—ins to the ETR
or AMIC were treated and the family practice on—call physician was
not notified unless ETR or AMIC personnel felt that the illness was
serious enough to warrant family practice notification. This point

— should be remembered when discussing continuity of care.

ilany of the visits to the Part Primary/Part Specialty
Clinics also appear t~ have been inappropriate, that is, not direct
ref errals from the North Clinic, but more likely patientt seeking
primary care that could have been provided by North Clinic physicians.
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For instance, enc’unter data from the North Clinic listed only 21
referrals to Pediatrics in 1971 , the 0MB MHCS data, however , showed
334 visits by family practice patients to Pediatrics in four months.
If a consult to Peds, on the average, results in about six visits,
as determined earlier (Appendix K ) ,  ~~~ 21 consults would result in
only about 126 visits during the year, whereas the 0MB MHCS four
month data would extrapolate to about 1, 002. Only about 13 percent
then (126/1 ,002) of Peds visits by North Clinic pati-~nts resulted
from referrals from family practice.

Similar low percents were found for other clinics in
this group. It s apparent that family practice patients are using
the primary care potential of these clinics, without being referred
by their family practice physician. Whether this util ization is due
to the long wait for appointments at the North Clinic , or to a desire
to see a “specialist” is not clear . It is again apparent, however ,
that the patients use (“shop around fort’) the best of both systems.

The discrepancy between referrals, correct.-~d by the
estimated number of visits per referral, aid the number of visits
actually recoroed by the 0MB MHCS to the Specialty Clinics, though
not as great as that demonstrated by the Primary and Part Primary!
Part Specialty Clinics, again showed that family practice patients
were either being referred from other sources, or were somehow gain-
ing direct access to the Specialty Clinics. Using the same means of
calculation as above, 43 percent of Orthopedic visits by North Clinic
patients were on referral from their physician ((101 X 5)/1,170), and
38 percent of Dermatology visits by North Clinic patients were on
referral from their family physician ((65 X 4)1678).

f .  The CHANPUS Stuç~y.

(1) Methodology.

In . rder to determine total health care utilization of
family practice panel families , OCHAMPUS (Of f ic e fo r t he Civ ilian
Health and Medical Program of the Uniformed Services) was asked to
provide information on visits, hospital days, and costs, on a block
of family practice patients. It was felt that the amount of CHAMPUS
utilization might also reflect the patient ’s dissatisfaction with
the mili tary health care delivery system. Consequently data for 1972
and 1974 were requested . During 1972, the patients did not have
access to a f amily pr actice clinic , whereas during 1974 they were
all members sf such a clinic . A gap was left between the two period s
because of the long delays in compiling statistical CHANPUS reports ,
and because of the staggered start of families in the family practice
clinic in 1973.
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Specifically, the Roster (see para 4b(o)) was searched
for families shown to be members throughout 1974 by having at least
one visit p~~or to January 1974 AND at least one visit  af ter  De-
cember 1974. A further qualification was that the sponsor was on
active duty or retired in 1972 (i.e., did not come on active duty in
the interim) .

As a result of this search , 232 active duty families
and 169 retired/deceased sponsor families were found to f u l f i l l  these
criteria. The SSNs of the sponsors were sent to OCHANPUS for search
against their files.

(2) Findings.

Of the 232 active duty families, 87 had one or more
CRAMPUS enco’inters during the two years; however, 30 of these en-
counters wera for dental services. Dental CILANPUS is not germane to
this study, and is not reported here. In all, tI- n, 24.5 percent
(57/232) of fami ies were shown to have some CHANPUS medical contact
during the two years studied .

Breakdown by year showed 36 families with one or more
encounters in 1972 (15.5 percent (36/232); 27 had encounters in 1972
only and 9 had encounters both years). Some 30 families had encounters
in 1974 (12.9 percent (30/232); 21 in 1974 only and 9 both years).

Similarly, of the 169 retired/deceased sponsor families,
48 had one or more CHEiNPUS encounters. Three of these were dental
c.nly . Thereiore~ 26.6 percent (45/169) of retired/deceased sponsor
families had some CHAMPUS medical contact during the two years.

- Breakdown by year showed 32 families with one or more
encounters in 1972 (18.9 percent (32/169); 17 had encounters in 1972
only and 15 had encounters both years. Some 28 families had encounters
in 1974 (16.6 percent (28/169); 13 in 1974 only and 15 both years) .

- 
- This data includes three families which were on active duty in the

Ft. Ord area in 1972 and retired in the area in 1974.

Table 4f—l gives more detail on the active duty
families’ ut ilization of CHAMPUS , including the number of outpatient
visits , the number of hospital days , and costs to the government .
Though all the families obviously lived in the Ft .  Ord area in 1974 ,
as they were all members of the North Clinic , some 24 of them had
CHANPUS visits reports in other areas of the country in 1972 , so
their 1972 location is listed as unknown. Similar information is
given in Table 4f—2 for the retired/deceased sponsor families; they
were all in the Ft.  Ord area both years. 
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TABLE 4f-l UTILIZATION O~ CHANPUS BY ACTIVE DUTY FAMILIES.

- 1972

NUMBER OF OUT PAT iENT HOSPIT AL COST TO
FAMILIES VISITS DAY S COV ER!*~ENT

FORT ORD 12 154 - 379 $16 .2 52. 02
AREA

LOCATION 24 59 99 $17 , 145.1 8
UNICA’OUM 

-

TOTAL 36 213 478 $33 , 397.20

1974

TOTAL 30 182 648 $35 .O87.96
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TABLE 4f—2 UTILIZATION OF CHANPUS BY RETIRED/DECEASED SPONSOR FAMILIES

1972

NUMB~.R OF OUTPATIENT HOSPITAL COST TO
FAMiLIES VISITS DAYS COVER~~IENT

32 - 295 210 $16 ,328 .96

- 1974

28 185 109 $18 ,310.14
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(3) Discussion of CHANPUS Data.

The size of the CHAMPUS sample is too small to allow
conclusions to be drawn from changes in ut i l izat ion over the two
years. This is particularly true since one family in the active
duty sample accounted for 77 per cent of hospital days in 1972 , 47 per-
cent in 1974 , and over 30 percent of all costs in both years. It can
be seen , then , that one family with very high medical uti l ization can
significantly influence the totals in a sample of this size.

In the active duty sample, visits dropped slightly
from 213 to 182 T,etween 1972 and 1974, whereas hospital days and costs
increased. (Costs are not adjusted for inflation). The average nun—
ber of CHANPUS outpatient visits per year per family over a two year
period was 0.85 (198/232), or about 0.28 per person (four person family
less active duty member ).

In the retired/deceased sponsor sample, CRAMPUS out-
patient visits dropped by 37 percent, hospital days dropped by 48 per-
cent, and costs to the government increased 12 percent. This may well
show decreased utilization of CHANPIJS by the retired family practice
family, although again the sample is too small to give the figures
much weight. The average number of visits per year per family in
this sample was 1.42 over the two year period (240/ 169) , or about
0.41 per person (three and a half person family).

in sum , about 15 percent of family practice families
use some CRAMPUS for their medical care , includ ing both t hose services
not provided by the Army and just as a matter of preference. Utiliza-
t ion per person , however , is very low for this population, during the
year prior to availability of family practice care as well as during
the year that they were members of a family practice clinic, and
accoun t s for only abou t 0.25 to 0.5 visi ts per person per year.
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g. Costs per Clinic Visit.

In order to relate cost data with patient workload , the mathe—
matical relationships for the following costs were developed and calcu—

lated from the data obtained during FY 74.

o Average cost per Family Practice visit .
o Average co st per general and specialty clinic visit.
o X—ray , pharmacy , and lab costs per Family Practice visit.

Ideally, these costs would be computed on the basis of actual
expenses incurred during the year under study; however , accurate esti-
mates of such information for FY 74 were not available. A number of
alternate approaches were considered and the chosen alternate approach
consisted of obtaining cost f igur es f or FY 75 and then applying them
against workload data for FY 74 , F? 75 , and the first half of FY 76.
This procedure was based on the premise that such an approach would
yield more realistic cost comparisons between average cost per patient
visit for FY /4, 75 , and 76 by eliminating any unusual or one time set-
up costs normally associated with the e-,tablishment of a new clinic .
Thu s, under this procedure, the cost data for FY 75 could be used as
the base year data in developing cost comparisons between F? 74 , 75 ,
and 76. ~~p1oy~.ng this concept , data pertaining to personnel costs
(MPA) , supply costs (OMA) , and patient workload data were obtained
for each clinic at Ft. Ord. This data is given in Appendix L , en—
titled “Cost Summary Format”. MPA costs, adjusted NPA costs , OMA
costs, patient workloads, and average cost per clinic visit are given
for First Half of FY 75 , Second Half of F? 75 , and First Half of F? 76.

The basis for developing the outpatient cost comparison
hinged on identifying those costs that are directly attributable to
the outpatient clinics themselves, both primary and specialty. As
a result, MPA costs were adjusted to reflect only that portio” of
expenses tha t ~~~~ charged to the outpatient areas. The aver~~,e cost
per visit for each clinic was then calculated using the follow ing
equation :

OMA costs + Adj usted MPA costs
Average cost per visit = Clinic Workload

The average cost per clinic visit for  each clinic i~ given in the
last column s of the tables in Appendix L , and has been furnished in
rank order in Tables 4g—l thru 4g—3 . The clinics have been arranged
in descending order by dollar cost per clinic visit .

The MEDDAC, Ft .  Ord , also provided figures on dollar costs
for lab and x—ray support attributable to the North Clinic and the

Hospital Clinic . They stated that these supportive costs were not
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excessive and compared favorably with all other clinics at Ft. Ord .
- Since no comparison f igures were obtained , the data is not presented

here.

I t is apoar ’ent tha t the costs per clinic visit at the North
Clinic were high when compared with Internal Medicine, Pediatrics,
and 05—GIN. rhe Hospital Family Practice Clinic costs per clinic
visit were also consistently less than those at the North Clinic .
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TABLE 4g—l 
- 

-

RAZ’~K ORDER OF CLINICS
BY AVERAGE COST PER VISIT -

(let & 2d Qtr , FT 75)

RANK CLiNIC AVERAGE COST

1 Nuclear I4edicine - $39.35

2 General Surgery 22.77

3 Social Work 15.22

4 Ewergercy Medical Services 14.85

5 Cardiology 13.44

6 Urology . 12.42

7 Neurology 
- 

11.91

8 **** North Ft Ord Family Practice Clinic 11.26

9 Hospital Family Pr ictice 9.67

10 A1:ergy 8.56

11 Medical Exam 7.88

12 ENT Cs OPTU 7.60

13 Orthopedic - . 6.69

14 Podiatry 6.68

15 Internal Medicine 6.40

16 Occupational Therapy 6.05

17 Acu te Minor lim e.. 5.96

18 PhycicaL Therapy 5.38

19 OB—GYN - 5.18

20 Pedis~.ri~ 4.81

21 Deraatoiogy 3.53

22 Opso~~try 3.44
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TABLE 4g—2

RANK ORDER OF CLINICS
BY AVERAGE COST PER VISIT

(3d 6 4th Qt r , FT 75)

R.ANK CLINIC 
- 

AVERAGE COST

1 Social Work $47.94

2 Nuclear Medicine 32.55

3 Emergency Medical Service 20.64

4 **~~ North Ft Ord Family Practice Clinic :t4.99

5 Neurology 14.01

6 Ca~dioiogy ‘ 12.83

7 Uro~ogy 11.54

8 General Surgery 11.01

9 A1ler~y 10.81

10 Hoepita l Family Pract ice 9.73

11 ENT 9.65

12 Acute Minor Illness 7.22

13 Orthopedic - 6.73

14 Ped~.atric 6.49

15 OB—GYN 6.15

16 Internal Medicine 6.12

17 Occupational Therapy 5.20

18 Medical Exam 5.20

19 Physical Therapy - 4.86

20 Podiatry 4.76

21 Der~atc.logy 3.93

AVERAGE COST PER CLINIC VISIT AT F~ ORD — $10.26

il -



- TABLE 4g—3

RANK ORDER OF CLINICS
BY AVERAGE COST PER VISIT
(let & 2d Qtr, FT 76)

RANK CLINIC - AVERAGE COST

1 Nucleax Medicine 
- 

$42.78

2 Social Work 28.19

3 Neur~1ogy 13.05

4 
- 

Urology 12.49

5 Allergy 12.31

6 Medical Exam 12.21

7 **** N.,rtfl Ft Ord Family Practice Clinic 11.97

8 ENT 11.56 —

9 Easrgs~ncy Medical Service 10.14
5- 1

10 General Surgery 9.25

11 Acute Minor Illness 7.94

12 Orthopedic - 7.08

13 I’~ternai. Medicine 6.75

14 Dsraatology 
- 

6.68
: -; 15 Pediatric 5.79
- 

. . 1 16 Cardio Logy 5.67

17 Occupational Therapy 5.29

18 Hospirsi Family Practice 5.44

19 Physical Therapy - 4.96

20 PodIatry 4.92 
- 

-

21 OB—GYN 4.89
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h. The Transportation Study.

(1) Methodology.

One of the objectives of the study was to look at the
advantages and disadvantages of a neighborhood—based clinic as corn—
pared to a hospital—based clinic. The North Clinic was established
on the premise that a clinic located near family housing areas would
offer conven~ance advantages to those families living in the con-
tiguous area. By convenience was meant primarily ease of physical
access to the clinic.

To test one element of this convenience, a study was
done on how patients arrived at the clinic, i.e., whether they walked,
drove, took a taxi, and so forth. A simple form was designed which
required only the date and answers to two questions, (1) Do you
live in Patton Park?, and (2) How did you get to the clinic today?
(Patton Park is the base housing area nearest the clinic~ .

A short trial of having the patient fill out the form
did not prove successful. Therefore, the receptionist dated the
form and clipped 1t to the patient ’s chart; then the nurse or dis-
pensary attendant. who screened the patient asked the two questions,
marked the responses, and collected the sheets. The study was con—
ducted for four wseks in Nay 1975.

(2) Findings. During May 1975, 870 patients were surveyed
on whether they lived in Patton Park and how they got to the clinic .
The responses are tabulated below in TABLE 4h—l .

I ,
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TABLE 4h-l TRANSPORTATION DATA

MEAN S OF GETTING TO TUE CLINIC

HOW DID YOU GET TO THE CLINIC ?
- DO YOU L IVE IN DROVE RODE WITH BUS , TAXI ,

PATTON PARK! A FRIEND OR WAL KED

YES — 168 149 7 12

NO — 702 671 21 10

TOTAL
RESPONSES 870 820(94%) 28(3.22%) 22(2.53%)

(3) Discussion of Transportation Data.

As could be expected , only a very small proportion of -

patients came to the clinic by means other than private automobile.
In fact, less than three percent of patients arrived by other means.
The only gain, then, to those living near—by the North Clinic was not
having to drive the additional two and a half miles to the hospital.

The majority of patients, moreover, di~ not live in the

r 
-‘ adjoining housing area. Many of the on—post quarters are closer to

.1 the hospital than they are to the North Clinic. Also, the retirees
who came from off-post often came in a gate closer to the hospital
than to the Ncrth Clinic. The hospital was also closer to the PX ,
Commissary, aud Service Station. The mere location of the clinic ,
then, offered a)most no advantage over a location within the hospital.

Although the hospital parking lot appears quite adequate ,
parking at the North Clinic was superb and very close to the entrance,
so to this extent there was a slight convenience advantage over the
hospital clinics.

i. Evaluation of Co—located X—ray, Lab, and Ptiarmacy.

The North Cl inic , isolated some two and a half miles from the
hospital, installed on—site X—ray , laboratory, and pharmacy services.
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There is little cjuestion of the value of having such services avail-
able locally. For purposes of this study, evaluation revolved pri-
marily around productivity.

(1) X-ray.

Encounter data on X—rays ordered , Table 4b—14, shows
chat 993 X—rays were ordered during 1974 by the North Clinic doctors
(average of four doctors). An evaluation of the types of X—rays
ordered reveals that up to 90 percent could be taken and processed
locally. Even if all were taken and processed locally, there would
be only abouu 83 per month or four per clinic day. The Staffing Guide
for US Army medical department activities, DA Pamphlet 570—557, in-
dicates that one X—ray specialist can process up to 4,000 examinations
per month. It appears, then, that the technician could be used more
efficiently in a larger operation.

In addition to the technician, equipment is a major
expense in X-ray. A room had to be lead—lined , and additional
supports had to be installed to strengthen the ceiling, for support
of the overhead unit. The radiographic unit , transformer, collimator,
table, and automatic film processing machine, and the small ancillary
equipment , cost in excess of $60,000. The equipment , though capable
of 24 hour operation, was used only during the day s h if t , five days
a week, as the clinic was not open at other times. The equipment ,
then, was utilized less than 25 percent of its available time.

(2) Laboratory.

Observation of and by the laboratory technician re-
vealed that he performed between 500 and 900 procedures a month ,
including those that he collected but did not process. This is corn—
patible with figures obtained in the Encounter Study, as listed in
Table 4b—17. The 10,258 lab tests ordered in 1974 would average 855
per month. A large proportion of them required specialized equipment
for processing and could not be done locally, so tha t at times the
technician merely collected the sample and then had to transport it
to the hospital Liboratory.

According to standard workload data from DA Pamphlet
570—557, 3,200 ia~ procedures a month are required to justify one
lab technician. Again it is apparent that the technician could be
more efficiently utilized in a larger operation.

(3) Pharmacy.
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Whereas in X—ray and the lab, the tec hn ician was not
able to perform all trie various tests ordered , the situation was
somewhat the reverse in the pharmacy. The pharmacist filled more
prescriptions than those written by the North Clinic doctors. He
filled refills; other clinics in the area sent patients to the North
Clinic pharmacy; and some patients from the hopsita! clinics used its
services in order to receive faster service than could generally be
obtained at the hospital pharmacy.

Table 4b—1O reveals that about 1,000 prescriptions were
ordered per mont l by the North Clinic Physicians. The pharmacist
kept a tally sheet for several weeks which revealed that he filled
approximately twice that number, including refills and prescriptions
from other cliuics. He also counselled patients regarding drug mat-
ters. Except for the fact that he had to make frequent trips to the
hospital pharmacy to pick up suppl ies, the North Clinic ?harmacist
appears to have been well utilized .

j. Neighborhood—Based Clinic: Advantages/Disadvantages.

At ~h.e 1971 Seminar on Ambulatory Health Serv ices held at
Ft. Sam Houston, Texas (Proceedings of the Seminar , 1971), one ques—
tion posed t~, the committees was “Should troop clinics be centralized
or decentralized?” The Command Control Subcommittee answered that
centralization ic preferable, because “. . . of the obvious resultant
concentration of personnel and equipment , thereby maximizing utiliza-
tion of the ser~iices performed while reducing the costs that result
from fragmentation”. They went on to state, however, that decentral-
ization is often made necessary “. . . when support must be provided
to a widely dispersed population . . .“, especially in a training base
environment where clinics need to be within easy walking distance of
the population served .

Though i~ot so specifically asked , the Emergency Room and
Family Practice Subcommittee volunteered that “ . . . decentralized
neighborhood clinic s staffed by family physicians is the ideal in
those installe.tions where it is applicable and where financing of
additional separs~ite facilities is available”. One of the purposes
of the present study was to evaluate the advantages and disadvantages
of the neighborhood—based clinic concept.

Throughout the period of the study, the advantages of the
neighborhoo.~—based clinic have been diligently sought—after —— with
little success. Most desirable characteristics appear to be avail— —

able in more abundance In a clinic within or adjacent—to a hospital ,
and most undesirable character tstics appear less a problem in the
centralized setting.
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(1) Advantages.

(a) Patients could park closer to the clir~ic entrance
than was often the case at the hospitaL.

(b) For those patients whose X—ray , lab work, or pre-
scriptions we’re available at the North Clinic , the wait was usually
less than at the corresponding service at the hospital.

~c) The staff was able to function more autonomously
and independently.

(2) Disadvantages.

(a) Those patients whose X—ray , lab, or prescriptions
were not available at the North Clinic had to make an additional trip
to the hospital.

(b) Patient records , kept at the North Clinic , were
relatively unavzilable at night (the physician had to get the key and
go get them or send for them).

(c) When an OB patient went into labor, the record
had to be obtained from the North Clinic Record Room during the day.
Each evening, the OB records had to be taken to Labor and Delivery,
and each morning they had to be returned to the North Clinic.

(d) Costs per clinic visit at the North Clinic were
higher for each six month period of the 18 months studied, than at
the Hospital clinic.

(e) Co—located X—ray was not cost effective.

~f) Co—located lab was not cost effective.

(g) The pharmacist , unable to maintain a complete
drug inventory, had to make frequent trips to the hospital pharmacy
for supplies.

(h) For the physicians, there was no availability of
“hallway connultation” with other specialists.

( I )  No immediate radiological consultation was avail-
able.

(j) isolation made it d i f f i cu l t  for physic ians to
check inpatient s during the clinic day .
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(k) Isolation resulted in decreased personal contact
of family practice physicians with other physicians at ths hospital.

(1) More tine was lost from clinic hours for hospital
staff meetings be~ause of the time required to get back and forth.
Lunch hours had to be 1 1/2 hours , to accommodate noon meetings.

(n) Physical surroundings at the clinic were less
attractive than at the hospital.

(n) The clinic was less convenient than the hospital
for retirees and so r  many in on—post housing . (The hospital was
nearer the PX, Commissary, and Service Station) .

There is l i t t l e  question that the disadvantages heavily
outweigh the advantages. In those cases where a hosp ital is avail-
able nearby with adequate clinic space , there appears to be l i t t l e
justification for the establishment of a neighborhood—based clinic .

k. Patien t Panel System.

(1) Advantages/Disadvantages.

Family practice , in its present configuration , is a
re latively new specialty. Many of the present practice methods are
based on assumptions , rather than on hard evidence of e f fec t iveness .
Such may be the case with the assignment of patients as a panel to
individual family practitioners. It has been assumed that this is
necessary t:o insure that the practit ioner does not get overburdened
with  patient workload to the point that he loses proper time and re-
lationship with pat ients .  It was fur ther  assumed that the panel was
essential for  the continui ty of care and for f ami l i a r i ty  wi th  the pa—
tient and family. However, it is time to take a much closer lock at
these supposed advantages.

S~1ection of a patient panel is not accomplished with—
out some difficulty. Unless there are enough family practitioners
to care for all eligible patients (a condition not likely to occur
in the near future), only some patients will be able to receive
family practice care. When the clinic panels are full , waiting lists
must be established for those wishing to join. Since the active duty
population is mobile, excessive time on the waiting list decreases
the time under tha (continuous) care of one family practitioner . If
only one list is kept for both active duty and retired families, the
clinic population will eventually become en t irely ret i red famil ies,
since the retired families can wait almost indefinitely and the active

p duty families will be moved . If separate lists are maIntained , as
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was done at Ft. Ord , with the proportion of active duty to retired
families in the clinic arbitrarily maintained at a constant level ,
then the retired list will hardly mov e at all, once the panels are
full, as the retirees are much more permanent in the area. A new
retiree moving to the area and signing up for the clinic might have
to wait literally years before acceptance. Even maintaining the two
lists causes proLlems, as when an active duty family, known to have
arrived and signer l—up later than a r e t i r ed  neighbor , is accepted
earl ier .

Control of the patien t panel , once established , is
also d i f f i c u l t .  A manual system , using f i le  cards , is cunbersom e
thoug h necessary where au t omation is not available. Au t omation ,
on the other hand , required a significant amount of keypt.nch and
computer t ime. The most f r u s t r a t i ng  problem s are independent of
whether a mar~ual or automated system is used . These include cases
where, even though patients are requested to report t-3 the clinic
before leav ing th~ area in order to pick up their medical records ,
they often do no~. Others just quit the clinic without notification .
It is relatively impossible to determine with any cer ta in ty  the exact
number of familiea in a panel at any part icular time. Some of the
departed families were determined at Ft. Ord by checking through the
entire post ETS/PCS roster , each month , for family prac t i ce  panel
families. Since the number leaving is very high comparea to the
number s in family practice , this proced ure is t ime consu~ irtg ~2ven
with the aid of the computer .

Family panel slots cannot be refilled if there is no
indication that the family has ceased coming to the clinic . To re-
place families that are known to have ieft the panel , as they leave ,
requi res more administrative tim e than to do so by blocks ; however ,
bloc refills ‘results in more erratic panel sizes over time.

The re is also the problem that some families wish to
change doctors after they are enrolled in a panel. This was dis-
couraged at the North Clinic. However , as rapport between patient
and physician p lays an important  role in a family pract ice clinic ,
~-~me switching may well be desirable. It again , however , increases
the administrative L irden .

The panel system was devised , aii~ong other reasons , as
a means of keeping the number of clinic visits down to a manageable
figure, i.e., to avoid the 80 patients/day situation of the old GP.
It becomes readily apparent , however , that neither the existence of
a fixed panel nor its size is a controlling factor on the number of
patient visits per day to a particular physician. Such would only
be the case if the demand for services were no greater than the
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• day—to—day supply. As it is, the only controlling factors are: (1)
the number of appointments made; (2) the number of walk—ins accepted ;
and (3) the nui~iber of no—shows. This is, of course, given that the
physician is available during the appointment hours. The existence
of a panel and its size would only control the numbec of daily visits
if all patients w~o needed and/or wanted to be seen were seen on the
desired day.

One of the other, perhaps more important, reasons for
using the panel system is so that a physician can get to know his panel
of patients, their families, and their problems. It is highly con-
jectural., however , that a physician can ‘get to know’ the members of,
relationships between, and problems of some 300 to 600 or 800 families,
during his period of overlap with them at a duty station they each
inhabit for a .z imited time.

For patients to ‘know they have a doctor ’ ~s another of
the theoretical advantages of the panel system . However, it seems to
lose much of its value when (1) the waiting time for appointments is
very long; (2) the doctor shares night call with many others (up to
14 at Ft. Ord); and (3) after hours, only patients with “life threaten-
ing emergencies” are seen.

Unless family practice services can be offered to all
military health care eligible beneficiaries in the area, discrimination
would result. It can be seen from the 0MB MHCS cited previously that
patients who ate members of the family practice clinic do not limit
the±r visits to this clinic, but in fact only make about 42 percent of
their visits there. Family practice becomes an additional point of
access to health care that is open to some and not to others.

The amount of administrative time required by the panel
system was mentioned earlier. At Ft. Ord it was determined to require
in excess of 72 hours per month just to maintain the panels. A list
of administrative functions necessary to maintain the panels, and
the time required , is given in Table 4k—i.
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TABLE 4k—i

ADMINISTRATIVE FUNCTIONS PERFOENED FOR THE FAMILY PRACTICE CLINICS
BY THE HCSD TFA}1 AT Fl’ ORI)

1. CONTINUOUS SERVICES HOURS PER MONTh

A. Collect and file applications 5

B. Keep distribution areas supplied with
applicaticn forms 1.5

C. Keep current file of applicants by date
of application (type cards and assign
sequcnce numbers) 16

D. Answer phcne calls from applicants
conce’iiing status 18

E. Supply clinic with encounter forms, and
collect, separate, and file them 12

F. Update card file from ETS/PCS roster 20

72.5

2. PERIODIC SERVICES

A. Type, repLoduce, and collate application forms 4

B. Maintain random MD list for assignment of
patients 2.5

C. Re—allocation of patients on transfer of ND 6 hrs per
occurrence

D. Patient acceptance procedures 7.5 hrs
per block
of patients

E. Update information on patients assigned
each ND 4 hrs per

occurrence
I
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Control of the panels, then, requires over one—half of
all the time of an administrative assistant, and even then, the con-
trol is far from perfect. It appears that, in spite of thc fact that
the panel system has been considered necessary for family practice,
it is fraught with problems that tend to negate its values, and as
well is a costly system to maintain.

(2) Patient Panel Size.

In spite of all the above disadvantages of the panel
system, it may be elected to continue with this system. If this is
done, what is the appropriate panel size? At Ft. Ord, aporoximately
325 families were assigned to each family physician. Ft. Sill,
Oklahoma was aiming at approximately 600 families. The Navy announced
that at the Navy hospital at Milhington, Tennessee, “Each practitioner
will provide continuous care for about 400 Navy families, but eventually
will care for up to 800 families. (US Med, Mar 1, 1975).

Where do these numbers come from? Are they as arbitrary
as they appear? Probably not quite: they are based on estimates of
utilization, length of average visit, working hours, and assumptions

• that panel members will get most of their primary care at the family
practice clinic, and so forth.

From the previous section it can be readily seen that
the panel size itself controls nothing, but only influences the length
of the waiting list for appointments. The waiting time in turn in-
fluences the utilization of both the family practice clinic and other
clinics where access may be easier or faster.

It has already been stated that the study team was not
permitted to manipulate the size of individual physician panels in
order to study other characteristics. Also, almost all family practice
clinics have ‘cut•~offs’ on appointments, that is, they only book
appointments up to a certain future date, often not more than two weeks.
Other patients who call in are told to call back on a certain date to
make an appointment. Therefore, it is usually impossible to determine
what the true demand for service is, that is, what the length of the
waiting list would be if no such arbitrary cut—off were used.

In spite of all the above, if a panel system is to be
used , the following determinations from this study should help set
the appropriate size. (Remember that these determinations were made
from data collected from a specific neighborhood—based clinic).

o The average family makes about 12.5 to 13 visIts
per year to family practice.
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o The average length of visit to family practice
is 17 to 18 minutes

Approximately 3.6 hours per year , then, are required
to care for the average family in the family practice clinic . If the

• average annual number of clinic hours per physician is divided by
this number , the initial panel size can be determined . However, as
noted in the previous section , maintaining the size with any accuracy

• is nearly impossible.

• (3) Alternatives to the Panel System.

If it is accepted that the panel system and panel
size has very little influence on the number of patients seen per
day or on physician productivity, that it is extremely difficult  to
effectively control the panel , that it is very costly in administrative
time to maintain it, and that it is not absolutely necessary to the
‘continuity of care’ concept, acceptable alternatives must be sought.

One alternative would be to just do away with the panel
system and appoint any patient who calls. This would result almost in
a reversion to the old general outpatient clinic and its problems, and
as such, would not be acceptable to providers or consumers.

Another alternative would be to eliminate only the
administrat~.ve control of the panel and allow it to develop itself,
similar to the way a private physician’s panel develops. This method
would eliminate the assignment and control problems and the administra-
tive costa , but maintain the benefits of the system.

More specifically, it is suggested that there be no
• control of the patient panel, that is, no assignment , waiting list,

keeping track of, limiting, or other influencing of the panel size
except as follows:

(a) Appointments for formerly seen family practice
patients and members of their families could be made at any time,
with their physician.

• (b) Appointments for new patients could o~~y be made
for vacancies available in the imsediate two—week period.

As a new panel developed, more and more appointment
slots would become filled with formerly seen patients, until finally

• there were no appointment slots for new patients within the two—week
• period , and the panel would be “full”.
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Over a per iod of time, as pa tients lef t the system,
open slots would again begin to show up during the two—week period,
and would be ~automatica1ly filled with new patients. When a doctor

• was transferred , I’is former patients would be referred to his replace-
ment in the same r~ay.

Thic system , or one like it , would :

o Eliminate the necessity for panel control and
the associated administrative costs.

F o Allow daily appointment slots to be kept full.

o Allow families to change doctor by reapplying
as a new patient.

o Par tly remove the inequity of some patients
having family practice availability and others

• not having it.

o Eliminate the need to set the number of families
in a doctor’s panel — the doctor would be assign-
ed a specific number of appointments per day, as

• he is now, and it would not be necessary to even
know how many families this comprised.

Such a system, though obviously not perfect, would tend
• to eliminate many of the problems with the present panel system. It

would , however, a&aintain all the good features of the present system.
As mentioned baf ore , it would not be unlike what happens in the
civilian coinmu iity, in the establisimient and maintenance of a private
physician’s panel of patients.

I Still other alternatives should be sought. Perhaps a
more efficient system, with little loss of continuity, would result

• if  a panel of patients had a ‘panel of physicians ’, rather than being
1’ attached to only one specific physician. Such questions are beyond

• the scope of the present study, but provide fertile ground for further
• research.

• £. Phydician Productivity.

The mere mention of physician productivity is often enough
to open a veritabl e Pandora ’s Box of charges and countercharges,
innuendos and defensive postures. When evaluating a new method of
health care delivery, however, the subject cannot be totally ignored.
In private, fee—for—service practice, income bears a direct relation-
ship to productivity, w.LthA.n .the~ op ec.~LaLty and g eog ’~a.ph2n akea~ o~
~~~~~~~ In a salar ied system, such as federal service, however , no
such incentive/measuring device is available.
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• It is easy to find fault with the use of the number of visits
per unit time as a measure of productivity. The leng th of the visit
may in fact be related to quality of care; spending more time with a
patient may well alleviate the need for a subsequent visit, or sub—

• stitute for the visit of another family member. Telephone consulta-
tions may take the place of a visit; knowledge of the family may aid
in preventive care, and so forth. However, at the present time, the
number of visits is the only measure of  prod uctivity that is ava ilable

• - for the comparisons in outpatien.t areas.

In reality, it may be a better measure of productivity than
some would admit. The annual output in visits per physician is a
reflection of the number of hours spent in clinical outpatient care,
as well as the number of minutes spent per patient.

Measured in this way, using only the gross numbers for the
North Clinic for 1974, 13,175 visits, divided by an average of 3.8
physicians (one physician consulted one—fifth time with the HCSD
on—site study team), the outpatient care productivities in thousands
of visits per phy sician manyear f o r  the North Clinic f amily prac tice
physicians is 3.467. (The patients seen by the nurse practitioners
are included as part of the productivity of the physicians).

The outpatient care productivities in thousands of visits
per physician manyear , as reported in the Report of the Military
Health Care Study, Supplement: Detailed Findings, December 1975 ,
page 281, f o r  selected special ties, are as f ollows:

Medicine 7.819
OB—GYN 7.771

• Pediatrics 8.568
Genaral 12.724

Reinhard t (1975) lists average weekly patient load s, in
visits, and average prac tice hours per week, for various specialists
in solo and group practice. For group practice, single spec ial ty ,
he gives the f ol lowing f igures , based on 1965—1967 data:

• Internists 140 visits per week
OB-GYN 138 visIts per week

• Pediatrics 169 visits per week
General Practitioners 213 visits per week

These figures should be compared with a figure of approxi—
inately 70 visits per week for the North Clinic physicians in 1974 •
(based on overall f igures , 13,175 visits in 47 weeks by four phy-
sicians).
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This gross comparison indicates that the number of visits
per physician manyear at the North Clinic was low compared with
General Practitioner s and compared with other primary care special—

• ists (Medicine , GE—GYN, and Pediatrics). The reasons for this lower
productivity have not been investigated by this study.

m. UtilizatIon of Health Services.

Visits to the North Clinic , per person, were calculated for
a sample of families known to be members of the clinic throughout
1974. For the active duty family, there were 3.021 visits per per-
son per year; for the retired/deceased sponsor family, the figure
was 3.696 vi3its per person per year (Table 4b—25).

• The data obtained from the 0MB MHCS through OCHANPUS re-
vealed that only about 36 percent of visits by the group of families
assigned to the ?brth Clinic were actually made to the North Clinic.
The families mad e 3,984 visits to the North Clinic between 1 April
and 31 July 1974, while they made 7,116 visits to other clinics dur-
ing the same period (exclusive of Dental, Optometry, Podiatry, OT
and PT visits). The visit rate per person, adjusted by this f igure ,
would be 8.39 visits per person per year for active duty family mem-
ber s, and 10.26 visits per person per year for retired/deceased
sponsor family members.

To these f igures must be added utilization of CHAMPUS by
eligible members, in order to estimate total utilization. The
figures given in Section 4f(3 ) are, for the active duty dependent ,

• 0.28 visits per person per year , and for the retired family member ,
0.41 visits per person per year.

~ 1 Overall , utilization rates for faml,ly practice panel mem—
bers are high when compared with the rate oE about 4 .5 visits per

•~ 1 person per year for nonactive duty military beneficIaries in north—
em California, as reported in the 0MB MHCS. (Military Health Care
Study, 1975).

~~~~ ; i 5. CONCLUSIONS.

a. The North Ft. Ord Family Practice Clinic was ranked highest,
among six Ft. Ord primary care clinics, in patients’ satisfaction
with the medical care provided. The physicians’ interest, courtesy,
and the continuity of health care were reported as most satisfying.
The only major patient dissatisfaction factor was the location of
the North Ft. Ord Clinic. (Section 4c(3)). •
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• b. A clinic staffed by four physicians does not provide a
• co—located X—ray unit with a sufficient workload for efficient opera-

tion. (Section 4t(l)).

c. A clinic staffed by four physicians does not provide a co—
located laboratory with a sufficient workload for efficient operation.
(Section 4i(2)).

• 
. d. The free—standing neighborhood—based clinic should not be

established in areas where a nearby hospital has adequate clinic space.
(Section 4k).

e. Job satisfaction among North Ft. Ord Family Practice phy-
sicians did not ~iff em from that of other clinics’ physicians at Fort
Ord. (Section 4d).

f. Physicians productivity, in visits per physician manyear, at
the North Clinic was low compared with Internal Medicine, Obstetrics/
Gynecology, and Pediatrics. (Section 4m).

g. The arbitrary assignment of panels of families to specific
physicians 13 an inefficient and ineffective method for management
of family practice workloads. (Section 4e).

h. In this dtudy overall utilization of health care services by
family practice panel members was demonstrated to be high when compared
with other nonective duty military beneficiaries. (Section 4m).

1. Only about 40 percent of North Clinic family practice panel
members’ visits were actually made to the North Clinic family practice
physicians. (Section 4e(3)) .

j. Cost per clinic visit at the North Clinic was higher than at
H 1 the Hospital Family Practice Clinic, and higher than Internal Medicine,

Obstetrics/Gynecology, and Pediatrics. (Section 4g).

k. CIWIPUS utilization was low both during and prior to family
practice, for a sample of 401 families, and there was no significant

• difference between the number of families in the sample who used
CHANPUS while enrolled as family practice members, compared with the
number of families in the sample who used CHANPUS prior to establish—
ment of family practice. (Section 4f(3)).

L. The many specific findings in Section 4 , PROCEDURES , FIND—
ING S, AND RELATED DISCUSSION , can provide useful information to those
operating or planning to operate a military family practice clinic .
Some especially uaeful items are considered to be:

• 

91

Li



_ _

(1) The distribution of patient visits. (The spouse, for
instance, though comprising approximately 25 percent of the population
of family practice panel members, made 43.6 percent of North Clinic
visits).

(2) The length of patient visit. (For physicians at the
North Clinic, average was 17.69 minutes).

(3) The ratio of consultants to family practitioners.
(See Appendix K).

m. There Is a tendency for physicians in a neighborhood clinic
setting to minimize their inpatient workload because of the physical
distance to the hospital. (Conclusion based on subjective impressions
and not on validated data).

6. RECOMMENDATIONS.

a. Neighborhood—based clinics should not be established when a
hospital with adequate clinic space is located within a reasonable
distance and transportation is available.

b. Patients should not be assigned to family practitioners as
a set panel. The individual physician practice population should be
allowed to develop itself as suggested in Section 4~ , or some other
alternative found.

c. Methods of improving the productivity of family practitioners
• in a neighborhood clink should be considered, in such areas as:

(1) Increased number of clinic appointments per day ;

(2) Increased hours devoted to clinical patient care;

(3) Increased use of physician extenders.

d. Productivity of family practice physicians in hospital—
based clinics should be studied, and compared with that of other
primary care practitioners.

e. The inpatient load usually cared—for by family practitioners
in hospital—based practice needs to be documented.

f. The many specific findings in Section 4, PROCEDURES, FIND— •

INGS , AND RELATED DISCUSSION , should be made available to those 4
• operating or planving to operate a military family practice clinic. •
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APPEND IX A

ORIGINAL STUDY Q UESTIONS

1. Questions related to size and composition of the family practice
group and size of  panel served:

a. What is the smallest number of family practice physicians that
should be in a family practice group, such that each family unit can
preserve identification with its physician, and physicians can provide

• coverage one for another during non—clinic hours?

• b. What are the optimum numbers and types of supportive health
care personnel (such as nurses, nurse—clinicians, 9lC s, 9lBs , and X—Ray
and laboratory technicians) for the family practice group? Is it
feasible to cross—train individuals to serve in multiple roles (e.g., a
combined X-Ray and laboratory technician)?

c. What are ~he most satisfactory arrangements for incorporating
into the family cl.tnic a program of comprehensive social services to work
with such problems as abuse of alcohol and other drugs, marital and
other family conflicts, deliquency and juvenile court matters, child
abuse, out—of—wedlock pregnancies, need for adoptive and foster home
services, requirements for nursing home placements, need for homemaker
services by ill mothers , coordination and referral services for the
physically and mentally hand icap ped , situation—related tensions which
find expression in somatic complaints, preparation fot psythiatric
ref erra ls , etc.?

• d. How many families should be assigned to each physician in the
family practice group to assure services which are at once comprehensive,
personal ized , and economical?

• 2. Questions related to facilities, equipment, and supply needs:

• a. What are the facility, supply, and service needs of the family
practice group in the hospital—based setting? In the neighborhood-
based setting? What arrangements are most satisfactory to meet those
needs?

b. What are the pharmacy support needs of the family practice
group in both settings? How can those needs be best met in each setting?

3. Questions related to administrative support needs:

a. What arc tOe requirements for clerical support in the family
• practice group? Whtt level oL clerical skill is required?

b. Is there need for a full—time administrative NCO in the family
• practice clinic? What, if any, other administrative personnel are

needed ?
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• 4. Questions reiated to appointment system and clinic operation hours:

a. What is the most satisfactory schedule for normal clinic
opera ting hours?

b. What appointment system is most advantageous for the family
• • practice clinic?

c. What is the most advantageous arrangement for taking calls
during non—clinic hours? What problems and/or benefits are associated
with using non—physicians (e.g., 9lC or nurse—clinician) as first call
person during non—clinic hours?

4. What proportion and what types of problems arising during non—
cl inic hours can be managed satisf a c tor ily by telephone?

e. Is it economical for the physician to see patients during non—
clinic hours at his own clinic? Or does that system require uneconomical
presence of supportive staff in the clinic during these hours?

5. Questions related to medical records:

a. What, if any , modifications of the problem—oriented medical
record prove to be advisab~.e for use in family practice clinics?

b. What syatem for record maintenance works out well in family
practice? What are the consequences of permitting family units to keep
their own records in their own possession?

6. Questions related to health services utilization, and other health—
related behavior and consumer satisfaction:

a. What are ~he patterns of utilization of health services provided
in the hospital—based clinic? In the neighborhood—based clinic? What
kinds of problems do they bring to the clinic and with what frequency?

• b. To what extent do panel members use other health—related
resources In the military and civilian community? Why do they do so?

• For what kinde of problems?

c. How does consumer satisfaction with family clinic services
• compare with their reactions to services received in the past? How does

it compare with the satisfaction of non—panel members who are cared for
in the general med ical clinic?

• d. What approaches to consumer grievance—management seem to work 
,

•

best in the family practice clinic setting? •

e. What are patterns of family health behavior in such areas as
sel f—treatment, drug—taking, family—planning, etc.?
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7. Questions related to the relationship of the family practice clinic
to other MEDDAC services:

a. How well is the family practice clinic received by other parts
of the MEDDAC patient—care community (e.g., pediatrics, OB—GYN, interna l
medicine, general surgery services)? By the MEDDAC administrative
covusunity? What advantages and disadvantages do they associate with
this kind of clinic?

b. What, if any, problems arIse in connection with family practi-
tioners providing inpatient care for their patients?

c. What patterns of specialty referral and consultation emerge in
f a mily prac tice cl inics? How do these pa tterns dif f e r  f rom those in the
general medical clinic?

d. What kinds of laboratory and X—Ray support does the family
practice clinic require?

e. Wha t a~re the patterns of utilization of hospital beds by panel
families?

8. Questions related to staff satisfaction:

a. How does staff satisfaction in the family practice clinic compare
with staff satisfaction in other parts of the MEDDAC?

b. What changes or improvements are needed to increase family
prac tice clinic a ta f f  sa tisf a c tion?

s~
.
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APPEND IX B

REVISED STUDY PROPOSAL STUDY QUESTIONS

1. What Is the panel size assigned each physician In the North Fort Ord
Clinic and how many families and patients utilize his services?

2. What type of population is seen by the Family Practice Clinic in
terms of numbers of f a mily members, ages of sponsor and dependents, race ,

• officer, or enlistec, sex, retired or active duty, residence on or off
post, and previous utilization of health services?

3. Of those families enrolling in the North Fort Ord Family Practice
• Clinic, how many actually utilize the Clinic and what are their utiliza-

tion patterns in terms of visits?

4. How often do Fa’nily Practice patients utilize other hospital clinics,
and what proportion of the patients are referrals from the Family Practice
Clinic as opposed to self—referrals or referrals from other clinics
outside the Family Practice Clinic?

5. What is the military hospitalization pattern for Family Practice
patients includ ing leng th of  stay, referral or Family Practice care, and
level of care (Intensive Care, General Ward , Operating Roo~n, or Del ivery
Room)?

6. In what volume and for what types of care do Family Practice Clinic
families utilize the CHANPUS programs?

7. To what extent do panel members use non—CHANPUS health resources in
the civilian comm unity?

8. How many patients who never joined the Family Practice program utilize
Family Practice Services?

9. What are the supporting services utilized by a three and 4/5th
• • doctor Family Practice Group ?

10. From what sources do patients officially enrolled in the North Fort
Ord Family Prac ice Clinic actually obtain primary care?

11. What are the facility, supply , and service needs of the North Fort
Ord Family Practice Clinic , and what arrangements were arrived at to

• meet those needs?

12. What system for taking call during nonclinic hours was arrived at
• and how?

13. Do any problems arise in connection with family physicians ’ providing
• inpatient care for their patients?
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14. What is the best way to select a control group from the potential
non—Family Practice patients of Silas B. Hays Army Hospital that is
comparable to the Family Practice Clinic in terms of number of family
members , number of outpatient visits, whether they are active duty or
retired , pay grade of the sponsor , race of the sponsor,, and race of the
spouse?

15. Of the control group , how many actually utilize the primary care
clinics (AMIC , Pediatrics, GYN , ETR , and Internal Medicine) and what are
their utilization patterns?

16. How often and for what reasons do patients in the control group
utilize other hospital clinics?

17. What is the military hospitalization pattern for patients in the
control group in relation to length of stay, specialty of the physician
primarily responsible for the patient’s care and level of care (Intensive
Care , General Ward , Operating Room, or Delivery Room).

18. What volume and for what types of care do control group patients
• utilize the CHAMPUS program?

19. To what extent does the control group use non—CHANPUS health—related
resources in the civil ian community?

20. What is the number of patients in the control group utilizing the
• North Port Ord Family Practice Clinic and hospital Family Practice

Clinic as their source of primary care?

• 21. What are the supporting services (Laboratory, X—ray, and Pha rmacy)
utilized by health care providers in the primary care clinics (AMIC,
Ped iatric Clinic , Gyn Cl inic, Internal Medicine and the Emergency Room)

• in their delivery of medical care to patients in the control group?

• 22. What are the differences in utilization of health resources by
• patients in the Family Practice Clinic panel compared to patients in

the control group?

23. How do the total costs in dollars compare between delivering care
• including hospitalization to a panel of pa tients in the Nor th For t Ord

Family Practice Clinic and to a matched control group whose care is
provided in the general clinic approach?

24. How does consumer satisfaction with Family Practice Clini~ services
compare with the satisfaction with services received in the past? How

• does it compare with consumer satisfaction of patients treated in other
primary care clinics?

25. What are acme of the differences in the care delivered to Family
Practice patients as opposed to control group patients which ind ica te
but do not measure the differences in quality of care deli”ered in the
two methods?

— 
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26. How do resource utilization costs in dollars compare between
delivering care in the following approaches: The North Family Practice
Clinic , the hospital—based Family Practice training program clinic ,
and the other primary care clinics delivering care to control group
patients?

27. How does patient. panel size influence the availability of Family
Practice physicians to their patients?

28. Is there a critical number of hours per week that the family phy-
sician must be available for his patients to see him if cortinuity is to
be maintained?

• 29. How does staff satisfaction In Family Practice Clinic compare with

• staff satisfaction in other parts of the MEDDAC patient care community?

30. What are the changes in patient utilization of medical services
• observed when a Family Prac tice program is instituted?

• 31. What are the costs and productivity of the general clinic approach
to pr imary care?

32. What are the costs, benef its , and problems of maintaining a separate
pharmacy, X—ray and laboratory unit within the North Fort Ord Family
Practice Clini: as opposed to utilizing the central X—ray , pharmacy, and
laboratory facilities at the hospital?
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• • FAMILY PRACTICE SERVICE
U.S • ARMY MEDICAL DEPARTMENT ACTIVITY (MEDDAc) FORT ORD

FORT ORD, CALIPORIIIA 93941

AUNOR.-KZD-FP 1 July 1973

SUBJECT : Family Practi ce Med ical Care

• • 
TO: Active an~ Rati r .d Military Families

You and your family ~re invited to make application to participate in the Family
Practice Medical Care Program at Fort Ord. In January 1973 , Silas B. Rays Army

• Hospita l began a new program in providing health care to active and retired
servicemen and the ir families. Because of limited resourc es , only a few families
could be invited to joi n the program at its beginning. Families already par t ici—

• pating in the program are encouraged to cont inue and do not need fill out the
mppli cat icm.

• More Family Practice doctors have now been assigned , and more space has been
acqui red , so that a new Family Practice Clinic will be opened in the oh hospita l

• ar ea this s~~~~ r. Two building. have been extens ively remode led ted equipped.
The new clinic will be able to provide Family Prac tice care for over 2000 families.
The new clinic , calle d the “North Port Ord Family Practice Clinic” , will operate
asinly by appointment during the day, with a doctor on call to care for acute
emergencie. at night or on veckend i. The Family Pract ice Center at the hospital
viii continue to operat. as it has in the past.

Doctors trained in the specialty of Family Pract ice provide total medical care to
entir, families . The Family Practice doctor can persona lly care for about 85
percent of each tamily member ’s medical prob lems. Re consults with and works
closely with othar speciali sts am needed. All the member, of the family have one
doctor whom they see firs t , and who cares for then when ill or inj ured or pregn ant ,
or for routi ne probl em. such as well baby exama , PAP teat . , periodic check—up. ,
etc.

ALL act ive and retired military families in the Port Ord area are encouraged to make
applicat ion for Family Practice cars. The number of familie, that can be included
La limited . Most of the families selected will receive their care at the North
Port Ord Psaily Prac tice Clinic in the old hospital area, cm Third Avenue , between

• • 10th and 12th Street, . Selection considerati ons will include closeness of the home
nddr. .. to the clinic, time remaining in the For t Ord area , and sta tus (active or
retired). A r.pre atntat Lwe cross section of officer and enlisted and active and
retired military faaili•a will be selected.

• If your family decide, to make application for Family Pr actice care , pleaae complete• th. attached form am’s mail it to the add r.aa at the top of the form. Families
selected viii be notified by mail and will be provided sore information at thatV tima. Tb. first families selected will be notified by mid—st~~~sr . Additional
families will be added to the program grad ually, so that a family not aelected
initiall y may be selected later . If you make application , please continue to
obtain m.dical care in the usual way until you have been notified that your family
has been selected. Families alrea dy receiving care at the Main Hospit al Family
Practice Center need not apply, and are encouraged to continue with their Family
Practice Car..

Family Practice Service
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FAMILY PRACTIC E SERVICE
U.S. ARM! MEDICAL DPPARTh~~ T ACTIVITY (NEDDAC) PORT ORD

Fort Ord , California 93%].

• Sponaor’e 88*11 ___________________________Date_____________________________

Men. and Ages of Sponsor and All Dependents Living In This Area :

Sponsor _

Spouse __________________________________________________________________

Children 
—

Other _________________________________________________________

• ) Active ~~ Retired~~ Rank or Grade — ~~Branch/$.rvice
• Military unit __________________________________Phone_____________

(or business address)

Local Hose Address 
— 

Phone_______________

ktinat.d daze of departure from Port Ord area ___________________________

• £x~ l~~jor Health Probleas in Family?___________________________________

~~~ ~~~~, 20 J un 73 • - 
•

i iH
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MEI)IC.AL HISTORY QUESTIONNAIRE

(Copies reduced in size)
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SPONSOR INFORMATION

• Today’s Date______________

~~onsor ’s Name:________________ 
__________ 

SSAM_______________________

~~~it 
_,

~~;t 
-_ _ _  _ _ _ _ _ _ _

Present Marital Stat~’s~ Never Married~~ , Married_ Divoroed_
• Widoved_ Separated_

Pay Grade (circle one) : 3-1 3-2 E-3 E- h 3-5 3-6 3-7 3-8 3-9

M~-l C1~~-2 CW)-3 CWO-~j

O-l O-2 0-3 0-14 0-5 0-6 0-7 0-8 0-9

Branch of Servt~. (circle one) : USA USN USA? U~~~ USCG Other

Sponsor’. Date of Birth:____________ Sax_ Status: Actlva_ Retired_ Dec 
—Day/Mont4’Iear

Number of Eligible Spouse______ If f&mily is living in the Ft Ord area, including
D.p.ud.nta: Children citiea on the Peninsula, what i~ the eat ina ted

• Other_______ date of departure?
• 

• Departure Date________________

Duty or Business Address • • - Phons_

Rose Address_________________________________________ Pbon._

FAMILY INFORMATION

~~~p~es’a Mane s_____________________________ Livinjin Ft Ord area (including
Jiret • MI cities on the Peninsula)?

Thu No
5ux i _ Date of Birtb(DO8):____________

Day/Xonthf Tear

Children ’s Naoss(olds.t to juungsst) $ ~i~CI.P! LAST NAME IF DIFFERENT F1~)M PARENTS

• 
. Living in Ft Ord area? S.x _ pOB____________

• - -— ME (inoluaing citt~a o~ p~~~sulAJ Da.yfllont h/Year

_______________________  Liwing in rt Ord ar.a? Sex DOD_________(including cities on pEThsui~7 Day/Month/year

_____________________________ Living in Ft Ord area? Sex DOB___________
(inoluding cities on p.ninsula7 Day/Month/Year

_____________________________ ~Lving in Ft Ord area? Sex DOS
___________(including cities on p~~~~~ul~r DsyfMoptb/Iear

______________________________ Living in Ft Ord area? 3.x. pOB____________(including cities on p.ninsuiir Day/Month/los,• (~~ ~~VER~~ SIDE IF NECESSARY) •

• 
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OTHER ELIGIBLE DEPENDENTS

____________________________________ Living in Ft Or d area? Sex DOD
________Name Eelnt iilii ~~ (including oiti s on peninsula3 Day/Mo/fr

__________________________________ Living in Ft Ord area? _Sex D%________

Name — 
Relationship (including citi~es on pe~~iuu]$ ~iy/Mo/Xr

THE POLLC~’1Li~ INPORMA TIC~ WILL BE USED ONLY TO DESCRIBE THE POPULATION SERVED AND TO¶ LET YOUR VIk~4S TO ADD ZN OUR PW4NXJIG TO I3ETTER SERVE tOUR HEALTH CARE NEEDS.
)~ TEz THE FOLIAIING INFORMATION PERTAINS TO THE SPONSOR,

1. Sponsor’s race or ethnic group: 2. Sponsor ’s religious pteference:

White (Caucasian) _Prot.stant

Black _ , Catholic

_Moxican—Americz n 
• 

Jewish__
Puerto Rioa~ _Not Above~ Please

Specify______________________
• American Indian

None
Chinese Aaer!.oan 

-

_ Japa~oas 4.nca~,tcsn

, Not Above; Please
Specify_______________

3. What is the highest level of formal. civilian eduottion the sponsor has completed?

-• 
_Eigbt years o~ less ‘

:~
. Somo high school but did not graduat.

High school graduate

Two year. colleg, or less with no degree

_
~_juociat. Degree

• _j~~
. than two year s collage but no degr..

~~Bsehelors Degree (other than 1.18)

LL8, JD , or Muivsl.nt

_,jsaters D.grea 
•

• • _ .rm.4 ~~~~ ret• (Pm , )~ .t. ) •
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5. Mow many years of total active federa l military service has ~pon~or completed?

Less tj~an 6 months •

,_ At least 6 months but less than 2 years

_At least 2 years but less than 1 years
• _At le&st ~& years but less than 8 years

At leant 8 years but less than 12 years

_ At least 12 years but loss than 16 years

,_At least 16 years but lass than 20 years

_At least 20 years • •

6. Do.i the ~~~nsor in tend to make the military a career?

.... ..p.f idt.1~r No

.j r obabl,y ~!o

~~~ UadeciJ.d 
•

_Probab].y Tea

_Ddinit.Iy Yes •__~~ot Applicable (Retired, D~oeased, etc.)

IP tOU DO NOT R&TEASPOUSE AT THEppESENT~!~ g

2~~ NUT PAGE (Page 1) ’

r
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NOTE: THIS PAGE PERTAINS ONLY TO THE D’ YOU ABE NOT MARRIED GO TO PAGE ~
8. Highest level of formal civilian education ~~~~~ has completed:

_Eight year s or less

Some high school but did not graduate

High school graduate

_ Tvo yearc of college or less with no degree

_A*sOOi*te Depss

• _More than two years of college but no degree

_Bachelore Degr.e (other than 118)

_ L1B, JD or equivalent_ _
Mast.ra Degree

Earned Doctorate (PhD , MD, etc.)

9. Spouae’~ race or ethnic group:

_Vhite (Cau casian)__
Slack

)‘~~1o n—Aa.rican

Puerto Rican 
• 

•

American Indian

Chinese American

, Japans.e American

Hot Above~ Plesa.

• 30. ~pouee ‘a religious preferonce:

jr otestant

_Catholio

Not Abovsj Pleas.
$peoify_____
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• • ARJIY M~)ICAL CLI~tIC UTILI ZATION

U. ~~~n~or ’s utilization of Arm~~C1inies for outpatient . care during the past 12
months. (Other than routine phys~cal exams and immunizations )

_Never during the past year I~ times _More than 19 times

• 
• _Once - 

~-9 times

Tuice _l0-lLi times

times _1~-19 times

12. Spouse’s uUlizal~ion of A rmy Clinics for outpatient care during the past 12• months. (Incluäe all visits for any purpose)

Never during the past year __.._5-9 times

_Once 10-l1~ times

_Tvioe _l~-1$ times

times _More than 19 times

1 times Not Applicable; I have no spouse

33. ~~.ig~b1e children ’s combined tota l number of visits to Army Cli nics for outpatient
case during the peat 12 months. (Include all visit. for an~~prupose);_ _

Ne rer du~iag the peat year •

• Once

Twice

• ~~~~~~times

times 
•

_iO—1Z4 Us..

_15-l9 time.

• _Moz e than 19 ‘imee

_lIot applieabl.3 I have no eligible ehilduen.
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CIVILIAN ITJ ) TCAL CLINIC UTILIZATION

• 
- 

114. Sponsor ’s utiliza~.ion of ~~~~~~~ ned.ieal fai~Uitie; for outpatient care during
the past 12 months:

— Never during the past year 14 tines _More than 19 tines__
Oncc . -9 times

_Twice 
• 

10—114 times

• 
____)  t isma _15—19 times

15. Spouse ‘a utilisa~ion of civilian r.edical facilities for outpatient care during
the past 12 months :

_Never during the past year 
__

~ -9 times___
Onoe 10-114 tImes___
Twice _l5-19 time.

) times 
• _More than 19 times

14 time. Not applicable; I have no apouse

16. Eli ble children ’s oontt ned tota l number of visits to civilian medical facilities
or outpatiei~~~~.s e during the past 12 months:

_Never during +.he past year

Once

Twice

times

_li tJ.mea_____
5—9 tie..

•_3O—lb time a 
- 

•___
1s—19 tis..

Mar. than 19 tim.. -

_Not sppltoablej I have no eligibl. children.
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17. Th. following items are to help us determine

A oalbh car : /,/y/~/1. Doctor’i~ interest. in your problem 
•

2. Nurse’. interest in your problem

3. Courteous treatment by doctor s 
— _____

Is. . Court.oua ursataent by nurses 
•

~ . Courteous treatment by receptioni st

6. quality of health care

7. Waiting tis. in the Acute Minor
illness Clinic (Do not write tie..)

8. Convenience of location Of the
Lout. Minor IUn.si Clinic

9. Convenisnøe of operating hours of 
I

the Lout. )ttnor Illness Clinic

10. Adequacy o. the Acute Minor -

Illness Clinic ’s physical facil-
ities (seating, comfort, decor)
in general — — —  — —

11. Adequacy of infonuattap given to you
about your dical problem by doctor — -—

- ‘  
I 12. Adequacy of information given to you

about yn~ medical problem by morse — — — —
1~. Contiisai~.y of health oar, provided

- 1~. Laboratory services provided by the
hoepital facility • • — — —

• 15. Phareaoy services provided by the
bospital facility — — — —

• 36. I-ray service. provided by the . 
•

hospital facility -
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8. The ~~1iowing item. are to help us determine /~, I ~~ / - •

the spouse ’s satisfaction with outp atient • 
4 ~~~ 

-

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ • 4’Z~’*sii’ ~~~~‘7
1. Doctor’. interest in your problem 

• • • - -

2. Nurse ’s interest in your problem 
—

3. Courteous treatment by doctors

14. Courteous tr.atne’g by nurses 
•

5. Courteous treatment by receptionist - S • 
• 

- 
:;,

6. Quality of health care -

7. Waiting time in the Acute Minor
Illness Clinic (Do not write times) — — —~~ — —

8. Convenience of losation of the
Acute Minor Illness Clinic

9. Convsnienoo ~~ operating hour. of 
S

the Acute Minor Illness Clinic

30. Adequacy- of the Acute Minor 
-IEn s Clinio’e physical facil-

itt.. (seating, cemfort 1, decor )
in g.~~~al

U. Adequacy of inlornatioa given to you
about your medical problem by doctor

-
, - 32. Adequacy of information given to you

about your medical problem by nurse

33. Contiazity nf health care provided

314,. Laboratory s.rvic.i provided by the 
— —

- hospital facilit~’

15. Pnareaoy acevicea provided by the
bo.pit.lfaotlity — — —  — — —

16. X-ray services provided by the •

he~ ,ital faci~tty-

113
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_ _ _ _  -~~~ _ _ _ _ _  

— -———-

~~~~~ 

_ _

~p, The OUowing spac. is for you to malce any- further c~~nent.s you desire

PLELSE 1G~TUM THIS CO~TLET1D QUESTIONNAIRE B! THE INDICATE) DATE. lOU ML! USE THE
~ lo1D~~~ ~ IVEIDPZ OR ESING IT P~~SONL1LX TO z

-

~ 
~~M~I IOU 1~~ IOUR CO~PERATION.

‘~~~• -s
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APPEND IX E

METHOD S OF ENROLLMENT

Two methods of selecting panel members were used at Ft. Ord , the
S 

brigade system and an application enrollment system. S

(1) The Brigade System . When the Hospital Family Practice
Clinic first opened, each of the four doctors was assigned the perma-~
nent party personnel from one of the four training br igades on post .
No direct method of entry was provided for retired personnel. Doctors
were allowed to request individual families for their panels, so that
residents could pick up families with interesting and varied diseases
and also follow families of patients whom they took care of on their
rotations on other services.

This system set up automatic ‘assignment of patient to
physicians, and provided for automatic replacement of those leaving
post. However, it excluded retired personnel. Also, a change in
brigade assignment necessitated a change in 4octor or a breakdown
in the assignment system. Since families were not required to come
to family practice for care, there was no system for regulating the
number of families handled by each physician, should the number of
interested families vary among the brigades.- Pressures from retired
personnel and personnel in units outside the training brigades devel-.
oped. Transfer of personnel between brigades and then the elimination
of one brigade led to the eventual complete breakdown of the system.

• (2) The Application Enrollment System. With the opening
of the North Furt Ord Family Practice Clinic, the program was made
available to all military health care eligible families in the Fort
Ord area. Publicity regarding family practice was placec1 in the
weekly post newspaper and disseminated by other means to units on
post. Applications were placed in the post exchange, the commissary,
the Welcome Center, the outpatient desk at the hospital, and at both
the family practice clinics.

Filling out an application and returning it to the
family practice clinic placed the family on one of four lists, (1)
active enlisted , (2) active off icer , (3) retired enlisted , or (4)
retired officer. Selection for participation was then on a first—
come basis from each of the four lists. (Living in the contiguous
housing area gave families some priority for the North Clinic , and S

families expecting to leave within six months were generally not
accepted). After the panels were filled , waiting lists were kept
of those wishing to join when space became available.

116
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APPENDIX F

SAMPLE ENCOUNTER POR N

(Reduced in size)
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IIFALTH CA RE- s rt rnirs UNIT -
NORTH FAMI.Y PRACTICP CLI HI C

1. flat.:
_ _ _ _ _ _ _ _ _ _ _ _ _ _

2. Patient s N.iu. 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

3. Sponsor ’ s SSAN (with patient , prefix):
-

~~~~ I H I L I I 1 H H I I
— 

4. A~point.aent Statu.:

(2O)E. ~rg.ncy (21)Appointaent (22) Walk—in

5 6. Health C~.ra Vrovid.r (Na. , or I):
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

7. Patient . Couplaint :__________________________________________________________

5. PROVIDER TIME ON PROBLEM 9. LENGTH OP THIS VISIT
— 

Host Ti~~ Second ~b.t
(160)Acut. inj ury (150) (210) 0—5 tin.
(~61)Mut. inj ury follovup (IR1) (211) 5—20 .in.

— 
(~62)Acut .(tenpor.ry) problsa (182) (212) 20—40 ,itin.
(153)Acut.9t.sporary) problem flu.(183) (213) Over 40 sin.
(164)Cht’cnic prob1..~~ routine (184)

— 
(163)Cbro?tic probl.e., flare—up.... (185) 10. X—RAY
(16o)h.’iatal C. postntal care (186)
(167)Parti.l exam , veil baby, • (240)Oi..t—P.A.

scre .nin lab , or prey. ed.. (187) (241)ch..t—P.A. S Lat.
(16S)C~.pl.t. ICC and Pt ftniah.d. . (188)

S (169)!saily plannin~/contr.c.ption(189) Other
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

S

— 
(170)Gounoulin$/Advjce (190)
(&71)I miaation (191) 

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

(172)Adeintatrativs (192)

— (113)0th.? (193) Other Nursin$ Care_ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(22 )PUARMACY : S of R~ _______________________________

— 
(231) UG ________________________________

S 

— 
11. i.*~ 12. D SINIZATIONS

(iSO)SBIA,12 , !..tin5 (360)CBC 6 01ff
(3b1)V(A— 12 , non—fasting (361)CBC 6 Indict.. (610)OPV (615)’G~
(3S2)~~~l S Trigly (362)Hct. (611)DPT (F.16)Meaal.. & Libel S

(333)Kl.ctrolyte. (363)Sickle Cell (612)DT (617)Mu.p. 
S

(~C2)R+ (370)C6PD (61j)T. Tox (615)flu 
S

— 
(‘ll)Ha+ (614)Tb teat (619)Samllpox
(334)iflucnse, fastin~ (364)Urinaky.1.
(333)Oluc.,a.,_hr- pp only (365)Clean catch UA OLKer_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
(356)Glucou., 2 hr p hL~ i (366)Urine culture

eu~a~ usal (361)Thr oat culturs

• - — 
(SSEHoe.nucl. Scream (36$)GC sc rs.n 1IEXY APPOINTMENT

- .‘ (355)R,abelis Screen (369)PAP
(3Y4)?

~ 
$114 (SO4)Pr.gnancy teat

—
~~ 15 mm 

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

Other Lab_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
• 10 .1. .

43 mm..
II. RERER TOS (700)Dental (109)0phth.l.olo~y 60 sin._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(701)Ders.tOlo$y (7i0)Optoaetry
(702)mrr (711)Orthop.dice 10 sin vfth Run e Cite

_ _ _ _ _ _ _ _ _ _

(703)!*rs na l M.d. (712)Psdi.trica
( 7O4)*mt Nfl/Soc 11k (717)Prev.ntt ve Med . P.!. vi th Nurse Clin

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

(1O3)$euroiegy (713)hychlaery
(718)Nuc l.ar M.d. (714)Sur5ery Other____________________________
(,O6)OI—CTH (713)Urolo ~y
(707)01/PT

~ ~37 Rev 14 D.c 73 Other____________

COPY AYAILAD[E TO DOC ~ES NOT 118
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APPENDIX C

PATIENT SATISFACTION QUESTIONNAIRE S

(Reduced in size)
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5 )  ThE ATTAC KED QUESTIONNAiRE HAS BEEN DESIGNED TO

PROVIDE US WITH INFORMATION ABOUT THE PATIENTS WHO

ARE USING THIS CLiNIC. THIS INFORMATION WILL BE USED

ALONG WITH ADDITIONAL DATA TO IMPROVE OUR SERV(CE TO

YQU. 
. 

/

PLEASE COMPLETE THIS FORM AND TURN IT IN TO THE

HOSPITAL REPRESENTATIVE IN THE WAIT ING AREA WHEN YOU

LEAV E THIS CLINIC.

A SMALL GROUP OF RANDOMLY SELECTED PATIENTS WILL

*E -A$~~ D TO lAKE A-FEW MOMENTS AND COMP-LETE ANGTKER

SHEET CONCERNING SATISFACTION WITH TIjEIR VISIT TODAY~

ThANK YOU VERY MUCH FOR YOUR COOPERATION. 
S

C,~~mbu1atory Health Services~

S 

. 
S

S . 5

S 
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~~~~~~~~~~~~~~~~~~~~~ - ---~~~~~~~

THIS OUESTl0NNAlRt~IS ANONYMOUS -

PLEASE DO NOT INDICATE YOUR NAME -
fQ~ QEL!~L~4. ~~ Q!iL~’• 

. IN THE BOX BELOW. WRI TE IN . 
~~~~~~~ 

r - ~r-~~THE LAST DIGIT OF YOUR --- I’ ~~~~ __ ~~~ 

SPONSOR S SOCIAL SECURITY I 2 3 4. 5 6 7 8 9
ACCOUNT NUMBER j—.j Swv.yc~ Time :: ii~Ej

10 II 12 13 14 16S 
Please circle the ppropnate
response for eo~h Item below: 0.1, (d.ylmonthlyev) 

j i .

IS 17 18 19 20 21I. Your Sex: - ___________________(a) Male (b) Female .

2. Ycur Age: 22
(a) Less tha.~ 19 ~ears (c) 36 — 50 years S •
fbI 19 — 35 years (dl 61 years or older L.... i

- 233. Your Status:
(a) Active Duty Dependent (d) Retired Sponsor I
(bi Activa Duty Sponsor (e) Other I
(ci Retired Dependent L....

4. Sponsor s Grad.:
E.1. E.2. ~~ 14 , 15. E.6, E.7. 18, E.g -

W0.l, CWO -2. CW O-3 , CWO-4 [IlIlli
0.1. 0-2, 0.3. 0-’, 05,0.6,0.7, 08. 0-9 25 26

• .
~~ 
.,

S. What is your highest level of education now? (Include GED credits, if any)
Ia) No hugh school
Ib) Some hiçh school

• Ic) High school graduate or GED certificate or diploma
(dl On. Or two year s of college or vocational school (Include Associat, degree) - j(a) More than two years of college , 

S —-
(1) Collage degree (BA. 0$, or equivalent) 27
!p) ~ aduate Stu~~ up to and inobsding )

~st.re Degreeus )  Deotoral Degre. or equi~~1.st

6. Number of persons In your immediate family (including yourself):(a) I - (e) 5
(f) 0 r~’(a) 3 - - (a) 7or mor. i__ i

(d) 4 
S 

S

7. Your Race or Etlwilc Group:
(a) White (I) ChlniwAmgr can -

(b) Black (f) Japanese-AmerICan . - --
(C) Msx Ican-AmeI iCan (g) Filipino 

-(4) American IndIan (h) None of these, pleas, specify 29
6. DId you have an appointment today? •

• (a) Yes 
- 

(bi No 
• 

S 
• I .J

S. Does the sponsor Intend to make the milItary a career? 
•

(a) Ye • (C) Undecided S

(bi No (d) Not Appiicable — I_i
31

-
.5 

. 5 .. 

— 
-

• 
..

•

. -
-

S
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~T1 -~~~~~~~~~~~ 

S

S NOTE: The 1ulIo.~.~i~~ ~~~~~ P~...Mr. only t ,  ~~~ Vis~t ~- -4a~- c~ ~~~ ~~~~ -(Cc~ock the “ne box lu st best cicscribes your f~elin~s.j 
S

-S /1 ~1 ~?7: ~, /T
Wt447 I” YOUR SAT S~frCTION IN i ERMS Of /C5b ~~~~~~~~ 

Cz’ / ~ CC If IAL
S ~~~~~~~~~~~~~~~~~~~~~~~~~ ~I~~~Q~JI •?

I. D o o ~s interest in your problem U ~2. ‘Nu se s interest in your prot~ em - L_....] ~3. Other mecir.al per;onn”I : iMi;est in yr~ur problcm 311(p -.inia’~ i~ c ts~,ta, J.r~,rJ,tt-~ Thir;e C.in ci~~n) —_ .—~~~— 
_

~~_-4 __.-~ ~~~~~~~
-,

4. ‘~‘u;tco1.3 trsat~~nt by doctors J ~~

,

5. Courteous treatme~t by nur~cs - 1 ~6. Cnurteous.treatment by other medical personnel I [ ] ~.(P~~ ia~~ Airiatenta, A~~siets, Thi~oe Clinicians) — ..I_. — —7. Courteous tr eatmer t by rec~ptibnist - -

8. Quelity of health care I 
- I I [

~
] 
~9. Waitirtç tim, in this ~Pni: (Do not v.ri~o In times) I r—~ ~10. Convenience of Ioe.ation of this clinic 

— 
45

11. Convenience of oper~tInq hours of this clinic 
I I .

~~~

12. Ad~.quacy of this clinic’s physical facilities (seating, r’icomfort, decor) in general L J  ~
13. Adequacy of information given to you about your -

- rnedici’t problem by doctor S - L_J 411

14. Adequacy of information given to you about your -

medical problem by nurse L~1 ‘~
• 15. Adequacy of information given to you about your — - 

48
- medical problem by other medical personnel

(Pl~ ’eiciars Asaistanta, ~stociate, I~urao Clinicians ) — — — — — — —
16. Continuity of health care provided 

— — — — 
[_II] ~ 

S

If you have not yet had con tact with any or all of the services listed below,
the correct tarpons, is NO CONTACT TODA Y.

17. Laboratory services provided by thIs facility El ~.
18. P1wrmac~* ,arvlccs provided by this fecility r S

19. X-ray services pro”Ided by this facility — I — — 
i i~TJ ~o

Wi would appreciate any further comment you hav,.~ 
— — 

-
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_ _  ~~~~~~~~~~~~~~~~

INTRODUCTION

This booklet contains a questionnaire from the Academy of Health Sciences.

It is distril uted lGcally by the Health Care Studies Unit , hu t will be

tabulated & analyzed at Ft. Sam h ouston . It is designed to reflect your

perception of your present job. On the basic of your responses , a comparison

of staff  satisfaction among the various clinics at Silas B. Hays Army

Hospital will be made.

Your respon8es to chose questionnaire items will be used for research

purposes only. DO NOT IDENTIFY YOURSELF BY NAME OR SOCIAL SECURITY ACCOUNT

NUMBER.

Upon comp’etion please p1-ace this questionnaire in the blank envelope,

seal it , insert the sealed envelope in the ertvelQpe with your name on it , and

return to the person who gave them to you. Re will remove the outer envelope

with your name on it ~o the questionnaire will be completely annonymous when

it is returned to the Realth Care Studies Unit .

S

- 
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__  __  ~~~II~~

- 

- 
1NST~UCTIONS 

S

- /
In this booklet arc a number of  adj ectives and

phrases wtd ch could be uc cd to dcu~cribe  Live im—

- 
portant dimensions of your pre&cnt job: your

wor k , your supervisors , your pay, your opportunity

for pro uotion , and your co—workers.

- Put a “v” in the blank beside an item if the item

describes the particular aspect of your job

- printed at the top of the part~~u1ar page (i.e.,

work, pay).

Put an ’~~’ in the blank beside an item if the

ites~ doc~ not describe the particular aspect of

your job printed at the top of the particular

pcg. (i.e., york, pay). 
S

Put a “7” in the blank beside an item if you

cannot decide whether the item describes the

particular aspect of your job printed at the -

5 -
- 

- 

top of the p&rUculer page (i.e. , work , pay) .

-

‘ 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

S
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_ _ _ _  

-‘ -‘

. WORK S

Fascinating (01)

5 

-~ ____ 
Routine (02)

____ 
Satisfyin g -  - (03)

_____ 
b oring (04)

• 
_____ 

Cood (O5~

—~~~~~ 
Crea tive - 

- 

(06)

_____ 
Respected (07)

___  
Rot (08)

____ 
Pleasant (09)

- 
- 

Useful (10~

_____ 
Tiresone (11)

_____ 
Healthful 

- 

- - (12)

____ 
Challenging - (13)

____ 
On yôur feet (14)

____ 
Frustrating (15)

____ 
Simple (16)

—— Endless (3.7)
- - Give. sense of accomplishment (18)

S
. 

- 
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—~~~~~~ 
-

~~~~~~~
--

~~~~~
-

~~~~~~~~~~

-—
~~~~

S -

-

. 
. SUPERVISOR

S 

/
- 

Asks my advice (19)

— 
h ard to please - (20)

_____ 
lmp~iitc (21)

- 
- 

_____ 
Praises good ~ork (22)

S
. _____ 

Tactful - . (23) -
S 

- Influential (24) -

- 

Up—to—date (25)

- ____ 
Does not supervise enoug~ - 

(26)

- 
____ 

Quick tempered (27)

____

~

Ze11s -me -where I -itand (2-8)

_____ 
Annoying 

- 

(29)

_____ 
Stubborn 

- 

‘(30)

_____ 
Xnova job yoU (31)

_____ ~ad - (32)

- - intelligent (33)

— 
Leaves me on my own ~(34)

-~~~ _ __  
Lazy 

- - 

(3~)

____ 
4xound when needed - (36)

127
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\ _ - ~1

- 
S 

. 

- 
- - 

- PAY

_____ 
Incone edequate for i~ormal (37)

- - expenses

- 
- 

— 
Satisfactory profit sharing - (38)

-
- 

- 
____ 

Barely live on incone - (39)

_____ 
Bad (40)

____ 
income provides luxuries. 

- 

(41)

____ 
Insecure - (42)

• 
____ 

Less than I deserve (43)

_____ 
Righ].y paid 

- 
- (44)

_____ 
Underpaid - 

- (45)

- 1-

• - 
S 

- .
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- 
- 

- 

S

- 

: 
- 

- 

-

- I PROMOTIONS - 
S

____ 
Cood opportui~ity (or advancement (46)

- 

Opportunity somewhat limited (47)

____ 
Promotion on ability 

S~ (48)
- 

____ 
Dead end job (49)

____ 
Good chance for promotion 

- 
S~ (50)

- Unfair promotion policy (51)
‘ I  S 

-

____ 
Infrequent promotions (52)

S 
____ 

Regular promotions (53) 5

____ 
Fairly good chance for promotion (54)

- 

• -

~ 

5
5

S .t

p -A
- - S

• - . .
. - 

I S

- 
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I it m  Ii IIIi ~~iIi

- - - I -

~ 

- - - - 

- 
- CO—WORKERS - 

S

S 

- 
____ 

Stimulating 
5 

- 
(55)

- 

I 

-_____ Boring - (56)

- ____ :Slow - 
- - 

(57)

- - 

- Ambitious (58) -
- - 

— Stupid 
- 

(59)
S 

- Responsible (60)

____ 
Fast (61)

- 

____ 
Intelligent (62)

____ 
Easy to make enemies 

- 
• (63)

____ 
Talk too much - - (64)

- 
- 

- 

- 

(65)
- 

Lazy . - 

- 
- 

- 
- (66)

____ 
Unpicacant - (67) -

____ 
No privacy - - (68)

. 
____ 

Active 
• 

(69)

____ 
Narrow interests (70)

r _____ 
Loyal . 

- 

(71)

___  
Haz d to mset (72)

4 5 4

S - S
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1~

- 
- 

- - 
- - - 

-
S - - - 

-

- 
5- - ,  

-

I -

1

-I 

—

Put $ ch eck under th e face tha t ex pre s s es .10w you feel about yourjob in ~~~~~ IncludinC the work , the pay. the Suporvision the
- 

cpporW ~ie~as ~er prom~fion-ond the people you work with.

- ‘W v±~
j
~Jvg S

D O G - D O D

- 
- (73)

-

. • 

. 
- 4
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~~~~~~~~~~ 
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~~~~ -_ ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
~~~~~~~~~~~~w I u ~~~

BIOGRAPIIICAL/DEMOGRAPIIIC INFORM&TION

S 

Me last birthda y (in years) 
- 

(74—75)

flarit*1 Status (circle one below) :

Single Married Widowed Divorced (76)

If currently on active duty, how many years of active duty
have you completed, and what is your present rank?

years rank:________ (77—80)

Length of time since graduation from
Msdical/Dental/Vet.erinary/Nursing School.

(Only applies to active duty NC,VC ,DC I, & Ai~C)

y.mra (1—2)

Current position (circle on.) :

)D RN LPN PA Pharmacist S

Social Work er Clinical Spec Corpsman

Lab Technic ian 
- 

- 

X—Ray Technician 
- 

NCOIC (3—4)

H Records Clerk R*cspt ionist Secretar y

Clerk Typist Other (specify) : 
-

Clinic you ar e curr.ntly working in: -

AttIC ER PAN. PRAC. tb sp -

S (5)
vrr. i~~~. OB-GYN PEDIATRICS

TAXI PRA~ I NORTH

- 

I
S 

S

- 
132
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- STAFF SATISFACTION — TABLES OF RESULTS
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APPENDIX K
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APPENDIX K

Early in the course of the study, consults to other clinics
were evaluated and a determination made of specialist support re-
quired by family practitioners. This data was published in Pro-
gress Report II dated January 1974. The following pages have been
extracted directly from that data. Though it is realized that the
evaluations were made very early in the study, the data obtained
from the various .5pecialties on clinic time available and antici-
pated time necessary to handle consults, as well as the number of
return visits expected to result from a consult, is still valid
and is the part referenced in the current text.

in order to estimate the amount of time available in each
specialty area for outpatient care, and to determine the total
t ime generated for the specialist from one consultation , dis-
cussions were held with members of the teaching staff at Brooke
Army Medical Center , with physicians at the Academy of Health
Sciences, and with physicians at a post hospital . It was ex-
plained to each that the theoretical consult was to be an average
of all consults received by that specialty from fully trained
family physicians, and, when estimating the.average number of
follow—up visits the consult would require , the physicians were
asked to keep in mind tha t the patient would be sent back to the
referring family physician as soon as possible . Surgery t ime,
time for rounds, etc., was averaged over five days.

The following pages list determinations for the various
specialties. 

S

143

—5-

L.~~ _~~~~~~~~~~~~~~~~],r ~ ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ S--~~~~~~~~~ —-—S—-S—SS



S - 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

GENERAL SURGERY

The mean time available for daily outpatien t care was determined as
follows:

50 minutes (0730—1630) minus the sum of the following:

60 minutes 1. Lunch.
48 minutes P.T. day averaged over 5 days.
57 minutes — Leave and TDY; assume 24 days leave and 5

days TDY are taken during the year — ap—
proxImately 2 .5 days/month, averaged over
5 days.

240 minutes — Estimated weekly time spent on rounds on
non—operative day s avera ged over 5 days .

0 minutes — Estimated weekly time spent on rounds on
non—operative days averaged over 5 days.

135 minutes — Estimated mean time available for daily
outpatient care.

The consultative wcrkload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
from February 1973 through July 1973 was determined as follows:

30 minutes — Estimated time f or the initial consulta-
tive visit,

60 minutes Time for the estimated number of follow—up S

visits, four 15 minute visits.

- 
-~ 90 minutes Estimated total work generated for the

- S~ 
specialist for one consultation.

• Total number of consults from the 4 family
physicians from February 1973 through July
1973.

3,240 minutes Estimated total work generated by consults
made from February through July 1973.
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Determination of the number of family physicians one general surgeon
- 

- can support.

17,010 minutes — Total time available to one general surgeon
for outpatient care for 6 months (assume 21
weekdays per month).

3,240 minutes — Total work generated from the 36 consultations.

The total work generated from consultations represents 19% of the
available outpatient time. Therefore, each family physician will require
4.75% of a general surgeon’s available time (19% + 4 — 4 . 7 5 %) .

It is therefore estimated that one general surgeon can support 21
family physicians (100% ~

- 4.75% 21) if all of his outpatient time were
devoted to seeing patients referred from family physicians.

S
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ORTHOPEDICS

The mean time available for daily outpatient care was determined as
follows :

540 minutes (0730—1630) minus the sum of the following:

60 minutes Lunch.
48 minutes — P.T. day averaged over 5 days.
57 minutes — Leave and TDY; assume 24 days leave and 5

days TDY are taken during the year • ap-
proximately 2.5 days/month averaged over
5 days.

192 minutes — Estimated weekly surgical time aver aged
over 5 days (4 half days per wee~c).

12 minutes — Estimated weekly time spent on rounds on
non—operative days averaged over 5 days
(60 minutes——i day).

171 minutes — Estimated mean time available for daily out-
patient care.

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
from February 1973 through July 1973 was determined as follows :

30 minutes — Estimated time for the initial consulta-
tive visit.

60 minutes Time for the estimated number of follow—
up visits, four 15 minute visits.

90 minutes Estimated total work generated for the
specialist from one consultation.

- 
- 78 Total number of consults from the 4 family

physicians from February 1973 through July
1973.

7,020 minutes — Estimated total work generated by consults
made from February through July 1973.

I
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Determination of the number of family physicians one orthopedist can
S support.

21,546 minutes — Total time available to one orthopedist for
outpatient care for 6 months (assume 21 week—
days per month) -

7,020 minutes — Total work generated from the 78 consultations.

S The total work generated from consultations represents 33% of the
available outpatient time. Therefore, each family physician will require
8.25% of an orthopedist’s available time (33% -

~~ 4 — 8.25%).

It is therefore estimated that one orthopedist can support 12 family
physicians (100% + 3.25% — 12) if all of his outpatient time were devoted
to seeing patients newly referred from family physicians.

I
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UROLOGY

The mean time available for daily outpatient care was determined as
follows:

540 minutes (0730—1630) minus the sum of the following :

60 minutes = Lunch.
48 minutes — P.T. day averaged over 5 days.
57 minutes — Leave and TDY ; assume 24 days leave and

5 days TDY are taken during the year = ap-
proximately 2.5 days/month, averaged over
5 days.

144 minutes — Estimated weekly surgical time averaged
over 5 days (3 half days per week).

24 minutes — Estimated weekly time spent on rounds on
non—operative days averaged over 5 days
(60 minutes——2 days).

207 minutes — Estimated mean time available foe daily
outpatient care.

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
from February 1973 through July 1973 was determined as follows:

45 minutes — Estimated time for the initial consultative
visit.

75 minutes — Time for the estimated number of follow—up
visits, five 15 minute visits.

120 minutes — Estimated total work generated for the
specialist from one consultation .

36 — Total number of consults from the 4 family
physicians from February 1973 through July[ 1973.

4 ,320 minutes — Estimated total work generated by consults
made from February through July 1973.
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Determination of the number of family physicians one urologist can
support. 

-

26,082 minutes — Total time available to one urologist for
ou tpa tient car e for 6 months (assume 21
weekdays per month).

4,320 minutes — Total work generated from the 36 consultations.

The total work generated from concultations represents 17% of the
available outpatient time. Therefore, each family physician will require
4.25% of a urologist’s available time (17% 4 family physicians = 4.25%).

It is therefore estimated that one urologist can support 24 family
physicians (100% ~r 4.25% — 23.5) if all of his outpatient time were
devoted to seeing patients referred from family physicians.
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- - PSYCHIATRY

The mean time available for daily out~- tient care was determined as
follows :

540 minutes (0730—1630) minus the sum of the following:

60 minutes - Lunch.
48 minutes P.T. day averaged over 5 days.
57 minutes Leave and TDY; assume 24 days leave and 5

days TDY are taken during the year = approxi-
mately 2.5 days/month, averaged over 5 days.

0 minutes = Estimated weekly surgical time averaged over
5 days.

60 minutes = Estimated weekly time spent on rounds on
non—operative days averaged over 5 days
(60 minutes daily) -

315 minutes Estimated mean time available for daily out-
patient care.

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
front February 1973 through July 1973 was determined as follows :

45 minutes — Estimated t ime for the initial consultative
visit.

80 minutes — Time for the estimated number of follow—up
S visits, four 20—minute visits.

125 minutes — Estimated total work generated for the
specialist from one consultation.

• 14 — Total number of consults from the 4 family
physicians from February 1973 through July

-

~~ 
1973.

1,750 minutes — Estimated total work generated by consults
made from February through July 1973
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Determination of the number of family physicians one psychiatrist can
support -

39 ,690 minutes — Total time available to one psychiatrist
for outpatient care for 6 months (assume

- 
I 2]. weekdays per month).

1,750 minutes = Total work generated from the 14 consultations.

The total work generated front consultations represents 4% of the
available outpatient time. Therefore, each family physician will require
1% of a psychiatrist ’s available time (4% -

~~ 4 family physicians = 1%).

It is therefore estimated that one psychiatrist can support 100 family
physicians (100% -

~ 1% • 100) if all his outpatient time were devoted to
seeing patients referred from family physicians.
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PEDIATRICS

The mean time available for daily outpatient care was determined as
follows :

540 minutes (0730—1630) minus the sum of the following:

60 minutes • Lunch.
48 minutes P.T. day averaged over 5 days.
57 minutes — Leave and TDY ; assume 24 days leave and 5

days TDY are taken during the year ap—
proximately 2.5 days/month, averaged over
5 days.

0 minutes Estimated weekly surgical t ime averaged
over 5 days.

60 minutes • Estimated weekly time spent on rounds on
non—operative days averaged over 5 days
(60 minutes daily).

315 minutes • Estimated mean t ime available fo~ daily
outpatient care.

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
from February 1973 through July 1973 was determined as follows:

45 minutes — Estimated time for the initial consulta-
tive visit.

75 minutes — Time for the estimated number of follow—
up visits, five 15 minute visits ,

120 m±nutes — Estimated total work generated f~ o the
specialist from one consultadon.

- 
5 7 — Total number of consults from the 4 family

physicians from February 1973 through July
1973.

840 minutes — Estimated total work generated by consults
made from February through July 1973.
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Determination of the number of family physicians one pediatrician can
support.

39,690 minutes — Total t ime available to one pediatrician
for outpatient care for 6 months (assume
21 weekdays per month) .

840 minutes = Total work generated from the 7 consultations.

S The total work generated from consultations represents 2% of the
available outpatient time. Therefore, each family physician will require
0.5% of a pediatrician’s available time (2% + 4 family physicians 0.5%).

It is therefore estimated that one pediatrician can support 200 family
physicians (100% j 0.5% — 200) if all of his outpatient time were devoted
to seeing patients referred from family physicians.

S I
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INTERNAL MEDICINE

The mean time available for daily outpatient care was determined as
follows :

540 minutes (0730—1630) minus the sum of the following :

60 minutes • Lunch .
48 minutes — P.T. day averaged over 5 days.
57 minutes Leave and TDY ; assume 24 days leave and 5

days TDY are taken during the year = approxi-
mately 2.5 days/month, averaged over 5 days.

O minutes — Estimated weekly surgical time averaged over
5 days.

90 minutes • Estimated weekly time spent on rounds on
non—operative days averaged over 5 days
(90 minutes daily) .

285 minutes — Estimated mean time available for daily out-
patient care.

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
from February 1973 through July 1973 was determined as follows :

45 minutes • Estintated time for the initial consulta—
tive visit.

45 minutes • Time for the estimated number of follow—up
visits, three 15 minute visits.

90 minutes — Estimated total work generated for the
specialist from one consultation.

— 79 — Total number of consults from the 4 family
physicians from February 1973 through July
1973.

7 ,110 minutes — Estimated total work generated by consults
made from February through July 1973.

154

‘I

TI~~ ~~~~~~~~~~~~~~~~~~~~~~~~~~ 
- S S S ~~S_~~_•S ~~S-S• ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ .—-5 ---~~~~~ _____ — - S- S55~

__ 
~~~~~~~~~~~~~~~~ 

-
~~~~~~ .



Determination of the number of family physicians one internist can
- support.

35,910 minutes — Total time available to one internist for
outpatient care for 6 months (assume 21

S weekdays per monçh).,

S 7,].1C minutes — Total work generated f rom the 79 consultations .

The total work generated from consultationd represents 20% of the
available outpatient time. Therefore, each family physician will require
5% of an internibt ’s available time (20% ; 4 family physicians — 5%).

It is therefore estimated that one internist can support 20 family
physicians (100% 4 5% — 20) if all of his outpatient time were devoted
to seeing patients referred from family physicians.
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- DERMATOLOGY

The mean t ime available for daily outpatient care was determined as
follows:

540 minutes (0730—1630) minus the sum of the following :

60 minutes = Lunch. -

48 minutes P.T. day averaged over 5 days .
57 minutes — Leave and TDY ; assume 24 days leave and 5 days

TDY are taken during the year • approximately
2.5 days/month , averaged over 5 days .

0 minutes — Estimated weekly surgical t ime averaged over
5 days.

0 minutes — Estimated weekly t ime spent on rounds on non—
operative days averaged over 5 days.

375 minutes • Estimated mean time available for daily out-
patient care

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six month period
from February 1973 through July 1973 was determined as follows :

30 minutes — Estimated time for the initial consultative visit.
45 minutes — Time for the estimated number of follow— up visits ,

three 15 minute visits.

75 minutes Estimated total work generated for the specialist
from one consultation.

S 

- 25 • Total number of consults from the 4 family
physicians from February 1973 through July 1973.

1,875 minutes — Estimated total work generated by consults made

S.. 
from February through July 1973.

Determination of the number of family phynicians one dermatologist
can support.

47 ,250 minutes — Total time available to 1 dermatologist for out-
patient care for six months (assume 21 weekdays
per month).

l ,o75 minutes — Total work generated from the 25 consultations
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The total work generated from consultations represents 4% of the avail—
able outpatient time. Therefore, each family physician will require 1%
of a dermatologist’s outpatient time (4% -

~ 4 family physicians — 1%).

It is therefore estimated that one dermatologist can support 100 family
physicians (100% -

~ 1% — 100) if all of his outpatient time were devoted
to seeing patients referred from family physicians.
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OPHTHALMOLOGY AND OTOTARYNGOLOGY*

The mean time available for daily outpatient care was determined as
follows:

540 minutes (0730—1630) minus the sum of the f ollowing:

60 minutes — Lunch.
48 minutes • P .T . day averaged over 5 days.
57 minutes — Leave and TDY; assume 24 days leave and 5 days

TDY are taken during the year approximately
2.5 days/month, averaged over five days.

120 minutes • Estimated weekly surgical time averaged over
5 days (2 1/2 half days).

30 minutes • Estimated weekly time spent on round s on non—
opera tive days averaged over 5 days (60 minutes——
2 1/2 days).

225 minutes — Estimated mean time available for daily out--
patient care.

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
from February 197~ through July 1973 was determined as follows:

30 minutes — Estimated time for the initial consultative
visit.

45 minutes — Time for the estimated number of follow—up
visits, three 15 minute visit

75 minutes — Estimated total work generated for the specialist
front one consultation.

73 — Total number of consults from the 4 family
physicians from February 1973 through July 1973.

5,475 minutes — Estimated total work generated by consults made
from February through July 1973.

Determination of the number of family physicians one ophthalomologist
and one otolaryngologist can support.

29,862 minutes — Total time available to one “EENT” specialist for out—
patient care for 6 months (assume 21 week— S

days per month).
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5,475 minutes — Total work generated from the 73 consultations.

- - The total work generated from consultations represents 18% of the avail—
S able outpatient t ime . Therefore, each family physician will require

4.5% of an “EENT” specialist ’s time (18% i 4 family physician — 4.5%).

It is therefore estimated that one “EENT” specialist can support 22
family physicians, or that one ophthalmologist and one otolaryngologist

- can each support 44 family physicians (100% ~ 4.5% 22.2; 22.2 x 2 = 44.4)
if all of their outpatient time were devoted to seeing patients referred
from family physicians.

*It was necessary to consider these together instead of separately,
because their clinics are combined and referrals to either are made
to EENT . i •~~

S .
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OBSTETRICS AND GYNECOLOGY
S 

The mean time available for daily outpatient care was determined as
follows:

540 minutes (0730—1630) minus the sum of the following:

60 minutes - Lunch.

48 minutes — P.T. day averaged over 5 days .
57 mi~iutes — Leave and TDY ; assume 24 days leave and 5

days TDY are taken during the year = approxi-
mately 2.5 days/month, averaged over 5 days.

192 minutes — Estimated weekly surgical time averaged over
5 days.

12 minutes — Estimated weekly time spent on rounds on
non—operative days averaged over 5 days
(60 minutes — 1 day) .

171 minutes — Estimated mean time available for daily out-
patient care.

The consultative workload generated by the four family physicians in
the hospital—based family practice clinic for the six—month period
from February 1973 through July 1973 was determined as follows :

30 minutes — Estimated time for the initial consulta-
tive visit.

60 minutes — Time for the estimated number of follow—
up visits, four 15 minute visits.

90 minutes — Estimated total work generated for the
- 

J specialist from one consultation.

‘5 - 50 — Total number of consults from the 4 family
physicians from February 1973 through July
1973.

4 ,500 minutes — Estimated total work generated by consults
made from February through July 1973.
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~ Determination of the number of family physicians one obstetrician--
gynecologist can support.

- 

5 

21,546 minutes — Total time available to one obstetrician—
gynecologist f or outpatient care for 6

- 

- I months (assume 21 weekdays per month).

- 
4 ,500 minutes — Total work generated from the 50 consultations.

- 
The total work generated from consultations represents 21% of the

S available outpatient time. Therefore, each family physician will require
5.25% of an obstetrician—gynecologist’s available time (21% 4 family

— physicians — 5.25%).

- It is therefore estimated that one obstetrician—gynecologist can support
19 family physicians (100% 4 5.25% — 19) if all of his outpatient time

- were devoted to seeing patients referred from family physicians .
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APPENDIX L

COST ANALYSIS FORMAT

(Data for determination of cost per clinic visit)
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LIST OF ABBREVIATIONS, ACRONYMS, AND SYMBOLS

ANIC Acute Minor Illness Clinic
AVG Average
BE Ba rium Enema
CBC Complete blood count
CHAMPUS Civilian Health and Medical Program for  the

Un iformed Services
DHEW Departmen t of Health , Education , and Welfare
DIFF Differential (blood count)
DOD Department of Defense 4
DPT Diphtheria , Pertusis, and Tetanus
DT Diphtheria and Tetanus
EKG Electrocardiogram
ENT Ear , Nose, and Throat
ETR Emergency Treatment Room
EXAM Examination
FAN PR HOSP Hospital Family Practice Clinic
FAN PR NORTH North Fort Ord Family Practice Clinic
FLU Influenza
FPC Family Practica Clinic
FPH Family Practice Hospital (i.e., Hospital Family

Practice Clinic)
FPN Family Practice ‘~orth (i.e., North Fort Ord Family

Practice Clin ic)
FSHTX Fort Sam Houston , Texas
GI Ga strointestinal
GMC General Medical Clinic
GP General Practitioner
HCSD Health Care Studies Division
Hospital Clinic Hospital Family Practice Clinic
HSC Health Services Command
FIX History (medical)
INC internal Medicine Clinic
INT MD Internal Medicine
tNT MEDCN Internal Medicine
P/P Intravenous Pyeiogram
Lab Laboratory
LAT Lateral
LS Lumbosacral
MEDDAC Medical Activity
MHCS Mil i tary Health Care Study
MMR Mumps, Measles, & Rubella
MOS Mi l i tary Occupation Specialty
MPA Mi lita ry Pay, Army
MTH Master of Public Health
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NCOIC Noncommissioned Of f i cer in Cha rg e
North Clinic North Fort Ord Family Practice Clinic
OB/GYN Obstetrics and Gynecology

- I OCHANPUS Of f i ce  of Civilian Health and Medical Program
for Uniformed Service

OMA Operations and Maintenance , Army
0MB Office of Management and Budget
OPV Oral Polio Vaccine
OTSG Office of The Surgeon General
PA Physician Assistant -

PA Posteroanterior (in radiology)
¶ PE Physical Examination

PEDS Pediatrics
PREV Preventive
PR Provider (used for medical provider other than MD ——

such as nurse clinician, Physician Assistant)
RPR Reiter Protein Reaction
RX Prescription
SMA—l2 Trade name for  auto analyzer used in medical lab
SPSS Statistical Program for the Social Sciences
SSN Social Security Number

Summation Sign
T.TOX Tetanus Toxoid
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