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SUMMARY

At the Army's first Seminar on Ambulatory Health Services held
in 1971 at Fort Som Houston, Texas, it was:recommended that 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 Ord 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 Rudget (OMB),
Military Health Care Study (MHCS), and from the Office for the
Civilian Health and Medical Program of the Uniformed Services
(OCHAMPUS). Advanatages 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
a 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 relationship to the existence of or size of a patient
panel.
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Though it had previously been thought that family physicians
took care of 80 to 90-plus percent of their patients problems, data
obtained in this study and from the OMB MHCS indicated that families -
received fully 60 percent of their care from other scurces. 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 COMMUNITY -

- 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. Background. The priorities within health care delivery have
been subjected to significant revision over the past several years,
with the gradual swakening of the medical profession to the importance
of ambulatory care. It 1s moot whether tnis 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 consumer arenas
emphasis has shifted to ambulatory care, and with the shift in
emphasis have come shifts in manpower, resources, and research efforts.

A naturel 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 Osier. (Osler, 1902). At times the God-like patriarch
to his patients, and at others the second-rate purveyor of 'scientific
medicine" to his specialist colleagues, he seemed to be e dying breed
in the '50s and early '60s. Combined with a great feeling 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
them at any houir 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 doctors themselves did little to allay this feeling.
Fewer and fewer 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.

il




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 mushroom 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 care 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 medical, pediatric,
obstetric, and minor surgical) on both an outpatient and inpatient
basis." The Army's first family practice resident-training program
was establishad 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" fo: 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.




3 2. OBJECTIVES.

E a. To investigate the feasibility of providing comprehensive ,
health and sccial services to panels of Army family units, within the (4
context of family practice clinics.

e o bt

b. To systematically explore and describe in detail the ex-

F perience of a brocad 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
i to comparatively analyze advantages and disadvantages associated with |
T each approach. |

d. To establish a setting which could serve as an ongoing lab-
: oratory for the conduct of research into problems relevant to family-
oriented health end social services.

H 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. 1

3. METHODOLOCY.

a. Overview. In September 1972, approval for the study was
received from The Office of The Surgeon General (OTSG), with Fort Ord,
California, 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 studv 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 modified to house the clinic, and that it be staffed |
with three trained family physicians, one social workers, and an |
u appropriate mix of other health care personnel. Another hospital-
- eh based family practice clinic was to be established approximately six '
: months later, when more family physicians became available.

However, by the time the study plan was approved by HSC, {4
the Fort Ord Medical Department Activity (MEDDAC) was already com-
mitted to the establishment of a Family Practice Clinic (FPC) in the
hospital. Moreover, five fully-trained family practitioners, in- |
cluding the Program Director, had been assigned. The residency train- Sl i

{
'
|

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,




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 (MOS 6400), a psychology-social work technician (MOS
91G20), and a clerk typist (MOS 71B20). The Project Officer was a
physician (MOS 3153) assigned to HCSD, Academy of Health Sciences
(AHS), Fort Sam louston, 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 of that planned in the original study proposal, data
was collected at hoth clinics from the time of their openings. The
major study effecrt 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 description of data
collection and analysis efforts, as proposed in the original study
proposal were very broad and ambiguous, stating that "A range of
data collection methods will have to be used, to include direct ob-
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 for 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 collected on a
continuing basis. Other smaller studies werq 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 be dis~
cussed more filly in subsequent sections.

d. Revised Study Proposal. In May 1974 a Revised Study Proposal
was submitted to US Army Health Services Command (HSC), and was
approved on 12 July 1974. It called for extemsion 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
programmer wes 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 1873 a physician at the North Clinic
with an MPH 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,
notifying faniljes of acceptance, and assigning patients to doctors'
panels as spaces 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 actually 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 cmployed for its accomplishment. 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 particulairly evident from many of the original study questions
(Appendix A), in statements such as: 'What are the optimum numbers
« + «3" "What are the most satisfactory arrangements . . .," and
"How many familias should be assigned . . .".

o .
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In actuality, the study team did hot have such manipulative
powers. Its fuaction was merely that of observer; except for the
administrativ: 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 findings
and discussion related to the specific findings. Discussion of other
topics follows in separate sectionms.

a. The Application-Questionnaire.

(1) Procedures. The one page Application (Appendix C) and
nine page Questionnaire (Appendix D) served the dual purposes of ob-
taining a roster 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
80 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 families on whom complete data was available, 612 were initially
assigned to the 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 ratio was artificially
maintained by the selection procedure).
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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-
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
data).

{(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 twenty 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-l1 and 4a-2 are population pyramids
depicting the sex/age distribution of the family members in the North
Clinic panels, both those with active duty sponsors (Fig. 4a-l) and
those with retired or deceased sponsors (Fig. 4a-2).

Figures 4a-3 and 4a-4 are distributions of family

size as a percert of families of that type (active duty or retired/
deceased) seen in the North Cliniz.

Figure 4a-5 represents the distribution of Pay
Grades of the spunsors of families in the North Clinie.

Figure 4a-6 is a representation in chart form of
three other demographic variables of the sponsors and their spouses,
their race, 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 utilization figures

] can be obtained. Data from pages seven and eight of the Questionnaire
4 will be provided in a subsequent report.
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Figure 4a3-~3
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: FAMILY SIZE
(RETIRED / DECEASED SPONSORS & ELIGIBLE DEPENDENTS)

PERCENT

30

NUMBER IN FAMILY
(BASED ON 439 FAMILIES)

Figure 4a-4
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RACE
5 ACTIVE DUTY RETIRED / DECEASED
SPONSOR SPOUSE SPONSOR SPOUSE
NUMBEK | PERCENT | NUMBER | PERCENT | NUMBER | PERCENT | NUMBER | PERCEN
WHITE 709 68.8 715 70.0 325 74.0 297 68.0
BLACK 192 18.6 156 15.3 67 15.3 40 9.1
MEX-AM 39 3.8 34 3.3 6 1.4 3 0.7
PUERTO RICAN 17 1.6 9 0.9 4 0.9 3 0.7°
AM INDIAN 5 0.5 1 0.1 - = 2’ 0.5
CHINESE AM 3 0.3 3 0.3 s - 1 0.2 ~
JAPANESE AM 7 0.7 2 2.3 ‘ 0.9 38 8.1
OTHER 59 5.7 80 7.8 33 7.5 53 12.1
TOTAL 1031 100.0 1022 100.0 439 100.0 | 437 100.0
4 RELIGION
PROTES TANT 578 56.1 565 55.0 269 61.3 | 258 59.0
CATHOLIC 305 29.6 322 4| a2 2.4 148 39.9
JEWISH . 0.4 a 0.4 1 0.2 1 0.2
L OTHER 69 6.7 94 9.2 16 3.6 23 5.3
NA 74 7.2 Qa 4.0 g 2.5 7 1.6
TOTAL 1030 100.0 | 1026 100.0 439 100.0 | 437 100.0
EDUCATION
e Ll 6 | 58 | 103 | 189 3 5.4 M 0.4
ﬁmummwowwnmw 243 23.6 14 11.1 60 137 3 7.6
BASED ON # CASES

C

Figure 43-6




(3) Discussion. 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 sponsoxy 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
early in the study, in conjunction with the Hospital Clinic staff.
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 used 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 peatient.

At the time the patient checked-in, the receptionist
completed the administrative data on the upper portion, including the
date, name, spcensor's Social Security Number (SSN) with the family-
member-identifying piefix, 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 zave it to
the patient at the end of the visit. The patient then took the form
to the lab, X-ray, 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 opn 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 that relevant individual 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.




The data analysis was performed utilizing the canned
statistical package '"Statistical Programs for the Social Sciences"
(SPSS). The programs most frequently utilized included 'codebook'
and 'crosstab'.

(2) Findings. During the period of the study, a total of
45,898 encounter forms (Appendix F) were collected. 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.

lata 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 Januarv thru Decem-
ber 1974, unless otherwise specified.
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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
RELATIONSHIP

OF VATILNT NUMBER OF PERCENT OF
TO SPONSOR VISITS VISITS

SPONSUR 2757 21.00%
SPOUSE 5724 43.61%
CHILDREW ' 4571 34.83%

OTHER .
DEPENDENTS 74 0.56%

TOTAL 100.002

(c) Appointment Status. During the period August 1973
thru December 1973, a total of 5,093 visits were recorded. These visits
were comprised of 'Appointments' and 'Walk-ins' until early in December.
The latter part of December (835 of 1,056 visits) as well as all of 1974
(13,175 visits) separated 'Emergency' visits from the appointments and
walk-ins. The results of this distribution by=appointment status are
tabulated on the following page (TABLE 4b-3).

\
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" TABLE 4b~3 APPOINTMENT STATUS

MONTH/ NOT
YEAR 1973 VISITS WALK-INS/PERCENTAGFE. EMERGENCY RECOPDED

AUGUST 827 71 ( 8.59%) - 3

SEPTEMBER 904 7% (8.19%) - #1048

OCTOLER 1,154 131 (11.35%) L -

NOVEMBER (13.36%)

DECEMBER 1,056 69 ( 6.53%7) 3 15

( 6.79%)

(Early)

(Late) (835) (54) ( 6.47%) 3) (10)

1973 TOTAL 5,094 499 ( 9.80%) 3 33

MONTH/ NOT
YEAR 1974 VISITS WALK-INS/PERCENTAGE EMERGENCY RECORDED

JANUARY 1,157 51 ( 4.41%) 8 -

FEBRUARY 1,046. 84 ( 8.03%) 3 ==

MARCH 1,290 24 ( 5.74%) 7 ==

86 ( 7.48%)

1,149

MAY 967 95 ( 9.822)

JUNE 832 Sl ( 6.13%)

- > w w
]
]

1,012 .33 ( 3.262)

AUGUST 1,280 20 ( 1.56%) 2 ==

SEPTEMBER 1,082

OCTOBFR 1,197 ( 2.002)

NOVEMBER 1,074 24 ( 2,232) 3 e

DECEMBER 1,089 68 ( 6.242) 1 -

1974 TOTAL 13,175 610 ( 4.63%) 43 -

17 MONTH
TOTAL 18,269 1,109 ( 6.072) 46 33




| 1
E (d) Type of Clinic. Although the form was initially .4
b | designed to show the nature of the visit, i.e., whether the visit |
E was made during the 'regular' clinic hours or; during a [Special
] 3 Clinic' at night or on Saturdays, or 'Non-clinic', less than one |

percent of visits were recorded as other than the 'regular' clinic

between January and July 1974 (47 of 7378 visits). Consequently it
: was concluded that further analysis of these data would be of little
E | value to the oversll objectives of this study. .

(¢) Provider. The data for each provider has already
been furnished in Table 4b-1.

T T




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

TABLE 4b-4 PRIMARY PROBLEM

PERCENT OF
FROBLEM FREQUENCY . RECORDED VISITS

ACUTE (TEMPORARY PROBLEM) 2,739 22.14%

{ CHRONIC PROBLEM, ROUTINE 2,314 18.70%
PARTIAL EXaM, WELL BABY, 2,264 18.29% »
SCREENING EXAM, OR PREV, 1
EDUCATION
CLRONIC PROBLEM, FLARE-UP 1,338 10.81%

\

ACUT% (TEMPORARY) PROBLEM 1,021 ; 8.25% :
FOL.OW-UP ;
PRENATAL AND POSTNATAL CARE  ° 926 7.48%
CMPLETE HX AND PE FINISHED - 522 4.22%

‘ COUNSELIKRG/ADVICE 492 3.98%

ACUTE INJURY 235 1.90%

ACUTE INJURY FOLLOW-UP ‘ 176 1.422

FAMILY PLANNING/CONTRACEPTION 151 1.22%
ADMINISTRATIVE 59 0.48%
| IMMINI ZATION 40 0.32%
B CTHER ‘ 98 0.79%

| TOTAJ. VISITS WITH PRIMARY 100.00%
' PROBLEM RECORDED :

NOT RECORDED 800

58 TOTAL 13,175

19




3. (g) Second Problem. Trea'ted during the Same Visit.(*)

TABLE 4b-5 SECOND PROBLEM

| , ; PERCENT OF

-

RECORDED PERCENT OF
?ROLLEM FREQUENCY VISITS 2ND PROBLFMS é
COUNSELING/ADVICE 469 3.792 22.272 |
‘ CHRONTC PROBLEM, ROUTINE 436 3.52% 20.70%

i PAXTIAL EXAM, WELL BABY, 435 3.522 20.662
. SCREEM EXAM, OR PREV, :
EDUCATION

e

ACUTE (TEMPORARY)
PROBLEM

CHRONIC PROBLEM, FLARE-UP

ACUTE (TEMPORARY) PROBLEM
POLLCW-UP

FAMILY PLANNING/CONTRA- n
CSFTION :

IMMUNLZATION . 33
ADMINISTRATIVE 33
PRENATAL AND POSTNATAL CARE 22
ACUTE INJURY 1

ACUTE INJURY FOLLOW-UP 9
e COMPLETE HX AND PE FINISHED 7
. OTHER : 8

TOTAL RECORDED SECOND 2,106
PROBLFMS

PRIMARY PROBLEM ONLY . 10,269

¥O PRIMARY PROBLEM . 800
RECORDED , , : :

) TOTAL

* 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
1 treatment during tile same visit. The frequency of encounters and the

] percentage of second problems are provided in the table.

‘20
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(k) Length of Visit.

1 Length of Visit by Number of Visits. Om the
encounter form the provider recorded the 'Length of This Visit' 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 blnck averaged approximately 15 minutes, the 20-40
minute block averiaged approximately 30 minutes, and the Over-40 minute
block averaged approximately 52 minutes. The number of visits by these
approximate averag- length of visit are provided in the table below:

TABLE 4b-6 LENGTH OF VISIT

LENGTH OF VTSIT/ NUMBER OF * PERCENT OF
AVERAGK, VISITS RECORDED VISITS

4 MINUTES 291 2,462
15 MINGTES 8,829 74.73%
30 MINUTES : ‘ 2,333 19.75%
52 MINUTES 362 3.062

* TOTAL RECORDED 11,815 100.00%
NOT RECORDED 1,360

TOTAL 13,175

Average length of visit = .= ((LENGTH OF VISIT) X (NUMBER OF VISITS))

(TOTAL NUMBER OF RECORDFD VISITS)

Average length of visit = 18.82 minutes.

Rl £l e
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2 Length of Visit by Patient Prefix. In the follow-
ing table, the length of visit is tabulated by the relationship of the
patient to the sponsor.

TABLE 4b-7 LENGTH OF VISIT BY PATIENT PREFIX

RELATIONSHIP OF AVERAGE LENGTR
PATIENT TO SPONSOR OF VISIT

SPONSOR 20.19 Minutes
SPOUSE 20.14 Minutes
CH:LDFEN 16,93 Minutes

OTHZR DEPENDENTS 20.25 Minutes

SUB-TOTAL
RELATTONSHIP OR LENGTH NOT RECORDED

TOTAL

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)1l. 'rthe 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

MINUTES NUMBER OF VISITS/ NUMBER OF VISITS/
PROVIDER PER VISIT DATA LBASED ON DATA NOT RECORDED

el 16.36 1,778 36
MD#2 20.24 2,654
1083 15.35 600

17.24 2,179
17.28 1,264
M5 15.69 1,043
Wi 18.07 764

(ALL MDs) 17.69
PRAA 28.54 1,260
PRIB 16.81 154
PRIC 17.60 : 42

(ALL OTHERS) 26.98 ‘

SUB-TOTAL

\

PROVIDER NOT RECORDED

TOTAL

R Vit A I e e T gt
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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 increasing average length of visit.

PROBLEM

TABLE 4b-9 LENGTH OF VISIT BY PRIMARY PROBLEM

AVERAGE VISIT
LENGTH/MINUTES

/DMINISTRATIVE

ACUTE (TEMPORARY) PROBLEM FOLLOW-UP
ACUTE INJURY

ACUTE INJURY FOLLOW-UP

IMMUNIZATION

ACUTE (TEMPORARY) PROBLEM

PARTIAL EXAM, WELL BABRY, .
SCREENING EXAM, OR PREV, EDUCATION

CHRONIC PROBLEM, FLARE-UP
CHRONIC PROBLEM, ROUTINE
PRENATAL AND POSTNATAL CARE
CCUNSELING/ADVICE

FAMILY PLANNING/CONTRACEPTION
COMPLETE }MX AND PE FINISHED

OTHER

14,66 MINUTES

15,52 HINUTES

15.55 MINUTES
15.59 MINUTES
15.92 MINUTES
16.19 MINUTES

18.15 MINUTES

18.73 MINUTES
19.70 MINUTES
20.29 MINUTES
22,53 MINUTES
23.98 MINUTES
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 visits having
a second problem recorded was 18.05 minutes (recall 18.82 minutes for
all visits). :

~




(i). Prescriptions Ordered.

1l 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 4b-10 PRESCRIPTIONS BY NUMBER OF VISITS

NUMBER OF RXs NUMBER OF PERCENT/VISITS
PER VISIT (X) VISITS TOTAL IXs WITH (X) RXs

6,870 - 52.15%
2,997 2,997 | 22,75%
2,169 4,338 16.46%
795 2,385 6.042
233 932 1.772
78 . 390 0.59%

23 138 0.17%

28 0.037

2% 0.022

27 0.022

11,259 100.002




2 Prescription by Patient Prefix. (Forx whom were
Data is tabidiated below.

prescriptions wuttent?)

TABLE 4b-11 PRESCRIPTION BY PATIENT PREFIX

-

RELATIONSHIP TO
SPONSOR

NUMBER OF

VISITS

PERCENT/VISITS
WITH NO RXs

MEAN NUMBER/
RXs PER VISIT

SPONSOR

SPOUSE

CHILDREN

OTHER DEPENDENTS

.NOT RECORDED

2,741
5,697
4,549

7%

52.10%
49.942
54.83%
51.35%

0.89
0.91
0.76
1.32

TOTAL




i

: 3 Prescription by Provider. (By whom were
presciptions wuitten?) B

TABLE 4b-12 PRESCRIPTION BY PROVIDER

NUMBER/
VISITS

PERCENT/VISITS
WITH NO RXs

MEAN NUMBER/
RXs PER VISIT

PROVIDER

MDF1 1,814

1.01

39.032

MD¢2 2,790 46.67% 0.92

MD#3 1,145 48.03% 0.90

MD#4 59.60% 0.68

2,327
+ MD#5 1,338 37.22% 1.35
Mdéo 1,274 81.79% 0.31

820 50.73% 0.95

0.74

1,339 59.67%

PR#B 173

41.62% - 0.97

PRIC 56 67.86% 0.64

SUB-TOZAL 13,076

PROVIDER NOT
RECORDED

99

TOTAL
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(i) EKGs Ordered.

1 EKG by Visits. During 13,175 visits in 1974
to the North Clinic, EKGs were ordered 255 times, or at 1.94 percent
of visits.

2 EKG by Patient Prefix. (On whom were EKGS
ondered?) Results are tabulated below.

TABLE 4b-13 EKG BY PATIENT PREFIX

RELATIONSHTP OF NUMBER OF PERCENT OF PERCENT OF VISITS
PATIENT TO SPONSOR EKGs ORDERED EKGs ORDERED (FROM 4.b.(2) (b))

SPONSOR 95 37.262 21.00%
SPOUSE 53.332 43.61%

CHILDREN & OTHER 9.412 35.39%
DEPENDENTS

TOTAL 100.002




3 EKG by Provider. (By whom were EKGs ordered?)

TABLE 4b-14 EKG BY PROVIDER

NUMBER OF PERCENT OF
PROVIDER VISITS VISITS WITH EKG

MD{1 1,811 0.667%

MDA2 2,790 C.75%

##3 1,144 0.70%
2,327 1.29%

1,337 4.71%

1,274 ’ 5.18%

820 2,20%

1,672 : 3.51%2 {

13,175 1.94%

29




(k) X-ray Procedures Ordered.

1l Numbers and Types of X-rays Ordered. During
1 13,175 visits, 993 x-rays were ordered. Approximately one-half of these
é x-rays were 'Chest, PA & LAT'. Nine other types a¢count 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-15 TYPES OF X-RAYS ORDERED

PERCENT
OF VISITS

PERCENT

TYPE X-RAY OF X-RAYS

CHEST, PA & LAT 3.72% 49.35%

0.422 5.54%

CLEST, PA

UPPER GI 4.23%

0.322

PATELLA 4.23%

0.322

2.822

SPINE, LS 0.212

-IVP 0.20Z 2.72%

BE 2.32%

0.172

SKUL'. SERIES 2.22%

0.172

FOOT 2.112

0.162

SPINE, CERVICAL 0.142 1.91%

OTHER (48 TYPES) 1.702 22,552

TOTAL

7.54% 100.00%

PRI BT ISR
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; 2 X-ray Procedures by Patient Prefix. (On whom
i were x-rays ondened?T :

: TABLE 4b-16 X-RAYS BY PATIENT PREFIX

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

SPONSOR 2,741 310 11.31%

SPOUSE 5,697 448 7.86%
CHILDREN 4,549 215 4.73%

OTHER DEPENDENTS ; 7% 13 17.57%

SUB-TOTAL, 13,061 7.55%
INCOMPLETELY CODED 114

TOTAL 13,175

s b
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x-hays ondenred?)

N b A 2w

PROVIDELR

X-Ray Procedures by Provider.

TABLE 4b-17

NUMBER OF

VISITS

i

X~RAYS BY PROVIDER

NUMBLR OF

MD#1
MDI2
MDI3
MD#4
MD{#5
M6

MD#7

1,814
2,790
1,145
2,327
1,338
1,274

820

94 5.18%
7.78%
3.32%
5.80%
12.26%
12.872
7.072

TOTAL MD

PRIA
PRZB

PR#C

11,508

1,339
173
56

7.562

7.322
9.83%
10.71%

TOTAL OTHER
PROVIDER

SUB-TOTAL

INCOMPLETELY
CODED

99 °

7.72%

7.58%

13,175

(By whom were

PERCENT VISITS WITH
X-RAYS X~RAYS ORDERED




(&) Laboratory Procedures Ordered.

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
LAB ORDERED

TYPE LAB

CBC & DIFF.

13.54%

SMA-12, FASTING 9.002

URINALYSIS 911 8.382

THROAT CULTURE 7.32%

CLEAN CATCH
URINALYSIS

6.632

P SR

"RPR

5.882

CHOLESTEROL &
TRIGLYCERIDES

4.672

URINE CULTURE 4,592

PAP SMEAR

4.272

ELECTROLYTES

3.612

SMA-12, NON-FASTING 3.192

CERVICAL CULTURE 303 2.952

OTHER 25.452%

TOTAL

100.002




2 Laboratory Procedures by Patient Prefix. (On
whom were Laboratony tests ondered?)

TABLE 4b-19 LAB PROCEDURES BY PATIENT PREFIX

RELATIONSHIP OF
PATIENT TO SPONSOR

NUMBER OF LAB
TESTS ORDERED

PERCENT OF
RECORDED TESTS

PERCENT OF VISITS
(FROM 4.b.(2) (b))

-

SPONSOR
SPOUSE
CHILDREN

OTHER DEPENDENTS

2,275
4,670
2,668

73

23.49%
48.21%
27.552

0.75%

21.00%
43.612
34.83%

0.562

SUB-TOTAL

INCOMPLETELY
CODED

9,686
81

100.00Z

TOTAL

34
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(m) Immunizations and Skin Tests Requested. During
e | 13,175 visits to the North Clinic in 1974, 1,637 immunizations and
tA ! skin tests were ordered. Patients could receive immunizations at the
F hospital without referral, however. The following rank ordering indi-
i cates the relative frequency with which certain tests were ordered.

{ TABLE 4b-21 SKIN TESTS AND IMMUNIZATIONS

TYPE SKIN TEST OR PERCENT OF SKIN TESTS
IMMUNIZATION AND IMMUNIZATIONS

TINE TEST 46.61%
OPV 18,272

LPT 17.172

T 8.18%
MR . L 3.972

OTHER (T. TOX, MEASLES 4.46%
AND RUBELLA, MUMPS, FLU,

AND SMALL POX--(10-20

EAC1)

OTHER RARE (LESS THAN §
4 EACH) - 1

& P

TOTAL

ks U 25

o o e S0 o




(n) 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

CLINIC

PERCENT
OF REFERRALS

ORTHOPEDICS
OBSTETRICS/GYNECOLOGY
DERMATOLOGY 65
ENT 62
OPHTHALMOLOGY 44
SURGERY ’ 4£

INTERNAL MFDICINE 40

UROLOGY 39

OPTOMETRY 34

OCCUPATIONAL THERAPY/ 24
‘PHYSICAL THERAPY .

OTHERS 105

16,052
11,282
10.33%2
9.862
7.00%
7.00%
6.3€6%
6.29%
5.41%
3.822

16.692

SUB-TOTAL 629

VISITS WITHOUT REFERRALS . 12,546
RECORDED

100.00%

TOTAL : 13,175
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wene regervred?)

Referrals by Patient Prefix.

(Which patients

TABLE 4b-23 REFERRALS BY PATIENT PREFIX

PREFIX

NUMBER OF
VISITS

NUMBER OF
REFERRALS

PERCENT REFERRAL

VISITS

SPONSOR
SPOUSE
CHILDREN

¢ OTHER DEPENDENTS

2,741
5,697
4,549

74

180
244
193

3

6.572
4.28%
4.24%
4.052

SUB-TOTAL

INCOMPLETELY CODED

13,061
114

TOTAL

13,175




made?)

3 Referrals by Provider. (By whom were nefervials

TABLE 4b-24 REFERRALS BY PROVIDER

NUMBER OF
VISITS

NUMBER OF
REFERRALS

PERCENT OF VISITS
WITH REFERRALS

PROVIDER

ML 1,814 87 4.80%

6.16%

2,790

1,145 2.71%

4.51%

MD#4 2,327

MLES 1,338 4.19%

5.34%

MDI6 1,274

820 6.71X

MDE7

TOTAL MD 11,508 574 4.99%

PRIA 3.29%

1,339

1,732

PRE3 173

PRIC 356 5.36%

TOTAL OTHER 3.192

PROVIDER

1,568

SUB-TOTAL 13,076 - 624
99

INCOMPLETELY
CODED

TOTAL



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

TABLE 4b-25 CLINIC UTILIZATION RATES

ACTIVE
DUTY

TAMILIES : 326
PERSONS ‘ 1,358
FAMILY SIZE: MEAN 4.166

MEDIAN 4.091

MODE 4
VISITS IN 1974 4,103
VISITS PLR FAMILY 12.586

VISITS PER PERSON 3.021

It was determined, therefore, to select for analysis
only those families who were definitely members of the clinic for the
entire 1974 caleadar 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 heavier health care utilizers. The results
are given in Table 4b-25, above.
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(3) Discussion.

Most of the data in the preceding tables in this section
are self-explanatory. 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 min.) per month, 17.84 hours per week, or 3.57 hours per day
(assuming linear 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#1 (16.36 min.), total average
time spent in ceeing clinic patients was 93.0 hou s per month, 23.24
hours per week, or 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 menth periods. MD#1 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. The 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, respeciively. Because of i
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.

4 (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

4 for men (Vital and Health Statistics, 1971).

Although the retired/decreased sponsor family is
somewhat smaller than 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 concerned, 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
uarterly on "The Family Doctor" (0.59 to 0.86 prescriptions per
visit). (Milbank, 1972).

R

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

o Although 17 percent of visits had a second
problem 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 series of subjective reports to assess satisfaction; and
the reliability aad validity of the measuring instrument must be
addressed.

Tre Patient Satisfaction Survey was administered with 19
items assessing attitudes toward physicians, nurses, medical auxiliaries,
professional incerest, 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. 1In
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, introduced the questionnaire (see Appendix
G). The data collection instrument consisted of two parts: demo-
graphic information and satisfaction attitudes. Patients were




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 different dates from November 1973 to September 1975.
The total number of patients responding was 1610. The sample consisted
of 564 males, 1023 females, and 23 unidentified subjects. The number
of patients surveyed by clinic and date is given in Table 4c-1.

The overall response to all 19 patient satisfaction
items was very satisfactory (mean responses to all items being greater
than 4.00 '"Mcstly Satisfied"). The mean-item rating (the average 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 wean 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 Information). The item clusters represent global measures
of satisfaction. The grand mean responses for each item cluster were
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-~odd and mean-even scores was .937. Correcting for the whole
instrument, the reliability becomes .967.

In addi*t.ion, a Principal Components Factor Analysis
of all 19 items was perfcrmed. A sample of 178 subjects 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 first
factor. A complete factor analysis of the 1610 subjects' respanses to
the 19 items revealed three factors with eigenvalues greater than

1.000 (accounting for a cumulative 67.6 percent 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~1 RESPONDENTS BY CLINIC AND DATE SURVEYED
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TABLE 4c-2 GRAND MEAN AND DISPERSION

Grand mean and dispersion of
alinics' mean (corrected for covarying
owt date) for individual items.

SATISFACTION ITEMS

1, Doctor's intersst in my problem

2, MNuree's interest in my problem

3. Other medical personnel interest
in my problem (physician assistants,
amosists, nurse clinicians)

4. Courtecus treatment by doctors

5. Courteous t-eatment by nurses

6. Courtecus treatment by other medical
person (physician assistants,
amosists, nurse clinicians)

7. Courteocus tre¢tment by receptionist

8. Oullttx of heaith care

9. Waiting time in this clinic

10. Convenience of location of this clinic

11. Convenience of cperating hours of
this clinic

12. Mequacy of this clinic's phyeical
facilities (seating, comfort, decor)
in genexal

13. Adequacy of information given to you
about your meciical problem by doctor

14. Adequacy of information given to you
about your medical problem by nurse

15. Mequacy of information given to you
about your wed!cal problem by other
personnel (physician assistants,
amosists, nurse clinician)

16. Continuity of health care provided
(continued thorough care)

17. Laboratory services provided by this
facility

10. Pharmacy services provided by this
facility

19. X-ray services provided by this
fooilicy $
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4.62
4.51
4.49

474
4.67
4.64

4.66
4.52
4.12
4.62
4.62

4.58
4.%9

LY b

4.46

:
=.07
-.08
-.08

-.08
-.05
=.06

-.06
-.11
-.135
-.08
-.08

-.03
-.06

-.06

~.04
-.04
.00

-.01

§

-.08
-.07
.05

-.04
-.03
.03

-.04
.02
.05
.03
.02

.04
-.04

-.10

-.02

-.10
-.13
=11

-.03

FAM PR NORTH

.22
20
.21

.23
<19
.14

.19
.20
.22
-.12
.05

.07

.19

24

.26

.46

.29

FAM PR ROSP

.17
.0%

.11
.10
.08

.18
.18
.29
.13
.07

-.03

.13

.18

.09

.14

-.04

-.18

PEDIATRICS

. .
o W
~ -

.16
.21
.09

.26
.29
.22
.15
17

.12

.27

17

.02

.14,

.17

.23

.18
.19
.04

.10
.06
-.02

.01
.21
.07
.12
.02

.14

.09

.31

.02

.21

.16

.11

.27

é ii&-nhm.u
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identifiable facter 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/quality
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 accounted Ior by the factors, the reliability of the survey
instrument as determined by Factor Analyses falls between 65.0 and
72.0 percent of the common variance being accounted for by the
factors (simple correlation coefficients of between .81 to .85).

(c) Validity. The validity of the survey instrument
was assessed using correlations with specific criterion ztems. The
simple correlations between the mean-item rating (average of all
items to which the subject responded) and the individual 19 items
ranged from .609 to .814 (median correlation was .760). The simple
correlation between the mean-item rating and the item dealing with
"Quality of Eealth 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 ievel of
education, military grade, 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 wzre no other significant sex differences on any of the other
items.

For whether patient had an appointment (Appoint-
meant), there were significant differences between groups (yes vs no)
on 15 of the 19 items and on the mean-item rating. Those individuals
who did have an zppointment scheduled reported significantly greater
satisfaction with the 15 items. Table 4c-4 shows which items there
were with significant differences. Significant differences exist for
p values less chan or equal to 050.

M s,
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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 rating. Of the respondents, retired sponsors were most
satisfied on all items.

Of the responses broken down by military grade
(Grade) groups (company grade officers, field grade officers, warrant
officers, E-1 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.




TABLE 4c-4 ‘

INDIVIDUAL ITEMS BROKEN DOWN BY DEMOGRAPHIC VARIABLES SHOWING SIGNIFICANCE
LEVEL FROM ANALYSIS OF VARIANCE (p VALUE)
E © <]
° 5 8 8 u
o § £ e ol &
SATISFACT1ON *TEMS “ () 2] ] 71
{ 1. Doctor's intersst in my problem 097 001 026 242 001 103 027
\
| 2. Nurse's intcrest in my problem 176 002 010 001 001 270 417
3. Other medical personnel interest 999 106 001 001 002 999 999
in my problem (pnysician assistants
AMOSISTs, nurce cliniciaus)
4. Courteous treatment by doctors 038 001 162 073 001 999 010
5. Courteous treatment by nurses . 999 006 023 018 016 345 101
6. Courteous treatment by other medical 999 084 010 016 001 999 999 |
personnel (physician assistants,. i
AMOSISTs, nurse clinicians) i
|
7. Courteous creatment by raceptionist 999 002 001 278 001 173 999 ) 3
8. Quality of health care 163 001 174 262 014 999 999 ! E
9. Waiting time in this clinic 999 001 076 156 08s 999 191 5 4
10. Convenience of location of this 117 002 - 002 041 043 999 999 i
elinic . [ 4
11, Convenience of cperating hours of 266 005 011 178 081 999 033 3
this clinic !
12, Adequacy of this clinic's 055 188 999 045 147 % 999 999
physica) facilicies in generel
:' { 13. Adequac)y of information given to 999 - 001 005 131 001 999 167
. : you sbout your medical problem by
F doctor f-
i
14. Adequacy of information given to 999 001 013 006 001 999 999 x 3
you about your medical problem by 3 13
1 nuree i
. i ¥
g 15. Adequacy of information given to you 999 023 001 001 001 999 999
2 i about your sadical problem by other
o personnel (physician assistants,
AMOSISTs, nuree clinicians)
16. Comtinuity of health care provided 272 001 012 00s 001 999 078
) (continued thirough care)
) 17. Laboratory servizes provided by this 999 017 999 126 007 999 999
factlitey ’
F 18. Pharmacy services provided by this 999 025 167 012 021 999 154
facilicy
19. X-ray services piovided by this 999 180 999 158 o ‘999 "9
faciliey

Mesn-item rating (genural satisfaction) 138 001 001 003 001 999 17
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(e) Analyses across clinics covarying out Jate.

1 Analyzing the separate Ptems 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 aad 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 2. Pediatrics was ranked highest on items 7, 8, and
11. Family Practice North Clinic was ranked lowest in satisfaction
for item 10.

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 issve, 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, Zyzanski, Cassel, and Thompson (1970) used
the Thurstone Method 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, and ccst/convenience
of care. Scale items were presented in a dichotomous format (agree -~
disagree).

In a follow-up article, Zyzanski, Hulka, and Cassel
(1974) offered modifications in content, format, and scoring cf their
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 producec 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 assessments of the
quality of wedical care. A variety of methodological issues must be
considered: 1) reliability, the consistency of an instrument over
repeated administrations; 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 for multi-trait, multi-method comparisons (Campbell and
Fiske, 1959) to assess satisfaction.

(b) Overall satisfaction.

The overall response to all items was in the very
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
attitudes toward specific topics (such as toward Physicians in gen-
eral, or Courtesy of the staff). The item clusters revealed very high
satisfaction in all areas.




The only reservation regarding the overall high
satisfaction echoes the concern expressed by Lebow (1974) regarding
variability in the data, or lack thereof. 1In 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 :

1 between groups on the items for Education, on all but on item for Sex,

‘ and all but thkree 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 Treatment, 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 intentions of the sponsor, the milftary 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 little further information).

T

(d) Clinics.

4 The Family Practice North Clinic was ranked high-
E. ! est in terms of patients' satisfaction with the medical care provided.
£ ‘ The physicians' Interest and Courtesy (and the Physician-cluster) and
f the continuity cf health care were reported as most satisfying. The
only major patient dissatisfaction factor was the location of the
North Ft. Ord Family 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 came from the nearby housing area, and
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 Survey.

(1) Background and Methodology. One of the questions of
great interest when the family practice program was conceived was
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. Hayes Army Hospital, Fort Ord. The clinics included the
Acute Minor Illness Clinic (AMIC), the Emergency Treatment Room (ETR),
both Family Practice Clinics (North Clinic and Hospital Clinic), the
Internal Medicine Clinic (IMC), 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 had the individual's name on it and contained the Job
Descriptive Index. Individuals were instructed that when the question-
naire was completed, they were to seal it in the blank envelope and
return it to the NCOIC. The NCOIC checked the individual's name off
the 1ist wher 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’method of multiple contrasts
was employed to separate the treatment effects of significant F ratios.
Table 4d-1 summarizes return rates found.

For the first administration in June 1974, there was a
significant F ratio for the staff sample for the satisfaction vari-
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).
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TABLE 4d-1 RETURN RATES BY CLINIC

Ft Ord Jun 3-7, 1974 Administration

[ 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 ‘rediatrics 14 12 2
5 Acute Minor Tliness Clinic 30 21 9
6 Emergency Room 26 12 14
7 Family Practice - Hospital 19 16 3
Grand Total 139 167 32
Ft Ord Dec 2-6, 1974 Administration
# CLINIC TOTAL RETURNED NO RESPONSE
1 Obstetric-Gynecology 16 16 0
2 Family Practice - North 15 12 3
3 Internal Mecicine 21 19 2
4 Pediatrics 12 10 2
5  Acute Minor Illness Clinic 27 25 2
6 Emergency Room 29 27 2
7 Family Practice - hospital 20 g 2 o8’
Grand Total 140 121 19
Pt Ord May 19-23, 1975 Administration
# CLINIC TOTAL RETURNED NO RESPONSE
1 Obstetric-Gynecology 20 17 3
2 Family Practice - North 15 13 2
3 Internal Medicine 26 20 6
4 Pediatrics 15 10 5
5  Acute Minor Illmess Clinic 24 19 5
6 Emergency Room 29 29 0
7 Family Practice - Hospital 24 el 9
Grand Total 153 123 30




I the second administration (in December 1974) there
were significant ¥ ratios 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 signifi-
cantly more satisfied (p <.05) than the staff 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-tested (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 effects tests
were performed through one-way ANOVAs. There were significant F ratios
for: SUPERVISOR by clinics (F = 3.277(6/311) p = .003), though no
significant cifferences between clinics; PAY by clinics (F = 3.181
(6/333), p = .004) in which the PEDS staff was significantly more
satisfied than 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 more satisfied than May 1975 (p <.05);
FACES by clinics (F = 3.681(6/340), p = .001), PEDS being more satis-
fied than Internal Medicine (p <.05); and 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 tesfed for
interactions between clinic and date-tested. For the pooled phy-
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 significant inter-
actions found. Simple effects tests were performed through one-way
ANOVAs. There were significant F ratios for: PAY by clinics (F =
2.176(6/106), p = .050), though no significant differences between
clinics; PAY by date-tested (F = 3.652(2/110), p = .029) with
December 1974 being significantly more satisfied than May 1975;
PROMOTIONS bty 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 Staff Satisfaction Data. From the
separate administrations of the Job Descriptive Index, there were
no consecutively significant differences found between 'staff or phy-

sician responses between clinics. 1In testing the pooled responses

for possible significant interactions between date-tested (of the three
administrations) and clinic differences, there were no significant

interactions detected for either staff or for physician responses. In

examining the staff responses, the Pediatric staff was significantly
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 that generally the Ft. Ord physicians tested are
satisfied with their job, but fail to show any greater or lesser
satisfaction on vhe part of Family Practice physicians.




TABLE 4d-2

GENERAL SATISFACTION LEVELS BY SPECIALTIES OF PHYSICIANS
AT FT. ORD, CALIFORNIA SURVEYED IN MARCH, 1974

SPECIALTY MEAN STD DFV N
1. Radiologists 2.638 0,982 2
2. Prevantive Medicine 2.344 0,143 5
3. General Medicine Officers - 2.282 0.383 19
4, Internal Medicine 2,265 0.383 1o
5. OB-GYN 1.907 0.350 6
6; Surgeons 2,775 0.533 22
7. Anesthesiologists 2,367 0,151 3
8. Psyrhiatrists 2.680 . 0.383 4
9. Pathologists 2,125 0.294 2
Total Population: 2,402 0.490 79

A S5-point Likert scale continuum where (1) equals very satisfied to

(5) very dissatisfied was used.




e. The OMB Study.

(1) Me*thodology.

Though not originally intended to be a part of the
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 (OMB) Military Health Care Study (MHCS) proved to be
a valuable acjunct. (Report of the Military Health Care Study,
December 1975). £n encounter study similar to that conducted in the
Family Practice 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 OMB MHCS, however, conducted an Encounter Survey
between 1 April 1974 and 31 July 1974, in the Northern California
area, including all of the medical clinics at Ft. Ord. 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 satisfy the Family Practice study needs, directly from
the MHCS Office. i

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
Office was tlierefore 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 either send the individual encounter
data cr 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 OMB MHCS (more correctly, from the Office for
the Civilian Health and Medical Program of the Uniformed Services
(OCHAMPUS), which was handling the automatic data processing (ADP)
for the OMB MICS).
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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,
0T, and PT), as listed in Table 4e-1l.

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-1 OMB NONRELEVANT VISITS

DENTAL (HOSPITAL ONLY)
OPTOMETRY

PODIATRY

OCCUPATIONAL THERAPY

PH{SYCAL THERAPY
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TABLE 4e-2 PRIMARY CARE CLINICS

(Number of visits by month, 1974)

CLINIC

EMERGENCY
ROGM

TROOP CLINICS

HOSPITAL FAMILY
PRACTICE CLINIC

ACUTE MINOR
ILLNESS CLINIC

SUB-TITAL
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TABLE 4e-3 PART PRIMARY/PART SPECIALTY CARE CLINICS

(Number of visits by month, 1974)

CLIN1C APRIL MAY

PEDIASRICS 105 95
GYNECOLOGY 7% s

OBSTETRICS 3 33 36

INTERNAL - 43 42
MEDICINE




TABLE 4e-4 SPECIALTY CARE CLINICS

(Number of visits by month, 1974)

ALLERGY
ORTBOPEDICS
DRMUNIZATION

PHYSICAL EXAM
ROOM

DERMATOLOGY

UROLOGY

OTOLARYNCOLOGY

PSYCUIATRY

GENERAL SURGERY ' 59
OPHTHALMOLOGY 75 - i

OCCUPATIONAL | 19
HEALTH

OTHER CLINICS* 172

SUB-TOTAL 1,253 :

- TOTAL FOR ALL
' CLINICS EXCEPT
FAM. PRAC. 2,329 -

* - There were 22 other specialty clinics, which had less than
{ 100 visits each during the four month period.

o




In summary, from 1 Aprdl thru 31 July 7'974, the same

family practice patient panel members who made 3,984 visits to The Noath
Clinic also made 7,134 visits Zo other medical clinics. This data is
summarized below in Table 4e-5.

TABLE 4e-5 CLINIC SUMMARY DATA

NORTH FORT ORD FAMILY PRACTICE

OTHER PRIMARY CARE (ETR, TROOP
CLINICS, HOSPITAL FAMILY PRACTICE,
AMIC) i

PART PRIMARY/PART SI'ECIALTY CLINICS
(INT MED, OB, G{N, PEDS)

ALL OTHER SPECIALTY CLINICS

TOTAL VISITS BY THIS GROUP OF PATIENTS
TO ALL CLINICS, APRIL - JULY 1974%

* - Not counting Dental, Optometry, Podiatry, OT or PT.
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(3) Discussion of the OMB MHCS Data.

When the data received from the OMB MHCS was compared
with the encounter data obtained from this study, the number of visits
to the North Cliric 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 OMB 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 by family
practice patients.

There has been a general feeling that 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 OMB MHCS
data, which show that, during the four month period of the study, only
about 36 percent of this group of patients' visits were actually made
to the North Clinic. Even if visits to the Hospital Clinic are in-
cluded (some were evening or weekend visits), and visits to the
Immunization Clinic are excluded, the total is raised to only about
42 percent. {Monthly Vitsl Statistics 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)).

First of all, why does the OMB data suggest conclusions
so significantly different from Perry's conclusions? Assuming that
both the OMP MHCS data and Perry's data are accurate, the only explana-
tion is that significant numbers of clinic visits did 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 nalf miles from the hospital (and therefore from the
other clinics), and that the records room at the North Clinic had no
attendant outside of normal duty hours, making it inconvenient and
difficult 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 OMB 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 Troop Clinics more often than he did the North Clinic.

Visits to the Troop Clinics were appropriate, as the
sponsor had free uaccess to both clinics (though he needed an appoint-
ment 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 Emergency 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 (AMIC) would have tco 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
with life threatening problems. If a patient called-in and talked
to the family practice 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 ETR or AMIC
for more immediate care. After becoming aware of the family
practice physicians' policy of coming in only for walk-ins with
life threatening problems, the family practice walk-ins to the ETR
or AMIC were trezted 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 peint
should be remembered when discussing continuity of care.

Many of the visits to the Part Primary/Part Specialty
Clinics also appear to have been inappropriate, that is, not direct
referrals from the North Clinic, but more likely patients seeking
primary care that could have been provided by North Clinic physicians.
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For instance, encounter data from the North Clinic listed only 21
referrals to Pediatrics in 1974; the OMB 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 OMB MHCS four
month data would extrapolate to about 1,002. Only about 13 percent
then (126/1,002) of Peds visits by North Clinic patients resulted
from referrals from family practice.

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

The discrepancy between referrals, corrected by the
estimated number of visits per referral, ard the numper of visits
actually recoraed by the OMB 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 beinyg 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)/678).

f. The CHAMPUS Study.

(1) Methodology.

In order to determine total health care utilization of
family practice panel families, OCHAMPUS (Office for the Civilian
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 military healch care delivery system. Consequently data for 1972
and 1974 were requested. During 1972, the patients did rot have
access to a family practice clinic, whereas during 1974 they were
all members of such a clinic. A gap was left between the two periods
because of the long delays in compiling statistical CHAMPUS reports,
and because of the staggered start of families in the family practice
clinic in 1973.




Specifically, the Roster (see para 4b(o)) was searched
for families shown to be members throughout 1974 by having at least
one visit prior to January 1974 AND at least one visit after 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 fulfill these
criteria. The SSNs of the sponsors were sent to OCHAMPUS for search
against their files.

(2) Findings.

Of the 232 active duty families, 87 had one or more
CHAMPUS encounters during the two years; however, 30 of these en-
counters werz for dental services. Dental CHAMPUS is not germane to
this study, and is not reported here. 1In all, tt.n, 24.5 percent
(57/232) of families were shown to have some CHAMPUS 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 CHAMPUS encounters. Three of these were dental
only. Therefore, 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-1 gives more detail on the active duty
families"' utilization of CHAMPUS, including the number of outpatient
vigits, the nnmber 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
CHAMPUS 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-1

UTILIZATION OF CHAMPUS BY ACTIVE DUTY FAMILIES,

NUMBER OF
FAMILIES

1972

—

OUTPATIENT
VISITS

HOSPITAL
DAYS

COST TO
GOVERNMENT

FORT ORD
AREA

LOCATION
UNKNOWN

12

24

154

59

- 379

99

$16,252.02

$17,145.18

TOTAL

$33,397.20

$35,087.96




TABLE 4f-2 UTILIZATION OF CHAMPUS BY RETLRED/DECEASED SPONSOR FAMILIES

NUMBER OF OUTPATIENT HOSPITAL COST TO
FAMLLIES VISITS DAYS GOVERNMENT

32 Y 295 210 $16,328.96

$18,310.14



: (3) Discussion of CHAMPUS Data.

The size of the CHAMPUS sample is too small to allow
conclusions to be drawn from changes in utilization over the two
years. This is particularly true since one family in the active
duty sample accounted for 77 percent of hospital days in 1972, 47 per-
3 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 utilization can
significantly influence the totals in a sample of this size.

In the active duty sample, visits dropped slightly
from 213 to 182 Letween 1972 and 1974, whereas hospital days and costs
increased. (Costs are not adjusted for inflation). The average num~
ber of CHAMPUS ou:patient 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, CHAMPUS 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 CHAMPUS by the retired family practice
family, althcugh 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 CHAMPUS for their medical care, including both those services
not provided by the Army and just as a matter of preference. Utiliza-
tion 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
accounts for onlv about 0.25 to 0.5 visits 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 daca obtained during FY 74.

o Average cost per Family Practice visit.
o Average cost 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 figures for FY 75 and then applying them
against workload data for FY 74, FY 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
visgit for FY 74, 75, and 76 by eliminating any unusual or one time set-
up costs normally associated with the establishment of a new clinic.
Thus, under this orocedure, the cost data for FY 75 could be used as
the base year data in developing cost comparisons between FY 74, 75,
and 76. Employing 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 MPA costs, OMA
costs, patient workloads, and average cost per clinic visit are given
for First Half of FY 75, Second Half of FY 75, and First Half of FY 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 portion of
expenses that were charged to the outpatient areas. The averzge cost
per visit for each clinic was then calculated using the following

equation:
OMA costs + Adjusted MPA costs

Average cost per visit = Clinic Workload

The average cost per clinic visit for each clinic is given in the
last columns of the tables in Appendix L, and has been furnished in
rank order in Tables 4g~1 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-rav 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 figures were obtained, the data is not presented

here.
It is apnarent that the costs per clinic visit at the North
Cliniec were high when compared with Intermal Medicine, Pediatrics,

and OB-GYN. The Hospital Family Practice Clinic costs per climnic
visit were alsc consistently less than those at the North Clinic.
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1
TABLE 4g-1
"‘ RANK ORDER OF CLINICS
| BY AVERAGE COST PER VISIT
(1st & 2d Qtr, FY 75)
RANK CLINIC ; . AVERAGE COST
5. Nuclear Medicine ; $39.35
; 2 General Surgery 22.77
.' 3 Social Work y 15.22
4 Emergercy Medical Services 14.85
5 ~ ('fatdlology s 13.44
6 Urology , 12.42
7 Neurology ' 11,91 1
- 8 **** North Ft Ord Family Practice Clinic 11.26
9 Hospital Family Prdctice 9.67
10 Allevrgy 8.56 ]
11 Medical Exam 7.88 : :
12 ENT G OPTH ) 7.60 '
13 Orthopedic - . 6.69
14 Podiatry 6.68 ]
15 Internal Medicine ‘ 6.40
16 Occupational Therapy 6.05
E 17 Acute Minor Iliness 5.96
e, 18 Phycical Therapy 5.38
19 OB-GYN 3 5.18
20 Pedfauric 4.81 j
; 3 21 Dermatology 3.53 ]
' 22 Optometry - - 3.44
A
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TABLE 4g-2

RANK ORDER OF CLINICS
BY AVERAGE COST PER VISIT
(3d & 4th Qtxr, FY 75)

RANK  CLINIC . . AVERAGE COST
1 Social Work ' $47.94
2 Nuclear Medicine 32.55
( 3 Emergency Medical Service ' 20.64
4 **k*% North Ft Ord Family Practice Clinic 14.99
5 Neurology 14.01
6 Caidiology 7 : 12.83
7 Uroiogy 11.54
8 General Surgery 11.01
9 Allerzy 10.81
10 Hospital Family Practice 9.73
11 ENT _ 9.65 T
12 Acute Minor Illness 7.22 ’
13 Orthopedic - 6.73 ?
14 Ped’atric 6.49
15 OB-GYN i 6.15 i
16 Internal Medicine 6.12
\. 17 Occupational Therapy 5.20 i
18 Medical Exam 5.20
‘ ,: 19 Physical Therapy TRAR: " 4.86
- 26 Podiatry 4.76 3
; " Dermatclogy 3.93 '

AVERAGE COST PER CLINIC VISIT AT FT ORD = $10.26 E

»
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TABLE 4g-3

RANK ORDER OF CLINICS
BY AVERAGE COST PER VISIT
(1st & 2d Qtr, FY 76)

RANK  CLINIC 2 : AVERAGE COST
1 Nuclear Medicine ' $42.78
2 Social Work . 28.19
3 Neuralogy ' 13.05
4  Ucology 12.49
5 Allergy , 12,31
6 Medical Exam i 12,21
7 %*%** North Ft Ord Family Practice Clinic 11,97
8 ENT 11.56
9 Emergency Medical Service 10.14
10 Genevral Surgery 9.25
11 Acute Minor Illness 7.94
12 Orthopedic : 7.08
13 Internal Medicine 6.75
14 Darmatology y 6.68
15 Pediatric ‘ 5.79 ]
16 Cacdiology 5.67 |
17 Occupational Therapy 5.29 i
18 Hospital Family Practice 5.44
19 Physical Therapy 3 4.96
26 Podiatry 4.92 7 1
21 OR-GYN 4.89




h. The Transportation Study.

(1) Methodology.

a One of the objectives of the study was to look at the
advantages and disadvantages of a neighborhood-based clinic as com-
pared to a hospital-based clinic. The North Clinic was established
on the premise that a clinic located near family housing areas would
offer conveniance 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 it to the patient's chart; then the nurse or dis-
pensary attendant who screened the patient asked the two questionms,
marked the responses, and collected the sheets. The study was con-
ducted for four weeks in May 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-1.




TABLE 4h-1 TRANSPORTATION DATA

MEANS OF GETTING TO THE CLINIC
HOW DID YOU GET TO THE CLINIC? I
DO YOU LIVE IN DROVE RODE WITH BUS, TAXI, i
PATTON PARK? A FRIEND OR WALKED ;
{ 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, did not live in the
adjoining housing area. Many of the on-post quarters are closer to
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

i than to the Ncrth Clinic. The hospital was also closer to the PX,

1 Commissary, and Service Station. The mere location of the clinic,
- then, offered almost no advantage over a location within the hospital.

Alttough 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 Pharmacy.

The North Clinic, 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 question of the value of having such services avail-
able locally. For purposes of this study, evaluation revolved pri-~
marily around productivity.

(1) ZX-ray.

Encounter data on X-rays ordered, Table 4b-14, shows
that 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 abouc 83 per month or four per clinic dav. 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 arpears, 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 bz 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 shift, 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 com-
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 processiag and could not be done locally, so that at times the
technician merely collected the sample and then had to transport it
to the hospital laboratory.

According to standard workload data from DA Pamphlet
570-557, 3,200 lab 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.




Whereas in X-ray and the lab, the technician was not
able to perform all the various tests ordered, the situation was
somewhat the revecse 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 hopsital clirics used its
services in order to receive faster service than could generally be
obtained at the hospital pharmacy.

Table 4b-10 reveals that about 1,000 prescriptions were
ordered per month 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 clinics. 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 supplies, the North Clinic pharmacist
appears to have been well utilized.

j. Neighborhood-Based Clinic: Advantages/Disadvantages.

At cbe 1971 Seminar on Ambulatory Health Services held at
Ft. Sam Houston, Texas (Proceedings of the Seminar, 1971), one ques~
tion posed ton 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 services 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 uot so specifically asked, the Emergency Room and
Family Practice Subcommittee volunteered that " . decentrelized
neighborhood clinics staffed by family physicians is the ideal in
those installetions where it is applicable and where financing of
additional separate facilities is available'. One of the purposes
of the present study was to evaluate the advantages and disadvantages
of the neighborhnod-based clinic concept.

Throughout the period of the study, the advantages of the
neighborhood-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 characteristics appear less a problem in the
centralized setcing.

i




(1) Advantages.

(a) Patients could park closer to the clinic entrance
than was often the case at the hospital.

(b) For those patients whose X-ray, lab work, or pre-
scriptions were 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 aveilable at the North Clinic had to make an additional trip
to the hospital.

(b) Patient records, kept at the North Clinic, were
relatively unavailable 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 consultation" with other specialists.

(1) No immediate radiological consultation was avail-

able.

{j) 1solation made it difficult for physicians to
check inpatients during the clinic day.




(k) Isolation resulted in decreased personal contact
of family practice physicians with other physicians at the hospital.

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

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

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

There is little question that the disadvantages heavily
outweigh the advantages. In those cases where a hospital is avail-
able nearby with adequate clinic space, there appears to be little
justification for the establishment cf a neighborhood-based clinic.

k. Patient Panel System.

(1) Advantages/Disadvantages.

Family practice, in its present configuration, is a
relatively new specialty. Many of the present practice methods are
based on assumptions, rather than on hard evidence cf effectiveness.
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 to insure that the practitioner does not get overburdened
with patient worl:load to the point that he loses proper time and re-
lationship with patients. It was further assumed that the panel was
essential for thne continuity of care and for familiarity with the pa-
tient and family. However, it is time to take a much clecser lock at
these supposed advantages.

Selection of a patient panel is not accomplished with-
out some difficulty. Unlese 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 molile, excessive time on the waiting list decreases
the time under th2 (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 entirely retired families,
since the retired families can wait almost indefinitely and the active
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 *o retired
families in the clinic arbitrarily maintained at a constant level,
then the retired list will hardly move 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 protlems, as when an active duty family, known to have
arrived and signed-up later than a retired neighbor, is accepted
earlier.

Centrol of the patient panel, once established, is
also difficult. A manual system, using file cards, is cumbersome
though necessary where automation is not available. Automation,
on the other hand, required a significant amount of keypunch and
computer time. The most frustrating problems are independent of
whether a maaual or automated system is used. These include cases
where, even though patients are requested to report to the clinic
before leaving the area in order to pick up their medical records,
they often do not. Others just quit the clinic without notification.
It is relatively impossible to determine with any certainty the exact
number of families in a panel at any particular time. Some of the
departed families were determined at Ft. Ord by checking through the
entire post ETS/PCS roster, each month, for family practice panel
families. Since the number leaving is very high comparea to the
numbers in family practice, this procedure is time consuming even
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 left the panel, as they leave,
requires more administrative time than to do so by blocks; however,
block refills results in more erratic panel sizes over time.

Thece 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 plays an important role in a family practice clinic,
some switching may well be desirable. It again, however, increases
the administrative burden.

The panel system was devised, among 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 nunber 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 number of daily visits
if all patients who needed and/or wanted to be seen were seen on the
desired day.

Cne 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 l1imited 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 OMB MHCS cited previously that
patients who are members of the family practice clinic do not 1limit
thetr 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, 1is given in Table 4k-1.




TABLE 4k-1

ADMINISTRATIVE FUNCTIONS PERFORMED FOR THE FAMILY PRACTICE CLINICS
BY THE HCSD TEAM AT FT ORD

1. CONTINUOUS SERVICES

Collect and file applications

Keep distribution areas supplied with
applicaticn forms

Keep current file of applicants by date
of application (type cards and assign
sequence numbers)

Answer phcne calls from applicants
concerning status

Supply clinic with encounter forms, and
collect, separate, and file them

Update card file from ETS/PCS roster

2. PERIODIC SERVICES

Type, reproduce, and collate application forms

Maintain random MD list for assignment of
patients

Re-allocation of patients on transfer of MD

Patient acceptance procedures

Update information on patients assigned
each MD

85

HOURS PER MONTH

5

1.5

16

18

12
20

72.5

2.5

6 hrs per
occurrence

b L o e il

7.5 hrs
per block
of patients

4 hrs per .
occurrence -




Pt

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 the 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, apvroximately
325 families were assigned to each family physician. Ft. Sill, q
Oklahoma was aiming at approximately 600 families. The Navy announced ‘
that at the Navy hospital at Millington, Tennessee, "Each practitioner
will provide corntinuous 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 infiuences 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 1is, that is, what the length of the
waiting 1ist 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 gsize. (Remember that these determinations were made
from data collected from a specific neighborhood-based clinic).

o The average famiiy 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 appoirt 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
administrative 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 costs, Eut 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 only be made
for vacancies available in the immediate 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 period of time, as patients left the system,
open slots wculd again begin to show up during the two-week period,
3 and would be automatically filled with new patients. When a doctor

was transferred, Ihis former patients would be referred to his replace-
ment in the same way.

E Thic system, or one like it, would:

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

o Allow daily appointment slots to be kept full.

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

o Partly remove the inequity of some patients

having family practice availability and others
not having it.

T

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

i he is now, and it would not be necessary to even
1 E 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, maintain all the good features of the present system.
As mentioned ba2fore, it would not be unlike what happens in the
civilian commuaity, in the establishment and maintenance of a private
physician's panel of patients.

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
attached to only one specific physician. Such questions are beyond

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

£. Physician Productivity.

The mere mention of physician productivity is often enough
to open a veritatle 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, within the specialty and geographic area of
practice. 1In a salaried 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 length 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 productivity that is available
for the compariscns in outpatient 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-gsite study team), the outpatient care productivities in thousands
of visits per physician manyear for the North Clinic family practice
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, for selected specialties, are as follows:

Medicine 7.819
OB-GYN 7.771
Pediatrics 8.568
General 12.724

Reinhardt (1975) lists average weekly patient loads, in
visits, and average practice hours per week, for various specialists
in solo and group practice. For group practice, single specialty,
he gives the folilowing figures, based on 1965-1967 data:

Internists 140 visits per week
0B-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-
mately 70 visite per week for the North Clinic physicians in 1974
(based on overall figures, 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 Practitioners and compared with other primary care special-
ists (Medicine, GB-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 visits per person per year (Table 4b-25).

The data obtained from the OMB MHCS through OCHAMPUS re-
vealed that only about 36 percent of visits by the group of families
assigned to the North Clinic were actually made to the North Clinic.
The families made 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 figure,
would be 8.39 visits per person per year for active duty family mem-
bers, and 10.26 visits per person per year for retired/deceased
sponsor family members.

To these figures 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.

Overall, utilization rates for family practice panel mem-
bers are high when compared with the rate of about 4.5 visits per
person per year for nonactive duty military beneficiaries in morth-
ern California, as reported in the OMB MHCS. (Military Health Care
Study, 1975).

5. CONCLUSIONS.

a. The North Ft. Ord Family Practice €linic 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 41(1l)). )

c. A clinic staffed by four physicians does not provide a co-
located laboratory with a sufficient workload for efficient operation.
(Section 41(2)).

d. The free-standing neighborhood-based clinic should not be
established in areas where a nearby hospital has adequate clinic space.
(Section 4Kk).

e. Job satisfaction among North Ft. Ord Family Practice phy-
sicians did not differ from that of other clinics' physic¢ians 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 is an inefficient and ineffective method for management
of family practice workloads. (Section 4£).

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

i. 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
the Hospital Family Practice Clinic, and higher than Internal Medicine,
Obstetrics/Gynecology, and Pediatrics. (Section 4g).

k. CHAMPUS 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
CHAMPUS while enrolled as family practice members, compared with the
number of families in the sample who used CHAMPUS prior to establish-
ment of family practice. (Section 4f£(3)).

£. The many specific findings in Section 4, PROCEDURES, FIND-
INGS, AND RELATED DISCUSSION, can provide useful information to those
operating or planning to operate a military family practice clinic.
Some especially useful items are considered to be:
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(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 18 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 populaticn 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 clinic should be considered, in such areas as:

(1) Increased number of clinic appointments per day;
(2) 1Increased 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
operating or planning to operate a military family practice clinic.
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APPENDIX A

ORIGINAL STUDY QUESTIONS

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, 91Cs, 91Bs, 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 the most satisfactory arrangements for incorporating
into the familyv clinic 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 handicapped, situation-related tensions which
find expression in somatic complaints, preparation for psychiatric
referrals, etc.?

d. How many families should be assigned tc each physician in the
family practice group to assure services which are at once comprehensive,
personalized, 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 neignborhood-
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 tne requirements for clerical support in the family
practice group? What level o: clerical skill is required?

b. 1Is 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 related to appointment system and clinic operation hours:

a. What is the most satisfackory schedule for normal clinic
operating hours?

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

c¢c. What is the most advantageous arrangement for taking calls
during non-clinjc hours? What problems and/or benefits are associated
with using non-nhysicians (e.g., 91C or nurse-clinician) as first call
person during non-clinic hours?

d. What proportion and what types of problems arising during non-
clinic hours can be managed satisfactorily 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 tc bz advisable for use in family practice clinics?

b. What system 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 the 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 doee 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 medical clinic?

d. What appruaches 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
self-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, internal
medicine, general surgery services)? By the MEDDAC administrative
community? What advantages and disadvantages do they associate with
this kind of clinic?

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

c. What patterns of specialty referral and consultation emerge in
family practice clinics? How do these patterns differ from those in the
general medical clinic?

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

e. What are the patterns of utilization of hospital beds by panel
families?

8. Questions related to staff satisfaction:

a. How does ctaff 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
practice clinic staff satisfaction?
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APPENDIX 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 family members, ages of sponsor and dependents, race,
officer, or enlisted, 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 Family 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 including length of stay, referral or Family Practice care, and
level of care (Intensive Care, General Ward, Operating Room, or Delivery
Room) ?

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

7. To what extent do panel members use non-~CHAMPUS health resources in
the civilian community?

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?
1

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-CHAMPUS health-related
resources in the civilian community?

20. What is the number of patients in the control group utilizing the
North Fort 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 Pharmacy)
utilized by health care providers in the primary care clinics (AMIC,
Pediatric Clinic, Gyn Clinic, 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 patients in the North Fort 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 Clinic 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 cliaics?

25. What are some of the differences in the care delivered to Family
Practice patients as opposed to control group patients which indicate
but do not measure the differences in quality of care delivered 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 thére 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 Practice program is instituted?

31. What are the costs and productivity of the general clinic approach
to primary care?

32. What are the costs, benefits, &nd 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, CALIFORNIA 93941

AMNGR-MED-FP 1 July 1973
SUBJECT: Family Practice Medical Care

TO: Active and Retired Military Families

You and your family ure invited to make application to participate in the Family
Practice Medical Care Program at Fort Ord. In January 1973, Silas B. Hays Arumy
Hospital began a new program in providing health care to active and retired
servicemen and their families. Because of limited resources, only a few families
could be invited to join the program at its beginning. Families already partici-
pating in the progrem are encouraged to continue and do not need fill out the
application.

More Family Practice doctors have now been assigned, and more space has been
acquired, so that a new Family Practice Clinic will be opened in the old hospital
area this summer. Two buildings have been extensively remodeled and equipped.

The new clinic will be able to provide Family Practice care for over 2000 families.
The new clinic, called the "North Fort Ord Family Practice Clinic", will operate
mainly by appcintment during the day, with a doctor on call to care for acute
emergencies at night or on weekends. The Family Practice Center at the hospital
will continue tc operate as it has in the past.

Doctors trained in che specialty of Family Practice provide total medical care to
entire families. The Family Practice doctor can personally care for about 85
percent of each family member's medical problems. He consults with and works
closely with other specialists as needed. All the members of the family have omne
doctor whom they ses first, and who cares for them when i1l or injured or pregnant,
or for routine problems such as well baby exams, PAP tests, periodic check-ups,
ate,

All active and retired military families in the Fort Ord area are eucouraged to make
application for Family Practice care. The number of families that can be included
is limited. Most of the families selected will receive their care at the North
Yort Ord Family Practice Clinic in the old hospital area, on Third Avenue, between
10th and 12th Streets. Selection considerations will include closeness of the home
address to the clinic, time remaining in the Fort Ord area, and status (active or
vetired). A representative cross section of officer and enlisted and active and
tetired militery families will be selected.

1f your family decides to make application for Family Practice care, please complete
the attached form and mail it to the address at the top of the form. Families
selected will be notified by mail and will be provided more information at that
time. The first families selected will be notified by mid-summer. Additional
families will be added to the program gradually, so that a family not selected
initially may be selacted later. If you make applicacion, please continue to

obtain medical care in the usual way until you have been notified that your family
has been selected. Families already receiving care at the Main Hospital Family
Practice Center need not apply, and are encouraged to continue with their Family
Practice Care.

Fanmily Practice Service
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! ' FAMILY PRACTICE SERVICE
U.S. ARMY MEDICAL DEPARTMENT ACTIVITY (MEDDAC) FORT ORD
Fort Ord, California 939.1

Sponsor's SSAN Date

Name and Ages of Sponsor and All Dependents Living In This Area:

Sponsor

Spouse

Children

Other

Active _Retired Branch/Service

——

Rank or Grade
Military Uait Phone

(or business address)
Local Home Address Phone

Estimated date of departure from Fort Ord area

Ary Major Health Problems in Family?

XF 594, 20 Jun 73
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APPENDIX D
MEDICAL HISTORY QUESTIONNAIRE

(Copies reduced in size)
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‘SPONSOR INFORMATION

Today's Date
'-; Sponsor's Name: r SSAN :
last Trst M
Present Marital Sht\:ss Never Married Married ___ Divorced
. Widowed Separated

" Pay Grade (circle ons):

WO-1 CWo-2

E-1 E-2 E-3 E-} E-S E-6 E-7 E-8 E-9

CW)-3 CWO-)4

0-1 0-2 0-3 0-4 0-5 0-6 0-7 0-8 0-%

Branch of Service (circle ome): USN USAF USMC USCG Other
' Sponsor's Date of Bi-th: Sex___ Status: Active__ Retired  Dec
Day/Month/Year S
Number of Eligibls Spouse If family is living in the Ft Ord area, including
Dependents: Children cities on the Peninsula, what is the estimated
Other date of departure?
- Departure Date
Duty or Business Address Phone
Home Address Phone
; FAMILY INFORMTION
Spouse's Names Id.r.lng in Ft Ord area (mcludi.ng

Tast :
Sexi___ Date of Birth(DOB):__

_lﬁ-t

~Mrst

Children's Names(oldest to youngest)s:

~ ML (inoluding cities on peninsula

R 1 < L i

(USE REVERSE SIDE IF NECESSARY)

cities on the Peninsula)?
Yes____ No

ear
SPECIFY LAST NAME IF DIFFERENT FROM PARENTS
Living in Ft Ord area? Sex

5q7§ont9?ear

living in Ft Oxd area? Sex DOB
(including cities on peninsula) Day/Nonth/Year

Living in Ft Ord area?
(including sities on pcninauhT_ _m_

idving in Ft Ord area? Sex DOB
(including cities on peninsula) = Day/Month/Year

Iiving in Ft Ord area? Sex DOB

(including cities on peninsula) Day/Month/ear

b




. OTHER ELIOIBLE DEPENDENTS

living in Ft Ord area? Sex DOB

Name Relationship (inaludinz cities on peninsula) Day/Ho/Ir
living in Ft Ord area? Sex
“Nawme — Relationship (inoluding cities on pea"‘mula)— "7_7“Ho

THE FOLLOVWING INFORMATION WILL BE USED ONLY TO DESCRIBE THE POPULATION SERVED AND TO
GET YOUR VIEWS TO ADD iN OUR PLANNING TO BETTER SERVE YOUR HEALTH CARE NEEDS.

NOTE: THE FOLLOWING INFORMATION PERTAINS TO THE SPONSOR.

1. Sponsor's race or ethnic groups 2. Sponsor's religious preferences

White (Caucasian) Protestant
Black Catholic
Mexican-Americsn ] Jewish
Puarto Ricar Not Above; Please

Specify
American Indian

; None

Chinese American

_Japancses Anecican ]

—Not Above; Pleas¢
T Spedify,

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

___Eight years o> less ~

—Somo high school but did not graduate
___Bigh school graduate

1O years college or less with no degree
—Jsscciate Degree :

o Jore than tvo years college but no degree °
—Bachelors Degree (other than LIB)

—_1i8, JD, or equivalent

—Jiasters Degres

~_Farned Doctarate (P, 0, Y
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Se. How many years of total active federal military service has sponsor completed?

—__less than 6 montha J
—__At least § months but less than 2 years
At least 2 years but less thafx L years

—__At least 4 years but less than 8 years

— At least 8 years but less tﬁnn 12 years
At least 12 years but loss than 16 years
At least 16 years but less than 20 years
At least 20 years

6. Does ths spunsor intend to make the military a career?
w—Defiritely No
—_Probably Mo
'—_Undscided
~_Probably Yes
wDefinitely Yes
~_Not Applicable (Retired, Deceased, etc.)

~

IF YOU DO NOT HAVE A SPOUSE AT THE PRESENT TIME
SKIP THE NEXT PAGE (Page L)’

108
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NOTE: THIS PAGE PERTAINS ONLY TO THE SPOUSE. IF YOU ARE NOT HAP.RIID GO TO PAGE S
| 8. lHighest lsvel of formal civilian education spouse has completed:
—Eight years or less

—Soms high ashool but did mot graduate

. High school 'zudu-to

—Dwo yeara of college or less with no degree

—_Assoaiate Degrss )

——toTe than two years of college but no degree

___Bachelors Degree (other than LLB)

s, JD‘or equivalent

: —NMasters Degree

L Earned Dogborate (PhD, MD, etc.)

9e use's race or ethnic group:

—_Wnite (Caucesian)

__Black

—texican-Anerican

—__Puerto Rloan : : e
——Anerican jndian
«Chinese American
—Japanese American

Not Above; Please
. Specify,

10, Spouss's religious preferonce:
—__Protestant
—lCatholic

Jowisk

A ‘ Not Above; Flease .
E‘ Specify ’

None

ot . - WO
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ARMY MEDICAL CLINIC UTILIZATION

Sponsor's utilization of Army Clinics for outpatient care during the past 12
months. (Ot):er'than routine physical exams and immunizations):

—Never during the past year = ___ L times ___More than 19 times
___Once T ___5-9 times

_Twice ___20-1L tines

3 times . 15-19 times

Spouse's utilization of Army Clinics for outpatient care during the past 12
months. (Include all vim purpose?t

—Never during the past year ___ 5-9 times

___Onoe : : ___10-1 tines

—Twice —15-19 tdmes

3 times —_More than 19 times

L times —_Not Applicable; I have no spouse
Eligible children's combined total number of visits to Army Clinics for outpatient
care dur past 12 months. (Include all visits for any prupose):
—Never during the past year ' ‘ 4

" Once 5

—Dvice

] tires

i times

ce 59 tines : .

. 10-1) times . y

—15-29 tines

More than 19 “imes
Not applicable; I have no eligible children.
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CIVILIAN FIDTCAL CLTINIC UTILIZATION

Sponsor's utilizaiion of civilian medical faruitieu tor outpatient care during
the past 12 mouthss

__Never during the past year ___ L times ____More than 19 times
—0Once . —5-9 times

__Mdce : ___20-1) times

___3 times ___15-19 times

Spouse's utilizavion of civilian riedical facilities for outpathnt care during
the past 12 montns:

Never during ths past year 5-9 times

Once 10-1) times
Twice ‘ 15-19 times
3 times - : More than 19 times

L timee Not applicable; I have no spouse

Eligible children's combined total number of vieits to civilian medical facilitios
or outpatient cere during the past 12 monthst

—Never during the ‘past year

Onoe :

—Tvice <

-3 times

b times

59 tinss

- J0-1l tixes

—15-19 times

woMore than 19 times ‘

Mot spplicable; I have no eligible children. ' -
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17. The following items are to help us determine
the sponsor's satiafaction with outpatient
Army Hoalth Care at Silas B. Hays Army
Hospital, Ft Ord (Check the e box that
best describes your feslings),

WHAT HAS BEEN SPONSOR'S SATISFACTION
IN TERMS OF: .

D 1. Doctor'a interest in your problem

2. Nurse's interost in your problem +

3. Courteous treatment by doctors

L. Courteous ureatment by nurses

5. Courteous treatment by receptionist

6. Quality of health care

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

8. Convenienoe of location of the
Aoute Minor Illness Clinic

9. Conveniense orf operating hours of
the Acute Minor Illness Clinic

10. Adequacy of ths Acute Minor
Illness Clinic's physical faoil-
ities (seating, comfort, decor)
in general

11, Adequacy of information given to you
about your msdical problem by dootor !

12. Adequacy of information given to you
k! about your medical problem by nurse

k.’ , 13. Contimuiiy of health care provided " T'

; 1. laboratary services provided by the
g hospital facility : ]

/ " 1S« Pharmacy services provided by the
hospital fscility

16, IX-ray services provided by the
hospital facility
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8. The following items are to help us determine
the spouse's satiafaction with outpatient
Army Health Care at Silas B. Hays Army
Hoopital, Ft Ord (Check the one box that
best describes your feelings).

WHAT HAS BEEN SPOUSE'S SATISFACTION
IN TERMS OF: — -+

1. Doctors interest in your problem :

2. Nurse's interest in your problem
3. Courteous treatment by doctors

L. Courteous treatment by nurses

5. Courteous treatment by receptionist | ARl R “ . "

6. Quality of health care

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

8. Convenience of location of the
Acute Minor Illness Clinic

9. cbmnioneo of operating hours of
the Acute Minor Illness Clinic

10. Adequacy of the Acute Minor
Illness Clinic's physical facil-
dties (seating, comfort, decor)
in general

11, Adequacy of information given to you
about ;gur mesdical problem by doc{gr

12. Adequacy of information given to you
about your medical problem by nurse

13. Continuity of health care provided

1. Laboratory services provided by the
hospital facdlity

:15. Pharmacy services provided by the
2 hospital facility

16. IX-ray services provided by the g e
bospital facility

el i e 0

113




...

PRl S v,

. g

19. The following epace is ror you 0 make any’ further comments you desire:

.

PIEASE RETURN THIS COMPLETED QUESTIONNAIRE BY THE INDICATED DATE.
ENCIOSED ENVELOPE OR BRING IT PERSONALLY TO3:

TRANK YOU FOR YOUR COUPERATION.
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APPENDIX E

METHODS OF ENROLLMENT
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APPENDIX E

METHODS OF ENROLLMENT

Two methods of selecting panel members were used at Ft. Ord, the
brigade system and an application enrollment system.

(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 brigades 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 doctor 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 persomnnel in units outside the training brigades devel-
oped. Transfer of personnel between brigades and then the elimination
of one brigadz led to the eventual complete breakdown of the system.

(2) The Application Enrollment System., With the opening
of the North Fort 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 placed in the
weekly post newspaper and disseminated by other means tc 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 officer, (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
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.
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APPENDIX F
SAMPLE ENCOUNTER FORM

(Reduced in size)
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HFALTH CARF- STIDTES UNTT
NORTH FAMILY PRACTICF CLINIC

1. Date:

2. 'Patient's Name:

3. Sponsor's SSAN (with patient's prefix):

el PR T

&. Appointuent Status:
(20)Emergency

6. Realth Care Provider (Name or #):

(21)Appointment

(22)Walk-in

7. Patient's Complaint:

8. PROVIDER TIME ON PROBLEM
Most Time Second Most
(160)Acute 1nJury.ccceecrcascasess (180)
(.61)Acute injury followup........(1R1)
(162)Acute(temporary) problem.....(182)
(1A3)Acute9temporary) problem flu.(183)
(164)Chrenic problemy routine.....(184)
(165)Chronic problem, flare-up....(185)
(160)Prenatal & postntal care.....(186)
(167)Partial exam, wvell baby, &
screening lab, or prev. ed...(187)
(168)Compiete HX and PE finished..(188)
(169)Yanily planning/Contraception(189)
(170)Counseling/Advice..coeeeses.s(190)
(171)Immunization.ccceseescacaanss(191)
(172)Administrative.
(173)0ther.cceececennncssssenneses(193)

(22-)PHARMACY: # of Rat
(231) ERG
11, LAB

(350)SMA-12, Pasting (360)CBC & Diff
(351)SMA-12, non-fasting (361)CBC & Indicies

(352)Chol & Trigly (362)Hct.
(353)Klectrolytes (363)Sickle Cell
(5C2)x+ (370)G6PD

(" 21)Na+

10, X-RaY

12. TIMMUNIZATIONS

(354)Glucnse, fasting
(355)G1lucnse, _hr/pp only
(336)Glucnse, 2 hr p high

(364)Urinakysis
(365)Clean catch UA
(366)Urine culture

suga: meal
(357)RPR
(358)Mononucl. Screen
(359)Rubella Screen

(36/)Throat culture

(368)GC lt;run
(369) PAP

(374)Ty &7y (504)Pregnancy test
Other Lab
(700)Dantal (709)0Ophthalmology
(70!)Darmatology (710)Optometry
(702) ENT (711)0Orthopedics
(703)Inte nal Med. (712)Pediatrice
(704)Mant Hyg/Soc Wk (717)Preventive Med.
(705)Naurclogy (713)Psychiatry
(716)Nuclear Med. (714)Surgery
(/06)0R-GY'N (718)Urology
(707)01/PT

W2 357 Rev 14 Dec 73 Other

| GOPY AVAILABLE TO DDC DOES NOT ™
FULLY LEGIBLE PRODUCTION

9. LENGTH OF THIS YVISIT

(210) 0-5 nin.
(211) 5-20 min.
(212) 20-40 min.
(213) Over 40 min.

(240)Chest~P.A.
(241)Chest-P.A. & Lat.

Other,

Other Nursing Care

o

(610)0PV (615)™MR

(611)DPT (616)Measles & Rubel
(612)pT (617)Mumpe

(613)T. Tox (61R)Flu

(614)T> test (619)Smallpox

Other, 3

NEXT APPOINTMENT

15 min ;

30 min. {

43 min.

60 min.

40 min with Nurse Clin

P.E. with Nurse Clin 3

Other, ».1
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APPENDIX G
PATIENT SATISFACTION QUESTIONNAIRE
(Reduced in size)
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©»  THE ATTACHED 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 SERVICE TO

PLEASE COMPLETE THIS FORM AND TURN IT IN TO THE
HOSPITAL REPRESENTATIVE IN THE WAITING AREA WHEN YOU
LEAVE THIS CLINIC.

A SMALL GROUP OF RANDOMLY SELECTED PATIENTS WiLL
8E ASKED ¥O TAKE A-FEW MOMENTS AND.COMPLETE ANOTHER
SHEEY CONCERNING SATISFACTION WITH THEIR VISIT TODAY.

THANK YOU VERY MUCH FOR YOUR COOPERATION.

A ]

¢AsTMIR A. GORCZYCA

coL, MC :
C, Ambulatory Health Services:

oo 2




THIS QUESTIONNAIRE IS ANONYMOUS SR e a
PLEASE DO NOT INDICATE YOUR NAME ;

FOR GFFICIAL USE ONLY
- . IN THE BOX BELGW, WRITE IN O o G TN T A O
{ THE LAST DIGIT OF YOUR - et bt e Gt e i
' SPONSOR'S SOCIAL SECURITY V. 273 4 T8E8 7 B9 .
i ACCOUNT NUMBER Surveyor [T et v e T
: l._.JL-_' P )
) 10 1" 1213 14 16
Please circle the appropriate T LT T
response for each item below: Comitwimonthivewd | 4 g o0 M i
L Your Sex: J 16 17 18 19 20 20
(a) Male " (b) Female > Al
\ 2. Your Age: . T22
(a) Less than 19 vears (c) 36 — 50 years , ===
(b) 19 — 35 years (d) 51 years or older [___
3. YourStatus: '23
(a) Active Duty Dependent (d) Retired Sponsor / —
(b) Active Duty Sponsor  (e) Other | ]
(c) Retired Dependent : j L.z_‘

4. Sponsor’s Grade:
€-1,E-2,F-3,E-4,E5 E-6,E7 E8ES

WO-1, CWO-2, SW0.-3, CWO-4 i ‘L]
01,02,03,04,05,06,07,08,09 % 2

5. What is your highast level of oducauon now? (Include GED credits, if any)

{a) No high school
(b) Some high school
(e) High school g-aduate or GED certificate or diploma -

. (d) One or two vears of college or vocational school (include Auocht- degree) i J

(e) More than two years of college e
(f) Coliege degree (BA, BS, or equivalent) : 27
(9) Graduate Study up to and including Masters Degres
) Dootorel Degree or equivalent

6 . au,mlrv of persons in your ll(ﬂ;mgicu family (including yourself):
. ()

; . 2 in 6 P
z (e) 3 : - (o) 7 or more [__J
& 4 ¥ " 2
k. °?.  Your Race or Ethnic Group i AR
i (a) White (o) CMrmo-Amoriun .
: i &; Black _ (f) Japanese-American . : e :
: ‘ Mexican-Ameiican  (g) Filipino b [ ]
B ' d) American Indian (h) None of thess, please specify g 2 3
. 8. Did you have an sppointment todw? : bt ‘
‘ (a) Yes ) N : T [
. "9, Doos the sponsor lnund to meke the military o career? of
(a) Yes (c) Undecided . ——
! (b No (d) Not Applicable - it
{ ' n
! = £
| p
121
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~(n:?1.,.:..'\ Asedstents, Amosists, Mirne C'Linicims) =

T ““",‘T—‘T-m'
el # N

NOTE: Tha following iiams periain only 15 your vis'y 1oday @ incs dinne.
Covack the ~ns hox that bost describes your fzelings.)

WHNAT IS YOUR SAT!SFACTION IN TERMS OF:

i. antor’s interest in your prablem

2. “Murse’s interest in your prottam

/
i ¢« FO¥™

DECICIAL
UTE OMLY

. ——

L__J

Nther mecinal parsonneal’s interest in your problem

B o

3.
{Pranisten fneistsots, Aronluls, Yage Cidndcisns)
€. “ousteous trsattaent by doctors

& Couitoous treatment by nurses

6. Cnurteous.traatment by other medical personnef

Ceuricous trntmem by receptionist

—t b —

8.  Quality of health care

9.  Waiting time in this sliniz (Do nnt write in times)

10. Convenience of location of this clinic

11, Convenienca of operating hours of this clinic

12. Adequacy of this clinic’s physaal facilities (seating,
comfort, d-.eor) in general

13.  Adequacy of information given to you about your
. medical problem by doctor

14. Adequacy of information givan 10 you about your
madical problem by nurse

PSS [DRSSRS | WO | WIS [ SR S | B

n
1}

A e

1.——’!1

P
i

15. Adequacy of information given to you about your
medical problem hy other medical personnel

(munim Asaistants, Amocists, Nurse Clinicisns)
Continuity of health care provided %

If you have not yet had contact with any or all of the umm listed belo,
*  the correct response is NO CONTACT TODAY.

12, Laboratory servicas provided by this flcill’ty

18.  Pharmacy rarvices provided by this fecility

19.  X-ray services provided by this facility

We would sppreciate any further comments you have, A

’
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APPENDIX H

STAFF SATISFACTION QUESTIONNAIRE
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INTRODUCTION

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

It 18 distributed lccally by the Health Care Studies Unit, but will be
tabulated & analyzed at Ft, Sam louston. It is designed to reflect your
perception of your present job. On the basis of your responses, a comparison
of staff satisfaction among the various clinics at Silas B. Hays Aimy
Hospital will be made.

Your responses to chese questionnaire items will be used for research

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

NUMBER.,

—

Upon completion please place this questionnaire in the blank envelope,

seal it, insert the sealed envelope in the envelgpe with your name on it, and
return to the person who gave them to you. He will remove the outer envelope
with your name on it 30, the questionnaire will be completely annonymous when

it 18 returned to the Health Care Studies Unit,

e —————- S N G NS P TIRER T Ay




E . ’ INSTRUCTIONS

;In this booklet.arc a number of agjectivcé and
- phrasces which could be uscd éo deseribe fdve im-
~portant dimensions of your present job:‘ your
.wo?k, your supervisors, your pay, your opportunity

' for promotion, and your co-workers.

"Put a "Y" in the blank beslde an item if the item
describes the particular aspect of your job
printed at the top of the part;;uiar page (i.e.,

work, pay).

‘Put an "}" in the blank beside an ftem if the
item does not describe the particular aspect of
your job printed at the top of the particular .

pcge (1.e., work, pay).

Put a "?" 4in the blank beecide an item if you

cannot decide whether the item describes the 3

particular aspect of your job printed at the
top of the particular page (i.e., work, pay).

-

e Anag vOA
i aiiatie Yo DDC &0%
e i oesen
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. \ WORK
; g ___ Fascinating (01)
‘ : ‘ ’," ZiBeie Rm:\tine ; (02)
&5 Satis{ying;‘ : (03)
! . i ___ Doring % . (04)
< ___ Good (05;
—__ Creative o o .‘(06)
_____ Respected (07)
___Hot (08)
____ Pleasant (09)
___ Useful ; - (10)
____ Tiresome ° . a11)
___Healthful . - )
____Challenging ; ' (13)
J — O your feet (14)
; —_ Frustrating ‘ (15)
é — Simple (1¢€)
a8 —__ Endless Qa7

'3 8 .

Gives eense of accomplishment (18)




: SUPERVISOR

i : ____ Asks my advice
llard to please
* _ Impoliite
i L3R , ____ Praises good work
— Tactful
— Influential
—_ Up-to-date
Does not .supervise enoug.
e Quick tempered
—_Tells me where 1 stand
;__ Annoying
Stubborn
Knows Job well
Bad .
Intelligent
Leaves me on.uy own

Lazy

Around vwhen needed

127

(19)
(20)
(21)
(22)
(23)
(24)
(25)
(26)
27)
(28)
29)
(30)
(31)
(32)
(33)
‘(34
(35)
\ (36)

L. TR




g PAY
' ) ____ Income ecdequate for rormal (37)
] :: expenses

' .~ _____ Satisfactory profit sharing . (38)
____ Barely live on income , : 1(39)'

A (40) l
. Income provides luxuries. ; (61)
Insecure A . (42)
— Lless than I deserve : (43)
___ Righly patd | AT
ke Underpaid . " (45)

tsall ko




ew

o (g Gl 4
It . - -

h ]

E .-i PROMOTIONS

Good opportuhity for ad?ancement
Opportunity somewhat limited

R Promotion on ability
__ Dead end job

| Good ch;nce for promotion
—_ Unfair p’ro:xof:ion policy
i Iﬁftequent promotions

Rcgular promotions

Fairly good chance for promotion

129

(46)
(47)
, (48)
49
(50;
(51)
(52)
(53)
(54)

il 5ol




Bt _ CO-WORKERS

{ ; . _.Stimulating
‘ ' . ___ Boring
— . Slow R
—_ Ambitious
— Stupid
‘__ Responsible
____ Fast
— Intelligent
— Easy to make enemies
Talk too much
same
il ﬁzy .
—__ Unpleasant
— No privacy
e Active
Narrow interests
— loyal : .

e Hard to meet

(55)
(56)
(57)
(58)
(59)
(60)
(61)
(62)
(63)
(64)
(63)
(66)
(67)
(68)
(69)
(70)
(71

(72)
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Put 8 check under the face that cxpresses aow you fee! about your
Job_in_genera!, including the work, the Pay. the supervision, the
you work with,

opportualtids tor promotion -ond tho people
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BIOGRAPHICAL/DEMOGRAPHIC INFORMATION

Age last birthday (in years)

Marital Status (circle one below):

Single Married Widowed Divorced

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

years rank:

Length of time since graduation from
Medical/Dental/Veterinary/Nursing School
(Only applies to active duty MC,VC,DC, & ANC)

years

Current position (circle one):

MD RN LPN PA Pharmacist ; ' o
Social Worker 011n1cai Spec Cd;psman
Lab Technician X-Ray Technician ' ‘ ﬂéOIC
Records Clerk S Receptionist 8qctetaty
Clerk Typist Other (specify): :

Clinic you are currently working in:
AMIC ER FAM, PRAC. ﬁos'b\

INT. MED. OB-GYN  PEDIATRICS \
PAM. PRAC, NORTH

132

(74-75)

(76)

(77-80)

(1-2)

(3-4)
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June 1974 Staff Satisfaction

CLINIC WORK SUPERVISOR PAY PROMOTIONS « CO-WORKERS FACES

0B-GYN 33.00 6. 12.44 12.33 45.94 4.31
(11.84) 18  (12.07) 18 (6.51) 18 (8.56) 18 (9.22) 18 (1.07) 16

FAM PRAC X 28.00 39.40 12.60 12.26 39.46 4.00
(11.40) 15 (8.87) 15 - (7.26) 15 (8.15) (11.87) 15 (1.00) 15

INT MED 32.92 40.15 8.92 8.30 39.46 3.61
(10.33) 13  (10.94)°'13 (7.28) 13 (7.45) 13 (16.01) 13 (1.44) 13

PED 38.08 47.00 15.08. 15.83 40.66 4.45
(5.94) 12 (7.45) 12 (6.50) 12 (10.61) 12 (11.34) 12 a.21) 1

AMIc 33.47 39.23 10.66 - 6.81 46.06 3.95
(12.94) 21 (10.67) 21 (6.26) 21 (6.45) 21 (8.26) 21 (0.92) 21

ER 29.00 43.16 8.58 12.58 40.83 3.25
(12.27) 12 (5.93) 12 (7.35) 12 (1.39) 12 (15.64) 12 .. a.se) 12

FAM PRAC H 30,37 33.00 8.56 10.68 43.62 3.81
. (16.38) 16  (12.61) 16 (6.51) 16 (7.62) 16 (10.01) 16 (1.10) 16

MAXTMUM 56.0 54.0 S TAMAUEAE ~27.0 54.0 6.0

POPULATION 32.11 40.26 10.97 10.92 42.75 3.92
(11.85) 107  (10.76) 107 _ - (6.92) 107 (8.25) 107 (11.61) 107 (1.18) 104
P (4f) 1.08(6/100)  2.49(6/160) 1.81(6/100) 2.16(6/100) 1.01(6/100) 1.52(6/97)

P 0.027 0.103 0.052 0.418 0.179

g —————

0.378

- P
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December 1974 Staff Satisfaction

CLINIC WORK SUPERVISOR PAY PROMOTIONS CO-WORKERS FACES
'0B-GYN 32.92 44.28 12.57 12.07 40.71 3.81
(3.57) 14 (9.63) 14 (6.51) 14 (9.49) 14 (11.80) 14 (1.10) 16
FAM PRAC N 34.54 40.00 7.09 9.09 48.72 4.25
(12.93) 11 (13.93), 11 (6.83) 11 (7.79) 11 (6.81) 11 (1.21) 12
INT MED 29.47 37.12 11.41 12.87 42.81 3.27
(13.34) 17 (13.28) 16 (7.26) 17 (8.98) 16 12.19) 16 (1.36) 18
PED 35.90 44.20 18.60 14.70 46.30 T
(5.91) 10  (12.25) 10 (4.64) 10 (9.04) 10 (10.07) 10 - 0.73) 10
AMIC 31.30 40.84 13.73 10.80 42.88 4.46
(12.31) 26  (11.26) 25 (5.51) 26 (9.26) 26 (11.22) 26 (1.24) 26
= 38.85 46.14 13.37 13.55 -45.29 4.26 .
‘ (7.78) 27 (10.38) .27 (8.18) 27 (8.13) 27 (10.93) 27 (1.21) 26
FAM PRAC H 31.50" 41.41 12.75 12.09 45.66 4.00
(12.65) 12 (11.45) 12 (6.04) 12 (8.92) 11 (12.30) 12 a.41) 12
MAXIMUM 54.0 54.0 27.0 27.0 4.0 6.0
POPULATION 33.69 42.26 © 12.86 12.19 46.31 .14
(11.16) 117  (11.55) 115 (7.04) 117 (6.71) 115 (10.99) 116 (1.28) 126
P (df) 1.80(6/110)  1.29(6/108) 2.73(6/110) 0.59(6/108) 0.77(6/109) 3.10(6/113)
P .105 .264 .014 .735 .588 .007
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: May 1975 Staff Satisfaction ¢ , !
CLINIC WORK SUPERVISOR PAY. . PROMOTIGNS CO-WORKERS FACES
0B-GYN 29.00 37.25 9.29 11.82 35.17 3.29
(10.88) 17 (14.05) 16 (6.59) 17 (9.78) 17 (13.29) 17 (1.26) 17

~ FAM PRAC N 31.76 40.30 10.15 10.75 33.25 3.92
(14.40) 13 (13.85) 13 (6.06) 13 (7.42) 12 (15.69) 12 (0.76) 13 . .

-
YR h

INT MED 29.75 39.75 12.57 9.00 41.26 _ 3.45 _ ;
: (15.16) 20  (13.81) 20 (9.14) 19 (7.87) 18 (12.96) 19 Q.3 20 ‘
PED 34.20 38.10 16.10 9.66 39.30 . | . [
(9.24) 10  (16.61) 10 (8.97) 10 (8.42) 9 (13.87) 10 (1.16) 10 |
ol .
aac 31.73 30.00 13.80 9.06 . 43.06 3.89 R |
(15.77) 15 (14.37) 15 (6.03) 15 (8.77) 15 (9.33) 15 (0.80) 19 9 - B
ER 34.96 44.70 10.03 10.83 40.46 - 3.62 : :
(10.88) 27 (10.45) 27 (6.95) 27 (8.44) 24 (13.67) 26 (1.42) 29 :
FAM PRAC B 28.35 | 37.80 12.73 10.92 42.86 3.86 ok
(13.13) 14 (11.41) 15 (5.12) 15 (8.89) 14 - (10.96) 15 (1.30) 15
MAXIMUM _ * 54.0 54.0 27.0 27.0 54.0 6.0 b
POPULATION  31.55 38.96 S T 10.34 39.60 3.70 !
(12.86) 16  (13.55) 115 (7.21) 116 (8.39) 109 (33.00) 114 (.21) 123 . :
¥ (&f) 0.69(6/109)  2.11(6/109) 1.63{6/109) 0.25(6/102) 1.22(6/107) 1.09(6/116)
P 0.652 0.057 0.144 0.957 0.298 0.370
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APPENDIX J
SAMPLE OMB MHCS ENCOUNTER FORM

(Reduced in size)

-
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Perm Appwoved by Oifice Monsarmont ont lhwiget No 11-H-013. Fop 4299
. TO Jb CONPIETED UY MEDICAL YTREATNENT FACILITY STAPY

PATIENT/MEDICAL TREATMENT PACILITY  [emer oo Come 7—e) [ Pre oy & Hiomeny Toey 10
OUTPATIENT CONTACT RECORD e (Cole 7-9) 6 13228
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E ?ﬁ ‘A.glvl(:-"-l;mlz‘-'ln 3. Sex (Col 17) €. Maritel Stetus (Col 18) & Zip Code of Presemt
N
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4. Did als resuit frem o pr visit te thia clinic (or the some condition?

1] Yoo 277) Ne  (Cet2n)
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Chvihies (Ne te US. wnil o
= U ehocked, go ne turther. i
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1 T ViteNinsvand 3 (0 Deuger 8 7] Perentiarlew
2 ] Sen 4 ) Peremt
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1 ves 2 ] Ne

SPONSOR (sctive os retired feos momber)
(Complote oppropriote weme)
. Speaser a1 (Col 31, L Speaser’s Social
1 On (ulltime eutive dty 3 7 Retirwe Seuimity Wunvey
2 [T] O setive duty tor wainiag 4 ] Decensed sctive duty
(loas then 30'dors) ) Decesned retired
.. serviag or » 7
1 ] Amy 2 ) Newy 3 ™ Merine Corps 4 M) Aw Porce $ "] Other Uniformed Survice

Spenter’s poy grede or conit Col ¢2)

PART B - MEDICAL DATA
(To bo semploted by madicel treatment (seility srell)
Pt R e T T
4 ] Siet Bay/Troep Cliate ° 3 (] Speeioity Clinie 6 ] Weme
2 ] Nee-Spueioity Clinie ¢ ] Caergeuey Reom ? ] Cwner @pwen
8 [T Mestel Heolth Clinie
5. Primary Purpase of Contoet (Choch onw anly) (Col &4)

s e wwy 3 (] Vet Bary Rrsalnation ‘ 1‘53 Plght Paysise!l Exsmination
k. 1 ) Disesse (Neminyiry) 4 ] memnisetion . 8 ] Screcning Craminstion
2 ] Pre/Poat Fatsi Viait 3 ] Counsoilag 9 ] Admmisvetive Rvalustion
6 ™ Complete Paysical &
& 15 Whis o relowel vialt) (Cord3) 1 ] Yoo 1] Ne
? . 1o this oe emergoney isk? (Col 4¢) [} Yes 34: No
. & Wiovidn’s Profeasion (Choeh ene oniy) (Cole 47=48) . >
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APPENDIX K

NUMBER OF VISITS PER CONSULT,
VARIOUS SPECIALTIES
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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 specialties 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
time 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 consulte 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 that the patient would be sent back to the
referring family physician as soon as possible. Surgery time,
time for rounds, etc., was averaged over five days.

The following pages list determinations for the various
specialties.




i The mean time available
§ follows:

540 minutes
60 minutes

48 mirutes
57 miautes

240 minutes

0 minutes

135 ninutes

GENERAL SURGERY

for daily outpatient care was determined as

(0730-1630) minus the sum of the following:

Lunch.

P.T. day averaged over 5 days.

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.

Estimated weekly time spent on rounds on

non-operative days averaged over 5 days.

Estimated weekly time spent on rounds on

non-operative days averaged over 5 days.

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

60 minutes

90 minutes

36

3,240 minutes

Estimated time for the initial consulta-
tive visit,

Time for the estimated number of follow-up
visits, four 15 minute visits,

Estimated total work generated for the
specialist for one consultation,

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

Estimated total work generated by consults
made from February through July 1973,




¥
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 outpstient time. Therefore, each family physician will require
4.75% of a general surgeon's available time (197 < 4 = 4.75%).
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.
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] The mean time available
i follows:

540 minutes

60 minutes
48 minutes
57 minutes

192 minutes

1 12 minutes

17 minutes

350 minutes

60 minutes

90 minutes

78

7,020 minutes

ORTHOPEDICS

for daily outpatient care was determined as

(0730-1630) minus the sum of the following:

Lunch.

P.T. day averaged over 5 days.

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.

Estimated weekly surgical time averaged
over 5 days (4 half days per week).
Estimated weekly time spent on rounds on
non-operative days averaged over 5 days
(60 minutes--1 day).

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:

Estimated time for the initial consulta-
tive visit.

Time for the estimated number of follow-
up visits, four 15 minute visits,

Estimated total work generated for the
specialist from one consultation.

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

Estimated total work generated by consults
made from February through July 1973.
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Determination of the number of family physicians one orthopedist can
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.

The total work generated from éonsultations 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 (100Z % 3.25% = 12) if all of his outpatient time were devoted
to seeing patients newly referred from family physicians.




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 foc¢ 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
i physicians from February 1973 through July
B 1973.

I

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. ‘ o

26,082 minutes = Total time available to one urologist for
outpatient care 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 (100X % 4.25% = 23.5) 1if all of his outpatient time were
devoted to seeing patients referred from family physicians.
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The mean time available
follows:

540 minutes
60 minutes
48 minutes
57 minutes

0 minutes

60 minutes

315 minutes

PSYCHIATRY

for daily outp.tient care was determined as

(0730-1630) minus the sum of the following:

Lunch.

P.T. day averaged over 5 days.

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.
Estimated weekly surgical time averaged over
5 days.

Estimated weekly time spent on rounds on
non-operative days averaged over 5 days

(60 minutes daily).

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 = Estimated time for the initial consultative

80 minutes

125 minutes

14

1,750 minutes

visit.
Time for the estimated number of follow-up
visits, four 20-minute visits.

Estimated total work generated for the
specialist from one consultation.

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

Estimated total work generated by consults
made from February through July 1973.




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
21 weekdays per month).

1,750 minutes = Total work generated from the 14 consultations.
The total work generated from 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 femily physicians.
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PEDIATRICS

| ¥ The mean time available for daily outpatient care was determined as
F i follows:

i 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 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
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,

T M b i s e i L it e e i e L

120 minutes = Estimated total work generated fro the
specialist from one consultation.

Sl aid s VT

% 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 time available to one pediatrician
for outpatient care for 6 months (assume
21 weekdays per month).

840 minutes = Total work generated from the 7 consultations.

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% £ 0.5% = 200) if all of his outpatient time were devoted
to seeing patients referred from family physicians.,
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The mean time available
follows:

540 minutes

60 minutes
48 minutes
57 minutes

0 minutes

90 minutes

285 minutes

INTERNAL MEDICINE

for daily outpatient care was determined as

(0730-1630) minus the sum of the following:

Lunch.

P.T. day averaged over 5 days.

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.
Estimated weekly surgical time averaged over
5 days.

Estimated weekly time spent on rounds on
non-operative days averaged over 5 days
(90 minutes daily).

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

45 minutes

90 minutes

79

7,110 minutes

O s O

Estimated time for the initjal consulta-
tive visit.

Time for the estimated number of follow-up
visits, three 15 minute visits,

Estimated total work generated for the
specialist from one consultation.

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

Estimated total work generated by consults
made from February through July 1973.
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1

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
weekdays per month).,

7,11C minutes = Total work generated from 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 internist's available time (20% + 4 family physicians = 5%).

It is therefore estimated that one internist can support 20 family
physicians (100% $ 5% = 20) if all of his outpatient time were devoted
to seeing patients referred from family physicians,
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)
DERMATOLOGY

The mean time available for daily outpatient care was determined as

follows:

540 minutes {0730-1630) minus the sum of the following:

60 minutes =
48 minutes =
57 minutes =

0 minutes =

0 minutes =

375 minutes =

Lunch. :

P.T. day averaged over 5 days.

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.
Estimated weekly surgical time averaged over

5 days.

Estimated weekly time spent on rounds on non-
operative days averaged over 5 days.

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 =
45 minutes =

75 minutes =

25 =

1,875 minutes =

Determination of the
can support.

47,250 minutes =

1,875 minutes =

Estimated time for the initial consultative visit.
Time for the estimated number of follow-up visits,
three 15 minute visits.

Estimated total work generated for the specialist
from one consultation.

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

Estimated total work generated by consults made
from February through July 1973.

number of family physicians one dermatologist

Total time available to 1 dermatologist for out-
patient care for six months (assume 21 weekdays
per month).

Total work generated from the 25 consultations




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 (100X = 1% = 100) if all of his outpatient time were devoted
to seeing patients referred from family physicians.




OPHTHAIMOLOGY AND OTOLARYNGOLOGY*

The mean time available for daily outpatient care was determined as
i 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 five days.
120 minutes = Estimated weekly surgical time averaged over
5 days (2 1/2 half days).
30 minutes = Estimated weekly time spent on rounds on non-
operative 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 1972 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
from 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-
days per month).

158




5,475 minutes = Total work generated from the 73 consultations,

The total work generated from consultations represents 18% of the avail-
able outpatient time. Therefore, each family physician will require
| 4.5% of an "EENT" specialist's time (18% < 4 family physician = 4.5%). i

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.




OBSTETRICS AND GYNECOLOGY

The mean time available for daily outpatient care was determined as

follows:

540 minutes
60 minutes
48 minutes
57 minutes

192 minutes

12 minutes

171 minutes

\
(0730-1630) minus the sum of the following:

Lunch.

P.T. day averaged over 5 days.

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.
Estimated weekly surgical time averaged over
5 days.

Estimated weekly time spent on rounds on
non-operative days averaged over 5 days

(60 minutes - 1 day).

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

60 minutes

90 minutes

50

4,500 minutes

Estimated time for the initial consulta-
tive visit.

Time for the estimated number of follow-
up visits, four 15 minute visits.

Estimated total work generated for the
specialist from one comsultation.

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

Estimated total work generated by consults
made from February through July 1973.




Determination of the number of family physicians one obstetrician-
gynecologist can support.

21,546 minuvtes = Total time available to one obstetrician-
gynecologist for outpatient care for 6
months (assume 21 weekdays per month).

4,500 minutes = Total work generated from the 50 consultatioms.

The total work generated from consultations represents 21% of the
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% = 5.25% = 19) if all of his outpatient time
were devoted tc 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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COST ANALYSIS FORMAT
3d & 4th Qtr FY 75

ADJUSTED TOTAL WORK- AVG. COST
APC (CLINIC) MPA MPA OMA COST LOAD PER VISIT
Allergy 6263.84 3131,92 24905.63 28037.55 2594 10.81
Cardiology 35292.92 17646.46 11693.16 29339.62 2287 12.83
Dermatology 10936.06 10936.06 7905.57 18841.63 4791 -3.93
Int Med 127882.92 63941.46 17126.74 81067.90 13248 6.12
Neurology 21559.12 10779.56 161.47 10941,03 781 14,01
Occupational Therapy 21183.36 21183.°¢ 2378.07 23561.43 4535 5.20
ENT 87984.16 65965.62 18473./0 84439.32 8752 9.65
Orthopedic 83840.46 50304.28 20832.81 71137.09 10573 6.73
Podiatry 16494.72 16494.72 2225.51 18720.23 3929 4.76
Physical Therapy 44659.12 44659.12 13461.03 58120.15 11955 4.86
Gen Surgery 56429.56 28214.78 10490.51 38705.29 3516 11.01
Urology 34098.24 17049.12 27237.08 44286.20 3837 11.54
Social Work 24523.40 24523.40 50786.00 75309.40 1571 47.94
OB-GYN 82225.88 41112.94 45635.06 86748.00 14101 6.15
Ped Spec 98586.40 73939.80 34632.08 108571.88 16722 6.49
Nuc Med 21812.78 21812.78 32641.68 43454.46 1335 32.55
Med Exam 25811.72 25811.72 36869.61 62681.33 12047 5.20
AMIC 7€129.90 76129.90 102247.22 178377.12 24722 7.22
Emg Med Svc 230894.94 230894.94 130714.89 361609.83 17523 20.64
No. Fam Prac 97266.18 875392.56 24024.40 111563.96 7441 14.99
Hosp Fam Prac 75945.32 68350.79 12978.47 81329.26 8359 9.73

Adjusted MPA Cost = (MPA Cost)Y(A), where o< denotes percentage of time devoted to outpatient care.

Average Cost Per Visit =

Adfusted MPA + OMA

Patient Workload
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LIST OF ABBREVIATIONS, ACRONYMS, AND SYMBOLS

AMIC
AVG

BE

CBC
CHAMPUS

DHEW

DIFF

DOD

DPT

DT

EKG

ENT

ETR

EXAM

FAM PR HOSP
FAM PR NORTH
FLU

FBC

FPH

FPN

FSHTX
GI

GMC

GP
HCSD
Hospital Clinic
HSC

HX

IMC
INT MD
INT MEDCN
1844
Lab
LAT

LS
MEDDAC
MHCS
MMR
MOS
MPA
MFH

Acute Minor Illness Clinic

Average

Barium Enema

Complete blood count

Civilian Health and Medical Program for the
Uniformed Services

Department of Health, Education, and Welfare
Differential (blood count)

Department of Defense

Diphtheria, Pertusis, and Tetanus
Diphtheria and Tetanus
Electrocardiogram

Ear, Nose, and Throat

Emergency Treatment Room

Examination

Hospital Family Practice Clinic

North Fort Ord Family Practice Clinic
Influenza

Family Practica Clinic

Family Practice Hospital (i.e., Hospital Family
Practice Clinic)

Family Practice North (i.e., North Fort Ord Family
Practice Clinic)

Fort Sam Houston, Texas
Gastrointestinal

General Medical Clinic

General Practitioner

Health Care Studies Division

Hospital Family Practice Clinic
Health Services Command

History (medical)

Internal Medicine Clinic

Internal Medicine

Internal Medicine

Intravenous Pyelogram

Laboratory

Lateral

Lumbosacral

Medical Activity

Military Health Care Study

Mumps, Measles, & Rubella

Military Occupation Specialty
Military Pay, Army

Master of Public Health
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NCOIC

North Clinic
OB/GYN
OCHAMPUS

OMA
OMB
OoPV
0TSG
PA
PA
PE
PEDS
PREV
PR

RPR
RX
SMA-12
SPSS
SSN

D
T.TOX

Noncommissioned Officer in Charge

North Fort Ord Family Practice Clinic
Obstetrics and Gynecology

Office of Civilian Health and Medical Program
for Uniformed Service

Operations and Maintenance, Army

Office of Management and Budget

Oral Polio Vaccine

Office of The Surgeon General

Physician Assistant 3

Posteroanterior (in radiology)

Physical Examination

Pediatrics t
Preventive

Provider (used for medical provider other than MD --
such as nurse clinician, Physician Assistant)
Reiter Protein Reaction

Prescription

Trade name for auto analyzer used in medical lab
Statistical Program for the Social Sciences
Social Security Number

Summation Sign

Tetanus Toxoid
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