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CHAPTER I

Background

Fort Bragg, North Carolina, is a 130,696-acre

US Army military installation primarily located in Cumberland

County, North Carolina. (Pope Air Force Base is located

immediately adjacent to the main post area and receives

inpatient as well as non-duty hours emergency coverage from

Womack Army Hospital. Therefore, all references to Fort

Bragg population include Pope Air Force Base). The popu-

lation at Fort Bragg and in the surrounding two-county area

that is eligible for health care exceeds 170,000. Fort

Bragg currently houses the XVIII Airborne Corps (which includes

the 82nd Airborne Division) and many other large troop units as

well as the Special Forces school and groups. The Corps'

mission is "to deploy by air on short notice to any part of

the world, prepare to fight, or accomplish any other assigned

mission." This large troop concentration, combined with the

extensive training required to maintain an extremely high

state of readiness, results in even greater emphasis on the

ability of essential support services, such as the hospital, to
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provide care for the soldier and his dependents, as well as

the retired community.

The surrounding community, which includes many

eligible beneficiaries, is a mixed rural and heavily

populated area. Cumberland County is 240, rural with a

population of 223,880, while Harnett County is 78% rural
1

with a population of 53,715.

Primary hospital services for this two-county

area are provided by the Cumberland County Hospital System,

Inc. (Cape Fear Valley Hospital and Highsmith-Rainey

together have over 500 beds) and Womack Army Hospital.

The first medical facility to serve Fort Bragg

had its beginning in September 1918 with the construction

of two dispensaries and a headquarters. The hospital

planned as a 500-bed unit, was completed in June 1919.

In June 1932 a new 83-bed, brick structured, fully

equipped, and modern hospital was built. This served a

post population of 2,200 to 2,500 through most of the 1930's.

Through the next few years, the post gained slowly

in population until by 1939 when the population was around

5500.
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World War II saw the completion of two cantonment type

hospitals: Station Hospital Number Two, in the old Hospital

area, was a 2,000-bed hospital; and Station Hospital Number

Three was a 920-bed hospital located in the old division area.

An additional 6,000 beds were set up as a convalescent hospital

in the infantry brigade of the Ninth Division. Approximately

8,680 beds were being used for patients during the height

of Warld War II.

By the end of the war in 1945, the 6,000-bed convalescent

hospital and Station Hospital Number Three were closed down.

Station Hospital Number One was closed in 1947 and converted

to an administrative building.

All medical facilities were moved into the old hospital

area by 1949. This cantonment hospital became a U.S. Army

hospital.

On 3 August 1958, the new nine-story permanent building

was dedicated and named in honor of PFC Bryant H. Womack.

A native of North Carolina, PFC Womack, a medical aidman during

the Korean'conflict, won the Medal of Honor posthumously.

A new clinic wing and supply warehouse were added

to the hospital in January 1974. Presently, the facility

is undergoing a 5.6 million dollar electrical/mechanical
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upgrade to meet the requirements of the Joint Commission on

Accreditation of Hospitals and the National Life Safety Code

of the National Fire Prevention Act.

Womack Army Hospital has 235 operating beds with an

average occupied bed rate of 240. During calendar year 1977,

there were 800,172 outpatient clinic visits. The total

population supported is estimated at 200,000 eligible

beneficiaries. A workforce of over 1500 military and

civilian personnel are required to deliver this health care.

Womack is one of the largest MEDDAC in the U. S. Army.

Conditions Which Prompted The Study

With the end of the draft, the number of physicians

assigned began to markedly decrease. As of March, 1978,

(excluding 20 Family Practice residents) there were 60

physicians assigned against a recognized requirement of 95.

Projections for the remainder of 1978 vary from a "worst

case" staffing projection from the Office of The Surgeon

General of 47 physicians to an anticipated strength of 52

by the end of 1978 (Appendix A). Specialties of internal

medicine, OB/GYN, orthopedics, anesthesiology and general

medical officers will have very severe shortages.

This reduction of capability has placed additional

pressures on the emergency medical service. The current lack
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of full-time emergency room physicians necessitates use of

other staff physicians to provide 24-hour-a-day coverage,

which reduces their capability to deliver specialty care.

Averaging the actual ER workload over the period

of calendar year 1974 thru 1977 the average number of

visits for a year is 77,950, which is 6,496 each month.

Further breaking the workload down, the average weekday

number of patients is 184 and 275 on a weekend or holiday.

The range of average monthly visits is only between 6,302

and 6,744 for the four-year period analyzed.

This large demand for service from the emergency

room has remained fairly constant over an extended period

of time, in spite of many different staffing and organiza-

tional delivery patterns that were utilized during these

four years. Recognizing that the workload is extensive,

but the resources available to provide the service are

diminishing has precipitated a multifaceted review of

Womack Army Hospital's Emergency Medical Service. Given

that the demand for care will not diminish, and, in fact,

may increase as specialty clinic appointments become more

difficult to obtain, this effort has been concentrated

on finding methods to improve the quality and efficiency
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of services being provided instead of methods to alter demand

patterns. This led to a specific problem statement that this

Problem-Solving Project was to focus on.

Problem Statement

The problem was to analyze the current hospital

emergency medical service system at Womack Army Hospital,

Fort Bragg, N. C., and make recommendations for improvement

to the system.

Limits to Problem Solving Options

There is very limited funding available within

Health Services Command for minor construction and the

length of time it takes to approval and have a project

physically begun (even when funded) is usually six to

twelve months. Therefore, a basic limitation to reorganizing

delivery of emergency medical services was utilization of

the existing physical layout (Appendix B). The plan, if

it was to be implemented this fiscal year, could not rely

on additional space being constructed.

The severe shortage of available Medical Corps

officers for the coming year also placed a resotriction on

possible solutions. The Health Service Command manpower

survey team recognized a requirement for six full-time
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general medical officers for the emergency room. These

will not be available, therefore full time ER staffing

was not a viable alternative. In addition, given that

physicians are a scarce and expensive resource, the

plan needed to utilize the minimum number of physicians

possible to deliver the required care.

Finally, the plan could not be designed in a

manner that would exclude eligible beneficiaries from

care. The hospital commander had previously determined

that emergency medical services would be provided to

all groups of eligible DOD beneficiaries who required

this type of care. This did not mean that individuals

who did not require care for medical reasons could not be

deferred to a routine clinic which operated during

normal duty hours. It did, however, require a plan

that would deal, in some manner with the workload that

presently existed.

Obstacles to Optimum Research

Ideally, exact diagnostic information for each

patient seen, collected over an extended period of time,

randomly sampled using appropriate statistical methods,

would be the optimal data collection method. This would

have required a prospective research plan that was beyond
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the scope of this study. However, enough other data were

available to enable the workload estimates to be based

on very reliable data. Therefore, while not optimum,

the research data used is more than adequate.

In addition to diagnostic information, some

measure of patient perceptions would have been desirable.

A questionnaire is available to achieve valid measurement

of the perceptions regarding Emergency Room treatment

(Appendix C). Time and personnel constraints precluded

administration of this questionnaire. Some indication was

available by utilizing data from a questionnaire administered

to the entire population by Fort Bragg, but, as will be

discussed later, it was not designed in a manner to provide

specific information required for this study. To optimally

measure satisfaction levels and changes in these levels

after reorganization, two administrations would be required:

one under the current operating system and one after changes

are made. Although this was not feasible for this study,

it is desirable that this be accomplished to provide the

organization meaningful feedback on the impact of changes

made.
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Other Factors to be Considered

Any proposed changes in the manner in which emergency

medical services are being provided must recognize certain

other constraints, in addition to those mentioned above.

Foremost is the minimum requirement that the end result be

in accordance with accepted standards for good medical care.

Since Womack Army Hospital is accredited by the Joint

Commission on Accreditation of Hospitals, the design must

conform to JCAH standards (Appendix D. The standards to

be effective January 1, 1979, have been used in this study).

Another set of standards that must be complied with are

the Ambulatory Patient Care Program Requirements of the

U.S. Army Health Services Command (Appendix E).

In developing appropriate staffing mixes for

the emergency room, only those health care providers

currently available in the military system or local

community have been considered. An example of this limita-

tion is the Trauma Nurse Practitioners. Even though this

skill could obviously be utilized, it is not pragmatically

available at this time and has not been inclUded in staffing

alternatives.
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Finally, it must be recognized that the problem

of large emergency room workload is not a transient

phenomenon. As will be discussed later, the ER is

perceived as a valid source of care for all types of

complaints, especially in evenings and weekends. The

data also indicates the local eligible population is of

such a nature that they will continue to seek care from

Womack even if alternative facilities are available to

them (Appendix F). They seem to be willing to pay the

current time-distance price for receiving care.

Complaints will increase or decrease and quality of care

may change depending on the efficiencyof the emergency

care system. However, there is no data to indicate the

majority of patients o wil seek other alternatives for care,

regardless of the system's efficiency or inefficiency.

This trend is not local in nature or even restricted

to military facilities. A review of the literature, which

follows below, indicates the similarity of problems among

many different facilities located throughout the nation.

Literature Review

Many years ago the emergency room was perceived

as a place where only those patients requiring urgent



medical or surgical attention were seen and treated.

Many social and medical factors have changed this role

in recent times.

In gross numbers the increased workload has been

dramatic. The American Hospital Association's statistical

summaries show an increase of 308% in the emergency depart-

ments of non-federal community hospitals from 1954 to

1970. This translates to a rise from 28.7 million in

1965 to 42.7 million in 1970 and 71.9 million in 1976

(last year data has been summarized I~r). When all

Federal and other types of health care institutions are

added, the total emergency department visits for calendar
2

year 1976 exceeded 76 million visits.

Reasons most frequently mentioned for the upsurge

in hospital emergency department utilization are:

A. A growing tendency for patients and physicians

to view the hospital as a community health care center

where it is appropriate to go for any form of care. An

awareness that complex and costly equipment for diagnosis

and treatment is more likely to be available in a hospital

than in a physician's office. The convenience of using

the emergency department because of its accessibility and

constant availability.
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B. Changing patterns of medical practice. These

include a decrease in the number of physicians in general

practice, lessened availability of doctors on evenings

and weekends and for house calls, increased specialization

that results in the patient not knowing which specialist

to call, and undersupply of physicians in depressed areas.

C. Various external factors. One of these is

third-party coverage for services rendered in emergency

departments but not in physicians' offices. Another is

the growing tendency for industries, schools, and police

to refer patients to the emergency facility.

D. Population factors such as annual growth,

rise in accident rates, greater prevalence of chronic

disease, and substantial population mobility, coupled

with the lack of a regular family physician.

Whatever the reasons for the prevailing situation,

the problem is clear: hospitals presently are expected to

serve unprecedented numbers of walk-in patients in their

emergency departments.3

This rapidly changing delivery pattern has

resulted in increased interest by a variety of medical

and governmental organizations. This interest has

resulted in a multiplicity of guides and standards being

published.4 ,5,6,
7
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The current situation can best be described as

one of change and experimentation. The attached biblio-

graphy, as extensive as it is, only represents a portion

of the available literature regarding emergency medical

services. As part of this process has come the recognition

that the emergency department is treating many other

types of problems other than acute medical/surgical/

psychiatric conditions. One survey of 197 hospitals that

analyzed 29,300 visits concluded that 42% of the visits

could be categorized as non-emergency. 8 Studies conducted

in Virginia estimate a high of 59% of ER visits are non-

emergencies.1 0 On the lower end of the spectrum is a

Florida study that estimates a range of 25% to 30%

non-emergencies.1 1 Regardless of the estimate used,

patterns have changed and the basic trends are clear for

any researcher.
12

Within the U.S. Army Health Services Command,

the above workload distribution has also been recognized.

Fitzsimons Army Medical Center, Letterman Army Medical

Center, and the Fort Hood MEDDAC, just to name a few,

have all reorganized to more efficiently handle the

multiple conditions that present for treatment.
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Triage, increased use of health care extenders and

recognizing the place of emergency medicine as a specialty

unto itself have been the primary responses both in the

civilian and military health care system.

Emergency department personnel are confronted

with an admixture of patients with conditions ranging

from very minor to life-threatening, who need corre-

spondingly different levels of emergency department

resources. The problem becomes even more critical

when the patient load exceeds the available resources

of the department.

Triage, a concept originally applied to military

situations where large numbers of casualties had to be

handled quickly, has gained increasing acceptance in

emergency departments as a method of assigning a patient

to the most appropriate treatment area or health care

resource. Four general patterns of triage can be

commonly found:

1. A receptionist briefly interviews incoming

patients and, by predefined criteria and experience,

assigns each patient to an acute care area or a screening

clinic.

2. A triage nurse conducts the triage interview

and assigns the patient to one of several levels of care
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within the emergency department or refers him to resources

elsewhere. Though criteria for triage disposition may be

used, the experience of the nurse plays an important part

in this type of system.

3. Physicians are assigned as triage officers.

They have wide latitude in the disposition of patients

and among other options may evaluate, treat, and

discharge the patient from the triage station.

4. Triage by staff evaluation of patient

complaint as recorded on the patient's medical record. 13 '14

Use of physician extenders, e.g., Physician's

Assistants, Nurse Practitioners, and in the military,

enlisted medical specialists, has rapidly increased in the

emergency department itself or as part of an ER/Acute

Ambulatory Care System.

Nurse practitioners and physician's assistants

have been categorized as mid-level health practitioners

who perform tasks which traditionally have been within

the purview of physicians. Most are taught to elicit a

complete history and perform a routine physical examination

on all types and ages of patients. Additionally, they can

order diagnostic procedures, can interpret results and

isolate abnormalities. They are also trained to carry out
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specific medical regimens under physician direction and take

necessary, immediate action to preserve life in emergency

situations. Some are trained to perform minor surgical

services. Generally, when they perform medical acts under

physician supervision, the identified physician supervisor is

legally responsible for their professional activity.

The first program to train physician's assistants

was initiated at Duke University. Similarly, programs

to train nurses for extended roles have proliferated. In

1976, there were approximately 7,000 NPs and 5,000 PAs
15

who had completed training programs.

The Army has defined the roles of these health

care extenders as follows:

A. Nurse Practitioners.

1. Assess the physical and psychosocial

health status of patients and/or their families through

health and developmental history taking and physical

examination.

2. Discriminate between normal and abnormal

findings on the physical assessment and history taking.
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3. Evaluate the assessment data in order to

make prospective decisions regarding care and treatment in

collaboration with physicians and other health team members.

4. Manage the care of selected patients within

protocols mutually agreed upon by medical and nursing

personnel including prescribing and providing care,

initiating requests for laboratory and radiological tests,

making judgments about the use of medications and treatments,

and prescribing such medications and treatments based upon

protocol, initiating referrals to other health team members.

5. Conduct nursing clinics for continuing care

of selected patients.

6. Assume continuing responsibility for

informing patients and families with implications of

health status, treatment, prognosis through counseling,

and health teaching.

7. Assess and interpret patient's needs to

medical and/or nursing staffs and other members of the

health team.

8. Coordinate inpatient/outpatient .-- c,.

of patient care.

9. Provide basic medical/nursing resource

for the patient aith acute minor illness or injury.
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10. Collaborate and confer with other members

of the health team or other disciplines.

11. Provide resource on nursing care and

methods for beginning nurse practitioners and consultant

for nurses on nursing problems presented by selected

patients.

12. Maintain a high professional performance

level through self-study, a meaningful experience, medical

and nursing conferences, and any form of continuing educa-

tion which keeps him/her abreast with current trends in

his/her specialty area.

13. Provide direct patient care in those

instances which demand expert professional nursing skills

and judament, and assistance to nursing staff in develop-

16
ment of nursing care plans and management of patient care.

B. Physician Assistant.

1. Collect and record in proper format

medical social historical data appropriate to the

patient's condition.

2. Perform a general physical examination

and record the findings in proper format.

3. In cases of uncomplicated common illnesses

and injuries, select the most likely diagnosis based on

the findings.
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4. Recognize those more complicated cases

which require referral to a higher level of medical expertise

for diagnosis and/or therapy.

5. Plan and initiate appropriate treatment

within the capabilities of the facility to which he is

assigned.

6. Identify those situations and individual

cases which have public health significance and implement

effective control measures.

7. Communicate to other health personnel

orally or in writing in a clear, concise and well organized

manner the findings, the diagnosis, and the planned

treatment regimen.

8. The PA should be utilized for the delivery

of primary, non-specialized medical care to all categories

of patients.

9. In addition to conducting sick call in

troop clinics and providing primary care in outpatient

settings, the PA may be utilized in the management of

common emergencies involving minor trauma or illness.

10. The PA may be authorized fo perform

specialized diagnostic and therapeutic procedures by

the responsible supervising physician after appropriate
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training and practical experience under the supervisor's

guidance. This training and experience must be documented.17

C. Enlisted AMOSIST.

1. Review triage note to insure patient was

appropriately referred to AMIC and redirects patient to

other treatment areas if indicated.

2. Insure patients are aware of the non-

physician status of an AMOSIST.

3. Take patients' history, performs selected

parts of the physical examination, makes presumptive

diagnosis, and order treatment in accordance with the

AMOSIST Manual.

4. Record findings, presumptive diagnosis,

and treatment on data collection sheet.

5. Order authorized drugs on appropriately

pre-stamped prescription blank form.

6. Consult with AMOSIST physician or refer

patient to AMOSIST physician as directed by the AMOSIST

Manual or when doubt exists as to findings, diagnosis

or treatment.

7. Prepares laboratory, x-rays or consult

requests as directed by the AMOSIST Manual or the AMOSIST

physician.
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In review, the magnitude of the problem has been

recognized, and personnel, other than physicians are

becoming available to provide care in this setting.

However, before appropriate staffing patterns can be

evolved, the problem of productivity measurement must

be addressed.

Any human activity uses up some form of resource

when engaged in that activity. Even sleeping uses energy

and materials from the environment. The more sophisticated

and less concrete an activity becomes, the more difficult

it becomes to measure the resources being consumed

and the results of the consumption. Health care delivery is

a complex system. Its output is difficult to measure and

the system as a whole utilizes a myriad of inputs to

produce its outputs.

With the increased emphasis on productivity,

three basic questions remain: Can we call increases in

total visits an increase in productivity? Which factors

have had greatest contribution to increases? If quality

of care is sacrificed to increase numeric output, is this

productive?

In certain simple production processes, mathematical

formulae can be relatively simply transformed into quanti-

tative data that can then be manipulated conveniently.
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This is not true in more complex industries and certainly

becomes very difficult when dealing with a service

industry such as health care. Richard M. Bailey lists

several important factors which may differentiate the

medical service production process from other industries.

These are:

1) Do we have a commonly accepted
concept of the product? 2) Can we use
dollar measures of output as a proxy for
"real" production as we often do in other
industries? 3) Do we really know much
about the substitutability of factor
inputs in the medical service production
process? 4) Even if the potential for
substitutability of factor inputs exists,
can we explain the failure of physicians
to avail themselves of opportunities to
use lower cost inputs on grounds of scale
alone? 5) What do we know of the effects
that physicians can have on demand for
certain outputs. 19

This paper cannot address all these questions.

However, they are worth remembering so as to avoid

feeling that the creation of mathematical models is a

solution. In fact it is just a tool to help

conceptualize complex relationships and should not be

viewed as an end unto itself.

A production function formula can give us a basis

for examining health care production functions. Using
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a model developed by Pauly and Redisch, this output can

be perceived as being produced by physical capital (K),

non-physician labor (L) and physician labor (M). Since

military hospitals use physicians as members of the

organization these three elements are representative of

organizational inputs to production of outpatient

services. Their model is expressed as:

Q = f (K, L, M).20

This formula does not recognize that outpatient

services constitute a range of many different services

or outputs. An exact analysis would require the

different outputs be specified. However, the Pauley

and Redisch model can be used as the framework for

analysis. Since the concern is with physician productiv-

ity, this model is advantageous because it identifies the

input of physician labor (M). The output (Q) may be

delineated further by defining it as those patient

services that require direct time (labor input) of a

physician. The nature of this physician input, the

output, and how to measure it are key elements of the

production process that need further examination.
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Often the terms efficiency and productivity are

used improperly. (Each, as seen above with productivity,

has very specific economic definitions.) Uwe Reinhardt

clearly defines the two types of efficiency commonly

discussed in the literature. He describes technical

efficiency as "the ability to obtain the maximum feasible

rate of output from a given bundle of inputs." Economic

efficiency is the least cost combination from alternative

technically efficient combinations capable of producing

at a given rate of output.
21

Productivity is generally defined as the quantity

of goods and/or services produced, divided by the quantity

of resources employed in producing this quantity.2 2 It

is characterized as being: 1) applicable to a wide spectrum

of economic activities, including health care;

2) measurable only with many compromises that may

compromise the significance or validity of the numeric

results and 3) often not measurable precisely in the

manner dictated by the theoretical algebraic formulation

because all the key input and output variables may not

be quantifiable. As Berki has pointed out: "Many of

the difficulties in analyzing productivity, or even
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identifying it, arise from the lack of conceptual agreement

on the appropriate definition of outputs and inputs.'
2 3

Physicians do not practice medicine in a void.

They utilize space, even if it is under a tree, and

in modern health care they use a variety of goods and

services provided by others to assist them in their

primary task. If they "work alone," others have

contributed to the process by having educated the

physician in the past. The production process formula

used above (Q = f (K, L, M) identified the physician

as a key input. However, Q is a product of f (K, L, M)

and not f (M). In other words, he is not a solo input.

The productivity of this input will be dependent on the

contribution of the other input factors. Theoretically,

the changes in output from one factor can be isolated.

Given the production function, Q = f (K, L, M),

the output elasticity of M is the proportional change

in output (however defined) resulting from a given

proportional change in M, the input of K and L being

held constant. The numeric quantity of this measurement

can be found by dividing the marginal product of M by

the average product of M.
2 4
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Measurement of productivity requires a definition

of output. This is a key problem in attempting to

measure productivity in a way that the health care

professions and others who may use the data can agree

upon. This entire paper could have been devoted to

a review of the extensive, and varying, concepts of

output of medical services literature that currently

exists. These concepts range from purely quantitative

to purely qualitative and deal with one factor or the

entire system, over largely varying time periods.

The measure most commonly used, the average

number of visits per a given unit of time, will

provide a convenient starting point.

The annual output in visits per provider
is a reflection of the number of hours spent
in clinical outpatient care, as well as the
number of minutes spent per patient. . . . It
is easy to find fault with the use of the
number of visits per unit time as a measure
of productivity. . . . However, at the
present time the number of visits is the only
measure of productivity that is availble for
the comparisons in outpatient areas.

Recognizing that physician output is tradi-

tionally measured by what the physician produces, not

its effects upon the patient, the view of J. May is

worthy of note:
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It is important to observe that whether
or not a particular definition is "correct"
or not depends on the purpose for which it
is used.

The point here is not that any one of
these definitions is "right" and others
"wrong" nor that any small set of definitions

is right to the exclusion of all alternatives
(a careful reader can find dozens of defini-
tions in the literature) the point is that
they are fundamentally different and the
differences are important to any consideration
of the question of productivity.

2 6

The impact of choice of output definition can

be illustrated by an evaluation of the military system.

The Report of the Military Health Care Study by DoD,

HEW, and OMB clearly demonstrates that the services have

not even been able to agree on the definition of what

constitutes an outpatient visit.
2 7

The Department of Army Staffing Guide for

Medical Department Activities provides a starting point

for on-site appraisal teams in determining number of

physicians required. This method assumes certain

productivity levels. These levels were established

based on a survey conducted over twenty years ago. The

current levels of staffing were ranked, and the 75th

percentile was accepted as the norm or standard productivity

per physician in each type of clinic setting. These
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figures are basically still being used today, with the

same emphasis on quantity. The Air Force in 1968

started using on-site industrial engineering teams to

evaluate inputs, productivity standards, etc.

Unlike the Air Force method, the Army does

not attempt to measure, in any uniform objective manner,

the productivity of health providers or recognize the

complexity of the output in an outpatient setting. In

fact the current system gives proportionately greater

rewards for admitting a patient instead of attempting

to treat him as an outpatient. This has led the combined

Health Care Study to recommend that resource allocation

(to include health care providers) be done on the basis

of capitation and utilizing cost per outpatient visit

as a measure of efficiency.
28

However, the alternatives mentioned above are not

pragmatically available for use at this facility, especially

without computer support. Therefore, the alternatives

considered in this project are based on simple productivity

concepts. Subjective modifications, instead of clearly

defined quantitative data, have been used, out of

necessity, when quantity outputs did not give a totally

valid presentation.
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One final issue must be addressed to ensure the

completeness of this literature review. Finding methods

of reducing demand is being increasingly discussed.

These generally are focused on changing the health

level of the population thru changing social/environmental

conditions or changing use patterns. As Mehanic has

stated:

Another way of reducing demand for care
is to modify patients' perceptions of its
value or appropriateness.

Changing expectations is an exercise
in modifying the culture of medical care.
This process requires changing perceptions
of how particular health and illness incidents
are to be handled.29

Obviously, this process is vast in scope and

time required. Therefore, it has not been further

explored for the purposes of this project.

Research Methodology

After having achieved an understanding of

the current environment and researching the literature,

an organized approach to solving the problem presented

above was developed. This was completed in the following

sequence:

1. Obta~n thru direct observation, staff

interviews and review of appropriate documents, an
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understanding of how the current emergency medical service

functions.

2. Obtain statistical information on the actual

workload being performed. This data was compiled from

official hospital records and from an emergency medical

service survey conducted as part of a special study conducted

by an Ambulatory Patient Care Commnittee sub-committee.

This data will be discussed in more detail in a later

portion of the study. Some information on waiting times

was also obtained.

3. Obtain from other survey documents a

measurement of patient perceptions regarding the

emergency room.

4. Conduct an analysis of the workload data

to allow for the development of an alternative to the

current system.

5. Using experience from other facilities, staff

interviews, Army standards, and literature reviewed.

6. Analyze the advantages and disadvantages of

each alternative.

7. Arrive at conclusions and recommendations.

The following discussion will provide the results

of the steps described above.
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CHAPTER II

Discussion

Current Emergency Medical Service Systems

Using American Hospital Association criteria,

Womack Army Hospital has been classified as a "Major

Emergency Center," which is the equivalent of the

Level II hospital emergency department classification

of the Joint Commission on Accreditation of Hospitals

(Appendix G). Level II is defined by JCAH as:

A Level II emergency service offers
emergency care 24 hours a day, with at least
one physician experienced in emergency care on
duty in the emergency care area, and specialty
consultation available within 30 minutes by
members of the medical staff or by senior-
level residents. The hospital's scope of
services shall include in-house capabilities
for managing physical and related emotional
problems, with provision for patient transfer
to another facility when needed.

The physical layout of the emergency room is

essentially the same as in the original hospital design

(Appendix B).

There are four examining rooms, a TPR room, ECG

area, major CPR/trauma room, three-bed holding area,

and a four-bed minor treatment area. All care is

34
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currently being provided in this space. The waiting area

can accommodate approximately forty-three sitting persons

at one time.

Description of Patient Flow (Figure 1):

(1) Patients check in at the desk and a clinical

record sheet is stamped with their plastic identification

card. Assessment of their complaint is determined by

any available medical personnel, i.e., nurse, enlisted

corpsman, or MD. If these are not available, then the

secretary makes an assessment. Disposition is made at

this time and the patient is sent for laboratory studies,

to a Treatment Room, or to the Waiting Room. When

appropriate, vital signs are obtained in the TPR Room.

Acute problems requiring physicians/PA are brought

to his attention and treatment, as indicated, is

given. When patients return from Laboratory/X-ray,

they check back in at the desk and wait in the waiting

area. Depending upon the nature of their illness they

may wait under closer observation in the holding area.

Charts are accumulated in the Emergency Room A&D area,

and patients are seen in Examining Rooms as availability

of MDs/PAs permits. The physician sees the patient
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and disposition is made accordingly to the Laboratory/

X-ray, or to the Pharmacy which is located in the Emergency

Room. The patient is then discharged, admitted, or

asked to wait for a consultant. Patients who need to

be seen by consultants wait in the holding area, Examining

Room or Waiting Area and the chart is maintained at the

A&D desk until such time as the consultant arrives.

Subsequent follow-up of any patients can be directed to

the specialty clinics or the TMC.

(2) Patients admitted through the Ambulance Section

are seen either in the Trauma Room or in the holding area,

depending on the nature of their illness, and they are

then processed through laboratory and X-ray as indicated.

If a physician needs consultation with a Specialty Service,

the patient waits either in the Examining Room or in the

waiting area until the consultant arrives.

(3) Patients arriving during duty hours at the

Emergency Room, whose problem is deemed other than an

emergency, are triaged to one of the following areas:

back to the TMC if the patient is active duty, to the
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AMOSIST triage desk for further triage, or to a specific

specialty clinic as is appropriate. After regular duty

hours, there is no triage as far as location of

treatment. All patients are seen in the Emergency Room.
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TABLE 8

AMBULANCE SERVICE EMT STAFFING

EMT on Duty
Shift (Weekday) (Weekends)

Day 4 3
Evening 3 3
Night 2 2

The manpower for Professional Officer of The Day

(POD), Supplemental Physician - ER (SPER) and evening/

weekend Physician Assistant are drawn, by roster, from

personnel assigned to Womack Army Hospital, XVIII Airborne

Corps units and Pope AFB.

Following the staffing patterns analysis presented

above, it was then necessary to obtain workload information

in the categories listed below:

I. Number of patients, by shift, weekdays.

2. Number of patients, by shift, weekends/holidays

3. Number of patients, by day and shift, that are:

a. Acute minor illness.

b. Pediatric.

c. All other.

4. Sample waiting times data.
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Data was obtained utilizing a variety of techniques

and time periods. Whenever possible, multiple inputs were

used in an attempt to compensate for possible seasonal or

other variations. Sample sizes were all of sufficient

size to meet standard tests of statistical validity

(Appendix H presents data in graphical form).

An Emergency Medical Service study committee

evolved a survey instrument which was administered

during the period 5-16 December 1977 (Appendix I).

The conduct of the study was as follows: Emergency

room data collection form was attached to each clinic

record sheet. The upper portion of the form was filled

out by the administrative personnel in the Emergency

Room, and the lower portion was filled out by the physi-

cian. During peak load shifts, that is, evening weekdays,

evening weekends, and day weekends, additional administrative

personnel were available to insure that the form was

filled out completely. The form was then separated from

the regular Emergency Room clinical record and placed in

a separate box. Tabulation was performed item by item.
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TABLE 9

TOTAL 'LhR OF SURVEY DCCU.ZETS COLLECTED

*ieekdays

Day (0700-1500) 254
Evening (1150-2300) - 730
Night (2300-0700) 120

1104

Weekend

Day (0700-1500) 126
Evening (1500-2500) - 190
Night (2300-0700) = 22

338

Grand Total 1442

All questions were not completed on all documents.

Therefore st=iary data may not equal total number

administered in each category.
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TABLE 10

TWO WEEK SURVEY RESULTS
PEDIATRIC/AMIC PROFILE

(only those questions which were felt to have significant information
are included in this report. The data is keyed to question numbers.)

Question #2 - Patients under 14 years of age.

Overall ----------------------------- 25.6%
Low -------------------------------- 20.2% weekend evenings
High ------------------------------- 94.1% weekend nights

(n = 359)

Question i7 - Patients were asked if they would have gone

to an acute minor illness clinic if available.

(Figures are positive responses.)

Overall -------------------------------- 79.6%
Low ----------------------------------- 17.4% weekday days
High ---------------------------------- 94.1% weekend evenings

(n 870)
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TABLE 11

CATEGORY OF SEVERITY OF PROBLEM

Question #14 - After seeing the patient, the treating physician was

asked to make an assessment of the medical problem.

1 equivalent to acute emergency

9 equivalent to convenience visit

1-3 4-7 8-9

Overall ------------ 34.3% ------------ 49.0% -------- 16.7%
High -------------- 40.2% ------------ 73.0% -------- 27.5%

weekend evenings weekend evening weekday day
Low --------------- 25.5% ------------ 42.5%--------- 1.7%

weekday day weekend evening weekday day

n 1-3 = 452

n 4-7 = 646 n = 1,318

n 8-9 = 220

Question #16 - Treating physicians were asked to give an opinion

regarding lowest level of practitioner who could have treated the

patient. Figures are for all other providers other than physicians.

Overall -------------------------------- 85.2%
Weekday evenings ------------------------- 86.6%
Weekend Day and Evenings ------------------ 87.4%

n = 1314
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TAL:-'1

EXTRAOTl,,rD ! XVEIAGE 17O2LOAD 1 GSIUG
TWO' .'.rEEK SURVY DATA

Weekday evening shift:

Average ------------------------------------- 116 patir-nts
Pediatrics ---------------------------------- 32 patients
Emergencies (i.e., Category 1-3) ------------ 43 patients
Yon-emergency (i.e., Cate-ory 4-9) ---------- 73 patients
1Non-physician care possible ----------------- 41 patients

Weekend days:

Average ------------------------------------- 108 patients
Pediatrics ---------------------------------- 32 patitnts
Emergencies (i.e., Category 1-3) ------------ 27 patients
lion-emergency (i.e., Category 4-9) ---------- 81 patients
Non-physician care possible ------------------ 9 paticnts

Weekend evenings:

Average ------------------------------------- 108 patients
Pediatrics ---------------------------------- 22 patients
Emergencies (i.e., Category 1-3) ------------ 43 patients
Non-emergency (i.e., Category 4-9) ---------- 65 patients
Non-physician care possible ----------------- 43 patients

Of those patients seen in the ER 17.5%' or nearly I in

5 had to be seen twice. That is, the doctor saw the

patient and had to re-see the patient again after the

lab visit.
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The next data source examined was the emergency

room log. This is the actual record maintained in the

ER in which each patients name, status, complaint and

similar information is recorded when the patient checks

in. A two week sample period (December 5 thru 16, 1977)

was taken as a cross check against the survey taken.

For this period n = 2,371.

A four week sample was then taken as a cross check

against seasonal variation. The following table reflects

this sample period and size:

TABLE 13

FOUR ',:EK SXIPLE SIZE (1977)*

Period Weekday Weekend Total

!Tov 28 - Dec 3 887 495 1382
Sep 19 - Sep 25 953 591 15L4
Jan 17 - Jan 22 585 585 1467
Apr 25 - Apr 30 1016 556 1572

TOTAL 3,738 2,227 5,965

*Total visits for 1977 were 77,385.
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This data was then used to determine the percentage

of patients that fall into one of three categories, i.e.,

pediatrics, acute minor illness and all others.

TABLE 14

ThO AND FOUIR WEEK ER LOG SAIK:PLE RESULTS

eekday Evening (1500-2300) Shift*

Survey AIMI Pediatric Other

Two week 43% 33% 24%
Four week 42% 340 2 4%

*Average visits = 129 per shift

Ieekend Day (0700 - 1500) shift*

Survey AIiI Pediatric Other

Two week 51% 34c0 15%
Four week 52% 30 186

*Average visits - 120 per shift

Weekend Evening (1500 - 2300) shift*

Survey AMI Pediatric Other

Two week 50% 293 21%
Four week 47% 28% 25%

*Average visits = 123 per shift.
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The average percentage distribution utilizing

all sampling data was then computed per evening and

weekend shifts. This average percentage estimate was

later used to obtain overall configurations.

TABLE 15

AVERAGE PERCENTAGE BY CO,-DITICN

ALL SAIPLE DATA

Category .eekday Weekend Weekend
Evening Day Evening

AM 1 3 8/ 52 43/
Pediatric 36% 32% 32%Other 26% 16 25%

In order to estimate workload distribution by

shift over an extended period of time the actual work-

load, by shift, was examined for the months of December,

February and July 1977. (Appendix I). For this data

set n = 19,453. The results, by percentage, are:
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TABLE 16

WORKLOAD DISTRIBUTIOT BY SiIFT
THREE I4OUTli SAMPLE

W,. eekday W.eekend

Day (0700 - 1500) ------------------ 21 43'0
Evening (1500 - 2300) ------------ 59% 42%
Night (2300 - 0700) ------------- 20% 15")

These percentages were then compared to those

derived from the other sample groups and the followina

average shift distributions were computed:

TABLE 17

AVERAGE SHIFT DISTRIBUTION
ALL 1977 SAMPLE DATA

We ekday 7.eekend

Day (0700 - 1500) ----------------- 21.7' 42.9
Evening (1500 - 2300) ----------- 61.6% 46. 1%
Night (2300 - 0700) --------------- 16.7 11.0n
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Utilizing the actual workload, reported on

official hospital reports for the period 1974 thru

1977 and the distribution percentages computed above,

the following table was generated.

TAELE 18

AVERAGE DAILY H =RGBNCY SERVIU W.ORKLOAD 1974-1977

1974 (n=75,619; Avera-e/month = 6,302)

ay Evening 'ight

Weekday 39 i11 50
Weekend 120 130 31

1974 Average Patient Distribution

Category eekday '.eekend w-eekend
Evening Day Evenin

U1I 42 62 56
Pediatrics 40 38 42
Other 29. 20 32

1975 (n=77,871; average/month 6,489)

Day Evening Eight

Weekday 42 118 32
Weekend 130 140 34
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1975 Avera.-e Patient Distribution

Category Weekday Weekend ..eekend
Evening Day Evening

MI 43 65 58
Pediatrics 41 40 43
Other 30 20 33

1976 (n = 30,925; averare/month = 6,744)

Day Evenin

Weekday 42 118 32
Weekend 130 140 34

1976 Averare Patient Distribution

Category Weekday eekend .eekend
Evening Day Evening

M,1 44 67 60
Pediatrics 43 42 45
Other 31 21 35

1977 (n = 77,385; average/nonth - 6,449)

Day Zvening >ht

Weekday 40 113 31
Weekend 124 134 32

1977 Average Patient Distribution

Category Weekday Weekend '.eekend
Evening- Day -:venin g

AI 42 64 58
Pediatrics 41 40 43
Other 30 20 33

___________________
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Average Workload - All Data

Day Evening Night

Weekday 40 114 31
Weekend 125 135 32

Average Patient Distribution - All Data

Category Weekday Weekend Weekend
Evening Day Evening

AMI 43 65 58
Pediatrics 41 40 44
Other 30 20 33

Another data set that was of interest was average

waiting and service times. Due to the difficulty of

accumulating this type data the survey period of 5 thru

16 December 1977 (n = 955) was used exclusively.

TABLE 19

AVERAGE WAITING AND SERVICE TIMES IN MIJUTES

Type of Time Day Evening Night

(Weekdays)

1. Waiting Time 30 74 90
2. Service Time 28 36 15
3. Total ER Time 58 110 105

(Weekends)

1. Waiting Time 95 71 80
2. Service Time 17 13 17
3. Total ER Time 112 84 97
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The large amount of statistics presented above

was essential to provide an objective base upon which

alternative plans, if appropriate, could be developed.

However, community perception of service provided is

also an important factor.

Community Perception of Emergency Medical Services

An installation-wide program "to improve the

quality of life for the soldier and his family" has

been initiated at Fort Bragg. One aspect of this

community life program was the conducting of a survey,

by questionnaire, "to determine how dependents, living

on post, view the quality of community life at Fort

Bragg."

Six thousand (6,000) questionnaires were mailed

to the homes of active duty personnel assigned to the

Fort Bragg installation in November of 1977. Of these,

1,048 questionnaires were returned. This is a response

rate of 17.5%. The community "Quality of Life" survey

project was implemented by the Organizational Effective-

ness Branch, Human Effectiveness Division, ACofS, GI/DPCA.

The procedure for implementation was conducted in four

phases:
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(1) The design of a comprehensive quality of

life survey based upon postwide surveys developed at

Fort Ord, CA, and used at other Army installations

(including Fort Campbell, KY).

(2) The selection of a sample population to survey.

A list of military sponsors whose social security number

ended in the digits 7, 8, and 9 was obtained from the

three post Personnel and Pay Service Divisions' SIDPERS

data base.

(3) The distribution of the surveys was imple-

mented by mail and direct delivery to major subordinate

commands. The survey packet was individually addressed

to each selected military sponsor and included survey

questionnaire booklet, a separate answer sheet, return

envelope, and a letter explaining the purpose of the

survey.

The Quality of Life survey contained 19

"demographic" items (questions 1-19) which provide

a description of the sample population that responded

to the survey. Also, the survey contained 132 items

(questions 20-152) which were weighted on a 5-point

scale ranging from being "completely dissatisfied with"
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(scale value = 1) to being "completely satisfied with"

(scale value = 5). The 132 items were designed to provide

information about seven "Quality of Life" indices: post

environment, off-post environment, post services,

medical care, husband's job, family life, and career.

In response to the question that requested a

satisfaction rating with regard to "the treatment received

in the hospital emergency room", the replies by percentages

were:

completely satisfied = 8.36%

mostly satisfied = 18.33%

neutral = 41.20%

mostly dissatisfied - 16.42%

completely dissatisfied = 15.69%

Total - 100%

Using standard statistical evaluation techniques,

the sample size was numerically sufficient to meet tests

for validity at the 95% confidence level. Also, the

sampling method used to distribute the questionnaires

was proper. However, one element may have effected the

representativeness of the study. Returning the survey

was optional. The respondent may have been
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biased (positively or negatively) and this provided the

impetus to return the survey, thus reducing the value

of the measuring instrument. However, the data from

the survey is currently the best available for the

total population and should not be ignored because of

this potential problem.

Another, although less accurate, indicator is

number of complaints received in the hospital

patient relations office. During calendar year_1977,

a total of 59 complaints about the emergency room

was received. This represents 6.5% of all complaints

received.

These two measures would indicate that, while

certainly not completely satisfied, the general

perception is not overwhelmingly unfavorable. However,

a more accurate survey of patient perceptions, utilizing

a more specifically designed survey instrument (Appendix C),

is required to gain a better measure of community perceptions.

Advantages of Current System

1. The weekday system is working well; the

"true emergency" is treated in the emergency room.
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while the non-emergent is triaged and treated in the acute

minor illness clinic or a specialty clinic.

2. The evening, night and weekend ER is, in

fact, caring for all patients that present themselves

for treatment.

3. A minimum amount of scarce personnel

resources are being utilized.

4. The average waiting times of 74 to 95 minutes,

during non-duty periods, tends to discourage use of the

emergency room during these hours.

5. Lack of triage and specialty care also tends

to discourage use.

6. Patients do not perceive the emergency room

as a "convenience clinic" but come because of lack of

alternatives. (This includes long waits or no appoint-

ments during duty hours).

Disadvantages of Current System

1. During non-duty hours, the true emergent

patient is still cared for, but the acute minor illness

has to wait an extended period of time. Also, patients

who have an acute medical or surgical problemsmust wait

longer during non-duty hours than duty hours because of

the number of acute minor illnesses.
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2. Many physicians feel uncomfortable treating the

pediatric population that arrives in the evening.

3. There is no effective triage currently employed

in the emergency room. The current system is done by a

variety of people, depending upon interest, availability,

amount of waiting time, and the time of day. Triage may

be accomplished by the physician or the ward secretary,

or any of the people in between. Patients may be improperly

triaged.

4. Waiting times are believed by many staff and

patients interviewed to be too long.

5. The current staffing of the Emergency Room

evenings, nights, and weekends involves a rotating roster

of physicians. This results in the potential for a

variable level of patient care, depending upon the diversity

and interest of the medical specialists involved.

6. There is an inadequate number of examining

rooms for the number of patients and providers.

7. There is mismatch between the skill level

required for many patients and the provider's actual

skill levels.

8. As specialists become more scarce, addi-

tional pressures may be placed on the emergency room

which it cannot absorb.
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9. The quality of care, albeit difficult to

measure, is not at as high a level as it could be.

Designing An Alternative

Chapter one contained an extensive literature

review and will not be repeated here. The design of

an alternative system used the Brooke Army Medical

system as a starting point. Health Services Command

Ambulatory Patient Care models were also used as well

as Army staffing guides. All of these were modified

to ensure the alternative was designed to meet local

needs. A brief description of the Brooke Army Medical

Center system and other inputs is given for fuller

understanding of the final design.

The Brooke Army Medical Center Triage Section

is located near the entrance of the Emergency Services

Section. An incoming ambulatory patient receives his

outpatient records at the records room and is directed

to the Triage Station where he is interviewed, usually

within 5 to 10 minutes.

The Triage Section is staffed by basic medical

corpsmen. On the basis of the answers to questions

from the triage algorithms, several dispositions are

possible from the Triage Section.
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1. A medical emergency room where potentially

serious medical complaints are treated.

2. A surgical emergency room where trauma cases

are evaluated and treated.

3. An acute minor illness clinic where less

serious cases are treated. The AMOSIST in this area

are directly supervised by a physician. This system

operates 24 hours a day, seven days a week.

According to APC Model #13 one enlisted AMOSIST

can treat approximately twenty patients in an eight-hour

shift. Although experience during 1977 at this facility

has indicated that the figure may range, on the average

from 12 to 16, this lower figure was not used. Several

space and staffing problems, e. g., one physician super-

vising over ten AMOSISTs plus treating patients, have

contributed to this figure. Therefore, the HSC figure

has been used as an acceptable nationaThstandard.

Extensive interviewing resulted in a pragmatic

estimate of one patient every ten minutes for pediatrics

and minor illness for adults. The physician's assistants

who were interviewed estimated they could triage over

twelve patients an hour.
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Physician Assistants are proposed for triage

because of availability, ability to order required

lab and x-ray tests, speed, and ability to determine

which patients could wait for treatment an extended

period of time.

Proposed Alternative System

Patient flow (figure 2) will be:

1. Patients will check in at the reception

desk and have vital signs taken in TPR room, then

take a seat in the waiting room.

2. A physician's assistant will see the patient

in a triage room.

3. The PA will assess the nature of the problem

and triage the patient to one of the following categories:

(a) Major medical--The patient, adult or

pediatric, needs to be evaluated and treated right

away, usually in the main ER.

(b) Non-acute pediatrics--The patient has

a problem which can wait a reasonable length of time;

lab and/or x-ray is ordered and/or old chart is

obtained and the patient waits to be called by the

pediatrician and seen in the clinic area (E wing next

to the ER).
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(c) Non-acute adult--The patient has a

problem which can wait a reasonable length of time;

lab and/or x-ray is ordered and/or old chart is

obtained and the patient waits to be seen in E wing

by the SPER.

(d) Acute minor illnesses--These patients

will be triaged after lab or x-ray to the AMOSIST working

in E wing. The ,IOSIST will be supervised by the SPER.

(e) Convenience visits--The Triage Officer

will have the authority to encourage selected patients

to leave without definitive care and seek a routine

appointment in weekday daytime facilities.
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The following staffing configurations nrre

required for this proposed system to be effective.

Personnel strengths are based on average workloads

computed in Table 18.

TABLE 20

PRCPCSED ST.iFFITG PATTER!S*

:eekday - -ay 3hift (0700-1500)

To change from Table 2.

:eekday - Evening Shift (1500-2300)

PCD (1900-0730) 1
SPE2 (1630-2330) 1
Pediatrician (1650-2330) 1
PA-Triage (1630-2300) 1
P".u-Treatment (1650-2500) 1
._CT- (91120V1) (1630-2570) 2

Registered Uurse 2
Clinical Specialist 2
Ved Specialist 6
Receptionist 1

'eekday- :i ,ht Thift (2 00-0700)

:Io change from Table 4.
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Weekend/Holiday Day Shift (0700-1500)

PCD (0730-1900) 1
SPER (0900-2300)** 1
SPER-AjIIC (1000-2330) 1
Pediatrician (1000-2330) 1
Physician's Assistant-Triage
(0930-2300) 1

AEOSIST (1000-2330) 3
Registered Nurse 2
Clinical Specialist 2
Medical Specialist 6
Receptionist 1

*4Second SPER will be required to handle pediatric and
AYIC backlog.

Weekend/Holidar Evening ::hift (1500-2300)

POD (1900-0730) 1
SPER (0900-2300)** 1
SPER-AIC (1000-2330) I
Pediatrician (1000-2330) 1
PA-Triage (0930-2300) 1
,ACSIST (1000-2330) 3
Registered Nurse 2
Clinical Specialist 2
Medical Specialist 6
Receptionist 1

**Second SPER .,ill be required to handle pediatric and
AMIC backlog.

iWeekend/Holiday Night Shift (2300-0700)

No change from Table 7.

*Civilian contract physicians are interchangeahle for
all physician positions listed above.
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Disadvantages of Proposed Alternative

1. Additional space outside the emergency room

area will be required. However, there is more than

adequate waiting and examining room space available

in the AMIC (E wing) Clinic which is immediately

adjacent to the ER area.

2. Additional personnel resources must be

committed to make this proposal viable. Even though

there is an overall physician shortage predicted for

the coming year this facility will gain in pediatricians

assigned. The hospital commander has indicated his

willingness to allocate this resource as proposed..

Similarly, the XVIII Airborne Corps units, especially

the 82d Airborne Division will have an increased number

of physician's assistants. The Division Surgeon has

stated that the additional four hours of coverage on

weekday evenings can be provided by division PA's who

are currently working until 1900 hrs. SPER and POD

hours are not increased by this proposal. However,

reduction in impact of ER duty or assigned staff will

only be possible thru utilization of civilian contract

physicians. An increase of 5 AMOSISTs and 15 medical

specialists will be required to support this operational
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concept. Unless resources can be obtained from within

the MEDDAC at Fort Bragg the chances of implementation

are slim. Given current Health Service Command strength

limitations and workload reductions, additional requirements

and authorizations would probably not be forthcoming.

3. The presence of additional providers, coupled

with effective triage, may change the community perceptions.

This could result in increased use to the point where

all providers are again overloaded with diminished quality

and increased waiting time the net result. There are

two possible avoidance mechanisms for this phenomenon.

This new system must not be advertised to the general

public. The concept of a "new evening clinic" must

be avoided. Secondly, the triage PA must be supported

in his attempts to divert patients who do not require

care. This diversion can be in the form of referal to

regular duty day clinics or placing the patient in a

long wait-low priority status.

Advantages of Proposed Alternative System

1. Waiting times would be significantly

reduced.
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2. Bulk of the pediatric case load would be

treated by a pediatrician.

3. There would be an effective, regularized

triage system.

4. There would be a better match between skill

level of the provider and medical needs of the patient.

5. Waiting and treatment areas would be less

crowded.

6. Emergency room duty would be less onerous

for assigned and rotating personnel.

7. There would be in increased ability to absorb

additional workload.

8. The "quality of care" when viewed as a function

ot advantages one through seven about would improve.

It is not, however, sufficient to compare the

number of advantages to disadvantages in deciding upon

a course of action. These must be weighted depending

upon their individual impact. This will be further

explored in the concluding chapter.



CHAPTER III

CONCLUSION

As reviewed in detail in the preceding chapter,

the current emergency medical system is not functioning

well during three critical periods. These are weekday

eveings, weekend/holiday day shift, and weekend/holiday

evening shift. The workloads for these shifts is 114

patients, 125 patients, and 135 patients, respectively.

Approximately 38% to 52% of this workload can be

classified as acute minor illness with 32% to 36% pediatric

patients. Waiting times during these shifts ranges from

one hour and eleven minutes to one hour and 35 minutes.

It can be concluded that the current emergency

medical service system at Womack Army Hospital does

require improvement. Implementation of the proposed

alternative system would resolve the problem areas

identified.

However, this implementation will require a

reallocation of resources, possibly to the detriment

of some other area. While some minor modification of

proposed staffing patterns can be made, e.g., one SPER

72
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instead of two on weekends, the essential elements of

triage, pediatric, and AMOSIST care must be retained

if the proposal is to be effective.

A working group composed of nursing service,

force development, personnel, and ambulatory care

administration should be formed to identify possible

available resources. Possible examples (not firm

recommendations) would be the reallocating of spaces

from inpatient wards and ambulance service. This

group should present its recommendation through the

Executive Officer to the Hospital Commander for

decision.

Efforts should be intensified to obtain contract

physicians for the emergency room to reduce the impact

of this duty on amount of specialty care available.

Specific criteria for triage and patient flow

management will have to be developed by a multi-

disciplinary group.

We can no longer afford to treat the reorgani-

zation of the hospital's emergency medical service as

the queen in "Alice's Adventures in Wonderland" treats

jam.
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"The rule is jam tomorrow, and jam
yesterday--but never jam today."

"It must come sometimes to 'jam
today,'" Alice objected.

"No, it can't," said the Queen.
"It's jam every other day: today isn't
any other day, you know."
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DEPARTMENT OF THE ARMY
HEADQUARTERS. UNITED STATES ARMY HEALTH SERVICES COMMAND

FORT SAIA HOUSTON. TEXAS 78234

HSPA 2 2 .0 7

Colonel Llewellyn J. Legters
Commander
US Army Medical Department Activity
Fort Bragg, NC 28307

Dear Colonel Legters:

The continuing military physician shortage is the most sinnificant problem
now facing the AMEDD. This shortage affects literally every Army (1TF.
It is essential, therefore, that commanders receive the earliest possible
notification of FY 78-79 physician staffing projections. This information
will allow early planning at the local levels for quality medical services
within existina constraints. Accordingly, nolicy guidance from The Surgeon
General (Incl 1) and the specific projections of the IIQDA Iledical Corps
Specialty Distribution Conference as they pertain to your activity (Incl 2)
are attached to this letter. Please note that these staffing projections
are stated on a "worst case" basis and make no allowance for additional
physicians who may become available through recruitment. It is vital that
commanders and their staffs not interpret and convey the inclosed finures
with a sense of despair.

I especially would like to emphasize General Pixley's renarks concprnino,
the issuance of innact response statements to the military health care
beneficiary population. It is the objective of this command to provide
authorized health care support to all beneficiary catenories as soon as
possible. In particular, we must acknowledpe the moral commitment we
have to retired military personnel and their dependents. Federal statutes
notwithstanding, I decry the statement that retired families have "last
priority." Let us assert that we must care for the active duty soldier
first, his family next, and that we will do all within our resources to
provide the maximum amount of care nossible to the retiree population.
In addressing the retired population, we must translate the semantics of
altruism into a genuine expression of concern and helpfulness. Retirees
have spent a career on active duty, are not strangers to temporary con-
straints, and generally are very cooperative. When refnrring to restricted
services, the key word must be temporary.



77

2 2 19 7
HSPA
Colonel Llewellyn J. Legters

It is obvious from the inclosed staffing projections that the number of
Medical Corps officers you will have assigned is less than required.
You have been selected as a cormander because of your ability to meet
challenges, lead your personnel and maintain a positive attitude. Our
physicians, military and civilian, and the health professionals who are
assisting them will be working very hard. Please stress to your admin-
istrative and ancillary support personnel (officer, enlisted and civilian)
that their first and second priorities must be support of the health pro-
fessional.

General Pixley and I are convinced that the overall Medical Corps staffing
posture can be improved through vigorous recruitment and retention efforts.
This requires that all HSC commanders be personally involved with the
AMED's need for additional physicians, both through recruitment of new
physicians, and retention of those who might otherwise be leaving the
service. We are confident that your strong support will enhance the
success of these programs.

We must keep in mind that the ultimate objective of the Medical Department
is-to be a ready force in support of the nation in time of war or national
emergency. We maintain our professional capabilities in peacetime by
providing health care to the military community. That objective is the
reason that quick fixes are not the answer. Anything that we do now
which provides the eventual attainment of a well trained, career oriented
and fully manned medical service for the future deserves our support;
actions which look good now but do not support that objective must be
viewed with extreme caution.

I intend that the staffs of our medical centers assist the IIEDDAC to the
maximum extent possible. The extension of the efforts and competence of
the NEDCEN attending and house staffs into the 11EMAC arena has obvious
advantanes to both. It is not substituting service for teaching. It is
expanding the teaching arena into new places and situations which will
improve the basic knowledge of the trainee beyond individual clinical
problems and into the means of health care delivery and nature of the
Army. I consider the latter essential, but often neglected, facets of
our graduate medical education system.

In the next two weeks, it is imperative that you and your staffs assess
the impact of next surrer's staffinq on your mission capability, takino
into account local civilian and other military resources and medical center
referral capabilities and provide us with a plan of action. I sugoest that
you involve all levels of personnel in your command in the assessment pro-
cess, so as to insure a collective effort tow.ard a comprehensive plan of
action. As stated, I an taskinq each !DCM, commander with the mission

2
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Colonel Llewellyn J. Legters

of providing expanded support to those MEDDAC within his health services
region. Accordingly, you should coordinate responses with your support-
ing MEOCE. I would appreciate receiving your analysis of the impact
that the 'inclosed figures will have on your activity within two weeks
of your recelpt of this letter. Please submit this information to this
headquarters, ATTM : HSPA, in the format prescribed by Incl 3.

We are faced with one of the most difficult periods in the history of
the AMEDD. The staff at HQ HSC and I will do everything possible to
obtain and provide you with personnel, financial, and material resources
necessary to accomplish your mission. Ve will also support The Surgeon
General in his worldwide responsibility and in his efforts to enlist and
maintain the support of the DA and DOD staffs, the Congress and the public.
I commend you for your exemplar,, efforts to date and assure you that you
have my complete support in the months ahead.

Sincerely,

3 Incl MARSHALL E. McCABE, M.D.
as Major General, NC

Commanding

3
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CFICC. OF THE SURGEON GENEiKAL

~~LJ WAtH.NGTO1J. D.C. Z3310

VTOA'lf"CHlION or:1

DASG-ZA . 15 February 1978

MG Marshall E. McCabe, MC
Commander
US Army Health Services Command
Fort Sam Houston, Texas 78234

Dear General McCabe:

The Army continues to experience a significant physicion shortage. The recent
Medical Corps Specialty Distribution Conference (attended by your staff) analyzed
on an individual facility basis projected specialty shortages for FY 78-79.

It is important for you and your commanders to have early notification of anticipated
MC projections. The attached documents represent the projected "worst cases." I
do not believe the worst case will be experienced because we are expecting a signifi-
cant number of volunteers through the summer months. You will note the newest hurt
will be OB-GYN and orthopedic surgery coverage for some installations.

It is imperative that a sense of panic not set in at any level as a result of review of
these figures. Further, I expect each MTF commander to use mature judgment and
discretion as to how, when, and to whom and what portions of ihe information be
transmitted to installation commanders and the civilian rnilitary community.

It is especially important that MTF staffs avoid statements which include negative
words such as "deny" and "curtailment" of medical care for any category of Depart-
ment of Defense beneficiaries. Rather, orchestration of inforrnalon dissemination
must use simple and logical explanations which convey a clear message that specialty
service coverage may be either temporarily unavailable or restricted except for active
duty and, where possible, their dependents.

Explanations and pronouncements must convey positive emphasis that health care
support for all categories will be achieved as soon as possible.

1* OWT,0,4.
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Individuals who in the course of their daily activities are assigned the reponsibility
to communicate with patients and sponsors must be both knowledgeable and under-
standing of patient problems and possible solutions. Maximum effort must be devoted
to provide information on their options as well as detailed assistance for sponsors who
utilize CHAMPUS.

I consider the retired military community a particularly sensitive group. Based on
recent field visits, I am convinced some (not all) MTF commanders could improve
resource management (professional staff utilization) to expand services for the
retired military community. We must leave no stone unturned to provide whatever
health services are feasible within resource constraints for this important group.
As a minimum, the retiree community must perceive that the Army Medical Depart-
ment really cores and is concerned.

I am convinced our Medical Corps personnel staffing posture can improve through
more vigorous retention and recruiting efforts. Your commanders should be strongly
encouraged to increase their personal involvement. MEDDAC recruitment efforts
must be directed not only for themselves but also for the entire Army Medical Depart-
ment. We need more physicians everywhere but especially at the MEDDAC's.
Remember, for volunteer accessions, in selected specialties, I am quite willing to
entertain a written guarantee of stabilization at a station of choice.

The inclosed "first iteration worst case" information should assist HQ HSC and your
commanders to assess staffing projection impacts and determine what can be accom-
plished within total resource availability. Health care delivery services at each
facility must be reviewed, altered and tailored to efficiently utilize all available
professional skills. This is not an easy task. Parochialism and traditional health
care delivery modes must be appropriately challenged in search of maximizing
responsive and comprehensive care.

I have a keen interest in current programs to expand exported MEDCEN support of
MEDDAC's. Progress to date at BAMC is very impressive. I believe more con be
accomplished by all MEDCEN's. Above all, this thrust must not be construed as
degraded training by interns and residents. Properly programmed and planned, the
quality of training opportunities for selected specialties should be enhanced and
enriched. Successful expansion is contingent on close interface, tolerance, mutual
respect and understanding by both MEDDAC and MEDCEN staffs. In addition, we
must be prepared to support more TDY visits (using military aircraft to the maximum)
of MEDCEN selected specialty staff visits to MEDDAC's. Consultant visits should
focus primarily on holding specialty clinics for accumulated problem cases which
require expert opinion for resolution. I am confident your strong support will
enhance success for these programs to p-irtially alleviate sor.e critical specialty
shortages at selected MEDDACs-especially during the summer months. The poten-
tial is great and successful innovations limited only by imagination, an open mind
and strong resolution. Each MEDCEN commander and his staff must develop an
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active concern and aggressive interest in MEDDAC health services within the
catchment referral area.

Within the next three weeks, I would appreciate feedback on thu "worst case"
MEDDAC staffing. Please feel free to quote the contents of this letter as you
transmit specific information to your commanders or transmit the letter as written.

Finally, I am convinced that the future of the AMEDD will be stronger as a result
of experiences and challenges during this difficult period. I appreciate your con-
tinued support and remain ready to assist in every way possible.

Warmest regards,

Sincerely,

IndI 6YiRLE C.PI
as Lieutenant General

The Surgeon General

3
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1. Entrance for -mbulatory Patients.

2. Ambulance 'ntrance.

3. Desk

4. TPR

5. Ambulance Service

6. Emergency Treatment Room

7. Suture Area

8. Holding Area

9. Utility Room

10. Nurses Station/Pharmacy

11. Examination/Treatment Rooms

12. Office

13. Break Room

14. Store Room

15. Admissions Room

16. Waiting Area

17. ECG Area
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ARMY MEDICAL DEPARTMENT PATIENT CARE SURVEY

THE ARIY MEDICAL DEPARTMEUI VA.ITS IF THIS SURVEY IS TO DE OF VALUE.
TO PROVIDE YOU WITH THE iEOST COMPLETE IT IS NECESSARY FOR YOU TO ANSWER
A110 1JDER1 m.EDICAL SERVICES THAT ARE EACH QUESTION AS CAREFULLY AS
AVAILABLE. THE QUAL17Y OF THE CARE POSSIBLE. IT IS NOT A TEST AHO
YOU RECEIVE ArO THE COURTESY OF THE THERE ARE NOT AIY RIGHT OR WRONG
STAFF WHO PROVIDE THIS CARE ARE OF A1NS$ERS. YOUR POIifT OF VIEW IS
CONTINUING INTEREST AND CONCERN. VrHAT WE CARE ABOUT, REGARDLESS HOW

POSITIVE OR NEGATIVE IT MIGHT BE.
THE PURPOSE OF THIS SURVEY !S FOR THE
tEMEERS OF ThE A iY MEDICAL DEPARTMENT SPECIFIC INSTRUCTIONS ARE PRIIITED
TO LEARN HOW YOU FEEL ABOUT YOUR CARE BELOW. PLEASE READ THESE VERY
SO THAT PROPER IPROVEMEN:T MAY BE CAREFULLY. YOUR AIIS.IERS WILL BE
MADE. YOU ARE THE INDIVIDUAL 1,10 CANI SCORED BY CC'PUTER EQUIPKENT AND
PROVIDE THE BEST INFORtMATION ABOUT ALL INFOR4ATION THAT YOU PROVIDE WILL
WHAT MIGHT BE DO;IE TO BEST MEET YOUR BE KEPT STRICTLY CONFIDENTIAL.
NEEDS.

DIRECTIONS FOR HARKIRG YOUR QUESTIONNAIRE SHEET: Use only a number 2 pencil (no Ink or ballpoint pens).
Make. heavy black marks that completely fill the chcle of your answer. If you wish to change an answer
please be sure to erase cleanly. Do not make any stray or accidental marks on the sheet.

EXAMPLES OF IMROPER IARKS EXAMLES OF PROPER MARKS

GOOO-__ __ii__ ___ __

AGE HI GHEST LEVEt OF EDUCAT10;1
THAT YOU COIPLETED, (Include

0 less than 19 GEO credits If any.)
0 20 to 29
030 to 39 Elem 1 thru 6 Some College
040 to 49 O Jr. High 7 thru 98 College Degree
0 over 50 0 Some High School 0 masters or Doctoral

0 High School Diploma Degree

SEX
APPROXIItATELY HOW OFTENI HAVE

o male YOU RECEIVED CARE AT THIS
0 female MEDICAL FACILITY DURING THE

PAST 12 KOITHS

YOUR STATUS 0 0 to 2 times 0 13 to 15 times
3 or 4 times 0 16 to 20 times

0 Active Duty Dependent 5 to 8 times 0 21 to 30 times
0 Active Duty Sponsor 9 to 12 tilses 0 3) or mre times

0 Retired Dependent
0 Retired Sponsor
O other HAVE YOU PREVIOUSLY CO1PLETED

THIS SATISFACTIO:1 SURVEY?

YOUR PAY GRADE 0 Yes 0 Fo
(If a dependent,
indicate the payrade of your DO YOU FLAN TO VAKE THE FILITARY

military sponsor A CAREER? (If a dependenZ. does your
sponsor ictend to rake the military

OIE 0 Wi 00 a career?
GE22 002 0 Yes 0 Undecided
OE3 8W3 0 03 o 0 etired
E4 0 W4 004iES 0o

0E6 O n DID YOj iisv- AN APPOITft1T SCHEDULED
3E7 TCDAY?8
C9 0 Yes 0 ro



I!ISTRUCIIU'IS: Only Answer the questions below' AFIER you have recelvcd your redical care for today. Pease 1
read cach Iten aod , ri m.ar tho circle Jldch indicates "hc'w sotjCfled" or,"hcju jissatisfied" you feel, Ue
the 9-Faint scale thit foIlows each question. Since there are no "right or wror:g" ans":ers, you do r.',t have
to stru3gle or 'work" to r{ike your ansv.-rs exact. Your "gencral Impression" Is satisfactory.

EXAN-PLE: The community c," place where I row live. (note: K = Neutral or Undecided)

EXTrRCLr DISSATISFIED DI r-- ( 9) C EXTRE'ELY SATISFIED
1. How satisfied are you with rilit~ry life in general?

EXTREIELY DISSATISFIED ( D Q @ @ © Q @ @ EXRE1, LY SATISFIED

2. K ow satisfied or dissatisfied are you with the overall treatment and care you have previously received in.
other military medical treato.e. t facilities? (rf you have had none, please leave plank.)

EXTRE:'E,.Y DISSATISFIED 0 Q 30 ) 0 ( 0 0 0 EXTREMELY SATISFIED

3. The amount of ti..e you had to wait to obtain medical care here today?

EXlR1VIELY DISSATISFIED 1 @ @ ® C) () 0 EXTRE-MELY SATISFIED
4. The parking facilities provided? (consider the number of spaces and distance from the clinic.)

EXTREM LY DISSATISFIED 0 0 0 0 0 0 0 0 0 EXTREMELY SATISFIED

5. The general -appearance of this clinic?

EXTREIELY DISSATISFIED 0 0 0 C) 0 ( D. 8 0 EXTREMELY SATISFIED

6. The thoroughniss (conpleteness) of the .edical examiniatlon you received?

EXTRENIELY LISSATISFIED 0ii 0 0 Q 0) (@ (D C)C EXTREMELY SATISFIED

7. The amount of information given to you concerding your illness by person(s) !ho examined and treat.

EXTREMELY DISSATISFIED C) QD 3j) (D ON~ )C EXTREM~ELY SATIS IW
S. The degree of privacy you had when you discussed your problem with th; ;erson(s: ,!4o ex,-,Inr -

EXTREMELY DISSATISFIED 0 G ( ( ( f '3 C) EXTRP ELY _..'Ti->-D

g. Theemount of interest shown concerning you as an individual by the person(s) ho exv,.h ,-**-.

EXTREFELY DISSATISFIED 0 0 0 0 0 ( 7) 0 0 VT' -

10. The aount of ti-e spent with you during your actual evaluatiron a:d t .

EXMQJ.Lj PITSTIf ED C 0 0 () IN 0 0
1. The manner in which you were treated by the receptionlst?

EmREIKUY EISSAT!SFIED, C 20 C) C' 0 0 0'?,
12. The degree of courtesy and friendliness shw-, :3 .c. ty t-e

EX1EIELY DISSATISFIED 1 0-
j3. The degree of courtesy Aid trieridl iress s'c i ti v-'

EA-TREMELY L;S$'ATIKFi-:D C )
14. The conwenience of tl'e 'cc ti, " ".,s

EXTR E Y DELY0 ,.c-A D

15.' The %my in which >'boratri C" ,

[ETREt'ELY ". ,

16. The evertIl tot t

TIE L Y
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iNSTRUCTIOS: Please conylete the folloing staterents by marking one circle for each item;

17. 1 feel the people Working In this clinic

0 ...could have done a better job in all areas
..~were adequate in so ,i areas but could have done better in other areas

...did an adequate job8..did most of their work efficiently

...were outstandiinS in all areas

IS. I feel that the medical treatrent I received today was
o -.. unacceptable
o ...less than adequate
o -..adequate
o ...core th-an adequate
o ..outstanding

19. 1 feel that the examiner's understanding of my medical problem :as

o ..:very poor
O ... poor
o ...average
0 .. good
0 ...very good

20. No.4 would you rate the treatoent you received In this clinic today compared to the treatment you have
received previously in this clinic? (If you have had no previous care here, leave blank.)

'0 ...Very much better today than before
o ...P,ch better today
O ...A little better today
O ..J.bout the sane as before
O ...A little worse today
8 ...Vinch worse today

...Very much worse today than before

21.. In filling out this questionnaire, do you believe that honest, negative responses might endanger your
current and/or future eligibility for medical care in this or other military hospitals?

o ..-Very likely
o ...Quite .likely
o ...Possibly
O ""Q.ite unlikely
o ...Very unlikely

22. In mleting this questionnaire, do you think that honest responses showing dissatisfaction might arnoy
or anger sone staff rembers and negatively affect the care that you receive?

...Very likely
O ...Quite likely
o ...ossibly
o ...Quite unlikely

S...Ve y unlikely

23. Do yo think that this survey will really result in any improvements at this medical facility?

o ...Very unlikely
0 ...Quite Unlikely
0 ...Possiblyo ...Quite likely
o ...Very likely

24. Hw did you feel about filling out this questionnaire?

STRONGLY DISLIKED DOINlG IT CD t- - G\ 0 ) ) DIDI'T MlIND DOING IT AT ALL

.-
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I Oct 77

AMBULATORY PATIENT CARE (APC) PROGRAM

Emergency Medicine (EMS)

1. REQUIREMENT. Each hospital will establish an Emergency Medical
Service (EMS) Program consistent with anticipated health care needs of
the supported population.

2. INTERPRETATION.

a. A well-defined plan for emergency care based on the needs of
the population served will be developed and implemented. As a minimum,
the hospital must have assessed the needs of the military community in
view of its available resources and established procedures whereby
emergency patients can be assessed and either treated or referred for
treatment as indicated.

b. EMS support will be consistent with the scope of services
provided, and will be well organized, properly directed, and adequately
staffed in this regard. The Chief, Emergency Medical Service will be a
full or part-time duty of a specified member of the medical staff. >A-i

RN-w0I-.I be designated to supervise the care provided by Department of
Nursing personnel. When Emergency Medical Technicians (EMT's) and other
allied health personnel are used, their duties and responsibilities to
the physicians and nurse. providingcare in the emergency service area
will be defined in writing.

c. Written EMS policies and procedures will be developed and
utilized. These shall include but are not limited to:

(1) Role of the emergency service in the hospital disaster
plan.

(2) Categorization of the service to , feneate the scope of
emergency treatment allowed and procedures not to be performed.

(3) Control measures for non-patient access to the emergencyservice area.

(4) Infection control.

(5) Release of medical information.

(6) Transfer and discharge of patientf-.

(7) Guidelines pertaining to consent to medical care
(unemancipated minors not accompanied by pareni or guardian, unaccompanied

-@ unconscious patients, etc.)
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(8) Handling of patient with actual or suspected exposures to
radiation or radioactive materials.

Sie (9) Handling of victims of actual or suspected criminal acts,

i.e., rape and child abuse.

(10) Death procedures.

(11) Management of drug/alcohol abuse patients and the emotionally
ill.

4l2) , Initial management of patients with conditions which may not
be familiar to all physicians (i.e., burns, hand injuries, fractures,
multiple injuries, poisoning, and animal bites).

(13) Dispensing of medications to emergency patients.

(14) Equipment procedures, to include location of stored equip-
wernt, repair/replacement of nonfunctioning items, and exchange procedures
when patients are transferred.

(15) Credentialing of care providers to include who may perform
special procedures, under what circumstances, and under what degree of
supervision (Chapter 20). K

d. EMS personnel will have education and training appropriate to
their patient care responsibilities. An orientation program for new
personnel and a continuing education for assigned personnel will be
provided and documentation of participation will be maintained. Cardio-
.pulmonary r.zm.tat4i (CPR) training will be provided to all EMS
personnel as a part of this program.

e. A medical record will be maintained on every patient treated

and a central log will adequately identify all patients seeking emergency
care. The medical record shall contain:

(1). Patient identification.

(2)..Time/nieans of arrival and time of departure.

(3) Care given the patient prior to arrival at the EMS facility
(may be a copy of EKT treatment record if appropriate).

(4) Pertinent history and physical findings.

(5) Diagnostic and therapeutic orders.

(6) Documentation of informed consent if appropriate.

2-1t-
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(7) Results of procedures and tests.

(8) Medical assessment.

(91 Result of treatment and disposition.

1 Follow-up instructions to patient and/or family.

C11) Documentation if patient leaves against medical advice.

f. The EMS facility will be designed and equipped to facilitate
safe and effective patient care. The emergency service area shall be
clearly identified and accessible from both inside and outside the
hospital. Access routes and entryways should not be obstructed.. The
design of the facility should provide sufficient space for examination

* and treatment of patients and allow for auditory and visual privacy to
the extent possible.

g. The patient care provided in the EMS Program will be continually
reviewed for quality through the establishment of an appropriate medical
care evaluation effort. Documentation of EMS medical care evaluation
will be maintained at least on a monthly basis. Daily review of EMS
records by the Chief, Emergency Medical Service, or his designated
representative is encouraged.

3. REFERENCES.

a. APC Model #16.

b. JCAH Standards.

4. POINT OF CONTACT. The Ambulatory Patient Care Program Director is
the point of contact for matters related to this requirement.

5. EVALUATION CRITERIA.

a. Does the hospital have an EMS Program?

b. is the program designed to meet the medical needs of the
population served?

c. Are appropriate medical treatment and referral guidelines
established?

d. Is a member of the medical staff designated Chief, Emergency

Medical Service?

e. Has a RN been designated to supervise care provided by
AD Department of Nursing personnel?

3
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f. Are the duties and responsibilities of allied health personnel

defined in writing?

g. Are written EMS procedures developed and utilized?

h. Have all EMS care providers been credentialed?

i. Is there an orientation program for newly assigned EMS personnel?

j. Is there a documented continuing education program for EMS
personnel?

k. Are all EMS personnel trained or being trained in CPR?

1. Is an adequate record of medical treatment in the EMS facility
maintained?

m. Does the central log adequately identify all patients seeking
emergency medical care?

n. Is the EMS facility clearly identified and accessible from
both inside and outside the hospital?

o. -Are access routes and entryways free of obstructions to passage
of patients, wheelchairs, litters, etc.?

p. Is there sufficient space provided for examination and treatment
of patients?.

q. Is a viable quality of care evaluation established, functioning,
and documented?

6. REPORTIUG REQUIREMENTS. Emergency Medical Services Report will be
submitted to HQ, HSC, ATTN: HSPA-A, in the format found in Chapter 9,
Section B(3).

7. SPECIAL INSTRUCTIONS. None

AIM
4
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DEPARTMENT OF TH_- AP'iY
U.S. ARMY MCDICAL Di PAR J-'- Nt ACT IVTY

FORT BRACC, HORTH CA9 )LA ",.

AFZA-',IA-XO

SUBJECT: C-itegorization o:" i L,, tal"

Mr. Philip Guy, Chairman
Region ".I" EMS Committee
Region "M" Council of Governments
801 Arsenal Avenue
Fayetteville, North Carolina 28305

1. We have reviewed the emergency facilities available at Womack Army
Hospital, Fort Bragg, North Carolina, in accordance with the guidelines
contained in "Categorization Guidelines," dated 15 November 1976.

2. The inclosure depicts our current capabilities with regard to levels
of care available, physician availability, and ancillary and support ser-
vices availability. Based on Section IV, "Guidelines for Categorization,"
of +he "Categorization Guidelines" document, it is recommended that Womack
Army Hospital be designated as a Major Emergency Center. This designation
is equivalent to the Level II Hospital Emergency Department classification
per the revised JCAH Standards for Emergency Care Services, which will be
effective, for accreditation purposes, beginning 1 January 1979.

FOR THE COMMANDER:

1 Incl J HN T. READ
as T, MSC

djutant
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NOTES:

(1) No neurosurgeon available. These cases arc ha2J!Cd through r7,- '
medical evacuation channels.

(2) All eligible members suffering from serious burns are medically
evacuated to Brooke Army Miedical Center, San iltonio, Texas. A
team from Brooke can also be air transported to this area for th
purpose of providing specially trained medical escort for the abov
patients.

(3) High-risk infants are transferred to either Duke University 2dLK:tI

Center, Durham; North Carolina Memorial Hospital, Chapel Hill; ,r
Baptist Hospital, Winston-Salem.

(4) Inpatient psychiatric care (30-bed psychiatric unit available) is
limited to active duty military only.
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AVERAGE WEEKDAY EVENING WORKLOAD ANALYSIS
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