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CHAPTER_I
INTRODUCTION

Frivolous spending sprees and disregard for operational efiiciency
by United States hospital administrators were the general rule prior to
implementation of the 1983 Prospective Payment System (PPS). Many
hoapital administrators and governing boards approved without question,
physicians’ requests for sophisticated clinical procedures or tests,
additional =support personnel, gstate-of-the~-art equipment, and new
construction because the Federal Government and other third party payers
(Blue Cross and Blue Shield) reimbursed on a cost-plus basis. Many
administrators perceived cost efficiency as a deterrent or disincentive

because the medical staff associated these cost etticiency techniques

with a correspondingly negative effect: reduction in their ancillary
staffing (licensed practical nurses, receptionists) or fewer purchases
of new equipment. Those adminisgtrators who implemented cost efficiency

techniques found tha: staff physicians, in turn, sent their referrals to
other hospitals (Johnson 24). Consequently, administrators saw neither
a need for nor a necessity to become frugal.

Instead of implementing more cost efficient +techniques, many
administrators simply shifted costs to patient charges, a shift which
increagsed the cost to the Federal Government and to other third party
payers. This increase in charges dramatically improved the grosgs
revenues for both physicians and hospitals. Since the Federal Government
and other third party payers absorbed these increased charges,the
patients were indifferent to these increages. For many years, the

increases in charges remained the trend, primarily due to the Federal

T TR G TAL e LS AU T AR VRS e 6 s s
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Government and other third party payers’' ignorance of how the health
care gystem operated. This lack of undergstanding added to excesgsive
health care spending, and, as a result, the Source Book of Health

- - ——— —— T - " — . o o ——

Ingurance_ _Data: 1986 Update indicates that the Gross National Product
percentage for medical services had drastically increased to 10% by 1986
and is projected to reach 13% by the year 2000 (1-31). Thus, the Federal
Government, as the largest payer of health care services costs, saw the
economic need for PPS to constrain excessive health care expenditures.
To decrease health care expenditures, the PPS reduced reimbursement
costs to institutions for discharge diagnoses and based these costs on
an average charge for an average length of stay. The PPS ultimately
reduced the Federal Government's overall expenditures for health care,
but, moreover, PPS changed the behavior of many sdministrators to the
extent that excessive spending habits ceased and ‘further incentives for
productivity and efficiency increaseld]” (Betka and Lacusta 8). Many
administrators also instituted innovative staffing designs to reduce
expenses. PPS affected only inpatient areas; hence, staffing
innovations proliferated into the patient care units or wards (there
have been several designs in the laboratory and radiology areas) where
flexible hours, time-sharing, and compresased schedules are now
commonplace (Hinshaw et al. 8). Thesge sgame authors azcribed zome of
these innovatione to the national nurging ehortage rather than to
implementation of the .’PS (8). Unlike the fast and drastic innovations
experienced in the inpatient care units, staffing innovations have been
g8lowly adopted by ambulatory clinic administrators. However, the advent
of automated applications and instruments have enabled administrators to

quickly determine efficiency within their «cliniecs. For example,

«3SN3dX3 LNIWNHIAOD LY A30NQOHdINY.,




Refwrasmon

. - - - e -, o ey

staffing classification systems will derive efficiency by using either
the physician’s availability in the clinic (Verran 279) or the patient's
problem flow chart or diagram (Fetter et al. 415). Notwithstanding
these advances in automation and the classification systems, many clinic
administrators continued to usge the routine eight-hour day and Monday

through Friday gchedule. Additionally, the outpatient clinic’'s

ancillary staff made up of registered nurses, licensed practical nurses,
gsecretaries, receptionists, and appointment clerks, worked these routine
hours without any parallel adjustments with the physician’s schedule or
his availability in the «c¢linie. Even during those times when the

physician is working in the operating room on scheduled surgery patients

+3SNIdX3 ANFWNHIAOD 1v G30NAO0HD3Y..

and he is unavailable to work in the outpatient c¢linic, the clinic
administrator still retained the full ancillary staff for making
appointments, changing dressings, and completing adminigtrative tasks.
Although these tasks are important, meny of these tasks were menial in
nature and less labor-intensive and can be complete” in less time than
when the physician is phyesically in the clinie¢. Thus, ancillary staff
are idle in the clinic and, thus, they are not fully productive,

Further aggravating clinie productivity is that increased

competition in the ambulatory care gettings have mandated more
convenient cliniec hqurg. Many physicians adjusted their clinic
schedules accordingly. For example, longer evening c¢linic hoursg, which

cater to working couples, became necessary for physicians to remain
competitive. Same-day surgeries also became popular. Nonethelesgs, while
the physicians were working in the operating room, the clinic’'s
ancillary staff worked the routine and the longer hours regardless of

the «clinical workload or the physician’'s schedule. These new market




driven behavior op patbern ohanges kept rroillary 8taff in the clinic at
all times ai? were esgsential to remain commetitive in the health care
community, but these patterns have added to c¢linic’'s ancillary staff
under-utilization. A sgolution to this under-utilization problem ig for
clinic administrators to adjust the ancillany staff such that sufficient
staff are available to meet the needs of both physiciansg and patients as
well as to maintain efficiency in c¢clinie. Tailoring these numbers is an
arduous task and often requires innovative techniques and methods to
ensure the efficient use of all manpower resources.

Like most civilian hospitals, attempts by Department of Defense
(DoD) hospital administrators to match and balance ancillary staffing
with the availability of providers have been equally arducus. The DoD’'s
three services have continued to use a table of distribution and
allowance (TDA), which assigns staffing numbers for both the inpatient
and the outpatient areas. The Army’'s TDA is derived from a yardstick
staffing method found in the Departiment of the Army Pamphlet (DA Pam)

prodiiodyl et e b g R o ek m ty o ——

570-557, Staffing Guide for United States Army Medical Department

—— - —— — — - —— o — ——— o ——— e - —————— ——— e S e e e e e

Activities, dated 15 April 1984. This yardstick ataffing method
determines the number of physiciang (irrespective of sgpecialty) and
ancillary staff for each «c¢linic based on the tot.l number of outputs,
which are clinic visits, bed dayse, admigsions, and births. The Navy's
TDA aleo resembled the Army's TDA, gince staffing is baged on these zame
outputs., The Air Force's TDA, on the other hand, ig derived from
preestablished standards designed for a specific celinic. Thisg TDA's
standards evidently provides equitable distribution of the staff. As a

result of the Air Force's success, Congress mandated that both the Army

and Navy develop standards similar to the Air Force's preestablished
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standards. Consequently, the Army and Navy have collaborated with the
Air Force to develop Tri~Service manpower staffing standards. Although
collaboration is still ongoing, +the initial outcome hag been tentative
staffing guidelines, called the Joint Healthcare_ Manpower Standards

. —— 1 — - U o Ao o - — T i M o R A WD B Wit G . o

(JHMS) . In the meantime, the DA Pam 570-557 <etaffing method will
continue to be used until the JHMS publication is fipally staffed,
approved, and fielded to the medical department activities.

Some of the research studies performed in the Army Medical
Department (AMEDD) are mandated by the Office of the Surgeon General and
Health Services Command for conducting clinical research (=2uch as
Acquired Immune Deficiency Syndrome or hepatitis vaccine developmert),
bt  one notable exception related to the healthcare management field ie
the 1988 Ambulatory Work Unit (AWU) study by Optenberg, Coventry, Baker,
and Austin. The study concluded that "the AWU representg a resource
intensity sensitive weighted ambulatory index . . . providels]
substantially greater credit to ambulatory care” (Optenberg et al. xxx).
This study affirmed that an outpatient visit in one clinic wag not equal
to an outpatient vigit in another clinic and thus, the
conclusions represented a marked improvement over the inadequacies of
both the military staffing methods (Coventry) and the civilian
statistical staffing systems (Federa and Bilcdeau 5). The AWU =tudy
furthermore considered the sgsignificant differences in the resources
consumed to generate an outpatient «c¢linic visgit (output) for each
clinic, including the subsgpecialty clinics. This study’'s results were
quite similar to the Air Force’'s TDA but, unfortunately, the AWU study
did not derive manpower staffing tables. Nevertheless, the =tudy

derived the ambulatory work unit measurement, which 1ie a resource

WISNIdXI INSWNHIAOD LY A30NAO0HdIY..
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intensity measurement wused to adjust the workload produced in each
clinic. Using this measurement as a basgis for adjusting clinical
workload can provide administratoras the opportunity to equitably
distribute limited resources.

The focus of this graduate management study was to compare and

contrast two military staffing methods -- +the DA Pam ©570-55% and the
JHMS -- for determining the staffing method that besgt identifies
ambulatory ancillary staffing needs. A primary weakness found in

previous staffing studies has been the researcher’'s assumption obr
omigssion that a «cliniec 1is operating at an efficient level. This
study did not assume that all clinics were operating efficiently, and,
therefore, introduces a statistical application for determining a
clinic’s magnitude of inefficiency relative to the most efficient clinic
in the sample size. These results were analyzed, and two clinics were
arbitrarily selected for the comparison atudy: (a) at the most
inefficient extreme and (b) at the most efficient extreme. Prior to
the conduct of the study, the results from analyzing two conversgly
operating clinics were expected to show significant differences in the
staffing methods comparison.
Conditions Which Prompted the Study

Blanchfield Army Community Hospital (BACH) is located at the home
of the 10lst Airborne (Air Agsault) Divieion, Fort Campbell, Kentucky.
The Fort Campbell inetallation straddlezs the Kentucky and Tennesszee
gtate line, but the main hospital complex, BACH, ig in Tennesgee. BACH
ig a modern facility that replaced the old, cantonment style hospital on
17 September 1982 and has an operating bed capacity of 241. The average

daily censug in 1988 was approximately 125. The physical plant consists
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of three main buildings: A, B, and C in a multi-level gtructure
(Appendix A) and D, an auxiliary building.

The five story A building houses administrative offices and eight
inpatient care units, including 30 full-term and 15 observational
bassinets, in a 150,780 square foot area (Appendix B). The two-story
209,225 square foot B building houseg the multi-specialty intensive care
unit, six operating rooms, one recovery room (l4 beds), six labor and
delivery rooms, logistics, dietetics, diagnostic and treatment
functions, and an inpatient pharmacy (Appendix C and D). The two-story C
building (94,225 sq. ft.) houses 11 outpatient c¢linics, several
diagnostic services, and an outpatient pharmacy (Appendix D and E). The
©,935 square foot stand-alone D building houses the environmental
control systems for the entire hospital.

BACH's health gervices area for medical care includes the entire
state of Tennessee and 26 counties in Western Kentucky. The catchrent
area and health <gervice area encompasses a beneficiary population of
over 165,000. The 1988 fiscal yeanr workload output was 10,577
admisgions, 45,084 bed days=, and 591,992 outpatient c¢linic vigits.
Supporting this tremendously large workload volume are 487 military and
404 civilian pergonnel (as of 31 December '788). The 1988 TDA
authorized 487 military and 494 civilian personnel.

Effiriency studies for identifying the optimal staffing in
outpatient clinics have been directed by the Surgeon General, the Health
Services Command (HSC) or hosgpital commander, or required by the
Army-BRaylor Program. In many of these studies, however, the results
reflected merely superficial findings because the researcher compared

clinical workload data with other «clinics within the medical treatment

P e e I
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facility or throughout MTFs in HSC (Johnson 26). Since these decigions

were based solely on superficial and incomplete data, the findings
represented unreliable trends and, frequently, seasonal trends. To
eliminate such unreliable findings, the researcher should wuse a more

thorough analysis, or longitudinal management studies, that involvesz one
or more clinics. This type of study provides greater representation of
the different data elements and analyzes these da.a over an extended and
ongoing period. Furthermore, longitudinal studies allow managers to
compare several different variables between the ongoing periods to the
extent that different data analyses and variations will reveal that time
period exhibiting the most efficient use of resources. Thus, managers
can make prudent decisions based on the more accurate and reliable data.
Notwithstanding these positive points, longitudinal studies have been
described as "pushing productivity to its theoretical limits” and hinder
an organization from being "managed at an organizational comfort level”
(Johnson 26), Longitudinal studies are also time and manpower intensive
and, thus, administrators may have no alternative but to direct the les=z
difficult and superficial studies.

Th.ee primary conditions prompted further research ‘and
investigation of the staffing methods cited. First, the administrative
regident’s graduate management project prompted the former Fort Campbell
MEDDAC Deputy Commander for Administration (DCA), Colonel Alba, to
direct a staffing efficiency gtudy. The converzation between the DCA
and the administrative resident has been summarized as followsg: In an
outpatient clinic the staff consgsists of four providers and six ancillary
support pqrsonnel. During a given week, the providers are available only

75% of the time and the remaining time is spent in surgery, leave,
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temporary duty, administrative time, etc. When providers are not in the
clinie, what do the ancillary staff do? The =olutions to this complex
problem evolved around identifying the minimal staffing needed to
perform all the required tasks. The exigting staff evidently had ample
time to do not only the required tasks, but also to do nothing
(referred to as excess or non-productive time). The DCA envisioned a
redigstribution of excess staff to other areas that had been identified
as having insufficient staff. In the research study, the selected
efficiency technique was determine the magnitude of efficiency in all
clinies. These results were then compared between the two staffing
methods to ascertain any differences based on preestablished criteria.
The second condition involved a digcussion between the
administrative resident and the Fort Campbell MEDDAC Deputy Commander
for Clinical Services (DCCS) on August 17, 1988 and hisg comments are
summarized as follows: A staff obstetrician felt that a female ancillary
staff person, who iz a Licensed Practical Nurse (LPN), should be at his
gide during the entire outpatient c¢linic schedule. Thies pereon shared
and ultimately assumed part of the obstetrician’s c¢linical and
administrative duties. The obstetrician envisioned the additional
support person freeing him of all non-obstetrician taska and, thus,
allow him to see more patients. An initial responge would be effusively
positive since a cost-benefit analysgis (saving a physician time so that
he can gee more patients) supported the obstetrician's request. However,
further analyses revealed several prcblems associated with an operation
that had ancillary staff dedicated for each physician. For example, what
does the ancillary staff do when the obstetrician iz involved 1in a

time—consumiﬁg labor and delivery case or when the obstetrician is on

L3SNIEXI INIWNNIAND 1W NANNANLITL
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leave or on temporary duty? Another problem evolves around the
obstetrician’s availability in +the <¢linie because past performance
showed that the OB/GYN clinic frequently experienced obstetrician’'s
unavailability for at least 25% of the scheduled outpatient clinic
hours. Hence, additional staffing requests cannot be supported with
such a high obstetrician’s wunavailability percentage. Any extra
perceived workload appeared farfetched and improbable since the
obstetricians were frequently unavailable in the clinic, Instead of
adding more gtaff members, outpatient clinic chiefs can streamline
clinical operations by combining similar tasks of ancillary staff to
reduce excess or non-productive time.

The last condition focused on leadership. Leadersz must provide a
productive day for ancillary staff and other employees because most
workers receive great sgatisfaction and more workload when they are busy
all day (Burton 11). 1In the Fort

Standards of the 101st Airborne Division (Air Assgault) and Fort

Campbell,” the Commanding General challenged all leaders to provide
soldiers with a productive work day, thus reflcecting a top-down approach
for improving efficiency and promoting increased productivity. Finally,
the Department of the Army (DA) charged all leaders with the fiduciary
respongibility of properly managing and expending federal funds. The DA
inztituted hotlines or 1-800 numbers to encourage anyone, vregardlesg
of rank or pogition, to report fraud, waste, ovr abuse. Many lieaderz

fulfilled thie respongibility by providing soldiers and civilian

employeeg with the meang to achieve a productive day.
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Research Question

The research question was to determine the best staffing model for
identifying the ancillary staff requirements in selected outpatient
clinies at Blanchfield Army Community Hospital,

- The objectives of this study were to:

1. Conduct a literature review of existing models that identify methods
for maximizing the proper utilization of ancillary personnel and for
delineating staffing figures for physician and ancillary staff in
outpatient clinics,
2. Determine the number of available manhours for the lasgt twelve months
for both health care providers and ancillary sgtaff in the following
outpatient clinics; Family Practice, Surgery, Internal Medicine,
Pediatrics, Obstetrics/Gynecology, Outpatient, and the Emergency KRoom.
3. Determine the total number of outpatient vigits and, if peossible, the
total number of procedures for these same clinics over the same time
period.
4. Determine the ambulatory work unit factorsg/weights for each of these
clinics. These unite controlled the intensity of resource consumption
and were 1identified by the researcher ag a control for the
physician’s time consumed during each patient visit and for the
physician’s apecialty. Hence, clinic visits were weighted differently
for the various medical and surgical specialties.
5. Ascertain if there were any health care extenders who, on a daily
bagis, contributed to the workload output (clinic wvisite).
Identification of these health care extenders was accomplished through

discussions with each clinic chief to gain an understanding of the
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clinic operation and staff make-up or mix. Any ancillary staff positions
that contributed to the output were counted as a health care extender of
the physician rather than as an ancillary staff member. These health
care extenders, in egssence, had assumed +the role of the provider and
performed workload for the physician.

6. Determine the magnitude of inefficiency for these clinics, using the
data discussed in Objectives 2-5. This magnitude was achieved via the
selected efficiency technique, Productivity Assessment Support System
(PASS), which is a derivative of the Data Envelopment Analysis (DEA).

7. Identify the mosgt efficient and inefficient clinice from the PASS
analyses and ultimately wuse these results in the staffing methods
comparison.

8. Develop criteria for sgselecting the begt staffing method. These
criteria were written based on the methods identified in Objective 1.

9. Discugs with the clinic chief from each of the clinics identified in
Objective 7 the impact each method had on the overall efficiencv and
operation of the clinic (subjective productivity).

10. Develop a selection matrix based on preestablished coriteria and
present recommendationg to the DCA and DCCS. The staffing method meeting

the most criteria was considered to be the best staffing methed.

Criteria

The applicable ariteria for thig vregearch inciuded the

following:

1. The researcher selected the ztaffing method baged on the following
preegtablished criteria:
a, Feagibility - +the method accepted by the Clinic Chiefs

identified in Objective 7.

+ASN3dX3 ANIFWNHIAOO 1V A30NA0Ud3IY.
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b. Patient Backlog - the method that produced the greatest patient
backlog reduction (based on physician questionnaire or obtained from
Automatea Quality of Care Evaluation Support Sygtem - Patiert

Appointment Service supervisor).

c. Efficiency - the method that showed the best ratio in terms of
the following units of measurement: (1) greatest output to input ratio;
(2) greatest number of visits per hour; {(3) lowest cost per visity; (4)

fewest ancillary staff to physician ratio.

d. Reduction of Physicians’' Nonclinical Duties - the method
1dentified by +the physician as reducing the most nonclinical duties
(based on physician questionnaire).

e. Quality of Care - the method that improved the quality of care
or the patient’s condition or patient’s satisfaction (based on physician
questionnaire).

f. Physician Subjectivity - the method that the physicians selected
as being the best (based on total scores on the physgician
quegtionnaire).

€. Overall Index of Productivity - the methodology that showed the
best total score for criteria ¢ and d.

2. The model selected had to be acceptable to the Deputy Commanders for

Administration and Clinical Services.

For the purpose of this study, it was assumed that:
1. The monthly Medical Expense and FPerformance Reporting System (MEFPRSI),
Uniform Chart of Accounts (UCA) data and the computations deriving the

Ambulatory Work Units were accurate.

+ISN3dX3 LNIWNHIAOD 1V 3UNCOHd3Y..
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2. BACH has access to the PASS software package. If PASS is unavailable

or if any unexpected problems arose (computer c¢rash), the researcher

would select the two clinics closest to the median Ambulatory Work Unit

factor of lhe seven clinic factors.

3. The data collected for each sgelected outpatient c¢linic wase

representative of the clinic’s productivity.

4. A1l manpower hours were properly credited to the reporting clinies.
The study was constrained by the following factors:

1. This study methodology analyzed only one efficient and one

inelficient outpatient c¢clinic located within the hospital structure,

thus, excluding all outlying troop medical and dental clinics. Since the

emergency room (ER) ig8 required to maintain a certain level of staffing

in accordance with the Army and Health Services Command directives and

the Joint Commigsion standardsg, an analysis in this area was felt to be
futile; however, the FR was still tested in the FPASS technique to
provide that data and information to the Chief, Clinical Support

Division and the DCCS. 1If the ER results ended up being identified as
either the most efficient or inefficient clinic, then the next clinic in
line would have been used.

2. Thisg study analyzed only those factors affecting the efficiency and
effectivenegas of the ancillary ataffing in the gelected outpatient
clinice. The gtudy did not evaluate or compare physician efficiency or
effectiveness.

3. The researcher had neither the time nor the resources to conduct a

time/motion study of every task performed by each ancillary staff

membenr .

+3SN34X3 INIWNHIAOD 1V d30NA0Hd3Y.
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In an environment of austere and limited resources, management must
be accountable for its level of productivity. Today, ambulatory care ia
the most rapidly growing gsegment of health care; consequently, the
Federal Government is redirecting its attention from the Prospective
Payment System (PPS) to the outpatient area, where management techniqu.s
to improve efficiency are gaining popularity: "productivity measures
are i1mportant for the construction of staffing, budgeting, and control
mechanisms in the management of ambulatory care organizations®™ (Betka
and Lacusta 12). This statement is espoused by the Army Medical
Department, and these productivity measures (when influenced by medical,
economicC, and political reasonsg) can improve the efficiency of
ambulatory care (Hudak and Mouritsen 283). 8Since the commandereg or
chief executive officers of medical +treatment facilities (MTF) must
carefully accoun® for every dollar sgpent, they continually review and
often adopt cost efficiency techniques to save resources. Nonethelesgs,
the adoption of these efficiency techniques has been very difficualt
because the current method of reimbursing supply dollars for workload
did not distribute these dollars according to resources consumed in
delivering patient care. Reimbursements are based on the following
werkload criteria: admissions, bed days, and outpatient visite. Each
criterion 1is weighted separately and combined to derive an overall
medical care compogite unit (MCCU). This MCCU computation is a gystem
for distributing resgsourceg, a system considered unequitable because each
criterion is weighted exactly the same for every MTF, regardless of the
population demographics or the quantity of services the MTF provided.

Mcreover, each criterion 1is also weighted exactly the same for each
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patient, regardless of the patient & presentation or condition. These
inequicies are the basig of workload credit for each MTF as well as for
HSC's method of allocating resources. HSC does not provide any built-in
mechanigsms for rewarding efficiency or penalizing inefficiency; thue,
the more MCCUs an MTF can generate, the more resources the MTF will
ultimately receive.

This graduate management project analyzed efficiency in the
staffing methods comparison. The most efficient c¢linic and the most
inefficient clinic were identified and then analyzed in the staffing
methods comparison to determine the best method for identifying
ancillary staffing in outpatient clinics. This literature review focused

on the following subjects:

1. Existing techniques to identify efficiency levels in ambulatory
care settings.

2. Existing classification models or schemes,

3., Existing staffing methods or models.

4. Organizational behavior impact on c¢changes in stafiing.

Prcductivity monitoring in ambulatory care settings is considered
dynamic because managers have several options when contemplating the use
of an efficiency technique. Managers can use either the rudimentary
techniques such as ratio comparisons or the more sophisticated and
automated software application programs such ag constrained facet
analyeig (Clark et al. 8) to aszcertaln efficiency levels. Regardlege of
which method uged, the identitication ot & meagurement tool that can
determine efficiency levels for each clinic was crucial. The literature

review of the different efficiency techniques answered the following

questions:
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1. Which statistica) technique best determines efficiency in
ambulatory care settings”?

2. What are the advantages and digadvantages of each technique?
H 3. What inputs and outputs are required in order to uge these
techniques?

4. Which technique is best suited for this study?

| The selected efficiency technique was not a stand-alone meagurement
| for staffing cliniceg with resources, but provided the resgearcher with
the necesgsary results of how efficiently the clinic operated over the 12
month period in 1988. Lewin and Morey assert that "the concept of
f measuring effectiveness and efficiency is based on the view of an
organization perception of production systems, transforming multiple
inputs (resources) into multiple outputs (goods and sgervices) through

! organization, management, and technology (275). At the Blanchfield Army

Community Hospital (BACH) , multiple inputs like ancillary sataff,
equipment, and space, were used to produce one tangible output
{(workload) and several intangible outputs (trained medics or licensed

practical nurses reduce the risk or number of potential compensatory

events). To perform this production or transformation effectively and
efficiently, each outpatient c¢linic¢ has a well-defined organization, a
staff, and a management team for guidance and asgiistance, all of which

Regulation 10-1. Additionally, many clinics needed high technological
equipment to stay abreagt of state-of-the-art advances, g0 the gtaff{ had
programmed these needs for future procurement. Moreover, the equipment
was needed to perform work easier or more efficiently.

Although these equipment needs have helped <¢linics to improve

efficiency, many departmert chief2 ctill exhibited an attitude that

deters efficiency: The number of staff listed on the TDA belongs to the
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department chief and to no one else. Whether the gstaff, physical plant,
gpace, or budget are too small or large to accomplish the work, the
number of ancillary gtaff will remain the same. Management does not
have institute any automatic staff changes or transfers that are enacted
to meet increasing demands or decreasin; workload in other clinies. To
exacerbate thils problem, the department chief receives monthly reports

loaded with efficiency indicators or measurements in the form of ratios

and other figures, often too complex to read or to interpret. These
reports have not facilitated the department chief's fiscal
responsibilities, but detered him from performing his patient care

duties and, hence, the reports are often unused and discarded.

The problems associated with equipment and staff requirements
obviously made it difficult for the department chief and the hospital
commander to operate at peak productivity and efficiency. Therefore, the
study's selected efficiency technique clearly illustrated comparisons
that can be easily intarpreted by the layman. Adjustments were
necessary to the outputs to show fairness and equity for each of the
different clinical specialties. These adjustments also accounted for

the resource intensiveness of a patient viagit in the specialty clinics.

The literature review revealed several different efficiency
techniques, but only the following are discuzsed: gimple ratios,
congtrained facet analysie, and data envelopment analyeieg. Both

managerg and CEQO=z working 1in eaervice and manufacturing industries
frequently uge the gimple pratiosg, which were repregented by a
numerator and denominator quotient. Simple ratiog are rudimentary and,
thus, are performed manually or with computers. With simple ratios,

managers can compare current data with data from last year and with
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predefined measurement standards., For example, in 1983 +the szervice
industry developed a simple ratio called paid hours per patient visit
(PH/PV) for the Ambulatory Care Services Administration (Hodge et al.
31): Total PH/PV = Average Total FTEs X Working Hours/Total Number of
Patient Visits. This formula required the number of direct care,
clerical, and adminigtrative full time equivalents; the number of
working hours that the clinic was opened; the total number of patient
vigits; and the time period involved. Thig latter data element covers
an annual period rather than a quarterly or semi-annual period so that
temporary, sporadic, or seasonal fluctuations are eliminated.

In this service industry study, over three-quarters of the managers
"felt that the reporis were useful and understandable- (Hodge et al.
31). In most civilian hospitals, the greatest resource expense of the
operating budget has been personnel costs for which aimple ratios
revealed potential personnel savings and provided managers justification
for additional staffing.,

It the Army Medical Department wused +the PH/PV ratio, then
department chiefs would receive periodic feedback affecting their
overall c¢linical operation. The chiefs c¢ould develop preestablished
gtandards comparable with the results and standards of other departmentsz
or e«linics. At the top-management level like HSC or the Office of the
Surgeon General, commanders could use these ratios to ascertain which
hospitals are over or under-staffed. Hospital commanders could also
ascertain which departments are the most efficient. Like the civilian
hogpitalg, the bulk of the military’'s operating budget is personnel
costs, and gimple ratios could identify areas for potential savinge as

well ag justifications for additional manpower.
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On the other hand, geveral disadvantages of simple ratios include
cause and effect situations, averages and clinic visgit inequities.
Department chiefs or managers often examine each ratio carefully to
ascertain a cause and effect for gsignificant changes in ratiog. Close
examinations ugwually pinpoint changes in patient volume, which may be
the cauge of a ‘.ecrease or increase in workload, and, if =0, managers
must determine whether these changes are trends or fluctuation. Simple
ratios wuse average Iinputs and outputs, which may be efficient or
inefficient, and certainly did not establish a true perspective of the
cliniec., A final drawback of 3gimple ratios relates similar.y to the

problem military MTFs have experienced: a clinic visit is egqual to any

clinic visgit, regardless of specialty. Hence, managers have to adjust
their workload, due to the different clinical @sgpeciaities, prior to
using thesge data 1in gimple ratio formulas and, moreover, prior to

instituting managerial decisions that increase or decrease the clinic's
predefined production standards.

The =second efficiency technique found in the literature review was
the data envelopment analysis (DEA). An application of fractional
linear programming, DEA meagures the relative efficiency of
activities performing the same tasks or functions. DEA follows the
principle of "pareto optimality” to segregate an organization’sg overall
efficiency into predefined claszifications; e.g., technical ovr
managerial. In thig graduate management gtudy, ornly the technical
classification was necegsary since it provided sgufficient data for
managers to bring any identified inefficient activities up to efficient

levels. DEA denotes “the notion that the observed input data from the

decigion making unit (DMU) ig being covered or enveloped from one sgide
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by all inputs for all the DMUs and from the other side by all the
outputs for all the DMUs" (Lewin and Morey 267). DEA has primarily been
used in the public sector, where different activities perform the same
tasks and because DEA adjusts for those variables not under management’'s
control. DEA has also been applied in hospital settings, and the results
were similar (Sherman 922). Nonetheless, DEA c¢can ease managerial
decision-making because it uses a single summary measure of relative
efficiencies. Lewin and Morey describe several advantages of DEA:
Handles noncommensurate multiple outputs and inputs.

Not dependent upon a preestablished weight or value.

Handles qualitative and quantitative factors.

Is theory-based, transparent, and reproducible.
Is equitable and defensible. (267)

N 3N
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Charnes et al. depicted the mathematical derivation of DEA as "a
model for measuring the efficiency of Decision Making Unite”™ (668), a
measurement which will define efficient and inefficient activities
based on the number of outputs produced with a particular number of
inputs. DEA sgimultaneously c¢on iders various DMU outputs and inputs
without knowing the efficient relative weights, which were necessary for
computing simple ratiog (Sherman 922). Furthermore, Charnes et al. state
that “our intention is to provide a general set of concepts and methods
that can be applied to a variety of public programs where profit, cost,
and like considerations are not directly applicable”™ (6899). DEA ghould
therefore be used when managers have developed preestablished and agreed
upon objectives.

DEA has many versatile features dguitable for managerial
application. For example, DEA synthesizes multiple variable inputs and
é outputs 1nto a single measure of relative efficiency, a measure that

; shows an exact magnitude of input and output variables necessary to

.
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attain the efficiency rating of 1 (one). DEA results gilve all
efficient DMUs a figure of 1.0 (one) and all inefficient DMUs a figure
of less than 1.0, the magnitude less than one is dependent upon the
degree of inefficiency. With DEA, managers can decide with confidence
and fairness how to properly distribute their resources.

Although DEA has been established as a versatile tool {or measuring
efficiency, DEA still has several disadvantagez. In several cases, DEA
overestimated the magnitude of efficiency for activities onr
organizations previously identified as inefficient. DEA also failled to
identify data pertaining to the substitution and productivity rateg on

the frontier =slope. Several authors ascribe these problems to the

.3SN3dX3 AINFWNHIAOD LV A3DNA0UHIIY.

exclusion of the properties required to obtain the best results from DEA
(Bessent et al. 1). DEA also omitted information wused for planning
purposes (Clark et al. 7).

The final efficiency technique found was the constrained facet
analy=is (CFA), which detects sources of inefficiency, identifies
factors for correcting inefficiencies, and reveals several opportunities
for improving operational effectiveness, Although quite similar to DEA,
CFA allows managers the flexibility to plan and allocate resources more
effectively than DEA and simple ratios. To achieve such flexibility,
the concept of CFA can be explained as follows:

The firgt to identify an efficiency frontier made up of operational

uniteg which achieve the highegt level of ocutput for their given

levelg of input. Then, an inefficient unit ie compared to other
unite on the frontier to determine itz degree of inefficiency. For

any efficiency measurement to be 1mportant and useful, it 18

crucial to determine the appropriate comparison units on the

frontier (the 'proper facet'). At the final iteration, the CFA

model locates the proper facet made up of observed wunits with
gimilar mixes of inputs and outputs. (Clark et al. 8)
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CFA incorporates multiple inputs and outputs, but is considered best
applied when integrated with decision support systems, an integration
which allows managers with interactive data-base manipulation and
modeling. Managers can ameliorate their decigsion-making effectiveness
and the operational control of their organizations.

On the other hand, CFA results have shown a deleterious effect. The
CFA results, obtained from the graphical analysis, are nonenveloped
because of entries of inaccurate data elements. These nonenveloped
results exhibited variables forming a maldistribution of the units on
the efficiency frontier (Clark et al. 8).

In conclusion, each efficiency technique has a variety of

+ISN3IdX3I INIWNHIAOD LV 30NA0UHJIIY.

attractive and unattractive characteristics. The purpose of this
graduate management study was to identify the begt sztaffing method for
identifying the optimal ancillary staffing 1n the BACH outpatient
clinics. Since the DEA technique came «c¢losest to feacilitating this
purpose, the technique was zelected for use in the graduate management
gstudy. Furthermore, DEA can employ multiple inputs and outputs and can
compare all clinicz +to the most efficient c¢linic. The DEA technique
included input and output variable elements collected over the January 1
through December 31, 1988 period. The inputs’ data elementeg included
available physician manhours, available ancillary staff manhours, and
quarterly operating expenses. The =selected outputs’ data elements
included workload in the form of outpatient vigits and the number of
ambulatory procedures.

Claggification Instruments

Classification instruments can measure the complexity of care

provided by the nursing etaff in a health care setting. Patient

| O —
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clagsifications instruments measure productivity based on diagnosis,
presenting complaint, reason for visit, signs and symptoms, =taging,
mortality, prognosis, response to therapy, and cvomplications resulting
from treatment. Classification instrument characteristics 1included
several important aspects of the treatment patterns: the episode of
care, the medical specialty, and the health care getting. Two of the
most common c¢lasgification instruments are prototype and factor
evaluation. The former emphasizes descriptions of clients or patients
typical in each classification category, and the latter uses a series of
indicators, which were evaluated separately and, then, aggregated to
determine the appropriate classification category. Examples of the
factor evaluation instrument are the ambulatory care c¢lient
classification instrument (ACCCI), which measures the complexity of
nursing care needed to care for a patient, and the International
Classification of Health Problems for Primary Care, which classifies
problems by organ system involvement. Nevertheless, the most popular
clagsification of diagnosis instruments was the International
Clasgification of Diseases even though a large number of rubics were
needed. These rubics, however, were condensed for the instrument to
support cost-modeling or reimbursement systems (Fetter et al. 417).

0f the many classification instrumente reviewed, only the following

are discuseged: ACCCI, ambulatory vieit groupe, and ambulatory work
unite. The first instrument, ACCCI, wusgeg ranges of ambulatory care
nursing practices and subsgequently develops parameters for

respongibilities and activities into a taxonomy of ambulatory care

nursing aciivities., The taxonomy includes gix regponsible areag and

over 44 activities or tasks which are necessary for proper performance

+ISNIdX3 ININNHIAOD Ly d20NA0HIIYH..
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Figure 1. The Taxonomy of Ambulatory Care Nursing Activities.

Verran, Jovce. "Testinc A Classification Instrument “or the Ambulator Care Settina."
Yesearch in Nursin~ and Health.
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(zee Fig. 1. Because the ACCCI requires several computations or
measurements of nursing resources to perform each of the different
responsibilities, the complexity characteristic is required (see Fig.
2). Ambulatory nursing care is described as a type of knowledge
technology, which, in turn, makes the patient presentation even more
important. The flow chart shown in Figure 2 reflects this knowledge
technology by using several unfamiliar client problems, knowledge or
gtrategy to solve problems. The types of tasks required to treat a
patient condition determine the ACCCI scores. As the ACCCI score
increases, so does the degree and complexity of care required (Verran
279) . The ACCCI instrument does, however, preflect the most thorough
analysis of all the instruments and also gives the most equitable credit
for the resources consumed in the care given to a patient. The ACCCI
also considers both the patient presentation and the tasks required to
treat the patient’s condition.

Verran tested the ACCCI instrument for raliability and
generalization and found it a reliable measurement of patient
complexity. On the other hand, the test for generalizability as a
patient clasgification instrument was found to be dependent upon the
type of gervice provided. This dependence is considered to be a common
fault for testing the generalizability in many inetruments. Thiz fault
ig due to the type of care and ugually variez by clinic zpecialty.
Verran gtates that the ACCCI ingtrument “explaing only 504 of the
nurging care complexity in ambulatory care” (279) and doesg not conzider

the regource intensity of other taff members such as receptionists and

.ISNIdX3 ININNHIAOD LY Q3ONA0HTIY.
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technicians. Nevertheless, ACCCI is still a subjective measurement of
complexity, which has exacerbated the problem, and ig considered to be

the best available measurement of nursing care complexity.
One possible adoption for both federal and state government medical
} treatment facilities in measuring ambulatory care productivity is the
ambulatory visit groups (AVG=2). AVGs closely parallel the PPS’s system
of diagnosis-related groups because of ite use of different variables
depicted on a flow chart or tree diagram. These variables are baszed on
the patient's presentation, whether the patient is old or new, the
problem is old or new (see Fig. 3J3). AVGs are described as a measurement
of a physician's productivity since they measure an exact number of
\ visits over a predefined period of time. Hence, Fetter et al. cecntrols
for the patient presentation contending that "a physician with a higher
proportion of relatively time~intensive wvigite could be expected to
have, on cthe average, lower productivity than one with a lesgs intensive
get of visits®™ (418). If the patient presentation is not controlled,
then a patient visit would be equal to a patient visit, regardlesa of or
condition (diagnoges). The inability to control the patient
presentation has been clearly illustrated in the military health care
reporting system, since the data in the Medical 302 Reports reflect only
the total number of outpatient visite. The Medical 302 Reports do not
adjust the total number of outpatient visgitz for the patient-physician
Tiwe each of the different physician specialistes spend with each patient
or for the patient’'s presentation or diagnosgis. Furthermore, the
# problem became more complex since Health Services Command distributes
resources bhased on the medical care composite wunits (MCCU). The MCCU

accounts for the workload produced at a medical treatment facility and
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does not adequately congider the physician’s time, the patient
condition, or presentation. The physician’'s time as the labor
intensiveness of the patient-physician encounter can be used to properly
account for the patient presentation and the physician’s specialty.
However, introducing any methodology to determine the amount of time the
physician spends during a patient encounter would involve 2n extengive
time/motion study. The time necessary to conduct a thorough study is
unavailable and, therefore, improbable for this graduate management
project. However, +this graduate management project cannot overlook the
physician’'s time spent during the patient-physgician encounter and,
hence, the project adjusts the workload by wusing the ambulatory work
unit (AWU). This AWU is a derivative of all the regourceg congumed in
the production of the patient-physician encounter.

The final clagsification ingtrument reviewed 1is the AWU sgtudy,
which provides more equitable credit for an ambulatory visit than the
current military workload system (MCCU). The results of this AWU s=tudy
concluded that an outpatient vigit in one clinic 1i& not equal to an
outpatient wvigit in a more sgpecialized «clinic. Optenberg et al.
mathematically computed the resource intensity of an outpatient vieit
for equitably distributing resourcesg, and, as a regult, several weighted
factors were derived according to a physicians’ specialty. Furthermore,
the AWU study results affirmed that the AWU factors as being very
reliable since a high correlation existed between the AWU weighted
factors and the PPS diagnosis-related groups (xxix - xxx). Therefore,
the graduate management study used these weighted AWU factors to
account. for the physician’s time and specialty and for the resources

consumed in the patient-physician encounter.

~ISNIdX3 INFWNHIAOD 1v A30NAOHdIYH..




i

g . vsiat
n n

s
et o | ¥ 5

30

oust 5 st
FAIN

AL IV I AMIIAAIUTAAD (W AINNANUITIM

$9 5

4% L))

$) S‘l

Figure 3. Tree Diagram Illustrating Partitioning of Disorders of the
Circulatory System. -

Fetter, Robert B., et at. '"Ambulatorv Visit Groums: A Framework for
l . Measuring Productivity in Ambulatory Care." Kealth Services PResearch.




31

Staffing Method Tables

Many statffing methods encompass a combination of gceveral
classification instruments and other variables that influence clinic
operations. For many years, the Army NMedical Department (AMEDD) used
one staffing method to determine the staffing tables for clinics. This

method is the DA Pamphlet 570-557
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Army Medical Department Activitieg. This pamphlet defines manpower
tables that allocate a designated number of providers and ancillary
staff per an average number of clinic visits. However, this method has
gignificant pitfalls: it considers mneither the physician’s time or
specialty nor the patient condition. With the wuse of the AWU weighted
factors previously described, the negative impact of these pitfalls
should be reduced.

In the literature review, the following staffing elements were

listed as critical components of any manpower staffing method: physcical

layout, providers, level of nureing care, volume indicators, medical
considerations and expectations, legal considerations, and support
staff. Because of time limitations, this graduate management gtudy
consider2:d only the providers, volume indicators and support ztaff

determining the required manpower based on a predetermined number of

workload or outputs; e.g., outpatient wvisits, inpatient days=, or
admigeions. The manpower become the staffing reaguirements for a
particular clinic, requirements which are then reduced by a specified
percentage (approximately 15%) to derive the medical +treatment

facility’s authorizations. These authorizations are not what the DA Pam

570-557 staffing document indicated as needed by the «clinic to do the
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work. The authorization of fewer staff members in clinics than what the
clinic actually required has been the trend within the AMEDD; therefoare,
medical +treatment facilities are charged with doing more output with
less input.

With the DA Pam 570-557 method, the manpower requirements are
reviewed every th'ee years by a manpower survey team. Thig team analyzes
the clinie's past performance to ultimately derive new staffing
requirements. The surveyors observe each c¢linic’'eg physgical layout and
each provider's and ancillary ataff member's performance. However, the
surveyor's analysis excludes any considerationg of efficiency. If the
surveyors increase the manpower requirements, then the DA Fam 570-557
yardstick tables are used. One of these yardstick tables equals to a
number of physicians and other staff members per quantity of workload
over a year's period of time. As a result of this manpower survey, any
new requirements listed on TDA are still subject to a 10-15% reduction
to derive the number of authorizations.

In the event an adjustment to a work center’s staffing is warranted
prior to the scheduled three-year manpower survey anniversary, the work
center would initiate an Interim Schedule X for its perceived new
manpower requirements. This Interim Schedule X would be completed in
accordance with the guidelines in the DA_Pam__570-8557_and forwarded to
HSC for approval. However, =submigzion would only cccur 1f the work
center had experienced an increase 1in workload of greater than ten
percent over a 6 - 12 month @period or if Lhe organization had been
aggigned a new mission by the hos2t installation.

A final drawback of the DA Pam 570-557 method is the workload units

used in determining staffing requirements. In outpatient clinics, the
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workload units are meagsured as an outpatient visgit that szhows one vigit
equalg one vigit, regardlegs of the patient presentation, condition, or
procedure. Moreover, the workload units do not consider the physician’'s

specialty or time gpent with a patient. This final drawbtack resembles

the same problems experienced by «c¢ivilian cliniecs, which receive full
compensation from cost-plus or fee-for-service reimbursementg. Military
clinics, however, receive the exact same reimbursement for all

workload, regardless of how expensive the workload. Nonetheleas, the DA
Pam 570-557 method remains the only acceptable Army method for

allocating manpower in outpatient clinics at this time.

Understanding the problems associated with the DA Pam 570-587

method, HSC focused its efforts in a study, called the DoD Joint
Healthcare _Manpower _Standards Manual (JHMS).  hnesulting from a Blue
Ribbon Panel on sizing DoD medical treatment facilities, the Assistant

Secretary of Defense, Health Affairs, in July 1985 directed the JHMS
study. The underlying goal was to develop common manpower standards for
most of the work centerg in the Dol medical system. This new gtaffing
method identifies the manpower staffing needs baszed on workload
performance gtandards. In the study's initial phase, the Jjoint services
project team adopted thirty-three first generation sgtandards tor

implementation in the Department _of Defense_(DoD) Joint_Healtheare

Manpower _Standards Manual (5). Although still in the testing stages,
the JHMS will pattern standards similar to the Air Force TDA
preestablished standards. Once fielded, the JHMS method will supersede
the DA Pam 570-557 staffing method. The purpose of the JHMS method is

“to ensure that the peacetime =staffing requirements of Military Health

Services System (MHSS) provide quality medical care in a productive
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environment” (5). The JHMS method has several advantages that lay the
foundation for all healthcare gtandards: a common methodology, format,

and terminology. Functions and common manpower gtandards for each
clinic are established to avoid confusion and miginterpretation. The
JHMS method will ultimately develop, test, and evaluate these common
manpower standards and will wultimately determine manpower requirements
for {future use by the DoD community. The proponents of the JHMS method
advocated these common manpower standards for use as a prescription for
a uniform process to determine the staffing requirements in clinics.
Furthermore, their conclusions affirmed a need to contuct management
audits of manpower and workload dates to verify the standards have been

applied appropriately.

P2 -2 12 ) p 213 -3 3 =X avd =22

Chief executive officers (CEOs) in health care institutions have
rapidly adopted effective management practices common in the
manufacturing industry. Governing boards meticulousgly evaluated the

CEQ's performance on the health care ingtitution's annual net income,
which, in turn, hasg influenced many CEOs to base decisions gtrictly cn
cost. Statistical tools that measure costs, productivity, and efficiency
are frequently used to determine an organization’'s overall productivity
index., Many CEO=, however, are unaware that achieving oirganizational
guiuegg comesg at the expenge of the workers. This expensge can be
agsgoclated with =several deleterious effectg on the worker and the
organization. Thegse effects have been sghown to inhibit employees’
innovation and performance (Skinner 41; Ehrat 6; Graham 24), which
stymie organizational growth and =success. Hence, CEOs should first

congider +the human effects on the organization prior to implementing
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management changes for increasing eflficiency or productivity. CEOs

gshould consider Skinner's comments on the human effects:

Who among our young today wighes to work in an environment where

one is8 told what to de, how to do it, and when to do it; is
measured in minutes and sometimes seconde; is supervised closgely to
prevent any inefficiencies; and ig forced by asgsgembly lineg or

machines to produce at a rapid and relentless pace? (41)
Stifling human innovation and initiative with unrealistic organizational
goals and objectives can lead only to the demise of the CEO.

Many authors have written on the positive cutcomes of mandating
efficiency measures or imposing quantitative measures of productivity
(Covaleski and Dirsmith 17; Whitney 168; Wiley and Campbell 7; Charnes

et al. 8; Betka and Lacuata 12; McGuire 7%2). However, thesze ocutcomes

JISNIAXI ANINNEIA0O 1V Q30NC0H4IY.

stifle anticipated or projected progress and productivity because the
employees are bitter and become counterproductive. CEOg should beconme
intimately familiar with Skinner’'g quesgtion as stated above to carefully
analyze the human effects before making any decision baged on just
gtatisticeg. In the military medical treatment facilities, masnagers must

carefully analyze the human behavicr aspect zince unhappy cmployees

negatively affect our patients’ outcomes and, moreover, loge expected
workload as a regult of a “Lack of Care’ message perceived by the
patients. This logs of workload eventually reduces future budget

allocations for the medical treatment facility (Hudak and Mouritsen
282) .

In addition to anaiyzing the preductivity index and the negative
effects impacting on workers, CEOs must comply with federal and state
laws and regulations. Quality assurance plang, numerous regulatvory
standards, and stringent Joint Commigsion standards have required CEOsz

. to demand high quality gervices not cnly to remain operational and

L_________________________
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accredited, but also to retain loyal patients. To achieve high quality
services, CEOs should foster an environment for highly educated and
professional employees and non-employees (pr-viders) so that quality
care becomes sgecond nature. A CEQ’s decision often determined the
compliance level of gstate and federal regulations, and with current
regulatory agencies concentrating on quality care and cost containment,
CEOs are streamlining operations, exploiting money-making services or
diagnoses, and continuing to bring in competent medical staff members.
Making these decisions are extremely difficult because of competing
variables. For example, the effects of implementing PPS dramatically

changed the manner in which CEOs conducted business, for no longer are

+3SNIdX3 LINIWNHIAOO LV Q30N A0HdIY..

patients kept in the hospital longer than actually needed. Additionally,
many productivity indicators have been implemented to assure that
patients are discharged appropriately. With the PPS regulation, CEOs
have learned twelve lessons regarding productivity: one notable lesson
invelving productivity in the inpatient care arena described management
as no longer unilaterally defining the productivity standards, but
rather, developing these standards through mutual agreements between
management and the providers (Johnson 27, 54).

Military hospital commanders or CEOs ghould thoroughly review and
analyze the legsons learned by civilian medical institutionz to avoid
the pitfalle and difficulties of regulationz and human behavior. Many
¢ivilian CEOs have a;ready digcovered federal and other regulatory
loopholes such as shifting many inpatient procedureg and gurgeries into
outpatient or sgsame-day servicesg. Military CEQOs should also adopt these

; innovative ideas into their day-to-day operations. Hospital strategic

{ plans for complying with new regulations and for developing innovative
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changes often required a behavioral change in the physician's private
practice patterns. Thus, CEO should design a plan that co-opte the
medical staff with the hospital's str.tegic plan, which will increase
the chances of success and survival. Finally, outpatient surgeries have
grown over 174% since 1979 (Nathanson 63) and with an increasing demand
for ambulatory services, both Federal and State Governments are

directing regulatory changes that contain costs and minimize cost

shifting.
A detailed literature search identified existing models and methods

for providing management with the opportunity to achieve optimal

+3SN3dX3 AINFANHIAOD LY A30NQOHdIY.

staffing of ancillary personnel in outpatient c¢linics. Several automated
statistical techniques, such as DEA, delineate efficiency levels in
outpatient c¢linics, and these techniques were discussed in detail,
including the advantages and disadvantages. All applicable DoD, DA, HSC,
Fort Campbell 1Installation, and Blanchfield Army Community Hospital
regulations were reviewed to identify any exigting efficiency
techniques.

From the literature review, c¢riteria were identified and developed
into a @selection matrix for determining the Dbetter staffing model.
Communication and coordination with manpower chiefz at HSC, the Academy
of Health Sciences, and the MEDDAC were made to ascertain any unknow-
staffing variables or any hidden pitfalls frequently associated with
efficiency studies. Clinic chiefs were interviewed to determine if any
nurse practitioners or physicians’ assisgtants performed services sgimilar
to those of a physician, for these individuals were expected to generate

outpatient vigite. If any nurse practitioners or physiciang’ asgsistants
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were identified, then their inputs were counted as physiclan manhours

rather than as ancillary staff manhours.
The calendar year 1988 twelve months of the variables listed below

were collected and used in the efficiency technique (PASS) computations:

available physician manhours

available ancillary staff manhours

outpatient c¢clinic visgits

ambulatory surgery workload

ambulatory work unit factors/health care unit

Q1 b LY 2D =

These data were entered into the PASS technique to determine the most
efficient <¢linic and the most inefficient clinice, information which was
uged in the staffing methods comparison. The staffing method satisfying
the highegst number of criteria was selected as the best method and

recommended to the Commander, DCA and DCCS for use at Blanchfield Army

Community Hospital.
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The determination of the best staffing method encompassed four
phases: (a) data collection, (b) analysis of the results from the
productivity analysis support system (PASS), {c) comparison of the two
staffing models and (d) selection of the best staffing model. Each
phase was completed prior to the beginning of the next phase.
Data_Collection

The data collection phase irvolved an analysis of manpower expense
performance report system (MEPRS), uniform chart of accounts (UCA), and

Medical 302 Report data to retrieve those data elements necedgsary to

conduct the study. The researcher also discussed with each clinic chief
the exact number of physicians and ancillary staff members who
generated c¢linic visits. These discussions revealed these numbere and

also the types of ambulatory procedures performed routinely in the
clinic, These time-consuming efforts were instrumental in assuring the
collection of accurate data.

The exorbitant amount of data collected for each clinic was
compiled into the three input and the two output data elements (Appendin
Q). The 1input data elements were obtained from MEFRS and UCA and
included physgician manhours, ancillary =staff manhoura and clinic
expenses. The output data elements included the ambulatory work units
(AWU) and ambulatory surgeries or procedures (AMB) and were obtained
from the Medical 302 Report and the Patient Administration Systems and
Biostatistics Activity (PASBA) data, regpectively (Appendix H and I).

The AWU used the outpatient clinic viegite and the weighted AWU factor,

which were obtained from the Optenberg AWU study. Each cliniec’s AWU was
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derived from the product of the total outpatient clinic visits and itse
respective weighted AWU factor (Appendix H).

The data are truly representative of each c¢linic’'s performance
since workload from 1988 was obtained for all five data elements and
then the descriptive statistics were computed (Appendix I). Computing
the AWU output descriptive statistics required the collection of total
outpatient clinic visits for 1988. The Emergency Room (ER) had the
highest number (49,420) and the General Surgery Clinic had the lea=t
(8,183). The clinic visits' mean for all seven cliniecs wag 32,174. The
gsecond requirement to compute the AWU data element was the collection
of the weighted AWD factor for each «c¢linice. The Internal Medicine
Clinic had the highest weighted AWU factor (.0395), and the pediatrics
clinic had the 1lowest (.0200). The mean weighted AWU factor for all
seven clinics was .0293. These weighted AWU factors were introduced to
account for the physician's time and specialty. The AWU total was
determined by multiplying the total clinic wvisits by the respective
clinic weighted AWU factor. This AWU derivation showed that the ER
(1656) had the highest total AWU and the General Surgery Clinic the

least (283). The mean for all seven clinics was 9504 AWU (Appendix H).

The next output data element was ambulatory surgeries onr
procedures, which included the different scoping procedures
{endozcopileg, procto’copies) and minor gurgerieg or procedures (EXE

tegts) routinely done in the clinices. The Internal Medicine Clinic had
the highest number of ambulatory surgeries or procedures (925) for 1988.
These procedures and minor surgeries took approximately one hour of the
physician’s time to complete. Most <c¢liniec chiefs indicated that no

procedures actually required more time to complete than a routine
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outpatient clinic vigit. After several convergationsg with
representatives from PASBA, FAD, and the quality assurance coordinator,
the consensus was that a minimum annual basge of 200 procedures or
surgeries was appropriate. These representatives insisted that several

ambulatory surgeries or procedures did in fact require more time than a

routine clinic visit and because these ambulatory surgeries or
procedures required more time than a c¢linic visit, each procedure was
weighted as 1.0 (one) output unit. The mean for the seven clinics was

360 ambulatory surgeries or procedures (Appendix I).

To produce the aforementioned two outputs, three input data
elements were required. The first input data element, total annual
expenses, showed that the ER had the highest (&#3,357,615) and the
General Surgery Clinic had the 1least (#£486,313). These exXpensges
represented a clinic’s entire operational expenges: overhead,
utilities, military and civilian salaries. The mean expense figure for
the seven clinics was $1,733,254 (Appendix I).

The final descriptive statistic analyzed the last two input data
elements: the ancillary staff and physician staff manhours. The General
Surgery Clinic had the lowest ancillary staff manhours (8,635), and the
ER had the highest (52,152). The large number of manhours used by the ER
was expected because of the level II Emergency Room opened twenty-four
hours a day, seven days a week. The clinic with the next highest number
of ancillary manhours was the obstetrics and gynecology clinic (24,078).
The mean ancillary staff manhnure for the seven clinics was 20,1185
(Appendix 1), An interview with each clinic chief revealed that several
non-physicians generated outpatient <¢linic vigits or workload:

ruysiciansg’ asgistants (PA), nurse practitioners, and midwives.
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Therefore, the total manhours for these particilar non-physicians were
credited to the physician manhour category and removed from the
ancillary staff manhour category. Of the =geven clinics, the Family
Fractice and General Surgery Clinice did not have any non-physicians
generating workload (Appendix I).

Like the ancillary manhours category, the General Surgery Clinic
also had the lowest number of physician manhours (6,469). The obstetrics
and gynecology clinic had the highest physician manhour input (17,825).
The mean physician manhours for all the clinics was 11,066 (Appendix I).
PASS_Analyses and Results

Upon completion of the data collection phase, the grand total for
each input and output data elements was entered into the PASS
application. Not only did the PASS application have to be learned, but
the Database-Three Plus (DBASE) application had to be learned in order
to operate the FASS application, requiring many hours of reading
documentation and experimenting with the DBASE application tutorials.
Like the data collection phase, learning these software applications was
arduous and time-consuming. Data entry, however, into DBASE was quite

gsimple, and the subsequent menu-driven PASS application generated the

following results: the most efficient clinic and the most inefficient
alinic. Theze results were revealed to the command element (Commander,
DCA, and DCCE)Y who were not at all alarma=d. Even before the FA3E

analysez, the commander had i1dentified that the Internal Medicine Clinic
would be the most efficient and the OB/GYN Clinic the meet incfficient,
and the PASS results confirmed hig intuition. Furthermore, these results
identified not jugt one, but three, efficiently operating clinice:

Family Practice, Internal Medicine, and General Surgery (Appendix J).
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The PASS provided two separate analyses for interpretation of
results: (1) efficient outputs for input levels and (2) efficient inpute
for output levels. After meticulous scrutiny of these two analyses, no
significant differences existed between them, and henceforth both
analyses will be discussed together as one analysis. Since three clinics
were determined to be equally efficient, no further adjustments of the
inputs or outputs were necessary. Several conclusions can be drawn from
these results. First, the efficiency in the Family Practice Clinic was
attributed +to its high AWU production (output) and its low physician
manhour (input). In fact, Family Practice had the second highegt number
of AWUs in the descriptive statistics analyses. The second conclusgion
indicated that the Internal Medicine Clinic’'s efficiency was attributed
to a high AWU production (output) and a low ancillary manhours (input).
The «c¢liniec’s descriptive gtatistics reflected the highest number of
ambulatory surgeries and procedures and the second highest AWU output.
The third and final conclusion indicated that deneral Surgery’'s
efficiency results were attributed to a high number of ambulatory
surgeries or procedures (output) as well as to an equal balance of low
ancillary manhours and low expenses (inputs). The clinic had the gecond
highest number of ambulatory gcurgeries or procedureg and the lowest
number of inputs (expenses, ancillary and physiciang’ manhours). The
results from the three «c¢linics indicated that each c¢linic used
variations of the same or different data elements to achieve the highest
efficiency rating (1).

In addition to producing efficient clinics, the PASS results chowed
that the four remaining clinics were all inefficient (Appendix J). The

mogt inefficient clinic was Obsgtetrice and Gynecology (OB/GYN). The PASS
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multiplier indicated that OB/GYN should have had '78.99% more outputs to
improve its 585,874 relative efficiency to 100%. In other words,
OB/GYN's amount of inruts relative to the other two clinice located on
its efficiency frontier showed that OB/GYN's AWU output should have been
1779.483 (an 80% increase from its current output), and the number of
ambulatory surgevries or procedures should have been 358 (a 79% increase
from itg current output). Another way of looking at these results can
be explained as follows: if +the OB/GYN c¢linic were to become as
efficient as the two clinics on its efficiency frontier, then the OB/GYN
Clinic should have produced its output data elements (AWU and ambulatory
surgeries or procedures) with only 55.87%Z of its inputs (expenseszg,
ancillary and physicians’ manhours). The clinic’s inefficiency was due
to an insufficient AWU output and to excessg ancillavry and physician
manhours. The two clinics located on the OB/GYN Clinic's frontilier were
Family Practice and General Surgery.

The remaining clinics -- outpatient c¢linic, emergency room,
pediatrics -- were also inefficient, Dbut were not as inefficient asg the
OB/GYN Clinic (Appendix J). These clinicsg’ PASS results ghowed that
each clinic did not completely envelore, which means the clinics fell
outside the efficiency frontier (see U and D, Fig. 4), and further PASS
explorations did not alter these resulte.

One of the objectives of the graduate management atudy wasg to use
Juszt one efiicient clinic and one inetficient clinice {or the staffing
methods comparison. The PASS results identified Lhe one inefficient
clinic, but also i1dentified three efficient clinics. Therefore, further
PASS exploration. were required to derive just one efficient clinic.

An 1teration of the PASS exploration using just the three clinics showed
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that all three still remained efficient (Appendix K. A
second iteration of the PASS exploration included three data elements
defining the efficiency frontier: the AWU output, the ancillary and
physician manhour inputs. Thus, the PASS exploration included all seven
clinics, but removed the ambulatory surgeries or procedures (output) and
the expenses (input), leaving just one output and two input data
elements. The results showed that the Family Practice Clinic alone was
the mogt efficient (Appendix L) and that the General Surgery Clinic,
surprisingly, was the most inefficient. The PASS multiplier for the
General Surgery Clinic indicated that the clinic should have produced
168% more output to improve its 37.26% relative efficiency to 100%Z. In
fact, the AWU total should have been 1increased from its current output
of 282.689 to a total of 758.612 for the same amount of inputs
available. The raw data equivalent would be approximately 2,100 more
outpatient clinic visits for 1988. An explanation for this productivity
deficit was found in the initial PASS results (Appendix J), which
ascribed the General Surgery Clinic’'s output efficiency to its high
number of ambulatory surgeries and procedures. The removal of thise
clinic's key data element, which had determined its high level of

efficiency 1in the initial PASS exploration, was instrumental in the
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General Surgery Clinic’s low efficiency results. Since ambulatory
surgeries and procedures did not significantly contribute to the
efficiency 1level in the Family Practice and Internal Medicine Clinice,
both cliniecs remained relatively efficient.

Three efficient clinics remained in the study, but further FASS
explorationg were required to obtain just one efficient c¢linic. Bias
may be an explanation for producing such different results during the
previous exploration that used just one output data element, and the
third PASS exploration included both the ambulatory surgeries and
procedures and the AWU data elements (outputs). The input data elements
included the ancillary and physician manhours. The results again were
the same as for the initial PASS results: all three clinics were on the
efficiency frontier (Appendix M). Therefore, three iterations of PASS
explorations have produced the same three efficiently operating clinics.

The majority of an outpatient <c¢linic’'s workload involves the
patient-physician encounter. The fourth iteration of the FASS
exploration, therefore, used the other workload output data element,
ambulatory surgeriegs and procedures, as the single output data element.
However, an exploration would not show fair represgentation or exact
meazgurement of a clinic’'s productivity since the majority of workload is
the AWU total, not the ambulatory gurgeries and procedures.
Nevertheless, +the PASS iteration was performed, and the resulte showed
that the Internal Medicine Clinic was the most efficient c¢linic, wit!
the General Surgery Clinic wag just a few percentage points behind. The
family Practice Clinic, on the other hand, wag the mogt inefficient
clinic (Appendix N). In fact, the clinic required almozt 400% more

output to improve its 20.9% relative efficiency to 100%. The descriptive
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statistics analyses derived in the data collection phase can explain why
the Family Practice Clinic’'s bhad such low resultg: the clinic produced
the least number of ambulatory surgeries and procedures, and ascribed
ite high efficiency results to a high AWU production.

In conclusion, the OB/GYN Clinic was the most inefficient clinic
and several PASS iterationg showed that efficiency in each of the three
efficient c¢clinics was dependent upon specific input or output data
element. Removing any one of these elements dramatically changed the
magnitude of efficiency in at least one of the c¢linics. Therefore,
because the Internal Medicine Clinic remained relatively efficient and
extremely close to the highest efficiency level during all iteratiors,
Internal Medicine was chosen as the most efficient clinic of all seven
clinics. Hence, the Internal Medicine Clinic, as the most efficient
cliniec, and the OB/GYN Clinic, ar the most inefficient clinic, are the
two clinics usead in the staffing methods comparison.
Comparisons_of the Staffing Methods

The comparison of the two staffing methods began with a
determination of the Internal Medicine and OB/GYN «c¢linicsg’ precise
number of gtaff members as recognized by each of the two staffing
methods. The <{irst staffing method, DA Pam B70-587, prescribed
different manpower gtandards for each of the two clinicecs, but only in
termg of the number of gtaff memhbers per a certain number of alinic
vigite. The most efficient e¢linic, Internal Medicine, received manpower
allocations based on the following ctandards: one department chief (page
2-7, Appendix 0) per clinic and one internist per 300 outpatient clinic
vigits (Page 2-19, Appendix 0). In calendar year (CY) 1988, the clinic

experienced a monthly average of 1,570 clinic visits, and, hence, the
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total physician allocations were 5.23 or % internists. The pamphlet
allocated one nurse practitioner and five ancillary staff (page 2-18,
Appendix 0). The actual average monthly staffing for 1986 waz 6.49
internists, 1.84 nurse practiticaers, and 6.42 ancillary staff members.
Comparing the manpower allocations from the DA Pam 570-557 method with
those manpower from the actual average monthly clinic staffing in CY
1988 showed a close correlation (see Table 1). However, the DA Pam

570-587 method allocated staffing inadequate for the ¢linie to even

operate at the me level as it had in CY 19&8.

The OB/GYN Clinic manpower standards desgcribed in the DA Fam
§70-557 method based physician staffing on a predefined number of c¢linic
vigits. The Dbasis of allocation for the OB/GYN Clinic was considerably
different than allocations for the 1nternal Medicine Clinic: one OB
physician per 525 OB outpatient c¢linic visgitg and one @GYN physician per
400 GYN ~utpatient clinic visits. These quantifiable standards are
congiderably higher for the OB YN (Clinic than for the Internal
Medicine, a difference which can be explained with the wuse of the
conclusions from the Optenberg AWU gtudy. The ccenclusions gtated that
weighted AWU factors derived for each clinic were based on the resgource
intensiveness of the practice for which the Internal Medicine had the
highest weighted factor. In CY 1888, the OB/GYN Cliniao experienced a
monthly average of 1,721 OB and 1,615 GYN outpatient clinic vigits. The
clinic therefore required three OB and four GYN physiciansg, or geven
OB/GYN physicians. The ancillary staff allocations were eight staff
members (page 2-:3, Appendix P). The nurse midwiveeg and practitioners
were not inc.uded in the DA Pam 570-557 method and a local appraigal wasg

required. Since thege figures were unavailable, the total number of
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nurse midwives and practitioners for CY 1988 would be wusged: 3.2
midwives and two nurse pr.ctitioners. The average monthly staffing in CY
1988 was 7.89 OF/GYN physicians and 3.2 nurse midwives. The remainder of
the staffing comprised 1.1 nurse practitioners and 11.7 ancillary staff

members (see Table 1).

The manpower allocations between the DA Pam 570-557 method and the
actual CY 1988 average monthly staffing were very different (see Table
1). The DA Pam 670-557 method allocated four fewer staff members in
OB/GYN and two fewer in Internal Medicine, with the greatest staff
decrease in the ancillary staff positions. Hence, the DA Pam 870-557

standards equitably distributed the =taff allocations in the inefficient

OB/GYN Clinic.

Comparing the two clinics with the DA Pam 670-557 method and the
actual CY 1988 average monthly st ffing showed that the figures
correlated more closgely in the Internal Medicine Clinic than in the
OB/GYN Clinic. The greatest staffing difference for both clinics was
shown in the ancillary staff manpower positions (gee Table 1). When
reviewing the efficiency differences between the two <c¢linics and how
each clinic was staffed by the DA FPam 570-557 method, the distributions
were equitable because OB/GYN received less staffing than what the
clinic was statfed in CY 1988. Moreover, the staffing differences
between the actual CY 1988 average monthly staffing and the allocations
from the DA Fam 570-8587 method showed that almost 100% more manpower

reduced in the OB/GYN Clinic than in the Internal Medicine Clinic

{(Delta 4.6 to 2.3)., Since the reductions in the OB/GYN were twice that
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the Internal Medicine Clinic, the DA Pam 570-557 method allocated

- e e e o

manpower more conservatively and efficiently than the actual CY 190886

average monthly staffing.

Table 1.

! Staff Positions Int Med OB/GYN '
: Allotted On-Hand Allotted On-Hand |
! Physicians 6 6.5 7 7.9 :
i Other Healthcare Providers 1 1.8 5.2 5.2 '
i Ancillary Staff Members o] 6.4 8 11.7 :
1 TOTALS 12 14.7 20.2 24.8 H

The second staffing method was the Joint Healthcare Manpower
System (JHMS) which utilized preegtablished standards to allocate
staffing. The manpower tables were established according to a range ovr
parameter of c¢linic visits, The JHMS method used a monthly provider
man-hour availability factor of 145 hours for computing manpower
allocations. Thig method did not prescribe one physician per =26 many
clinic visite as did the DA Pam 570-557 method. Rather, it developed
several «clinic¢ visit ranges that increased the number of providers or
ancillary staff by one count for every increase of approximately 200 -
250 clinic visite. The most efficient clinic, Internal Medicine,
experienced a monthly average of 1,570 clinic visits, which is in the
range of 1551 - 1809 c¢linic wvigits, and the pesulting manpower
distribution was one department chief, gix internists, two registered
nurses, and eight ancillary staff members (Appendix Q). The average CY
1988 average monthly staffing was 6.49 internists, 1,84 nurse

practitionerg, and 6.42 ancillary staff members. Comparing the 17
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allocations from the JHMS method with the 14.7 allocations from the
actual CY 1988 average monthly staffing =showed a c¢lose correlation
(see Table 2). 1In fact, the delta or difference wag 2.3 members, with
all staffing positions increagsing. This manpower allocation delta wasg
the exact difference shown in the DA Pam 570-557 method, except the
JHMS provided a manpower increase rather than a decrease. The
Internal Medicine Clinic’'s manpower allocations from these two
staffing methods were completely opposite that of the actual CY 1988

average monthly staffing. In other wonrds, the JHMS method provided

the Internal Medicine Clinic with more staff members.

Table 2.
JHMS Method Summary of Manpower Allocations.

i Staff Posgitions Int Med OB/GYN '
H Allotted On-Hand Allotted On-Hand |
i Physicians 7 6.5 6 7.9 '
i Other Healthcare Providers 2 1.8 5 5.2 '
i Ancillary Staff Members 8 6.4 14 11,7 '
: TOTALS 17 14.7 25 24.8 '

The standards wused to determine the JHMS method staffing
allocations for the Internal Medicine Clinic were similar for the
OB/GYN Clinic, but added the average monthly number of deliveriez. In
CY 1988, the gervice experienced & monthly average of 132 deliveriesm,
1,721 OB and 1,615 (YN outpatient clinie visgits, or a total of 3,336.
The clinic visit range for these data under the JHMS method for OB/GYN
was 2066 - 2.94 monthly clinic visits and 129 - 140 deliveries. Unlike
the DA Pam 570-557 method, the JHMS method provided allocations for

nurse midwives. The overall manpower requirements were six OB/GYN

+ISNIdX3 LINSWNHIAOD LY G3ONCOHJ3Y.,




|

BRI KL e gty geren,

53
physicians, four nurse midwives, and 13 ancillary staffi members
(Appendix BR). The difference between the actual number of c¢linic

vigits and the JHMS method's maximum number cf the clinie visit
parameters was used to determine the number of nurse practitioners,.
This difference of 342 clinic visits equated to one nurse practitioner
and one technician. The actual CY 1988average monthly staffing was
7.89 OB/GYN physgicians, 3.2 nurse midwives. 1.1 nurse practitioners,
and 11.7 ancillary staff. Like the Internal Medicine Clinic, the
OB/GYN Clinic’'s presults showed a strong or positive correlation
between the JHMS allocated manpower and actual CY 1988 average monthly
staffing (see Table 2). Staffing allocations wusing the JHMS method
and the actual CY 1988 average monthly staffing revealed no
significant differences, but the JHMS method provided the inefficient
OB/GYN Clinic with the same manpower as the clinic was ztaffed in CY
1988. Staffing an inefficient clinic with the same number of workers
ag it used in the CY 1988 indicated that the JHMS method did not
have efficiency standards for distributing manpower. The JHMS method
allocations were also opposite the staffing allocated by the DA Fam

570-557: the JHMS method allocated one more nurse practitioner and
geveral more ancillary staff members, but reduced the number of OB/GYN
physicians. Upon presentation of these figures to the OB/GYN Chief,
his comments were quite negative because of the reduction 1in the
number of OB/GYN physicians. The chief welcomed the increased
ancillary staffing, but cited the OB/GYN physicians’' reduction as
hnacceptablef

The JHMS method manpower requirements and the actual CY 1988

average monthly staffing showed a much closer correlation in the
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Internal Medicine Clinic than in the OB/GYN Clinic. The allocations
digstributed for all of the various staff positiong saw the greatest
change or delta in the total number of physgicians, more
gpecifically, the physicians’ agsistants, nuree practitioners, and
other healthcare providers. The total OB/GYN Clinie manpower was
allocated similarly by both the JHMS method and the actual CY 1988
average monthly sztaffing for the inefficient OB/GYN Clinie, but
the JHMS allocated greater manpower than the actual CY 1988 average
monthly staffing to the Internal Medicine Clinic.

The 1988 table of distribution and allowances (TDA) for the
Internal Medicine Clinic and the OB/GYN Clinic are shown in Appendix S
and T, respectively. The Internal Medicine Clinic staffing figures

for all methods are illustrated in Table 3. The OB/GYN Clinic’'s

Table 3.

Comparison of =staffing methods and TDA for the Internal Medicine
Clinic,

' Position 570-877 JHMS TDA !

' C, Department of Medicine 1 1 1

i Internist 8 6 3

i Nurse Practitioner 1 2 1 v

i Practical Nurse 0 0 1 H

i Medical Specialist or Tech 4 6 2

i Adminigtrative Personnel 1 2 1 i

{  TOTAL TT12 v T T T 0
manpower distribution are sghown in Table 4. Based on an anecdotal
obgervation, the clinice received greater manpower allocations with

the JHMS method than with the DA Pam 570-557 method, the TDA, and the

actual CY 1988 average monthly staffing. The JHMS evidently
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disregarded standards for efficiency, however, a closer observation
revealed that the JHMS method allocated more Internists and fewer
OB/GYN physiciansg than the DA Pam 570-557 method; therefore, the JHMS

method increased the physician staffing in the more efficient clinic.

Table 4.
Comparison of Staffing Methods and TDA for the OB/GYN Clinic.

' Pogition 570-577 JHMS TDA !
i OB/GYN Physicians 7 6 5 !
i Midwives 3.2 4 3.2
i Nurse Practitioners 2 1 2 '
{ Registered/Clinical Nurse 1 2 1 !
! Clinie NCOIC 1 0 1 :
i Medical Specialist 3 7 4 :
i Practical Nurse 0 0 2 '
i Nurse Asgsistants 0 3 3 |
i Administrative 3 2 3 :
' Totals 20.2 25 24.2 |

Any increase in the number of physicians will obviously generate
additional outputs, and, for this particular reason, the JHMS method
was selected over the DA Pam 570-557 method by the Internal Medicine
Cliniec chief and not the OB/GYN chief.

The better staffing method will be ascertained by usging the seven

criteria ligsted in the research design. These geven c¢riteria

included: feasibility, patient backlog, efficiency, reduction of the

physician’s nonclinical duties, quality care, physgiciansg’
subjectivity, and the overall index of productivity., These criteria
were answered with interviews and from the responses of +the

physician’s questionnaire (Appendix U). On the questionnaire, method A

wag the DA Pam 570-557 method, and method B was the JHMS method. The

v s e e e et et e v B
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first criterion pertained to the feagsibility of the staffing methode,
which wasg interpreted as that cliniec chosen by the clinic chief as
the most appropriate for private practice pattern (question #10),
freedom to practice (question #1 and #2), and greater flexibility
(question #6 and #7). The OB/GYN chief's preferences were ambivalent
toward both methods, but the Internal Medicine Chief responded
favorably for the JHMS method in four of these five questions
(Appendix U).

The patient backlog criterion was answered with several questions
from the questionnaire. Thesge questions were increased workload (#4),
improved access (#8), and more time to treat patients (#9). The
¢linic chiefs' responses differed: the Internal Medicine Chief favored
the JHMS method, and, conversely, the OB/GYN chief favored the DA Pam

570-557 method. Since the JHMS method provided a greater number of
physicians to the Internal Medicine Clinic (see Table 4), the JHMS
method had the greater potential to reduce the patient backlog. This
method showed no provider staffing differences for the OB/GYN Clinic,
differences which should have been favored by the OB/GYN Chief, but,
ironically, he choze the DA Pam 570-5857 method.

The next c¢riterion pertained +to the perceived degree of

efficiency in each staffing method. This degree of efficiency was

determined by analyzing how each method allocated manpower to the

afficient and the inefficient clinice, Thig etficiency coritericon g
divided into four separate measurements: anecdotal, phygician to
ancillary =staff ratio, 1increased outputs, and lowest expenses. The

firgt efficiency meazurement analyzed anecdotal observations of staff

allocationg by each of the two staffing methods and the actual CY 1988
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average monthly staffing. The JHMS method provided sufficient staff
members for the two «clinics, irregpective of the operational
efficiency of each clinic. In fact, the JHMS method increased the
total number of staff members by 2.3 members in the Internal Medicine
Clinic and 0.2 members in the OB/GYN Clinic. This method rewarded the
more efficient clinic, yet staffed the inefficient clinic similarly to
the actual CY 1988 average staffing. The other method, the DA Pam

570-557, standards appeared to be more conservative than those of the

JHMS method for manpower distribution becausge the DA _Pam 570-557

allocated fewer manpower for both clinics. The DA_Pam 570-887 method
even reduced the efficient clinic by 2.7 members, staffing which was
primarily physicians and nurse practitioners (see Table 1 and 2), thus
having a resulting negative effect on output (clinic visits). This
negative effect may eventually transform a previously efficient
clinic into an inefficient c¢linic. The DA Pam 570-557 method
obviously does not include standards for rewarding efficiency, but
rather, standards to deter it.

Since the JHMS method allocated more physiciang than the DA
Pam 570-557 method, then it should generate more clinic visits. The
second measgsurement of efficiency analyzed the ancillary staff to
physician/provider ratio, where a one to one ratio was desgired by the
clinie¢ chiefg., The ancillary personnel would enhance the physiciang’
abi1lity to practice. The two physician chiefs felt that their desgired
ratio would, in effect, provide sufficient chaperones and medical
ai1des =0 that physicians could spend little to no time waiting on the

support staff. The JHMS method showed a lower ancillary staff to

provider ratio than the DA Pam 570-557 method (see Table 5).
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Table 5,
Ancillary Staff to Physician Ratios.

! Internal Medicine OB/GYN f
: Pam 570-557  JHMS  570-557  JHMS |
i Providers 7 ] 12.2 11 H
i Ancillary 8 8 8 14 '

The DA Pam 570-557 method provided fewer ancillary staff members for
each provider for both clinics, fewer staff which ig contrary to both
clini¢c chiefs’ desires to have ample ancillary staff. Hence, both
chiefs selected the JHMS method as having the best ratio suited for
their c¢linic practice. This measurement was also affirmed by the
answers obtained from the questionnaire (quastion #3, Appendix U).

The final two measurements for evaluating the efficiency of the
staffing methods analyzed tie staffing methods that had the greatest
increase the clinic visits and the greatest reduction in operat:ional
expenges. These two measgsurements go hand in glove and, therefore, will
be digcusgsed together. An increase in the number of providers
(physiciang and ancillary staff) increages the workload and,
simultaneously, increases the operating expenses. The incorease in
expengeg negated any positive effect from an increasge in workleoad. To

determine which method wasz better, the resgponsges Irom queztiong

1]

an  the guegtionnaire pertatning to increased workload and improved
accegg for patientes (question #4 and #8) were used. The OB/GYN Chief
did not respond to the workload question, but he did answer in favor
of the DA Pam 570-557 method for improving access. On the other hand,

the Internal Medicine Chief responded favorably for the JHMS method on
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both questions (Appendix U). Hence, these responses showed that the
JHMS method was better than the DA Pam 570-557.

In addition to the feasibility and efficiency criteria, a
criterion identifying the reduction 1in the physician’s nonclinical
duties was wused. Determining the percentage of nonclinical duties
that can be eliminated or reduced was obtained from the

questionnaire responses (question #9) and from the interviews with

each c¢linic chief. ‘Tne OB/GYN chief responded favorably to DA Pam

the JHMS method. Further analysis was therefore necessary to
determine the better method for reducing the physician’s nonclinical
dutieg. Several more questions on the survey were reviewed to
ascertain if any questions supported a reduction of nonclinical duties
and the following were selected: the method =showing the better
ancillary staff to physician ratio (#3) and the greater flexibility
for physiciang to provide medical care (#7). Both chiefs indicated
that the JHMS method provided greater flexibility and more ancillary
staff and thus a better ratio. Therefore, the JHMS was better
gince the chiefs selected it as the better method for reducing
physician’s nonclinical duties.

Quality care was considered an ambiguous subject, yet worthy of
digscussion with each clinic chief. Determining which method had the
greater potential for improving quality care encompassed an initial
identification of quality care characteristics. During interviews and
discugsions with each clinic chief, both indicated that more ancillary
staff was vital in freeing physiciang to concentration quality care.

However, both chiefe stated that a preliminary review of the staffing
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methods revealed insufficient information and numbers to decide on
either method. Hence, both chiefg’' comments that the more ancillary
staff, the greater opportunity for improving quality care were the
basis for selecting the better method. Since the JHMS method had the
greater number of ancillary staff and the better ancillary staff to
physicians ratio, this method was selected as meeting the quality of
care criterion.

The next criterion used for selecting the better staffing method

involved an aggregation of all scores from the physiciane’
questionnaire into the physicians’ subjectivity scores. Baged on the
interviews and the responses from the questionnaires, the JHMS method

had an aggregate score of 12 and the DA Pam 570-557 method a five (see

Table ©6). Hence, the JHMS method showed the highest overall score

and, hence, selected as the better method.

Table 6.
Summary of Physician Subjectivity Scores.

i Question No. JHMS Method DA Pam 8570-557 |
! IMC OB/GYN IMC OB/GYN {
' 1 b4 X :
' 2 X X '
: 3 X X :
i 4 X i
' 5 X :
: 6 ® ® i
: 7 b X .
! 8 X X H
: g X % :
' 10 X ‘
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The final critericn used in the selection of the staffing method
was the overall productivity index, which cembines the sacores from the
criteria reduction of nonclinical duties and efficiency. The former
criterion reflected the JHMS method as the better method; however, the
latter criterion, efficiency, was not as straightforward because of
the analy=sis of four separate measurementg: anecdotal, ancillary staff
to provider ratio, increagsed outputs, and lowest expenses. In thie

efficiency c¢riterion, the JHMS method was selected over the DA Pam

in the DA Pam 570-557 method. Nonetheless, the JHMS received three

points for meeting three of the four measurements in the efficiency
criterion. Overall, the JHMS was the better method.
Selection of the Best Staffing Method

The selection of the best staffing method was determined by that
method meeting the most number of c¢riteria. Each of the seven

criteria was discusse. in detail and these results are listed in Table

7. Five questions on the questionnaire pertaining to the first
criterion, feasibility, were selected by the two clinic chiefs with a
majority of responseg in favor of the JHMS method. Thesge responses

were 6 out of 10 in favor of the JHMS method. The patient_backlog
question was not answered by the OB/GYN chief, but the Internal
Medicine Clinie Chief favored the JHMS method. In the four
meagurements for efficiency, the JHMS met three of the four. The
other criteria, reduction of nonclinical duties and the quality of
care, were not answered by the OB/GYN Clinic Chief, but the Internal
Medicine Clinic Chief responded in favor of the JHMS method. The

criterion physician gubjectivity was based on that method receiving

+ISNIdX 3 ANTWNHIAOD LY Q3DNC0UHJIY..



A it s e — S A D 7

62

the greatest number of favorable answers on the questionnaire, which
proved to be the JHMS (see Table 6). Finally, the productivity index

clearly showed that the JHMS method had the higher scores. The JHMS

Table 7.
Staffing Methods Selection Matrix

e e T i)

Criteria DA Pam 8570-557 JHMS |

Feasibility 3
Patient Backlog 0
Efficiency 1
Reduce Nonciinical Duties 0
: Quality Care 0
Physician Subjectivity 5
Productivity Index 1

L OO AN
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method had a combined criteria score of 28 and the DA Fam 570-557
method a score of ten. Without a doubt, the JHMS method met the
majority of the criteria and, therefore, was selected as the better

gtaffing method for identifying ancillary staffing in the outpatient

clinics at Blanchfield Army Community Hospital.
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CHAPTER_III

CONCLUSIOHS AND_RECOMMENDATLO S

A general conclusion of +this research effort is that the

comparison of the two staffing methods showed a significant difference

r
m

which favored the JHMS method. The presearch methodology had been g
successful in accomplishing several of the study's objectives: (1) two g

clinics were identified for furcher study; (2) the physicians g
selected the method with the greatest number of staff members; and %

(3) the comparison of the two methods revealed that the best method %

was the one with the greatest number of ancillary staff. Regardless g

¢f the staffing method 1dentified, tne physiciang still desired a g

method that was :lexible. The DA Pam 570-557 method’'s ste~dards did

not meet the physicians’ desires because of the method’'s
inflex:ibility. In other words, this method required tremendous
bureaucratic red tape to obtain additional staffing allocations. The

JHMS method, on the other hand, provided ample staffing to increase
productivity and, consequently, met the physicians’ desires to have
ample ancillary gtaff available. With the JHMS method, «¢linic chiefs
would not have to do more work with less staff over several years
before receiving additional staffing. For example, the DA Pam 570-857
required a productivity increase by at least 10% before any additional
staffing can be requested (via Schedule X process). The JHMS method is
a new design, and unfortunately the physicians have yet to experiment
with it. Nonetheless, the JHMS method’'s gtandards allowed
phys:iciang more flexibility and the additional staffing necesgsary to

increase productivity.
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Application of this research methodology can be used at other
MEDDACs and MEDCENs to determine the better staffing method. The JHMS
method showed reliability in the =staffing parameters and thus
provided adequate manpower as well as efficient allocations. The use
of the PASS program application provided a clinic's efficiency levels
tc the extent that the Commander prudently made hard decisions
regaraing the distribution of manpower.

Recommendationsg

In light of the observations and results of the graduate
managzment project, the following recommendations are made:

1. Blanchfield Army Community Hospital =hould begin using the
JHMS method for distributing manpower to all the outpatient cliniec
work centers. Furthermore, the staffing requirements listed in the
staffing tables must be equal to the actual number of staffing
received by the c¢linic. Any capitated percentage applied to these
manpower requirements should not be used.

2. The Chief, Resource Management Division, MEDDAC, =should
purchase the PASS program for tracking the efficiency of all clinical
departments and gervices.

3. Greater efforts should be made to determine the reasonsg for
inefficiencies; moreover, suggestions and recommendations {fon
regolution chould be made.

4. The MEDDAC Commander gheould provide efticiency levels to

adminisgtrators and clinic chief: to inform them that this informaticon

would be used as a basis for allocating resources in the future.
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Appendix A
Blanchfield Army Community Hospital

Physical Plant Layout
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Appendix B

Building "A" Physical Layout
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Appendix C
Building "B" Physical Layout
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Appendix D

Building "B" & "C" Physical Layout
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Appendix E

"C" Physical Layout
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Appendix F
Definitions
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Definiticone

Ancillary GStaff Members - All personnel who provide support to
the health care physician in the outpatient clinic environment are
congidered ancillary staff members.

Efficiency - The data envelopment analysis technique will
determine the magnitude of efficiency for each clinic. This technique
vill compare the inputs and resulting outputs of each clinic.

Health ‘ Care Physician or Extender - A professional or
paraprofessional who delivers direct and wunsupervised patient care.
This may include a non-phyeician paraprofessional such as =&
Phyeician’s Assistant or Midwife.

Inefficiency - Sherman defines it as if a hospital could have
produced the same amount and quality of patient care and other ocutputs
wvith fewer resources than it consumed or if it could have produced
greater amounte of its output with the same amount of resources it
uged.

Productivity - Fetter defines productivity as the relative
delivery capability of a given quantity of labor of some given type
and value., He stresseg the principal element of cost remains

physician time.
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Input and Output Data Elements for All Clinics
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Input and Output Data Elements for All Clinics.

CLINIC

Qutpatient Clinic
Emergency Room
Family Fractice
Internal Medicine
Pediatrics '
General Surgery

OB/GYN

ANC HRS
12,496
52,152
15,378

8,776
19, 291
8,635

24,078

INPUTS
PHY HRS
6,946
14, 098
10, 422
12, 649
9, 046
5, 469

17,835

EXPENSES($)
€12, 446
3,356,615
1,829,517
1,353, 222
2,061, 212
486, 313

2,432, 457

78

QUTPUTS
AMB AWU
200 422
200 1,656
200 1,349
925 744
200 878
593 283
200 994
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Appendix H
Total Ambulatory Work Units Using Outpatient Clinic Visits

and Ambulatory Work Units for All Clinics
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Ambulatory Work Units for All Clinies.

CLINIC

Qutpatient Clinic
Emergency Room
Family Practice
Internal Medicine
Pediatrics
General Surgery
Obstetrics

Gynecology

Clinic Visits
16, 261
49, 420
48, 753
18,835
43,923
8,193
20, 650

19, 381

AWl Factor

. @263

. @335

. 0268

. @395

. 0200

. 0345

. 0260

. 0236

80

Totai AWU

283
537

437
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Appendix I

1988 Descriptive Statistics for All Clinics

a1

o AW

LISN3AIX3 INTFANHIAOD Lv Q30NQ0HdIY.




EEy
ey

R v e L

1988 Descriptive Statistics for All Clinics.

CLINIC

Outpatient Clinic
Emergency Room
Family Practice ’
Internal Medicine
Pediatrics
General Surgery
Obstetrics

Gynecology

Clin Vst

16, 061
49, 420
48, 753
18,835
43,923
8,193
20, 650

19, 381

32,174

AWU

422

1656

1349

744

878

283

537

437

304

* denotes combined OB & GYN figures

AMB

200

200

200

100

360

ANC HRS

12, 496
52,152
15,378
8,776
19, 291
8,635

24,070+«

20,115

PHY HRS

6, 946
14,098
10, 422
12,649

9, 046

6, 4G9

17,835+

82

EXPENSES

$ 612,446
3,357,615
1,829,517
1,353, 220
2,061,212

486, 313

2,432,457+~

1,733,254
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Appendix J

PASS Analysis Using All Data Elements for All Clinics
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Reading Hroblem Data

deginning DER Optimization

dnit: 198vyaiait i (No. i
Unit: 198991@11 =y (No. &
Jnit: 19891411 3 (No. 3
dnit: 1989u1iwait 4 (Na. 4
Jnit: 158901@11 S (Na. 5
Jnait: 19890111 6 (No. &
Jnit: 196%21@11 7 (No. 7
Beginning CFA Optimization
Jnit: 19692a1@11 i (Mo. 1
Jnit: 198921011 a {(No. &
Jnit: 19891211 S (No. &
Jdnit: 198911t 7 (No. 7
DEA/CFA Optimizer Performance
Input Start Time : 14:57:2@
DEAR Btart Time : 14:57:2@
CFA Start Time 2 14:57:&22
Finish Time : 14:57:2
Total DER FPivots ¢ &3
Total CFA Pivots 27

:

of
of
of
of
of
of
of

of
of
of
of

7)
7)
7)
7)
7)
7)
7)

7)
7}
7)
7)

Urper
Upper
Upper
Upper
Upper
Upper
Upper

Lower
Lower
Lower
Lower

Bound
Round
Bound
Bound
Bound
Bound
Bound

Bound
Bound
Bound
Bound

Efficiency:
Efficiency:
Efficiency:
Efficiency:
Efficiency:
Efficiency:
Efficiency:

Efficiency:
Efficiency:
Efficiency:
Efficiency:

84
. 9773
2. 9276
1. 000
1. 222
@. 81a4
1. 2@
0.5587

d. 8144
V. 7697
@. 7739
7. 3587




H

2
3

I

Date: ¥4/24/89

Efficiency Report for

Efficiency:

BPACH Productivaity Analysis

Fac:
Hospital 1

FAC

Clinic 1 : ORC

Date:

8l.449 ¢to

wl/121/89

97.73@

Multiplier for Adjusting Output Levels

AMB
AWU

ANCHRS
= XHENSES
FHYHRS

Output
Levels

200, eoR
422, 400

Input
Levels

18496, 208
612446, 20Q
6946. @RV

QUTRUTS
Rdjusted

Output
l.evels

£45. 58@
518.664

Total:

INRUTS

Total:

BACH

Fercent
Contribution
To Efficiency

Shortage

9. 360
72. 146

&1.506 PERCENT

Relative
Productivity of
Inputs

Excess

3. 739
1.24%

0. QI 1619. 149

120, ag PERCENT

85
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¥ Date: Q4/24/89

BRACH Froductivity Analysas

Efficirency Report for Fac: FAC

Hospital 1 : BACH
Clinic 1 : OrRC
Date: Qi/@a1/869

Efficiency: 81.448 to 97.73280

Multiplier for Adjusting Input Levels = R.8144

oUuTRUTS
Output Fercent Shortage
Levels Contribution
To Efficiency
MR 2. B 9. 361
WU 42, 400 72. 146
Total: 81.35@6 PERCENT
INRUTS
Adjusted
Input Input Relative Excess
Levels Levels Productivity of
Inputs
INCHRS 12496.02@ 10176, 742 23.739
XPENSES 612446, 00Q 498776.0E22 61.245
‘HYHRS 6946, QR 5656. 8282 . a2 1619. 149
Total: 10@. 220 FERCENT

3RS AR
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Date: Q4/24/8%9

87

BACH Froductivity Analysis

Efficiency Report for Fac: FRC
Hospital | : BACH
Clinic & : EMERGENCY CARE
Date: @Q1/w1/89

Efficiency: 76.97@& to

99. 760

Multiplier for Adjusting Output Levels = i1.2992

Output

Levels

MR 200, Q2R

AU 1655.57@
Input

Levels

WNCHRS 2152, Qo

IXPENSES 3I357615. 00

IHYHRS 14098, Q@R

QUTFRUTS
Adjusted
Qut put Fercent Shortage
Levels Contribution
19 Efficiency
259, 841 9. 480
2150, 989 €7.547

Total: 77.@27 PERCENT

INPUTS
Relative Excess
froductivity of
Inputs

2. 861
¢. 02
78.949

8863514, 210

Total: 12@. aaa FERCENT

L3SN3dX3 INIWNHIAOD 1V 30NA0H4IY.




Date: @4/&4/89

BACH Hroductivaity Analysis

Fac: FAC
Hospatal 1 :

Efficiency Report for

BACH

Clinic & : EMERGENCY CARE

Date: @i/@i/89

Efficiency: 76.97@ to 9@. 760

Multiplier for Adjusting Input Levels =

QUTRUTS
Output
Levels
MB £0@. v
WU 1655. 572
Total:
INPUTS
Adjusted
Input Input
Levels Levels

NCHRS SE19&. Q@ 40141.394
XPENSES 2357615, 00 25684356.27
HYHRS 140%8. 022 12831.c31

Total:

Q. 7697

Fercent
Contribution
To Efficiency

Shortage

9. 48@
67.547

77.0&87 PERCENT

Relative Excess
Froductivity of

Inputs

&, 861
D. bR
78.94%

8863514. 10

100, g FERCENT

88
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89
Date: @4/24/89

BACH Froductaivity Analysas

‘ Lfficiency Report for (ac: FAC

| Hospital 1 : PACH

| Clinic & : FAMILY PRACTICE
Date: Q1/@1/89

| Efficiency: 10@ FERCENT

Multiplier for Adjusting Output Levels = 1.0020va
QUTRUTS
N Adjusted
L Out put Output Fercent Shortage
1{ l.evels Levels Contribution

To Efficiency

L3SN3IdX3 LNIWNHIAOD Lv Q30NAQ0Hd3H.

| AMB 200, oo z00. voe 14. 940
N AWU 1348, 817 1348, 817 85. 110
[
N Total: 109. 05@ FERCENT
INFUTS
Input Relative Excess
Levels Productivity of
Inputs
ANCHRS 15378, 000 2. 0@
; EXPENSES 1829517, 00 2. 20@
| FHYHRS 1045, QOO 10@. 251

Total: i@, o2 PERCENT
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Date: @4/24/£9
BACH Froductivaity Analysis
Efficiency Report for ‘tac: FAC
Hospital 1 : BRCH
Clinic 3 : FAMILY FRACTICE
Date: @1/21/89
Efficiency: 1@@ PERCENT
Multiplier for Rdjusting Input Levels = 1.0Q200@
guTRuUTS
Output Fercent Shortage
Levels Contwibution
To Efficiency
IMB &Ra, 2e 14.94Q
U 1348.817 a85.11@
Total: 10@. 252 PERCENT
INPUTS
Adjusted
Input Input Relative Excess
Levels Levels Productivity of
Inputs
INCHRS 15378. 000 13378.a22 Z. By
IXPENSES 1829517.20 1829517. 20 Q. 2@
THYHRE 12422, 000 1@422. 200 1va, 251
Total: 122, 220 FPERCENT

90
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Date: Q4/24/89

Efficiency Report for

Efficiency:

BACH Hroductivity Analysis

Fac:
Hospital 1

FAC

BACH

Clinic 4 : INTERNAL MEDICINE

Date:

102 PERCENT

Multiplier for Adjusting

aMB
AW

AINCHRS
IXPENSES
2HYHRS

Output
LLevels

8as5. vee
743.982

Input
Levels

8776.a0@
1353220, vu

18649, 20w

ni/sa1/89

Output Levels

ouTRUTS
Adjusted

Out put
Levels

929, v
743,982

Total:

INFUTS

Total:

= 1.Q00Q

Fercent
Contribution
To Efficiency

Shortage

3. 8A3
96.271

12@. 156 PERCENT

Relative
Froductivity of
Inputs

Excess

12@, 46
u. Q@
. 0

1o, @ FERCENT

91
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92
Date: Q4/24/89
BACH Froductivaity Analysis

Efficiency Report for Fac: FAC
Hospital 1 :+ BACH
Clinic 4 : INTERNAL MEDICINE
Date: @l/@1/89

Efficiency: 102 PERCENT

Multiplier for Adjusting Input Levels = |1.Q@22
OUTPUTS
Output Fercent Stortage
Levels Contribution

To Efficiency

AMB S525. v 3.885
AWU 743,982 96.271
Total: 102, 156 PERCENT
INPUTS
Ad justed
Input Input Relative Excess
Levels Levels Productivity of
Inputs
ANCHRS 8776. 002 8776.00Q 120, Q46
EXPENSES 1353cew. 0@ 1353220, 20 @. 2o
FHYHRS 12649.208 12649.0Q@ 7. v

Total: iaa. e PERCENT

S A AT IV T AR RN hr S e an
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Date: @4/24/89
BACH Froductivity Analysis
Efficiency Report for Fac: FAC
Hospital 1 : BACH
Clinic S : PEDIATRICS
Date: @1/@1/89

Efficiency: 77.59@ ¢to 81.a4@

]
m
3
Multiplier for Adjusting Output Levels = 1.2888 8
c
QUTRUTS ‘,6’,
>
Adjusted S
Output Output Percent Shortage o
Levels Levels Contribution §
To Efficiency §
m
AMB 200. VOV 257.765 16. 260 2
WY 878. 460 1i13e. 182 61. 404 g
m
Total: 77.664 PERCENT &
INPUTS
Input Relative Excess
lL.evels Froductaivity of
Inputs
INCHRS 19291, 000 13. 504
XFENSES Zeeiciz. aa Q. o2 SANEE7 . 7599
‘HYHRS 9246. 022 86. 84&

Total: 12, p2@a FERCENT




A

Rate: Q4/24/89

Efficiency Renort for

BACH Productivity Analysis

Facs: FAC

Hospital 1 : BRCH
Cliric 5 : PEDIATRICS
Date: @1/01/89

Efficiency: 77.3%94 ¢to 81. Q4@
Multiplier for Adjusting Input Levels = @.7759
ouUTRPUTS
Output Fercent Shortage
Levels Contribution
To Efficiency
MB 20, 1A 16. 868
WU 878. 460 61. 404
Total: 77.664 PERCENT
INPUTS
Ad justed
Input Input Relative Excess
lLevels Levels Froductivity of
Inputs
INCHRS 19&91. 020 14967.887 13. 504
-XPENSES cueicliz. @ L o97%e94. 39 2. 20a SQRS37.75%
*HYHRS V46 . QY 7@01w.791 86. 842

Totai: iea. 222 FERCENT

94
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Date:

Effici

Y AT MR rny S

D4/24/539

BACH Productivity Rnalysis

ency Report for Fac: FAC
Hospital 1 : BACH

Clinic 6 : GENERAL SURGERY
Date: @1i/@1/89

Efficiency: 1@@ PERCENT

Mult iplier for Adjusting Output Levels = 1. 0200

AMB
AWU

ANCHRS
EXFENSES
PHYHRS

OUTRUTS
Adjusted
Output Output Fercent Shortage
Levels L.evels Contribution
To Efficiency
S93. w2 393, o0a 99, 980
282, 659 28&. 659 @, azQ
Total: 99.982 PERCENT
INFUTS
Input Relative Excess
l.evels Froductivity of
Inputs
8635, ool 65, 280
486313, QR 48. 631
6469, Q22 2, 20@
Totals 10@. 20 PERCENT

95
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ate: Q4/24/8%

BACH Froductivity Analysais

Efficiency Report for Fac: FAC

Efficiency:

Hospital | H

BACH

Clinic &€ : GENERAL SURGERY

Date: 21/Q1/89%

laa FPERCENT

Multiplier for Adjusting Input Levels =

AMB
AWU

ANCHRS
ZXFENSESC
AHYHRS

QUTRUTS
Output
Levels
593, au@
£82. 659
Total:
INRUTS
Adjusted
Input Input
Levels Levels

8635, 20Q 8635. 200
486313, 002 486313, 2@
6469. aR@ 6469, Q0@

Total:"

1. 002@

Fercent
Contribution

Shortage

To Efficiency

92.9%48@
2. 200

99.98@ PERCENT

Relative
Froductivity of
Inputs

Excess

£9. 08
48.631
Q. qaa

1o, 2@ PERCENT

96
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Date: Q4/24/85

BACH Productivity RAnalysis

Efficiency Report for Fac: FAC
Hospital 1 : BARCH
Clinie 7 : OB/GYN
Date: @1/@1/89

Efficiency: 585.87@ ¢to 55.872

Multiplier for Rdjusting Output Levels = 1.7899
OuUTRUTS
Adjusted
Out put Output Percent Shortage
Levels Levels Contribution

. To Efficiency

MR SR, pvR 357.974 1.540
WU 994,197 1779. 483 S54.283
Total: 35. 823 PERCENT
INFUTS
Input Relative Excess
Levels Productivity of
Inputs
INCHRS 24078, 022 2. 12 1593, 746
XFENSGES 2432457, 00 a. 2@
*HYHRS 17835, avd . QR 187@. 088

Total: i@, 228 PERCENT

+ISNI4XI INTFNNHIAOD LY Q30NAOHCIY.
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Date: @4/24/89 -

BACH Froductivity Aralysis

Efficiency Report for

Fac: FAC
Hospital 1

BACH

Clinic 7 : OR/GYN
Date: QA1/@1/89

Efficiency: 55.872 +to

Multiplier for Adjusting

Output
Levels
AMB £0Q. saa
AU 894.197
Input
Levels
ANCHRS 24078, 0@
EXPENSES 2432457, 00
FHYHRS 17835, oo

33. 872

Input Levels =

QUTRUTS

Tatal:

INFUTS

Adjusted
Input
Levels

13432. 379
1339013.73
9964. 414

Total:

Fercent
Contribution
To Efficiency

Shortage

35. 8283 PERCENT

Relative Excess
FProductivity of
Inputs
2., 22 1595. 746
7. e
a. Bad 187a. 288

i2e. v@@d PERCENT

98
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Appendix K
Exploration Results of PASS Analysgis Using Only the

FP, IMC, and GSC Clinics and All Data Elements
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Date: @4/84/89

Efficiency Report f»

Efficiency:

BACH Productivity Analysis

Fac:

FRC

Hospital i : PACH
Slinic 3 : FAMILY PRACTICE

Date:

122 PERCENT

@i/ai1/89

Multiplier far Adjusting Input Levels = 1,00

ME
AW

INCHRS

SXPENSES

*HYHRS

Output
Levels

200, 2a0
1348, 817

Input
Levels

15378. 000
1829517, @0
14z, g

QUTRUTS
Fercent Shortage
Contribution
To Efficiency
14.94@
85.11@
Total: 102, 052 PERCENT
INPUTS
Adjusted
Input Relative
Levels Froductivity of
Inputs
15378, eoa 2. 2
1829517, 2 2. aaa
12422, Q0Q 122, 251
Total: 100, 229 FERCENT

100
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Date: Q4/=24/89 =

101

BACH Froductivity Analysis

Efficiency Report for

Fac:

FAC

Hospital 1 :
Clinie 3 : FAMILY PRACTICE

Date:

Efficiency: 1@ PERCENT

Multiplier for Adjusting

Output
Levels
AMB £, g
AWY 1348.817
Input
LLevels
ANCHRS 15378. oo
EXFPENSES 1829517, Q&
PHYHRS lagas., oda

at/@1/89

Output Levels

QUTRUTS
Adjusted

Output
Levels

£, 0@
1348.817

Total:

INFUTS

Total:

BACH

1. 2o

Fercent
Contributinn
To Efficiency

Shortage

14.940@
as. 11@

12a. 250 PERCENT

Relative Excess
Froductivity of

Inputs
0. 2w
2. 202
12@. @51

10@. 0@ FERCENT
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Date: Q4/324/89

BACH Froductivity Analysis

Efficiency Report for Fac:

FAC

Hospital 1
4 : INTERNAL MEDICINE

Clinic
Date:

Efficiency: 10@ PERCENT

Multiplier for RAdjusting

Output
lLevels
IMB 925, QA
WU 743,982
Input
Levels
AINCHRS 8776. 0@
IXFENSES 1353220, ar
YHYHRS 12649. 0o

21/e1/789

Output Levels

QUTPUTS
Adjusted

Out put
Levels

9&95. iR
743,982

Total:

INFUTS

Total:

BACH

= 1.0002

Fercent
Contribution
To Efficiency

Shortage

3. 885
96.271

1aa. 156 PERCENT

Relative Excess
Productivity of

‘Inputs
12@. 246
@. 22
Q. Qi

100, @z PERCENT

102
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Date: @4/24/89

BACH Froductivity Analysis

Efficiency Report for Fac: FRC
Hospital 1 : BACH

Clinic 4 : INTERNAL MEDICINE
Date: @1/Q1/89

Efficiency: 1@@ PERCENT

Multiplier for Rdjusting Input Levels = 1.200@

ouTRUTS
Out put Fercent Shortage
Levels Contribution
To Efficiency
B 923, 8RR 3.885
WY 743,98z 96.271
Total: 12@. 156 PERCENT
INPUTS
Adjusted
Input Input Relative Excess
Levels Levels Productivity of
I puts
ANCHRS 8776.000 8776. 2002 la@, a46
ZXPENSES 135320, @@ 1353220, Q0 2. 2QQ
FHYHRS 12649.000 12649, Q02 Q. @

Total:" 10Q. 224 PERCENT

o
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Date: @4/24/89 -

104

BACH Froductivity Analysis

Efficiency Report for

Fac: FAC

Hospital 1 : BRCH
Clinic 6 : GENERAL SURGERY
Date: @1/21/89

Efficiency: 100 FERCENT

Multiplier for Adjusting

Output
Levels

amMB 993, BAv
WU £8&. 659

Input
Levels

ANCHRS 8635. 120
ZXPENSES 486313. @R
SHYHRS 6469.Q0V

S93. Q02
8. 659
Total:

INRUTS

Total:

Dutput Levels = 1.000@
QUTPRUTS
tdjusted
Output Fercent Shortage
Levels Contribution

To Efficiency

99.9882
0. aa@

99.988 PERCENT

Relative Excess
Productivity of

Inputs
€5. a8
48,631

2. g

120, g2 FPERCENT
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Date: @4/&4/89 -

105

BACH Froductivity Analysis

Efficiency Report for

Efficiency:

Multiplier for Adjusting Input Levels

Qutput

Levels

IMB 593. 00
WY =82, 659

Input

Levels

ANCHRS 8635, baw
IXFENSES 486313, oo
SHYHRS 6469. 000

Fac:
Hospital 1
Clinic 6
Date:

102 PERCENT

FARC

@i/ai/89

ouTPUTS

Total:

INPUTS

Ad justed
Input
Levels

86335. Q¥
486313, 222
6469, GAA

Total:.

GENERAL SURGERY

BACH

= 1,002

Percent
Contribution
To Efficiency

Shortage

99,980
@. 2@

99,980 PERCENT

Relative
Productivity of
Inputs

Excess

69. 089
48.631
¢. Qaa

10@. eew FERCENT

.3SN3dX3 LNIANHIAOD iV a30NA0YdIH.
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Appendix L

Exploration Resultg of PASS Analysis Using Only the

FP,

IMC, and GSC Clinice and All Data Elements Except

Expengses and Ambulatory Surgeries or Procedures
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Date: ©4/20/89 i

BRCH Productivity Analysis

Efficiency Report for

Facs:s FAC

Hospital 1

Clinic 3 : FAMILY PRACTICE
Date: @i/a1/89

Efficiency: 1@@ FERCENT

Multiplier for RAdjusting

Output

LLevels

U 1.248.817

Input
Levels

INCHRS
‘HYHRS

13378, a0w
1422, 0Q

OQutput Leveis
QUTRUTS
Adjusted

Out put
Levels

1348.817

Total:

INPUTS

Total:

S e v e el 3 e b

: BACH

= 1, 200Q

Fercent
Contribution
To Efficiency

Shortage

1@1. a8e

10@2. 882 PERCENT

Relative
Froductivity of
Inputs

Excess

7. G
10@, 251

1@, 22 PERCENT

107
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Date: @4/20/89

BACH Produetivity Analysis

Efficiency Report for Fac: FAC
Hespital 1 : BACH

Clinic 3 FAMILY FRACTICE
Date: @1/@a1/89

Efficiency: 10w FERCENT

Multiplier for Rdjusting

Output
Levels

AWy 1348.817

Input
Levels

INCHRS
“HYHRS

13378, 00@
1@422. aon

Input Levels = 1. o002
ouUTRUTS
Percent Shortage
Contribution
To Efficiency
100, vaz
Total: 100, 288 PERCENT
INFUTS
Adjusted
Input Relative Excess
Levels productivity of
Inputs
15378. aaa ?. QR
12428, g lea, a5y
Total: 10@. Q2@ PERCENT

108
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Date:

Ef"iciency Report for

Efficiency:

Q4/2@/89

109

BACH Froductivity Analysis

Fac:

FAC

Hoepital 1
Clinic 4 : INTERNAL MEDICNF

Date:

96.58@ to

wl/ei/89

96. S8a

Multiplier for Adjusting Output Levels

AW

ANCHRS
“HYHRS

Output
Levels

“743.982

Input
Levels

8776.ada
12649, 202

ouTRUTS

Adjusted
Output
Levels

77@. 327

Total:

INFUTS

Total:

BARCH

1.0354

Fercent
Contribution
To Efficiency

Shortage

96.718

96.718 FERCENT

Relative
Froductivaity of
Inputs

Excess

19, 246
. 2v& 6472, 359

102, @20 FERCENT
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Date: 24/20/89

BACH pwoductivity Analysis

Efficiency Report for

Efficiency: 96.58@ to 96. 580
Multiplier for Adjusting Input Levelsg = %.9658
OUTRUTS
Output Fercent
Levels Contribution
To Efficier.y
AWU 743.98¢2 96.718
Total: 96.718 PERCENT
INPUTS
Adjusted
Input Input Relative
lLevels Levels Froductivity of
Inputs
“NCHRS 8776. aax 8475. 861 122, B4ac
“HYHRS 12649. 220  12216. 404 @. aa

Fac: FAC

Hospital 1 : BACH

Clinic 4 : INTERNAL MEDICINE
Date: @21/@1/89

Total:

110

Shortage

Excess

6472, 355

12@. 2@@ PERCENT




Date: w4/z0/89

111

BACH Froductivity Analysis

Efficiency Repart for

Fac:

FAC

Hospital 1 : BACH
Clinic & : BGENERAL SURGERY
Date: @1/@1/89

Efficiency: 37.26@ to 37.26@
Multiplier for Rdjusting Input Levels = @.3726
QUTPUTS
Output Fercent Bhortage
Levels Contribution
To Efficiency
WU £8z.659 37.339
Total: 37.339 PERCENT
INPUTS
Adjusted
Input Input Relative Excess
Ll.evels Levels Productivity of
Inputs
ANCHRS 8633, Y22 3217, 421 iga, te6
*HYMRS 6469, qaa C410. 349 0. e &89, 883

Total: 122, 2@ PERCENT
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Date: Q4/320/89 -

112

BACH Productivaity Analysis

Efficiency Report for Fac: FAC

Hospital 1 :

BACH

Clinic & : GENERAL SURGERY

Date: @1/@1/89
Efficiency: 37.26@ to 37. 260

Multiplier for Adjusting Output Levels

QUTPUTS
Adjusted
Output Qut put
lLLevels Levels
WL c82. 659 7398.61&
Total:
INPUTS
Input
Levels
INCHRS 8635, aan
'HYHRS 6469, 2R
Total:

Fercent Shortage

Contribution
To Efficiency

- -
37.33

37.339 PERCENT

Relative Excess
Productivity of
Tnputs
12@, 166
Q. 2R 289, 823

loa, a2v PERCENT

+ISN3dX3I LNIWNHIAOD LY A30NAO0HI3Y..
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Appendix M
Exploration Results of PASS Analyeis Using Only
The FP, INC, and GSC Clinics And

All Data Elements Except Expenses
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pate: Q4/20/76%

BACH Productivity Analysais
¥ficiency Repovrt for [Fac: FRU
Haspital | : BACH
Elinic 3 : FAMILY FPRACTICE
Date: @i/@i/89

Efficiency: 120 RERCENT

Multiplier for Adjusting Output Levels = 1.022Q
QUTHUTS
Adjusted
OQutput Output Fercent Shortage
l.evels l.evels Contribution

To Efficiency

.3SN3AX 3 INIWNHIAOD LV GIONQOUJIY.,

AMB 200, 22D pedv. Jv v lva i} 14,942
WU 1348.817 1348.817 8s5.11@
Total: 102, 050 PERCENT
INFUTS
Input Relative
Levels Productivity of
Inputs
ANCHRS 15378, aa v,
“HYHRKS ja4zc. Qod loe, 251

109, 222 PERCENT
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Date: V4817869

BRCH Froductivity Analysas

Zfficiency Keport tror Fac: FAC
Hospaital | : BRCH
Clinic 3 : FAMILY PRACTICE
Date: @i/21/89

Efficiency: 10@ PERCENT

Multiplier for Adjusting Input Levels = 1.000&

QUTRUTS
Output Fercent Shortage
Levels Cantribution
To Efficiency
MR S0, a0 14.94@
WY 1348.817 85.11@
Total: 102,252 FERCENT
INRUTS
Rdiusted
Input Input Relative Excess
levels Levels Froductivity of
Inputs
ANCHRS 152578.00¢ 15378, 0020 2. g
"HYHRS 10428, Y 12422, 0@ 10@. 291
Toal: 1@, 2oa FERCENT
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Date: @4/&1/59 -

BACH Froductaivity Analysis

Efficiency Report for Fac: FAC
Hospital 1 : BRCH
Clinic 4 : INTERNAL MEDICINE
Date: @1/21/89

Ltficiency: 10@ RERCENT

Multiplier for Adjusting Output Levels = 1,000@
QuUTRUTS
Adjusted
Output Output Fercent Shortage
Levels Levels Contribution

To Efficiency

mpB 325, wow 925. eRe 3. 885

WU 743,982 743.982 96.271
Total: 10@. 156 FERCENT
INPUNS
Input Relataive Excens
Levels Froductivity of
Inputs
INCHRS 8776. @20 12Q@. Q46
‘HYHRS 12649, 2@ @, a2

Total: 122, 2 FERCENT

QAGNAAYD | NMANUTAND W AANNAOHATN.
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Date: Q4/21/89

BACH Productivity Analysis

Efficiency Report for Fac: FARC
Hospital 1 : BACH

Clinic 4 : INTERNAL MEDICINE
Date: 21/01/89

Efficiency: 1@@ FERCENT

Multiplier for Adjusting Input Levels = 1.002@
QUTPUTS
Output Fercent Shortage
Levels Contribution

To Efficiency

.3SNIdX3 INIFWNHIA0D LV G30NAO0HJ3Y.

AMB 925. Y 3. 885
AWU ‘743,982 96.271
Total: 102, 156 PERCENT
INFUTS
Adjusted
Input Input Relative Excess
Levels Levels Froductivity of
Inputs
ANCHRS 8776. 22w 8776. 200 12@. 146
FHYHRE 12649, 00 12649, 200 Q. 202

Total: 1@, 22@ PERCENT
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Rate: Q4/21/89 -
BRCH Productivaty Analysis
Efficiency Report for Fac: FAC
Hospital 1 : BACH
Clinic 6 : GENERAL SURGERY
Date: @1/21/89
Efficiency: 102 PERCENT
Multaiplier for Adjusting Output Levels = 1.000Q
OUTPUTS
Adjusted
Output Out put Fercent Shortage
Levels Levels Contribution
To Efficiency
iMB 393. 00 593. 0w 99.98w
Wy 282, 659 28z. 659 @. an
Tatal: 99.98@ RPERCENT
INRUTS
Input Relative Excess
Levels FProductivity of
Inputs
INCHRS 8635, 2R 2. 311
‘HYHRS 6469, 2R S7.574

Total: 1@, 202 FPERCENT

+3ISNIdX3I AININNHIAOD LV G30NAOHd3IY.
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Date: Q4/&1/89 -

BACH Productivity Analysis

Efficiency Report for

Efficiency:

Fac: FAC

Hospital 1 : BRCH
Clinic & : GENERAL SURGERY
Date: @1/21/89

12@ PERCENT

Multiplier for Adjusting Input Levels = 1.Q202Q
OuUTRUTS
Output Fercent Shortage
LLevels Contribution
To Efficiency
iMB S93. anQ 99.98@
WU c8&. 659 Q. 2R
Total: 99.98Q0 PERCENT
INFUTS
Adjusted
Input Input Relative Excess
Levels Levels Froductivity of
Inputs
INCHRS 8635, A 8635, a0 4. 311
SHYHRS 6469, W 6465, QBQ S7.574
lTotal: 102, w3 PERCENT

+ISN3dX3 LINIJWNHIAOD LV G30NA0Hd3Y.
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Appendix N
Exploration Results of PASS Analysis Using Only the FP, IMC,

and GSC Clinics and All Data Elements except AWU
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Date: W4/01/869 -

BACH Froductivity Analysis

Efficiency Report for

Fac: FAC

Hospital 1 : BACH
Clinie 3 : FAMILY FRACTI1CE
Date: @1i/@1/89

Efficiency: 2&Q.040 £V. 930
Multiplier for Adjusting Output Levels = 4.99@Q
ouTPUTS
Adjusted
OQutput Gutput Fercent Shortage
lLevels Levels Contribution
To Efficiency
AMB ~00, 222 998. B4 c@. 242
Total: 2. 242 PERCENT
INPUTS
Input Relative Excess
Levels Froductivity of
Inputs
ANCHRS 15378, 220 44,596
“HYHRS ie4cz. 2@ 55,837

Total: 1@, @2 PERCENT

+ISN3IdX3 LININNHIAOD LY Q30NA0U43Y..
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Date: W4/&1/869 -

| BACH troductivity Analysis

Efficiency Report for Fac: FRC
Hospital 1 : PACH
Clinic 3 : FAMILY PRACTICE
Date: @&1/@1/89

Efficiency: 2@.048 to &L 9318

Multiplier for Rdjusting Input Levels = Q. 2004
QuUTRUTS
' Output Fercent Shortage
1 Levels Contribution

To Efficiency

mb L0, a2 2B, 240
Total: Za. 24@ PERCENT
INPUTS
Adjusted
Input Input Relative Excess
evels Levels Productivity of
Inputs
INCHRS 15378, vaw 2asl. 791 44,596
“HYHRS 1042, QR 288, 369 855,237

Total: 199, 2@ PERCENT

.3SNIdX3 LINFNNHIAOOD LV G30NQ0Hd3Y.




Date: @4/21/89

BACH Froductivity Analysis

Efficiency Report for

Efficiency: 129 PERCENT

Multiplier for Adjustaing

Out put
Levels

AMB 925. vawn

Laput
lLevels

ANCHRS
THYHRS

8776, 2aa
12649, DR

Fac:
Ho

FAC

aspital 1 :
Clinic 4
Date:

@i1/e1/89

Output Levels
QUTRUTS
Adjusted

Out put
Levels
925, vaa

Total:

INFUTS

Total:

=

BACH

INTERNAL MEDICINE

1. 00

Fercent
Centribution
To Efficiency

Shortage

©9.99¢2

99.992 PERCENT

Relative
Hroductivaty ofF
Inputs

Excess

199, 046
Q. 2@

122, 2v2 FERCENT

123
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Date: Q4/21/89

BACH Froductivity Analysis

Efficiency Report for Fac: FAC
Hospital 1 : BACH
Clinic 4 @ [NTERNAL MEDICINE
Date: @ai/wisas

Efficiency:

Multiplier for Adjusting lnput Levels =

Output
Levels

AMB 9a5. @R

Input
Levels

ANCHRS
PHYHRS

8776. 0@
12649. a2

122 FERCENT

1. 2002
OUTPUTS
Fercent
Contribution
To Efficiency
99.99¢
Total: 99.992 FERCENT
INPUTS
Adjusted
Input Relative
Levels Froductivity of
Inputs
8776.000 19, 246
12649, 000 Q. 222

Total:

Shortage

Excess

100, 220 FPERCENT

124
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Date: W4/21/789

BACH Froductivity Analysis

Efficirency P'epowr: for

Efficiency:

Fac: FRC
Hospatal 1 :

BACH

Clinic 6 : GENERAL SURGERY

Date: Q1/@1/89

122 FERCENT

Multiplier for Adjusting Output Levels =

oUTPUTS
Adjusted
Dutput Output
Levels l.evels
AMB $593. ¥R 593, v
Total:
INFPUTS
Input
l.evels
ANCHRS 8635. 20Q
PHYHRS 6469, 20Q
Total:

1. Q@2

Fercent
Contribution
To Efficiency

99.98a

99.98@ FERCENT

Relative
Ffroductivity of
Inputs

42.311
57.574

102, 200 FERCENT

Shortage

EXCess

LISNIJX3 LINFNNHIA0D LV GADNQOHdIY.



Date: @4/21/789

BACH Froductivity Analysais

Efficiency Report for

Efficiency:

Fac: FAC

Hospital 1 : BACH
Clinic &6 : GENERAL SURGERY
Date: @2i/01/89

192 PERCENT

Shortage

Excess

Multiplier for Adjusting Input Levels = 1.0200Q2
OUTPUTS
Out put Fercent
Levels Contribution
To Efficiency
AMB 393. 222 99.9%812
Total: 99.98@ FERCENT
INPUTS
Adjusted
Input Input Relative
Levels Levels Froductivity of
Inputs
ANCHRS 8635. Q00R 86335, 2R 42.311
PHYHRS 6469, 222 6469, 2RQ 57.574
Total: 1202, 223 PERCENT

126
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Staffing Guidelines for Internal Medicine
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15 April 1984 C 6, Pam 570-557
Section II. DEPARTMENT OF MEDICINE (Code Series 557-20)

' Provides diagnostic service, care, and treatment, as required, to all patients assigned or referred to the
Department of Medicine. Conducts clinical investigation, professional training and research appropriate to
the Department of Medicine.

OEPARTMENT OF
MEDICINE
S§87-21 & 857-23

GENERAL PEDIATRIC DERMATOLOGY
MEDICINE SERVICE SERVICE
SERVICE

Note 1. Staffing Table 557-22 and Staffing Tables in the 557-52.10 series, provide for the physicians who are distributed
throughout the Medical Services.

Note 2. Need for additional services, such as Allergy, Cardiology. Endocrinology, Gastronenterology, Hematology. Infectious
Disease. Nephrology, Rheumatology and Pulmonary Disease will be determined locally based upon patient load and professional
capabilities.

«3SNIdX3 LNIJNNHIA0D LV A3DNAOUd3Y..

*Table 557-21: Office of the Chief, Dept. of Medicine
Work Performed. Directs, supervises and coordinates functions and personnel of the Department of

! . Medicine.

Medical Officer®.............cvvvneenns 4 |12 | 20 | 28
Yardstick Manpower requirement ................ 2| 3| 4 5
Intervalrate ...................cceuee A8 18] .18
Military Positions 8 ' Civilian Positions
]
Lo
Code zE
Line Duty Position Title BR | MOS | Grade & | Number of Positions Job title Code
1 CHIEF DEPT MED MC | 61F COL M we | oot 1
2 CHIEF DEPT MED MC| 61F LTC/MAJ M 1 1 1] ..
3 DEPT ADMINISTRATOR a | MS | 67A CPT C . 1{ 1 | HEALTH SYSTEMS SP | GS—0341
f PATIENT ADM SP ¢ .. | G20 | E5 c 1 1] 1| MEDICAL CLERK GS-0679
8 CLERK TYPIST «s | TIG10 | E3 C 1 1 1| 1 | CLERK TYPIST GS-0322
6 CLERK TYPIST a «. |TL10 | E3 C +| 1| CLERK TYPIST GS-0322

*Number of physicians recommended under Staffing Table 557-22 and 557-52.10 series.

a. These positions will not be required when a Clinical Support Division exists.

Note. Manpower requirements shown do not provide staffing of Steonographers for preparation and maintenance of clinical records and
boards. The manpower requirements necessary to support this workload should be determined by local appraisal.
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*Table 557-51: Office of the Chief, Department of Primary Care and Community Medicine

Work Performed. Directs, supervises, and coordinates patient care and related activities performed by the
Clinics Service, Medical Examination Service, Aviation Medicine Service, and the Administrative Support
Branch. As a representative of the MEDDAC Dirertor, performs duties related to Installation Surgeon
activities.

Clinic visits (thousands)* ............... 10 [ 20 40 | 60 i
Yardstick Manpower requirement .. ............. 2,2, 2 ?
Intervalrate .......................... 00 (00}| 00
Military Positions £ Civilian Positions
=31
Code % E_
Line; Duty Position Title BR MOS | Grade &8 | Number of Positions Job title Code
1 |CHIEF MC 61F COL M . 1
2 |CHIEF MC 61F LTC M . e 1]..
3 |CHIEF . MC 61F MAJ M 1 1 ]..}.«
4 {STENOGRAPHER e 71C10 | E3 C 1 1 11 SECRETARY GS-0318
(STENOGRAPHY) i

*Total clinic visits during calendar month as reported on the Medical Summary Report, MED 302.
Note. The survey team will separately identify the number of assigned residents participating in approved residency training programs
from manpower requirements based on yardstick above.

*Table 557-52.11: Medical

Work Performed. Performs diagnostic service, care and treatment of all patients assigned or referred to
the medical clinic. Appraises the adult patients’ health care status, response to illness, and medical therapy.
Plans and provides a comprehensive plan of care for patients including monitoring and maintenance; counselling
and guidance; health education and prevention. Assures continuity of health care through interdisciplinary plan-
ning, consultation, and referrals.

Clinic visits (thousands)* ............... 1 21 4 5
Yardstick Manpower requirement**............... 5 6 8 9
Intervalsate ...................... caee 1.0 1.0 1.0
Military Positions § Civilian Positions
§%
, Code g =
Line Duty Position Title BR { MOS Grade £Aa Number of Positions Job title Code
1  INTERNIST MC | 61F a C MED OFF (INTERNAL | GS-0602
MED)
2  PULMONOLOGIST MC | 60F a C MED OFF (PUL DIS) GS-0602
3 | GASTROENTEROLOGIST | MC|[60G | - c MED OFF (GASTRO) GS-0602
4 | CARDIOLOGIST MC | 60H u C MED OFF (CARDIOVAS| GS-0602
DIS)

5 | ALLERGIST/CLIN IMMUN| MC | 60M a C R MED OFF (ALLERGY) | GS-0602
6 | MED-SURG NURSE AN | 66H MAJ/CPT C 1 1 1| 1 | SUPV CLIN NURSE GS-0610
7 | NURSE PRACTITIONER AN | 66H b C 1 1 | 2 | CLINICAL NURSE GS-0610
8 | DISPENSARY SP .- {91B20| E5 C 1 | 1 | NURSING ASSISTANT | GS-0621
9 | DISPENSARY SP .. |91B10| E4 C 1 1 2 | 2 | NURSING ASSISTANT | GS-0621
10 DESPENSARY SP -« |91B10| E3 C 2 2 2 | 2 | NURSING ASSISTANT | GS-0621
11 | CLERK TYPIST <o |TIL10] E3 C 1 1 1| 1 | CLERK TYPIST GS-0322

*Medical cllinic vigits during calendar month as reported on the Medical Summary Report, MED 302,
**Does not include physician requirements, They will be determined as follows:
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*Table 557-22: Medical (Physicians)
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15 April 1984

Work Performed. Performs diagnostic service, care and treatment of all patients assigned or referred to

the inpatient medical services.

Beds nccupied® ...............cc....... 30 | 120 ; zmj
Yardstick Manpower requirement** . .............. ) 4 7 l
Intervalrate ................ccoiivenn 088 | .0%8
Military Positions & Civilian Positions
i 58
Code =28
Line|Duty Position Title BR | MOS | Grade | £& Job title Code
1 |INTERNIST MC | 61F b C MED OFF (INTERNAL MED) GS-0602
2 {PULMONARY DIS OFF MC | 60F b C MED OFF (PUL DIS) GS-0602
3 |GASTROENTEROLOGIST MC | 60G b C MED OFF (GASTRO) GS-0602
4 |CARDIOLOGIST MC | 60H b Cc MED OFF (CARDIOVAS DIS) GS-0602
5 [ALLERGIST MC | 60M b C. MED OFF (ALLERGY) GS-0602
6 [PEDIATRICIAN MC | 60P b C MED OFF (PEDIATRIC) GS-0602
7 |HEMATOLOGIST, MC | 60Z b > MED OFF (HEMATOLOGY) "8-0602
8 |NEPHROLOGIST MC|61A b C MED OFF (NEPHROLOGY) GS-0602
9 |ENDOCRINOLOCGIST MC | 61C b C MED OFF (ENDOCRINOLOGY) GS-0602
10 |RHEUMATOLC ™ “MC | 61D b Cc MED OFF (REUMATOLOGY) GS-0602
11 | INFEC DIS OFF MC | 61G b C MED OFF (INFEC DIS) GS-0602

*Average daily medical beds occupied. computed in accordance with AR 40-400.
**This yardstick does not provide physician personnel for operation of medical clinies. They are identified in Staffing Table series

557-52.10.

b Grades will range from Captain through Colonel.
Note. The positions shown in this table indicate the type of personnel that may be required. Distribution of the total manpower require-
ment to the various specialties will be determined locally.

*Table 557-23: Electrocardiograph

Work Performed. Administers and records tests to obtain diagnostic data from Electrocardiograms,
Echocardiograms, Phonocardiograms and Vectocardiograms and from Holter Monitor/Scan procedures, tread-

mill, and pacemaker tests.

Procedures® ..o 250 | 500 |1250 | 2000
Yardstick Manpower requirement**............... 1 2] 4 6
Intervalrate ...............cccvuiennn, 004 | .00271.0027
Military Pcaitions g Civilian Positions
g
Lo
Code z.E
Line{Duty Position Title BR| MOS | Grade &2 | Nuamber of Positions Job title Code
1 {CARDIACSP 9IN30 | E6 C .. 1 ELECTROCARD TECH | GS-0649
2 |CARDIACSP 9IN20 | Es5 C 1 1 1 2 ELECTROCARD TECH | GS-0649
3 |CARDIAC SP 9IN10 | E4 C 1 1 1 ELECTROCARD TECH | GS-0649
4 |CARDIACSP 9IN10 | E3 C s s 2 2 ELECTROCARD TECH | GS-0649

*Number of procedures performed during calendar month.

**Where the function operates more than 40 hrs per week, additional personnel will be determined by local appraisal.

q

Note: Excessive number of procedures requiring extended testing should be documented on Schedule X; additional staffing (if required) |

will be determined by local appraisal.
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(1) Endocrinology. Hematalogy. Internal Medicine. Cardiology. and Gastroenterology chnic requirement is one physician per 300 clinic
visits 2 month; ‘Allergy and Nephrology clinic requirement is one physician per 225 clinic visits per month; Pulmonary Function and Oncology
clinic requirement is ane physician per 175 clinic visits 2 month.

(2) Manpower requirements provide for an 8-hour, 5-day week.

a Grades will range from Captain through Colonel.

b Grades may range from Lieutenant to Lieutenant Colonel in accordance with criteria set forth in paragraph 1-2¢. chapter 1. Position
was previously designuted nurse clinician.

Note 1. This yardstick will be applied to each separate medical subspecialty clinic.

Note 2. Monthly clinic visits by medical specialty should be recorded on Schedule X.

*Table 557-52.12: Dermatology

Work Performed. Performs diagnostic care and provides treatment, as required, for all dermatology pa-
tients, assigned or referred. Performs minor surgical procedures, physical examinations, and treatments. Col-
lects and labels specimens. Requisitions supplies and stocks for examination and treatment areas.

Clinic visits® .....civvveriaiiieiiiinens 500{ 1200{ 1800 | 2400
Yardstick Manpower requirement**............... 2] 51 T 9
Intervalrate ..........ccoociiiiiniiiins .0043).0033|.0033
Military Positions H Civilian Positions
=
w—
Code 2E
Line{ Duty Position Title BR| MOS | Grade S& | Number of Positions Job title Code
1 |DERMATOLOGIST MC | 60L a C 1 2 3 | 4 { MEDICAL OFFICER G5-0602
(DERM)
2 |DERMATOLOGY SP .. |91B2D2 | SP5 C 1 1 1 | 1 | NURSING ASSISTANT ;| GS-0621
3 |DERMATOLOGY SFP .. |91B10 | SP4 C 1 1 | 2 | NURSING ASSISTANT | GS-0621
4 |CLERK TYPIST .. |{TLw | E3 C 1 1 | 1 | CLERK TYPIST GS-0322
5 b coren | wan C 1 {1 | SECRETARY (STENO) | GS-0318

*Dermatology «linic visits during calendar month as reported on the Medical Summary Report, MED 302.
**Manpower requirements provide for 8-hour, 5-day week.
aGrades will range from Captain through Colonel.
b The position of Secretary-Steno should be civilian.
Note 1. Professional 1.ursing supervision will be provided by Ambulatory Nursing Service.
Note 2. Below 1200 clinic visits the requirement for elerk-typist will be determined by local appraisal.

2-19
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Staffing Guidelines for OB/GYN

DA Pam S570-557
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' *Table 557-52.28: Obstetric-Gynecology
. Work Performed. Performs diagnostic service, care and treatment, as required, for all patients assigned or

Aferred. Provides health care and assesses medically delegated responsibility for the management of selected
obstetric and gynecology patients under the supervision of an Obstetrician. Plans and conducts individual and
group conferences for patients and families, providing counseling and education for the promotion and mainte-
nance of health. Tentifies health care services, agencies and resources available to the family and makes appro-
priate referrals.

Clinie ViSItS* . oeverereneeinieinnnn 450 1000|3000 |4000 2
n hl
]
Yardstick Manpower requirement**..............¢ : 4 5 8 9 8
T c
Intervalrate .......................... 0018 | .0015 ' .001 0
r L ¢ 0
Military Positions g Civilian Positions 5
=% (9]
S (o]
Code = -
Line | Duty Position Title BR | MOS | Grade & | Number of Positions Job title Code g
- <
1 | OBSTETRICIAN AND MC| 60J a C MED OFF (OB GYN) GS-0602 g
GYNECOLOGIST r:
2 | OBSTETRIC & GYN NURSE| AN | 66G MAJ/ICPT C 1 1{ 1 | SUPVCLINICAL GS-0610 x
\ NURSE m
3 { NURSE PRACTITIONER AN| 66G CPT/LTb C B o NURSE PRACTIONER | GS-0610 5
4 | DISPENSARY NCO NC | 91B30 | E6 C 1 1 1| 1 | NURSING ASSISTANT | GS-0621 m
5 | DISPENSARY SP s« | 91B20 | E5 C 1| 1 | NURSING ASSISTANT | GS-0621
6 | DISPENSARY SP -« | 91B10 | E4 C 1 1 2! 3 | NURSING ASSISTANT ;| GS-0621
7 | DISPENSARY SP .. | 91B10 | E3 C 1 1 2 | 2 | NURSING ASSISTANT | GS-0621
8 | CLERK TYPIST .+ | TIL10 | E3 C 1 1 1| 1| CLERK TYPIST GS-0322

*Total Obstetric-Gynecology Clinic visits during calendar month as reported on the Medical Summary Report, MED 302.

**Does not include physician and nurse practitioner requirements, or requirements for special procedures. They will be determined as
follows: -

(1) Obstetric Clinic requirement is one physician per 525 clinic visits a month; Gynecology Clinic requirement is one physician per 400
clinic visits a month. "

(2) Nurse practitioner requirements will be determined by local appraisal in accordance with paragraph 1-2c, chapter 1. This position
was previously designated nurse clinician.

(3) Additional manpower requirements for such procedures as diagnostic suction curettages, culdoscopies, cyrosurgery, tubal cautery,
J insertion of intrauterine devices (IUD’s), and other surgical procedures performed in the clinic will be determined by local appraisal.

a Grades will range from Captain through Colonel.

b Deviation from grades indicated may be required in accordance with criteria set forth in paragraph 1-2¢, chapter 1.

Note 1. This yardstick will be applied to each separate OB GYN specialty clinic.

Note 2. Where clinic operates other than 40 hours a week or is combined with another clinic, manpower requirements will be deter-
mined by local appraisal.

Note 3. Monthly Gynecology Clinic and Obstetric Clinic visits will be recorded separately on the Schedule X.
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Staffing Guidelines for Internal Medicine

Joint Healthcare Manpower Standards (JHMS)
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Phya cian Questionnaire on Staffing Models
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>lease review the two staffing models for your clinic and answer the below

juestions based on the current clinic operation:

mnly)
A

L. Which staffing model beat accomodates your practice

patterns? ——
2. Which one is best suited for your clinic? S
3. Which one provides the best ancillary staff mix for

your clinic? ——
t. Which one provides the greatest opportunity for

increased workload? ——
3. Which one provides the greatest oppor.unity for

improvement in quality ca.e rendered? —_——
5. Which one best resembles the current staffing in your

clinic? Jff
7.  Which one allowvs greater flexibility for providing

medi 1l care? ——
3, Which one provides greater or better access for

your patients? —_—
3. Which one provides your health care providers more time

to treat patientas? ——
..

Which one do you prefer to use in your clinic?

Chasles W

o ;e
¢, Degh o\ Meds o

(Mark under Model A or B

LISNIIXI INTFANHIANS 1w AINANNLLITL
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Phygician Questionnaire on Staffing lodels
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lease review the two staffing models for your clinic and answer the below
uegtions based on the current clinic operation: (Mark under Model A or B

nly)

.  Which staffing model best accomodates your practice
patterns? _6L
Which one is best suited for your clinic?
. Which one provides the best ancillary staff mix for
your clinic?
. Which one provides the greatest opportunity for
increased workload? 63\’\1\\{\‘)‘ Foov
»  Which one provides the greatest opportunity for
improvement in quality care rendered? (ﬁng}wr
. Which one best resembles the current staffing in your
clinic? _zi
Which one allows greater flexibility for providing
medical care?
Which one provides greater or better access for
your patients? /I
Which one provides your health care providers more time
to treat patients? _ff

@. Which onhe do you prefer to use in your clinic? ~4;IF&y

ol

MARK ©. SILETCHNIK
LTC, MC 035-34308

COB/GYN

+3SNIdX3 INIWNHIAOD LV G30NA0Hd3Y,,




TIARRE S M 10 o
{ '%“ %‘1 B ST e - e A e Nar AR E L ONTOVUIR M AWM Rl LT T 3 b it
‘ ;__\?;‘;mz

147

t Works Cited
| Bessent, Authella, E. Wailand Bessent, Terry Clark, and Joyce
Elam~Vidmar. "Efficiency Frontier Determination by Constrained Facet
Analysis. " Handout from United States Army-Baylor Program Productivity
Coursge, Spring 1988: 1-21.
Betka, Robert D., Jr., and Michael P. Lacusta. "Productivity
, Monitoring Systemg: Their Use in Management Plenning, Forecasting, and
j Labor Budgeting." Health Care_ Strategic_Management Jan. (1984): 8-12.

G . S e (A e G s S S e S S P e S QL ‘S e U et S e > S vt At T e e

} Burton, Gere E. "Quality Circles in a Hospital Environment. "

t

‘ Hospital Topics 64.6 (1986): 11-13.

P 2-~F PPt PEI 4§ SN

Charnes, A., W. W. Cooper, and E. Rhodes. "Evaluation Programed
Managerial Efficiency: An Application of Data Envelopment Analysis To

Program Follow Through" _Management _Science 27.6 Jun. (1981):

s o e B, ey s e T s S P s T e e s O it

668-697.

Clark, Terry, Authella Bessent, E. Wailand Bessent, and Joyce
’ Elam-Vidmar. “Constrained Facet Analysis--A New method for Evaluation
Local Frontiers of Efficiency and Performance." Air Force Journsl of

e e et e s i o e e e e S et i S S e

| Logistics Summer (1984): 7-8.

—— k. o e

Covaleski, M.A. and Dirsmith, MN.W. "Budgeting in the Nursing
' Services Area: Management Control, Political and Witchcraft Uses."

Health Care_Management Review_ _6(3) (1981): 17-25,

e S e e B T Y, e . e @ iy vt ot i L e D Pt e e S i e o P S ) S

Coventry, John, LTC, US Army. "The AMEDD Performance Measurement
Study." Presented by LTC John Coventry to the U.S. Army Baylor Class,
dated Sep. 1987,

Davis, Arthur G, "Productivity Improvement Through Forecast

Modeling. " National Productivity Review Spring (1987): 160-167.

- o e ) s s i e i o it e o e e e s i Y st et St R et S,

L3SNIdX3 LINSWNHIAOD 1v Q30NQA0Ud3Y.,




SRR
TR T o g
TERTIRIIGRORL T R gt e - L

148
Department of Defense Directive: Joint Healthcare Manpower
Standards. Dated 1 January 1988.
Department of the Army Pamphlet 3570-557, Staffing Guide for

e S . i . D S (it M, P S S N Wt Sns . s s .

Ehrat, Karen S. "The Cost-Quality Balance: An Analysis of

Quality, Effectivenees, Efficiency, and Cost." Journal of Nursing

Adminigstration May (1987): 6-13.

Federa, R. D., and T. Bilodeau. "The Productivity Quest."

Journal of Ambulatory Care Management 7.3 (1984): 5-11.

14

Fetter, Robert B., Richard F. Averill, Jeffrey L. Lichtenstein,
and Jean L. Freeman. "Ambulatory Visit Groups: A Framework for

Measuring Productivity in Ambulatory Care." Health Services Regearch

s — — —— 2 iV S S S e " G Bl S D e

Oct. (1984): 415-37.

Fort Campbell Pamphlet 6@0-1. “"Basic Standards of the 101st

Airborne Division (Air Asgault) and Fort Campbell.®" 4 Jan. (1988):
1-2.
Graham, Judith. "Ambulatory Quality Eyed." Modern Healthcare 27

e e o e e e e T 2

Feb. (1987): 24,

Hinshaw, Ada Sue, Carolyn H. Smeltzer, and Jan R. Atwood.

"Innovative Retention Strategies for Nursing Staff." JONA 17.6 (1987):

8-16.

Hodge, Robert H., Jr., Pamela Gwin, and Dorothy Mehl.

"Productivity Monitoring in Ambulatory Care Settings." Journal of

- —— s o e e o

Ambulatory Care_Management 8.3 (1985): 28-3S.

e RS e R RN S e

LASNIdX3 AININNHIAOD LY A30NAOHd3IH.




Hudalk, Ronald P. LTC and MAJ Paul B. Mouritsen. "Improving the

Army’s Primary Care Delivery System." Military Medicine Jun. (1988):

peboghumpraghsegipuieqnetl SRR itunhosu e quy

282-86.
Johnson, Richard L. "On the Edge: ¥ill +the Drive For

Productivity Push Hospitals Over?" Health Progress Nov. (1985): 24-27,

e s s e v S e s e Wt D i e e

54.

Lewin, Arie Y. and Richard C. Morey. “"Measuring the Relative

Efficiency and Output Potential of Public Sector Organizations: An

ot . o > — — o — e e e e 2 o

and_Information_Systems 5.4 Dec. (1981): 267-8S.

- S e TR T S e e e T e e e e sy o e S e

McGuire, A. T"Economic Efficiency and Performance Indicators."

Hospital and_Health Services_Review Mar. (1986): 72-3.

e o e T e o e e i e e e o e T s T A o U o . e e o it By e SOV s e

Nathanson, Susan N. "Managing Resources Effectively in a

Hospital-Based Ambulatory Surgery Program." Journal of Ambulatory

e e e o v S e s — aan At T o o Vo S o —

Care_Manage_Feb. (1988): 63-71.

Optenberg, Scott A. (CAPT, USAF), Coventry, John A, (LTC, USA),
Baker, Stuart W. (MAJ, USA), and Austin, Velda R. "Military Health
Service System Ambulatory Work Unit (AWU)." Unpublished Document,

dated 1 Apr. (1988): 1ii-52.

Sherman, H. David. “"Hospital Efficiency Measurement and

Evaluation. " Medical Care 22.10 Oct. (1984): 922-37.

Skinner, Wickham. "The Productivity Paradox." Managemenl Review

e v ot W, o e e e ot ot e — — —

Sep. (1986): 41-45,

Source Book of Health Insurance Data: 1986 Update. Prepared by

——— o o e e o a2 e - S o — . e (o e bt s e e K i e s o

the Public Relations Division of the Health Insurance Association of

America. 1-31.

.3SN3dX3 INFWNHIAOD 1V A30NTOHd3N.




Verran, Joyce &. "Tegting a Clascsification Instrument for the

Ambulatory Care Setting." Research in Nursing and Health Sep. (1986):

279-81.
¥Whitney, Gregory S. “"Organizational Analysis: Its Application

to Performance Improvement." HNational _Productivity _Review_  Spring

o s P G s T s P T S s T m T e S S oot e W

(1987): 168-176.
Wiley, Jack W. and Bruce H. Campbell. *Agsessing the
Organization to Identify Productivity-Improvement Opportunities.®

National Productivity Review Winter (1986-87): 7-19,

> o~

. e e

s 4 Aa=masiman

e s




