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Chapter I. Introduction

Problem Statement

To determine the most resource efficient method of providing

the initial evaluation and treatment of adult (13 years and older),

nonurgent patients who access Darnall Army Community Hospital

(DACH), Fort Hood, Texas through the emergency room (ER).

Objectives

1. A review of the current literature was conducted on the function

and the utilization of Emergency Departments in both military and

civilian hospitals which included the following factors: methods of

triage, staffing levels, numbers and types of patients, criteria for

classifying patients as nonurgent, and patient satisfaction with

emergency services.

2. The size of DACH's supported beneficiary population showing a

breakdown of active duty, family members of active duty, retirees

and their family members, and civilian installation employees was

determined.

3. The existing system of managing patients who access DACH

through the emergency room was ascertained by:
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a. Reviewing applicable Standard Operating Procedures (SOP),

regulations, and policies that describe, define, or direct the mission

of the Department of Emergency Medicine (DEM);

b. Interviewing the Chief, Department of Emergency Medicine, all

residents and interns, staff DEM physicians, the ER Non-commissioned

Officer-in-Charge (NCOIC), the ER Head Nurse, the Chief, Department

of Nursing (DON), the Deputy Comrrinder for Clinical Services (DCCS),

and the Chief of Primary Care at Health Services Command (HSC);

c. Investigating how patients are administratively processed

into the emergency room;

d. Describing the method of triage and defining the patient

triage categories of emergent, urgent, and nonurgent; and

e. Ascertaining the available ER staff, by shift, present to

manage the patient workload.

4. Surrounding hospitals were surveyed to learn their method of

patient triage in the ER.

5. The monthly size of the adult nonurgent, urgent, and emergent

male and female population initially evaluated in the emergency room,

by shift, was determined.
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6. The data collected was presented in graphical form by month,

comparing the nunbers of patients per triage category and the

numDers of nonu,'gent patients to the total number of patients seen in

the emergency room.

7. A review of the workload accounting system for ambulatory care

c' ' .cs was accomplished to understand what is defined as a clinic

visit, how the workload is collected, reported, and maintained.

8. The physical floor plan oT the emergency room was reviewed to

ascertain patient capacity and patient flow.

9. Other resources available to initially evaluate and treat adult,

nonurgent patients within the hospital were determined.

10. Once specific resources were identified (General Outpatient

Clinic, Women's Health Clinic, and Obstetrics and Gynecology Clinic),

the volume of adult, nonurgent patients already being treated in these

areas, the staff available, and the current mission was revealed.

11 The Chief, General Outpatient Clinic (GOC) and the Chief,

Department of Obstetrics and Gynecolog.y (OB/GYN) were interviewed.

12. A review of the documentation concerning the patient

appointment system (PAS) to understand how the system operates,
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now long adult, nonurgent patients must wait for an appointment in

the Obstetrics and Gynecology clinic and Women's Health clinic (WHC),

and how many appointments are available in each applicable clinic

was completed.

13. The PAS supervisor was interviewed.

14. A review of documentation about the Emergency Medicine

Residency Trairnng Program was completed to ascertain the impact of

the program uoon the mission of the DEM.

15. Patient care provider productivity in the GOC, OB/GYN clinic, and

WHC was determined by reviewing work schedules.

16. The number of gynecology patients being initially evaluated and

treated in the GOC was revealed.

17. Alternatives to the the present system of managing nonurgent

adult patients were developed.

18. These alternatives were compared and contrasted based upon the

most efficient use of hospital resources.

19. A preferred method to manage these patients was presented.

20. An implementation plan was designed to explain how the

recommended method of managing adult nonurgent patients could be



A Study

S

executed.

Research Methodology

1. The literature review will consist of obtaining reference citations

from MEDLINE searches, past applicable graduate research projects,

the National Technical Information Service, and the National Library

of Medicine's Interactive Retrieval service. Searches will focus on

hospital-based emergency services, hospital ambulatory care

departments, access to care through emergency rooms, patient

satisfaction with emergency services, emergency room/department

staffing, quality assurance in the emergency room/department, triage

systems, and emergency services staff training. Emphasis will be

placed upon retrieving military-specific references.

2. DACH's beneficiary population supported will be determined from

the Directorate of Resource Management (DRM), II I Corps, Fort Hood,

who publish quarterly facts about Fort Hood. Population data is

compiled by the DRM from the following sources: Il Corps Adjutant

General and the Installation Housing office.
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CATEGORY SOURCE

active duty (AD) strength III Corps Adjutant General

family members of active duty Installation Housing Office
on post--precise numbers
off post--#"AD x 2.1

retirees/family members/survivors III Corps Adjutant General
(retirement lervccs)
Ft. Benjamin Harrison Finance
Center master roster of retirees
in 175 supported counties

#retirees x 2.5

construction contractors, service Specific organization listed
contractors, PX employees, Non-
appropriated fund employees,
concession employees, DA civilians,
band and school employees

3. In order to ascertain the existing system of managing patients who

access DACH through the emergency room, the following documents

will be reviewed to determine the impact on the DEM's mission and

the constraints under which the department must operate:

a. Department of the Army (DA PAM) 550-557, Staffing Guide

for U. S. Army Medical Department Activities.

b. Organization and Functions Policy, HSC Reg 10-1 and Medical

Department Activity (MEDDAC) supplement 1 to HSC Reg 10- 1
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c. Department of Defense (DoD) Directive No. 6000.10, which

currently has no Department of the Army implementing guidance, but

this document was used by the Government Accounting Office to

ascertain compliance by our facility.

d. HSC Reg 40-6, Mission Assignment List.

e. HSC Reg 40-5, Ambulatory Patient Care.

f. HSC PAM 40-7-16, Hospital-based Emergency Medical

Services.

g. HSC PAM 40-7-18, Ambulatory Patient Care: Prehospital

Emergency Care and Transportation.

h. Manpower Survey Report-Schedule X for the last survey for

DEM (Jan, 1986).

i. DEM SOP's which describe administration/clinical procedures

(73 documents).

j. Joint Commission for the Accreditation of Hospitals (JCAH)

standards, 1987.

4. Confidential interviews will be conducted with all residents,

interns, and staff physicians using the list of questions at Appendix

A. An interview with the Chief, DEM will consist of the questions at
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Appendix A. An interview will be scheduled with the DCCS discussing

the questions at Appendix A. The Chief, DON will be interviewed

concerning the topics at Appendix A. The ER Head Nurse and the ER

NCOIC will be interviewed using the questions listed at Appendix A.

The Chief of Primary Care at HSC will be interviewed concerning DoD

Directive No. 6000.10 to determine what impact this guidance will

have on the Army.

5. A review of the documentation used to log in emergency patients

will be conducted to describe how patients are administratively

processed into the emergency room. Emphasis will be placed upon

how efficient the process is with regard to manual vs. automated

processing. The following forms will be analyzed:

a. Daily Patient Log Sheet, HSC Form 415a-R, 15 Oct 84,

Medical Summary Report User's Manual.

b. Emergency Care and Treatment, SF 558, June 1982.

6. The existing system of triage will be described based upon the

interviews outlined above and the following applicable regulations:

a. HSC PAM 40-7-18, Ambulatory Patient Care: Prehospital

Emergency Care and Transportation.
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b. HSC PAM 40-7-1 6, Hospital-based Emergency Medical

Services.

c. HSC Reg 40-5, Ambulatory Patient Care.

d. HSC PAM 40-7-19, Ambulatory Patient Care:

Algorithm-Directed Triage for the Emergency Room.

The patient triage categories will be adopted from the reverse side of

the SF 558, Emergency Care and Treatment.

7. A call to surrounding civilian hospitals, Army military hospitals

with an Emergency Medicine Residency Training Program, and Army

military hospitals of a comparable bed size will be made to determine

their method of patient triage in the ER.

8. Staffing levels will be determined by reviewing: (1) the work

schedules of staff physicians, residents, and interns; (2) the Table of

Distribution and Allowances (TDA) manning document; (3) the

available manpower as documented on the Uniformed Staffing

Methodology Manpower Availability Report; and (4) HSC guidance

concerning the number staff required to operate the Emergency

Medicine Residency Training Program.

9. The monthly size of the adult nonurgent male and female
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population initially evaluated in the emergency room, by shift, will be

determined by compiling data from the SF 558 for a 6 month period,

July 86-December 86. An example of an SF 558 is attached at

Appendix B.

10. Data will be graphically presented using pie and bar charts,

comparing numbers of patients per triage category and numbers of

nonurgent patients to total number of patients. The bar charts will be

organized to illustrate the difference in the volume of patients oy

shift: days, evenings, and nights.

11. Using the Manpower Summary Report User's Manual, I will be able

to understand what is defined as a clinic visit, how the patient

workload is collected, reported, and maintained. The Triservice

Patient Appointment System (TRI PAS) is an automated system which

generates workload data per work center, specifically designating the

number of clinic visits per health care provider on any given day. This

information is retrievable.

12. The physical layout of the emergency room will be analyzed by

conducting an on-site visit, reviewing hospital floor plans, and

completing interviews with staff working in the emergency room.
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13. By interviewing the PAS supervisor, I will be able to determine

what resources are available within the hospital to initially evaluate

and treat nonurgent adult patients. Since patient access to medical

treatment is by appointment only, except the emergency room, she

will be able to provide a list of resource clinics.

14. Specific hospital resources available for the treatment of adult

nonurgent patients include the General Outpatient Clinic (GOC), the

Women's Health Clinic (WHC), and the Obstetrics and Gynecology

Clinic (OB/GYN).

a. The volume of adult nonurgent patients in the above clinics

will be determined by requesting a computer printout from the

Tri-service Patient Appointment System (TRIPAS) system of all

appointments from July-December 1986. The TRIPAS system is

designed to print monthly statistical reports of outpatient visits by

patient category for each clinic. The report lists total number of

visits for the month per each clinic and per each health care provider.

b. To determine the staff available in each clinic, during the

same six month period, the Uniform Chart of Accounts (UCA)

Personnel Utilization System Summary Report will be analyzed. This
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is a monthly report by work center or clinic that documents hours

worked by category of personnel, e. g., provider, ancillary staff, etc.

Its completion is governed by DoD 6010.13-M Medical Expense and

Performance Reporting System (MEPRS).

c. The current mission of each clinic will be extracted from

HSC Reg 10-1, MEDDAC Supplement 1 to HSC Reg 10-1, DA PAM

570-557, HSC Reg 40-5, and Schedule X's for the Manpower Survey

Report completed in January 11986.

15. interviews will then be conducted with Lhe Chiefs of the GOC and

the OB/GYN Clinic using the information obtained from the volume of

nonurgent patients, their missions, and documentation of available

staffing. A list of questions is contained in Appendix A. The Chief,

Department of OB/GYN is responsible for both the OB/GYN clinic and

the WHC.

16. A review of the following documents will provide an

u~iderstanding of the PAS:

a. HSC Reg 40-5, Ambulatory Patient Care.

b. HSC Reg 40-7- 1, Patient Appointment System.

c. MEDDAC Reg 40-2, Operation of the Patient Appointment
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System.

The monthly Clinic Appointment Backlog report, published by PAS,

will be reviewed to determine appointment backlogs for the OB/GYN

clinic and the WHC. The GOC currently provides only same day

appointments, and consequently a clinic backlog or waiting list is not

maintained. Available appointments in each clinic are monitored by

PAS based upon input from the DCCS and the Chiefs of the clinic or

department. The clinic or department Chiefs provide PAS with

patient care provider work schedules approximately 4 weeks in

advance. The number of these available appointments per clinic will

be noted for the same six month time period.

17. The PAS supervisor will be interviewed using the list of

questions at Appendix A.

18. A review of the guidelines from the Accreditation Council for

Graduate Medical Research, Residency Review Committee for

Emergency Medicine, will demonstrate specific requirements needed

to maintain the residency training program.

19. Health care provider productivity, from July-December 1 986, in

the GOC and the OB/GYN clinic will be ascertained based upon input
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form the clinic/department chief during the interview, the TRIPAS

monthly report of outpatient visits, and the monthly UCA-Personnel

Utilization System Summary report. Productivity for each clinic

must be separately determined because of the different types of

patients treated.

20. The volume of OB/GYN patients treated in the GOC, from

July-December 1986, will be deduced based on the qynecology room

log sheets from February through July 1987 (6 months). Accurate

gynecology workload was not maintained prior to February 1987. Only

appointments that require a pelvic, breast, or rectal examination will

be counted, because examinations of this type require a specially

equipped treatment room and a chaperone. The intent is to determine

the volume of OB/GYN patients that may be shifted from the GOC to

either the OB/GYN clinic or the WHC.

2 1. A diagram of the present system of managing adult, nonurgent

patients and alternative ways to manage the same patient population

will be designed. Alternatives for consideration:

a. Maintain the present patient management system.

b. Establish an evening shift GOC walk-in clinic.
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c. Establish an evening shift GOC walk-in clinic and shift

OB/GYN patients to the OB/GYN clinic and the WHC.

d. Establish an evening shift Initial Care Clinic (ICC) in the DEM

to triage patients before referral to the ER or the GOC.

22. These alternatives were compared based upon what system will

provide the most efficient use of resources while still maintaining

quality medical care using the following criteria:

a. Follows JCAH guidelines for the provision of patient care.

b. Maintains the Emergency Medicine Residency Training

Program.

c. Follows Department of Defense and HSC guidelines for the

provision of patient care.

d. Treats the largest number of adult nonurgent patients.

e. Follows the MEDDAC Commander's decision on the March

1987 DEM Management Study.

23. Based upon the above criteria, a recommendation was made on the

preferred method of managing adult nonurgent patients and a

proposed suggested implementation plan presented.
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Criteria

1. Joint Commission on Accreditation of Hospitals, Areditation

Manual for Hospitals 1987.

2. Joint Commission on Accreditation of Hospitils, Ambulatory

Health Care Standards Manual, 1986.

3. American College of Emergency Physicians (ACEP): Guidelines for

Emergency Care.

4. Accreditation Council for Graduate Medical Research: The

Residency Review Committee for Emergency Medicine.

5. DoD Directive No. 6000.10, Emergency Medical Services, 18 Sep

86.

6. DA PAM 570-557, Staffing Guide for US Ar-my Medical Department

Activities, Jun 84

7. HSC Reg 10-1, Organization and Functions Policy, 31 Mar 86.

8. MEDDAC Supplement I to HSC Reg 10- 1, Organization and

Functions Policy, 9 Dec 85.

9. HSC Reg 40-5, Ambulatory Patient Care, 2 Sep 85.

10. HSC Reg 40-6, Mission Assignment List, 21 Aug 84.

11. HSC PAM 40-7- 1, Patient Appointment System, 9 Jun 86.
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12. HSC PAM 40-7- 16, Hospital-oased Emergency Medical Services,

10 Feb 87.

13. HSC PAM 40-7-18, Ambulatory Patient Care: Prehospital

Emergency Care and Transportation, April 87.

14. HSC PAI 40-7-19, Ambulatory Patient Care: Algorithm-Directed

Triage for the Emergency Room, Dec 85.

15. MEDDAC Reg 40-2, Operation of the Patient Appointment System,

20 Mar 85.

16. DoD 6010.13-M, Medical Expense and Performance Reporting

System for Fixed Treatment Facilities (MEPRS), Jan 36.

17. SF 558, Emergency Care and Treatment, definitions of triage

categories, June 1982.

18. Clinic/Department Chief patient care provider productivity

criteria.

19. MEDDAC Commander's decision on the Department of Emergency

MEdicune Management Study, Mar 87.

A3sumotions

1. It is assumed that all personnel of Darnall Army Community

Hospital, i. e., physicians, physician-assistants, nurses, medical
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technicians, etc., are fully qualified to render necessary health care.

Furthermore, each nonurgent patient entering the hospital for initial

evaluation and treatment now receives and will continue to receive

adequate medical attention under any proposal system modification.

2. It is assumed that management policies regarding patients eligible

for treatment in our facility will remain constant over time, e. g.,

military family members and retired personnel will remain eligible

for health care services.

3. It is assumed that the time period during which the data is

collected reflects normative conditions and that no situational

conditions existed to produce biased data, e. g., an epidemic of

influenza.

4. It is assumed that the supported population for the hospital will

essentially remain stable, i. e., no significant troop unit gains or

losses will occur, with a steadily increasing retiree/family member

population.

5. It is assumed that the Emergency Medicine Residency Training

Program will continue to operate, training the same number of

residents/interns each year.
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Limitations

1. Data for this study will be collected from July-December 1986

(six months), the same time period used to adjust required staffing

levels for interim manpower schedule X's.

2. This study will review initial evaluation and treatment for adult,

nonurgent patients who access DACH, not those who are eligible for

care and elect to pay for their own ambulatory care.

3. This study will analyze adult nonurgent patients only, rather than

children, because the Chief, DEM feels that the Department of

Pediatrics is doing an efficient job of evaluating and treating the

greatest number of pediatric nonurgent patients possible. The

greatest burden on the ER is the volume of adult nonurgent patients,

according the Chief, DEM.

Review of the Literature

The function of hospital emergency departments (ED) has

evolved over the years from one of providing only emergency care to

one of providing comprehensive medical care to the surrounding

community. A physician aptly described this transformation:
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Years before the idea of emergency medical services

was conceived, the emergency room was viewed by

patients with alarm and reservation as the last

resource in a health crisis or accidental injury. Today,

the emergency department is viewed by the community

as a service responsibility of the hospital with a scope

of care extending beyond the due emergency to include

nonemergent care, initial resolution of social and

behavioral problems, and comprehensive stabilization

of all medical conditions. (Cross and Riggs, 1984,

p. vii).

Contrary to the ED's traditional function as a facility for the

treatment of urgent medical needs, substantial numbers of people

now use the emergency room for the treatment of routine, nonurgent

problems, e. g., problems that might more readily be treated in an

ambulatory care setting, such as an outpatient clinic or private

physician's office (Stratmann and Ullman, 1975). The increased use

of the emergency medical services for nonurgent care reflects
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changing patterns of medical care in this country, changes in the

functions of the emergency department rather than an increase in

population or accidental injuries (Canizaro, 1971). With the

recognition of emergency medicine as a specialty, a more

sophisticated level of medical care is now available in a centralized

location--the emergency department, now a vital hospital and

community resource. The influx of nonurgent patients has strained

the resol!rce capabilities of most hospitals, hampering care to urgent

patients (Canizaro, 1971 ). Nonurgent patients are paying for a level

of medical care that is not needed when a less costly, more

appropriate level of medical care is available in the ambulatory care

setting.

The traditional role of Army ED's is also being challenged by

the large numbers of non-emergency patients, who consume the

attention of dwindling manpower resources; this situation has the

potential to create a mass casualty situation when the patient

workload overwhelms the available resources (Salander, Averbush,

and Wilson, 1983).

The hospital emergency department is also a component of the
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Emergency Medical Services System enacted with Public Law 93-154,

the Emergency Medical Services System Act. The law defines the role

c! thi ED in the T ol lowing way:

provides for the arrangement of personnel, facilities,

and equipment for the effective and coordinated delivery,

in an appropriate geographical area, of health care

services under emergency conditions (occurring either

as a result of the patient's condition or of natural

disasters or similar condition), which are administered

by a public or not-for-profit, private entity that has the

authority and the resources to provide effective

administration of the system (Cross and Riggs, 1984, p.4).

The emergency department's role in providing health care may

be viewed from three perspectives: the patient, the physician, and

the hospital. A patient recognizes the ED as a source of emergency

medical services (EMS), as a gateway to other health services offered

by hospitals, as a source of critical care and trauma services, and as

a substitute for private primary care physicians (Cross and Riggs,

1984). Emergency medicine physicians view the ED as a major
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practice site; private physicians view the ED as an after-hours office

and a source of patient referrals (Cross and Riggs, 1984). The

hospital administrator depends upon the ED for admissions, primary

care services, trauma and critical care services to the community,

and as a coordinator of other medical services in the community, e. g.,

disaster planning (Cross and Riggs, 1984).

Torrens and Yedvab (1970) lists three major roles of

emergency rooms: (1) trauma treatment centers, (2)

physician-substitutes when a private practitioner or outpatient clinic

are not available, and (3) "family physician" to the urban poor. These

roles are not mutually exclusive and may be present to a certain

degree in all emergency rooms.

There are several types of emergency service programs,

classified into four categories according to the degree of control the

individual hospital exercises over the program: (1)

hospital-sponsored in which the program is governed, financed, and

managed by the hospital, (2) nospital-associated in which the

program is governed and managed by the hospital but financed through

a contractual arrangement of shared expenses and revenues, (3)
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hospital-as-landlord in which the physical facility is owned by the

hospital but emergency services rendered are not governed, managed,

or financed by the hospital, and (4) hospital-independent in which the

program is not governed, managed, or financed by the hospital (Burns

and Ferber, 1984). Emergency services may also be classified by

location as either hospital-based, freestanding, or satellite (Altman,

1983).

Emergency departments must adapt to their dynamic

environments in order to provide the necessary medical care needed in

their surrounding communities. Future planning of the function of

today's emergency rooms should incorporate the role the facility is

actually fulfilling in its community presently and then adapt to the

changing needs of its patient population (Torrens and Yedvab, 1970).

A primary obstacle to the improvement of emergency services is

beyond the hospital walls and rests with the community. The

establishment of a community system of medical care which provides

personal, continuous, and comprehensive health service available to

all classes and all groupings in the popualtion is the desired solution

(Weinerman, Ratner, Robbins, and Lavenhar, 1966).
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Emergency room staff are understandably frustrated by the

increasing volume of nonurgent patients inundating their

departments, consuming valuable resources at the expense of more

urgent patients. They often react to these patients with hostility,

either overtly or covertly, which may not alter the care provided but

may alter the manner in which it is provided (Wolcott, 11979). What is

an emergency? It depends upon who you ask.

The American College of Emergency Physicians (ACEP) issued

advisory emergency care guidelines in 1982 for the treatment of life-

and imb-threatening conditions which have also been endorsed by the

Emergency Department Nurses Association. They define emergency

care as follows:

includes the immediate evaluation of and intervention

in illnesses of injuries which are life- or limb-threatening.

(ACEP, 1982, p. 223).

According to ACEP Board of Directors, an appropriate ED visit is

described below:

when an unforseen condition of a pathophysiological

or psychological nature develops which a prudent
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lay person, possessing an average knowledge of

health and medicine, would judge to require urgent

and unscheduled medical attention most likely available,

after consideration of possible alternatives, in a

hospital emergency department (Buesching et al., 1985, p. 672).

This definition stresses patient perceptions in the decision-making

process, not the physician's retrospective assessment using threat to

life and limb criteria.

Society, physicians, and patients all agree on the role of the ED

but disagree on the definition of an emergency. Hostility results

when there exists an incomplete agreement on the existence of an

emergency between the former three perspectives (Wolcott, 1979).

Staff-patient-society hostility seems to be the largest single ED

cause of iatrogenic disease, patient complaints, and political

difficulties (Wolcott, 1979).

Many studies have been conducted on the urgency of need for

emergency medical care. The ACEP sponsored a nationwide evaluation

of patient and physician perceptions of the urgency of medical need

(Guterman, Franaszek, and Murphy, 1985). Of the patients
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interviewed, 60 percent believed they had an emergency problem; and

62 percent had a family physician. Emergency room residents

underestimated the urgency of need 6.7 percent and the staff

physicians 3.7 percent. However, when comparing the initial

prospective and retrospective physician ratings of patient urgency,

both ratings were in agreement 78 percent of the time. The likelihood

of a patient requiring immediate emergency care or requiring

admission positively correlated to increasing patient age. Factors

leading to a discrepancy in physician ratings included the mode of

patient transportation, the treatment location, and whether the

patient had a personal physician.

Another study of 24 hospital ED's across the country of varying

bed sizes by the ACEP in 1980 concluded that patients admitted to the

ED needed care more urgently than was previously supposed (Gifford,

Franaszek, and Gibson, 1980). Twelve percent of patients rated the

urgency of their condition lower than did the physicians, and 25

percent of patients, rated by physicians as needing immediate

attention did not recognize the need for urgent care at all.

Lumpkin, Glower, Fineberg, and Jekel (1986) studied patient
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self-referral patterns to the appropriate level of emergency care

based upon the severity of the illness. He found that 58.3 percent (at

6 p. m.) and 63.3 percent (at 3 a. m.) would activate the EMS for a

suspected myocardial infarction. Patients often made choices that

would have delayed definitive care.

Prior to 1982, a trend developed toward an increased use of the

emergency department which cannot be explained by an overall

increase in the incidence of emergencies; this trend may be explained

by changes that have occurred in the healthcare system and society at

large (Cross and Riggs, 1984). Changes that may elucidate the

increased usage in the ED are as follows: (1) increased geographic

mobility of the population which necessitates selection of a new

family physician subsequent to the actual need for medical care; (2) a

large urban concentration of low-income families, coupled with a

shortage of physicians, who lack geographical and financial access to

other sources of ambulatory care; (3) the increasing unavailability of

physicians during the 60's and 70's especially on weekends, evenings,

and holidays; (4) an oversupply of physicians in specialized practice

along with a shortage of primary care physicians; (5) the increasing
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availability in the 60's and 70's of ED's providing a more

sophisticated, centralized source of medical care when compared to a

private doctor's office; and (6) a lack of incentive for the patient to

be cost-conscious when medical care in emergency rooms is covered

by health insurance. Canizaro (1971) also agrees with the impact of

these changes on ED utilization, and also offers the availability of 24

hour care and the presence of full-time physicians in the ED as

additional reasons. Stratmann and Ullman (1975) proposps another

reason why ED utilization has continued to increase. Patient

utilization may be explained based upon the economic concept of

utility; whereby patients will use the healthcare facility that they

believe will offer them the greatest overall satisfaction after

consideration of location, their perception of urgency, and

availability of other sources of care. Estimates of nonurgent visits

as a proportion of total ER visits range from one- to two-thirds, a

reflection of consumer demand according to Stratmann and Ullman

(1975).

Between 1969 and 1982, there has been a 113 percent increase

in the number of visits to ED nationally, 38 million visits in 1969
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compared to 81 million visits in 1982 (Cross and Riggs, 1984).

Hospitals of 100- 199 bed range experienced the largest number of ED

visits in 1982 ( 21 percent of all visits) and represented 22.8 percent

of all hospitals that year. With only 8.1 percent of all facilities

nationally, hospitals of 500+ bed range received 19.5 percent of all ED

visits in 1982 (Cross and Riggs, 19P4) However, when examining the

number of ED visits per hospital over the years, there has been a

decline, due in part to the proliferation in the types of emergency and

ambulatory care available, e. g., emergicenters, Health Maintenance

Organiztion's (HMO), et2. (Cross and Riggs, 1984). In 1954, 9 million

ED visits represented less than 2000 per hospital; 1979, 77 million

ED visits about 13,000 per hospital; 1982, 81 million ED visits about

11,700 per hospital; and 1985, 80 million ED visits, about 11,600

visits per hospital (AHA, 1987). Community hospitals (short-term

acute care) experienced 93.3 percent of all ED visits in 1982,

representing 83.9 percent of all hospitals in the United States (Cross

and Riggs, 1984). This figure remained about the same in 1985 (AHA,

1987). Canizaro (1971) compares changes in population, admissions,

clinic visits, and ED visits from 1958 to 1969 with ED's presenting

I I ! I IIVAEI
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the greatest increase-- 12 1.7 percent.

Ullm?.n, blOCk, and Straimann (1 975) examined characteristics

of the nergency room (ER) patiknt Qcpulation at an urban community

hospital and found the vast majority who used the ER did so

infrequently (80 percent). The more frequent users (7.5 percent),

making 3 jr more visits to the ER. '-tre mostly 'lack, low-income,

from inner-city area., and 50 Dercent vere Medicaid recipients.

However, the majority of hospital admissions (S3 percent) were from

patients who made cne visit to the ER per year.

Military hospitals have also realized an increasing utilization

of their ER's. Lopez (1978) undertook a study of Martin Army Hospital

at Fort Benning, Georgia to determine ER use, over a 3 year period

(72-75). With a patient population of 70,000 and a bed size of 340,

the hospital averaged 847/1,000 annual ER visits of which 4.8

percent were admitted. Surrounding civilian hospitals averaged

373/1,000, with 11.8 percent admitted, and an average of 5 other

Arny hospitals in the same area showed 50 1 / 1,000, with 4.4 percent

admitted. The author used the admission rate to represent the degree

of illness and concluded that Martin Army Hospital's ER was
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overutilized in comparison to both civilian and military hospitals in

the area.

The degree to which the hospital ED is used may also be

contingent upon the availability of primary care physicians in the

community. Hilditch (1980) undertook a study to assess the effects

of establishing a community health center on selected aspects of the

healtcare behavior of residents in a medically underserviced

community. He concluded that as a result of U- five-fold increase in

the number of family physicians to population ratio in a 3 year period

after the opening of a community health center, a 40 percent decline

in the number of ED visits; and in the perceived level of illness

occurred. If a population's primary source of care is the hospital and

not a community-based physician or health center, ED visits will be

significant (Kelman and Lane, 1976).

Physicians of varying specialties in a suburban, rural county,

were asked to identify factors contributing to increased visits to

hospital ED's (Yolles, Kelman, Varma, Brook, and Pontel, 1981). They

cited these factors: increased numbers of nonurgent visits, overuse

of hospital ED's by the public, 24 hour availability of care, better
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insurance coverage, and an increase in population.

Not only has ED utilization increased through the years, but the

proportion of these visits classified as nonurgent has also climbed.

Buesching et al. ( 985) completed a study, using the ACEP 1982

guidelines, to determine appropriate and inappropriate ED use

patterns in 3 community hospitals in August 1983. The overall

average inappropriate rate was 10.8 percent out of 3,130 visits, a

rate the author considered low. He believed the low rate could be

explained by the increase in availability and number of primary care

physicians in the community, the use of an average inappropriate rate

(1.6 percent to 15.6 percent range), and the application of the ACEP

guidelines which stress patient perceptions of urgency. Statistically

significant (p<.05) subgroups with the highest inappropriate use rate

were as follows: Medicaid patients, children 5 years and younger,

patients without a personal physician, unemployed patients, patients

who were unable to contact their personal physicians, and patients

visiting during regular office hours. The ability to identify a personal

physician appeared to be a pervasive influence on inappropriate rates

in every subgroup (p<.00 1).
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Weinerman, Ratner, Robbins, and Lavenhar (1 966) also studied

visits to the ED at Yale-New Haven Hospital finding a growing

propotion of nonurgent visits. As a result, the hospital established a

medical triage system.

Womack Army Hospital, Fort Bragg, North Carolina (Salander,

Averbush, and Wilson, 1983) conducted a retrospective ER records

review in 1977 to determine the profile of patients presenting for

care. The profile demonstrated that approximately one-third of the

workload was a bonafide emergency room visit by an adult, one-third

of the workload could be classified as acute minor illness, and

one-third of the workload was pediatric. A prospective analysis

concluded that a significant number of patients could have been

treated on a non-emergency basis in appropriate specialty clinics, and

a substantial number of patients could have been treated by a minor

illness team.

Darnall Army Community Hospital (DACH) has also experienced

an increasing number of nonurgent patients presenting for treatment

to the emergency room. A review of emergency room treatment

records from July through December 1986 revealed a distribution of
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patient triage categories as follows: 64 percent were classified as

nonurgent, 19 percent as urgent, 1 percent as emergent, and 17

percent as unspecified by the triage physician.

The Chief, Department of Emergency Medicine has expressed

concern over this continuing trend and fears that the Emergency

Medicine Residency Training Program is in jeopardy of being

suspended. He stated that accreditation for the program is dependent

upon a 2-4 percent intensive care admission rate of all patients

receiving treatment in the emergency room. With an increasing

nonurgent patient popualtion accessing the emergency room, the

intensive care admission rate is diluted.

Patients who desire care at DACH must depend upon the

availability of same day appointments in the General Outpatient

Clinic which routinely are filled by 0930 in the morning. Once these

appointments are filled, the only alternative for patients is to

walk-in to the emergency room for evaluation and treatment. To

compound the situation, it is hospital policy that no medical advise be

rendered to patients who call the emergency room. Patients are

instructed to come to the emergency room if they feel their medical
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condition warrants such attention.

Nonurgent patients must frequently wait hours to be treated in

the emergency room as priority of treatment will shift to patients

with more urgent medical problems. Hostility between staff and

patients results because nonurgent patients become understandably

frustrated by a medical system of limited appointments with access

via the emergency room their only alternative.
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Chapter I. Discussion

Functions of a Military Emergency Room (ER)

The funcions of a military ER, as defined in HSC PAM 40-7-16

(1987), consist of providing 24 hour evaluation, treatment, and/or

appropriate referral of patients with life/limb threatening conditions

with a concurrent function of maintaining the skills of the enlisted

medics. The function of DACH's emergency room is also defined in DA

PAM 550-557-55, Staffing Guide, as follows:

provides emergency medical care to acutely ill or

injured persons, with disposition to the proper facility

or service for followup care. Assists with the triage of

nonemergency cases to the proper health care service

(Staffing Guide, 1984, p. 2-31 ).

Department of Defense (DoD) policy states that all DoD beneficiaries

will have access or referral to emergency medical services (EMS) for

the treatment of patient care emergencies. ( DoD Directive No.

6000.10, 1986) The policy further states that all medical treatment

facilities (MTFs) will have the capability to determine if a patient
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care emergency exists and to initiate life and limb saving measures.

Any eligible beneficiary with a stated patient care emergency

arriving at a MTF emergency care area shall be evaluated, treated,

and/or referred. It is the responsibility of a designated EMS health

care provider or EMS nurse to determine which patients have a patient

care emergency or to refer the patient to the appropriate area for

care in the MTF. If referral to another facility is necessary, the

patient shall be evaluated by a physician before transfer.

Each MTF shall be responsive to the health care needs of the

population served, but the designated EMS level shall not exeed the

personnel and equipment resources of the MTF. (DoD Directive No.

6000. 10, 1986) According to HSC PAM 40-7-16, the services

provided in the ER should only meet the needs of the general

population rather than the needs of a few cases requiring specialized

treatment; these patients should be referred elsewhere in the

hospital. The responsibility for nonemergent patients is further

explained in HSC PAM 40-7-16, 1987, p. 2:

Nonemergent patients utilizing the ER as a clinic become

a hospital-wide responsibility. Triage must rapidly and
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safely identify those patients who are at low risk for serious

illness. When other clinics are open, it may be more

appropriate for routine nonemergent patients to be

treated in a location other than the ER. For example, since

pediatric patients can represent 20-30 percent of the ER

workload during duty hours and often over 50 percent on

nights and weekends, increased pediatric clinic hours or

rostering pediatricians to the ER could improve the

efficiency and safety with which children are seen.

Population Supoorted by DACH

The patient population supported by Darnall Army Community

Hospital (DACH) consists of the following categories of beneficiaries:

active duty personnel, family members of active duty, retirees and

their family members, and Fort Hood civilian employees. The average

number of beneficiaries supported by DACH for calendar year 1986

was 189,892 people. Figure I shows a significant percentage (49

percent) of the supported population is comprised of retirees and

their family members. The active duty population remains generally

stable; however the retiree population and their family members
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continues to increase, as illustrated in Figure 2.

Current Patient Management System in DACH's Emergency Room

Organization of the Emergency Room

The Department of Emergency Medicine is organized into

various sections and services, as described in MEDDAC Supplement I

to HSC Regulation 1 0- 1, Organizations and Functions Manual (1985)

(Appendix C- 1 ). The Chief, Department of Emergency Medicine works

directly for the Deputy Commander for Clinical Services (DCCS).

The Emergency Medicine Service provides for the emergency

care, diagnosis, treatment and disposition of patients who present for

care. This service also provides pre-hospital care to critically ill or

injured patients and operates the Emergency Room and the Ambulance

Service. Additionally, the DEM is responsible for managing and

directing the Emergency Medicine Residency Training Program.

The MTF commander shall designate the level of emergency

medical service (EMS) to be provided in accordance with the Joint

Commission on Accreditation of Hospitals (JCAH). DACH'S ER is

classified as Level II which is defined as follows:

offers emergency care 24 hours a day, with at least one
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physician experienced in emergency care on duty in the

emergency care area, and with specialty consultation

available within approximately 30 minutes by members of

the medical staff or by senior-level residents. (JCAH, 1987)

The ER functions in three separate yet interrelated areas: triage,

nonurgent, acute care, and urgent/emergent care. Staffing to execute

its mission is described in the next section.

Emergency Room Staffing Levels

Existing staffing of the Emergency Room is described in the

Manpower Survey Report-Schedule X, conducted in January 1986

(Appendix D). Patient care staffing of the ER is provided by four

categories of personnel: physicians, nurses, paraprofessionals, and

clerical aides/receptionists. The administrative functioning of the

ER is performed by a physician (Director), a registered nurse (Head

Nurse), and an Non-commissioned Officer (NCOIC). The Director also

provides direct patient care and has training responsibilities.

Duties and responsibilities of physicians include: direct

patient care, direct supervision of patient care rendered by residents,

and administrative functions pertaining to the training programs.
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Professional nurses are required to staff two separate and yet

interrelated areas: nonurgent acute care and urgent/emergent care,

as well as provide training to paraprofessional personnel and

orientation for the residents. Paraprofessional staff provide

assistance to nurses and physicians in patient care, transport of

patients to ancillary services, a,: -estocking ot patient care areas.

Clerical personnel greet the public, log in the patients answer the

phone, and process laboratory and radiology requests.

The Table of Distribution and Allowances (TDA) delineates the

recognized personnel requirements and authorizations for each work

center in the hospital. Table 1 depicts the personnel spaces for the

DEM, along with assigned personnel. Actual staffing patterl.3 for

staff physicians and residents working in the ER are often erratic, not

always allowing for consistent coverage.
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Table 1

Department of Emcrgency Medicine Staffing Allocations, 86

Position Req Auth Asgn

Chief, DEM I I

Director, Training Prog 1 1 1

Emergency Physician (62A-staff) 7 5 5*

Emergency Physician (student) 15 0 19

Medical/Surgical Nurse 6 5 6

Clinical Nurse 5 5 5

Emergency Treatment NCO 14 14 14

Medical Specialist 3 3 2

Vocational Nurse 4 4 3

Nursliig Assistant I I I

Medical Clork 6 6 6

Total 61 43 61

Note. * includes an internist; see Appendix E for definitions.
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A staff physician's time is divided among four work categories:

ER duty, 12 hours per shift, 4 days per week; administrative duty, 9

hours, 1 day per week; doctor's office duty, 10 hours, 5 days per

week; and Wednesday ER coverage, 1 0 hours, 1 day per month. The

typical work schedule is 10- 12 hours shifts in the ER with 4 days off

or 5-10 hour shifts with 2 days off. The average assigned number of

ER staff physicians is 5.6 physicians over a 6 month period, not

including the Chief, DEM or the Director of the Emergency Medicine

Residency Training Program. These same physicians worked the

equivalent of 6.4 man-months over a six month period. Additionally, 5

ER staff physicians were approved for moonlighting privileges.

There are 7 raquirements and 5 authorizations in the ER for staff

Emergency Physicians, 62A, with only 5 assigned. Included is one

internist, 61F, with no requirement for such a position. In accordance

with correspondence form the Commanding General, U. S. Army Health

Services Command to the Office of the Surgeon General, dated 23

August 1982, hospitals with training programs will direct house

staff to augment the 62A. The Residency Review Committee for
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Emergency Medicine requires a teaching staff of 8 physicians in order

to support the Emergency Medicine Residency Training Program.

(Accreditation Council for Graduate Medical Research, 1985)

However, the 8 physicians include the Chief, DEM and the Director,

Emergency Medicine Residency Training Program. Presently the

teaching staff consists of 7 physicians.

Residents and interns work 10 or 12 hour shifts with only a shift

and/or a shift and day off when assigned to ER rotation. Postgraduate

year (PGY) I and I I's work more hours per month than PGY III students.

Residents and interns doing in-hospital rotation outside of the ER are

still required to work in the ER on the weekends. The number of

assigned residents and interns has averaged 19 over a 6 month period,

producing an equivalent of 23.43 man-months.

Ancillary staff typically work 8 hours per shift with a woman

designated on each shift for obstetrics and gynecology patients. The

ER ancillary staffing pattern is reflected at Table 2.



A Study

48

Table 2

Emergency Room Ancillary Staffing by Shift. 1986

Days Evenings Nights

Weekend/Hol idays

Registered Nurses 2 2 1

Nursing Assistants 1 1 1

Medical Specialists* 4 5 4

Medical Clerks 1 2

Weekdays

Registered Nurses 3 2.25 1.25

Nursing Assistants 1 1 1

ER NCOIC/Medical Specialists* 5 5 4

Medical Clerks 1 2 1

Note. * Additional staff: 2 medical specialist students and I medical

hold patient working day shift, weekdays.
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Workload Documentation

Patients are registered manually by ER receptionists on HSC

Form 415a-R (Daily Patient Log Sheet). (Appendix B) This form is

maintained for seven years. Data is compiled daily by the NCOIC and

reported monthly on the MED 302 Report (Appendix B) to the Patient

Administration Division for inclusion in the Medical Summary Report.

Once a patient is logged in, the attending physician completes

Standard Form 558 (Emergency Care and Treatment) which describes

the patient triage category, the treatment provided and the

disposition of the patient. (Appendix B) One copy is maintained in the

DEM for 30 days, another copy is placed in the patient's treatment

record, and a copy is given to the patient with followup instructions.

All workload documentation is done manually.

Triage System

Triage is defined as the initial assessment of patients to

determine the urgency of medical care required, with the ultimate

goal of placing the right patient at the appropriate level of care.

Triage should be initiated within 5 minutes of when a patient first

presents to the ER. (HSC PAM 40-7-16, 1987).
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When ambulatory patients present to DACH's ER, they report to

the receptionist at the front desk who determines eligibility for

medical care and obtains general patient information.

Non-ambulatory patients are logged in by the individual accompanying

the patient or by ER personnel in the ER treatment area. Patients are

triaged by a physician within 30 minutes of logging in and are

subsequently categorized into one of three categories based on the

medical assessment of the triage physician. These categories are

defined as follows (Appendix E):

Emergent: A condition which requires immediate medical

attention and for which delay is harmful to the patient; such a

disorder is acute and potentially threatens life or function.

Urgent: A condition which requires medical attention within a

few hours or danger can ensue; such a disorder is acute but not

necessari ly severe.

Nonurgent: A condition which does not require the immediate

resources of an emergency medical services system; such a disorder

is minor or non-acute.

Based on the patient triage category, patients are seen
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accordingly by residents/interns. PGY-2 residents are responsible for

initially evaluating all patients who arrive by ambulance. Trauma

patients are personally treated by the staff physician, and dependent

upon the volume of patients, are assisted by residents/interns.

Non-urgent patients may wait as long as 4 hours before treatment is

provided. All patients, regardless of triage category, who come to the

ER are treated.

Triage may be conducted by a physician, nurse, physician

assistant, or enlisted medic. Table 3 provides a comparison of triage

responsibilities at military hospitals and local civilian hospitals. It

is important to note that Brooke Army Medical Center and Madigan

Army Medical Center are the only other Army facilities, besides

DACH, to operate an Emergency Medicine Residency Training Program.

All personnel performing triage functions should be

appropriately trained and possess minimum educational requirements.

Enlisted medics may only perform triage duties when they have been

trained to use algorithm- directed triage as described in HSC PAM

40-7- 19 (1985).
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Table 3

Comparison of Triage Responsibilities between Military and Local

Civilian Hospitals

Facility Triage Performed By

Madigan Army Medical Center* Nurse

Dwight David Eisenhower Army Medical Center Nurse

Fitzsimmons Army Medical Center Physician or Nurse

Brooke Army Medical Center* Medic with algorithm

Fort Bragg MEDDAC Physician or PA

Fort Benning MEDDAC Physician

Fort Hood MEDDAC* Physician

Metroplex Hospital Nurse

King's Daughters Hospital Nurse

Scott and White Hospital Nurse

Note. * Emergency Medicine Residency Training Programs
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Emergency Room Floor Plan

The ER is designed to separate nonurgent patients from urgent

patients. Consequently, the floor plan divides the examination areas

from the trauma/treatment area (Appendix F). The waiting room is

small given the large volume of patients who access the ER, only

about 100 square feet. Available seating in the waiting room can

accomodate 40 patients and family members with overflow into the

corridor or outside the building. During peak periods, staff frequently

must ask that one family member accompany the patient with other

family members referred to the main waiting area in the hospital.

The Department of Emergency Medicine also has space across the

hall where administrative offices and a classroom are located. The

only resolution * thp ,A,,itinq room sp?,p problem is expansion of the

building on the west side (Appendix F).

Emergency Room Population Treated

The ER workload has shown a gradual increase in the total clinic

visits per year and the average number of clinic visits per month

since 1982 (Figure 3 and Figure 4). The concern has been with the

increasing numbers of nonurgent patients who use the emergency
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system.

A significant volume of nonurgent patients are presenting to the

ER. Statistics were collected from July-December 1986, to include

patient triage category, patient age, and the shift the patient

presented for care. During this period, 64 percent of all patients

were classified as nonurgent, 19 percent as urgent, 17 percent as

unspecified, and 1 percent as emergent. (Figure 5) When comparing

the triage categories of adult and pediatric patients, there is a

similar percentage distribution. (Figure 6) Unspecified refers to a

triage category not being specified by the triage physician. A cursory

review of these unspecified ER visits showed patients were referred

to other hospital ambulatory clinics such as the General Outpatient

Clinic, the Pediatric Clinic, or the Troop Medical Clinic. Of the 64

percent nonurgent patients, 34 percent were injuries which occurred

within 72 hours; and based upon information received from the Chief,

DEM, it is a standard of practice to treat these patients in the ER

rather than the GOC.

When comparing the monthly total of nonurgent visits to all

other ER visits, one cannot say that the number of nonuf gent patients
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is increasing. The percentage of nonurgent visits to all other ER

visits actually declined at the end of the year. (Table 4) After

analyzing the ER visit data by shifts, it was discovered that the

majority of nonurgent clinic visits were made during the evening

shift, 1500-2300. (Figure 7) Further, there was a higher volume of

adult, nonurgent patients seen during the evening shift, compared to

pediatric, nonurgent patients. (Figure 8)
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Table 4

Comoarison of Nonurgent Emergency Room Visits to Total Emergency

Room Visits, July-December 1986

Month Total Visits Nonurgent Visits %

JUL 5199 3317 63.8

AUG 5576 3809 68.3

SEP 5882 4007 68.1

OCT 5582 3148 56.4

NOV 5161 3453 66.9

DEC 5104 2908 57.0
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Staff Interviews

The Chief, DEM (Dr. Dire, personal communication, January 5,

1987) voiced great concern about the volume of patients, primarily

nonurgent patients, presenting for care in the ER because of the

limited number of same day appointments in the General Outpatient

Clinic and the Pediatric Clinic. Patients classified as nonurgent

comprise 60-80 percent of all patients receiving treatment at the ER.

Staffing is not a grave concern of the Chief, only limited space and

increasing volumes of nonurgent patients coming to the ER. He

believes the mission of the ER requires clarification, as the

Emergency Medicine Residency Training Program is in jeopardy of

losing accreditation due to the volume of nonurgent patients diluting

the percentage of patients admitted to critical care areas. The

Residency Review Committee requires at least 2-4 per cent of all

patients entering the ER to be subsequently admitted to a critical

care bed. The Chief, DEM feels that the ER is being asked to see

patients that would better be treated in a less costly setting than an

emergency room. The public's perception of DACH's ER is not a

favorable one as a result of significant waiting times in the ER for
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treatment of acute minor illnesses. Physician staff and residents

provide treatment to patients, with the residents providing the

majority of patient care under the supervision of a staff physician.

Only staff physicians are permitted to moonlight, and currently 4 of 8

staff physicians moonlight at local emergency rooms.

The DCCS (Dr. Mayer, personal communication, January 23, 1987)

sees a growing number of patients using the ER as limited

appointments are available in the ambulatory clinics. However, he

believes the ER has an adequate number of physicians to treat the

patients currently accessing the ER. Likewise nursing staff is

already provided at 100 percent of requirements. The relationship

between the DEM and the GOC is not a direct, organizational structure;

the GOC is under the direct supervision of the Department of Primary

Care and Community Medicine. However, realistically patients unable

to obtain a same day appointment in the GOC are forced to use the ER.

The capacity of the GOC, the Pediatric Clinic, and the Women's Health

Clinic have a direct effect upon the number of nonurgent patients

going to the ER. The DCCS believes we must find ways to improve the

efficiency of the ER and the GOC by allowing GOC physicians to
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conduct triage in the ER and divert nonurgent patients from the acute

care area of the ER. Nurse triage is not feasible because of the

inadequate numbers of nurses available to staff that function. Staff

physicians are not priviledged to admit patients to the hospital but

are required to consult with the appropriate hospital physician.

Residents and interns (personal communication, January 1987)

seem to be the most dissatisfied with their duties and

responsibilities in the ER. Their most expressed concern was the

inability to be provided sufficient "hands-on" instruction and instead

the emphasis is on seeing as many patients as possible. Supervision

was provided by a staff physician who was readily available to the

students. However due to the large volume of patients being seen in

the ER, time expended to teach or research a medically unique case

was not feasible. All residents and interns were unable to attend

required Wednesday afternoon lectures because of their assigned

duties in the ER. A typical resident work schedule depicted a 6 day

work week (5- 10 hour shifts, 1- 12 hour shift) with a day and/or a

"shift" off which did not permit sufficient time for didactic studies

or research. Residents or interns were not permitted to moonlight.
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Recommendations to improve the ER included the following:

establishment of a walk-in ambulatory care clinic; implementation

of nurse triage; and permitting ER physicians to turn away nonurgent

patients to be seen the next day at a same day appointment.

Staff physicians (personal communication, January 1987) also

expressed a great concern and frustration for the volume of adult,

nonurgent patients coming to the ER and felt these patients could be

better managed in other ambulatory care areas of the hospital. Duties

expected of staff physicians include teaching, research, direct

patient care, and administrative functions. Moonlighting is permitted

up to 16 hours per week. A typical schedule allowed 11/2 days off

per week(not including weekends) and 12 hour shifts in the ER. Staff

physicians also recommended the implementation of nurse triage, the

establishment of a walk-in acute minor illness clinic, the extension

of clinic hours in the GOC and Pediatric Clinic, and more patient

education of the public on appropriately accessing the military health

care system.

The Chief, DON (N. Nooney, personal communication, January 12,

1987) provided her thoughts on nurse staffing of the ER. She felt that
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to implement nurse triage in the ER, special training was needed for

nurses. However, even with additional training, nurses would still be

unable to make a disposition on a patient, and the patient would still

require evaluation by a physician, effectively putting another layer in

the already cumbersome patient flow system in the ER. Nurses would

be capable of prioritizing patients only. Current available nursing

personnel would not be adequate to provide the additional triage

function. She further stated that patients are more satisfied with

being evaluated by a physician and under our system have the right to

be seen by a physician.

The ER Head Nurse (M. Heil, personal communication, December 3,

1986) has held the position as Head Nurse for one year. She works

under the supervision of the Chief, Ambulatory Nursing and the Chief,

DEM. Telephone triage is not feasible because the patient population

is too diverse. She expressed concern about the following issues: the

lack of patient education for new personnel assigned to Fort Hood, the

limited number of available appointments in the GOC and Pediatric

Clinic, and the change in clinic hours without notification given to the

ER. The Head Nurse suggested a walk-in clinic be established in the
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hospital.

The ER NCOIC ( Sergeant Gyor, personal communication, December

3, 1986) has held the position for 15 months. He voiced many of the

same concerns as the Head Nurse and recommended the combining of

the ER with the GOC, with a designated walk-in section. Patient

education also needed much improvement and could be achieved by

using the Health On Wheels van, the Village Mayors, and hospital

speakers, all using a prepared briefing.

Emergency Medicine Residency Training Program

Darnall Army Community Hospital provides one of three

accredited Army emergency medicine residency training programs.

All emergency medicine residency training programs must be

accredited every five years by the Accreditation Council for Graduate

Medical Education.

Several requirements must be met before accreditation is

extended by the Residency Review Committee (RRC) for Emergency

Medicine. Specifically, the percentage of critically ill or injured

patients seen should be a minimum of two to four percent of the

patient population or 1,000 patients per year, whichever is greater.
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(Accreditation Council for Graduate Medical Education, 1986) The

average percentage of critical care admissions to total patients seen

in the ER was 1.34 percent during the last six months of 1986, with a

total of 480 critical care admissions. (Table 5) The projected total

number of critical care admissions per year would be 960 admissions.

Further, the RRC requires a teaching staff of eight physicians for

DACH's emergency medicine resedency training program, to include a

full time internal medicine consultant. (Accreditation Council for

Graduate Medical Education, 1985) Current teaching staff is seven

physicians. (Table I)
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Table 5

Critical Care Admission from the Emergency Room, July-December

1986

Month Admissions Admission/Tot Patients (%)

JUL 73 1.20

AUG 86 1.48

SEP 89 1.38

OCT 66 1.14

NOV 80 1.38

DEC 86 1.45

TOTAL 480

MEAN 80 1.34



A Study

71

Ambulatory Care Resources to Treat Adult, Nonurgent Patients

The Supervisor of the Patient Appointment System provided the

following list of clinics in the hospital which treat adult, nonurgent

patients: the General Outpatient Clinic, the Women's Health Clinic,

the Obstetrics and Gynecology Clinic, and the Emergency Room. All

these clinics are available to patients by appointment except the ER.

The General Outpatient Clinic (GOC)

The GOC is an ambulatory clinic under the Department of Primary

Care and Community Medicine. (Appendix C-2) The main functions of

the clinic include diagnosis, care, treatment, and proper medical

disposition of patients, providing continuity and coordination of total

health care. Clinic physicians retain primary responsibility for the

care of patients, as appropriate, but may refer patients to specialty

clinics for consultation or admission to inpatient services. The GOC

also serves as a primary Troop Medical Clinic, providing morning sick

call to soldiers. (MEDDAC Supplement 1 to HSC Reg 10-1,1985)

All patients, who are treated in the GOC, are adult (13 years or older).

Typically, most patients have nonurgent medical conditions which

consist of stable chronic conditions, common minor illnesses, or
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gynecological problems.

Operating hours of the GOC are as follows: 0730-2130 on

weekdays, 1200-2030 on weekends, and 0800-1640 on holidays.

Military sick call is provided 0730-0830 each weekday.

All patients, except military sick call, are seen on an

appointment basis. These appointments are scheduled through the

Patient Appointment System. Normally 20 same day appointments and

14 followup appointments are scheduled each weekday per physician.

In the evening clinic, each physician sees 37 appointments. On

holidays and weekends, each physician sees 45 appointments. There

are a limited number of GOC referral appointments from the ER for

adult, nonurgent patients, 8 appointments in the afternoon, except

Thursdays when 6 appointments are available due to continuing

medical education, and 15 appointments in the evening. These

referral appointments are made by the staff in the ER.

Physician staffing from July-December 1986 averaged a total of

11.5 physicians with an equivalent man-month of 10.6 physicians.

(Table 6) The average monthly productivity of the GOC, during the

same period, was 5184 clinic visits, divided between day, evening,
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and weekend/holiday shifts. (Table 7) The manpower survey conducted

in 1985 recommended the GOC bp given a requiremen.. for 9

physicians, based on an average monthly workload of 5384 visits per

month, also divided between day, evening, and weekend/holiday shifts.

(Appendix E) The available st?, iny co support the function of the GOC

is depicted in Table 8,



A Study

74

Table 6

Comparison of Assigned Physician Strength in the GOC to Actual Hours

Worked, July-December 1986

Month HRS/M* EOM Strength* MM* Hours Worked

JUL 176 11 94 1653

AUG 168 10 1 1.25 1890

SEP 168 9 8.94 1501

OCT 176 it 10.10 1779

NOV 144 12 11.86 1708

DEC 176 16 12.21 2148

MEAN 11.5 10.6 1780

Note * Operational hours in the month (HRS/M), end of month (EOM);

man-month (MM)
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Table 7

Comparison of General Outpatient Clinic Visits by Shift,

July-December 1 986

Month Tot Visits Day Evening Weekend/Hol

JUL 3593 2806 571 216

AUG 5009 4101 622 286

SEP 5017 4021 710 286

OCT 6197 4942 1035 220

NOV 5303 4352 770 181

DEC 5985 5090 725 170

MEAN 5184 4219 739 227

Note. Data obtained from monthly TRIPAS report.
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Table 8

General Outpatient Clinic Staffi ng Al locations, 1986

Position Req Auth Asgn

Physician 9 8 12

Registered Nurse 0 0

Vocational Nurse 2 2 2

Nursing Assistant 2 1 1

Medical Specialtist 6 6 6

Medical Clerk 3 2 2

Total 22 19 24

Note. Definitions of required, authorized, and assigned are in

Appendix E



A Study

77

The average number of gynecology patients requiring a pelvic

examI )ation in the GOC was 173 women per, month. (Table 9) This

data was collected from February - July 1987, as no accurate

gynecology workload in the GOC was maintained prior to 1987.
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Table 9

Monthly Gynecology Workload in the General Outpatient Clinic,

February-July 1987

Month Exam Rm "I Exam Rm -2 Total

FEB 160 93 253

MAR 108 96 204

APR 129 95 224

MAY 55 51 106

JUN 76 53 129

JUL 70 53 123

MEAN 100 73 173
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Contrast and Comparison of Alternatives

Alternative A. Maintain the Present Patient Management System

The first alternative, to maintain the present system of

managing adult, nonurgent patients (Figure 9), is not practical, given

the volume of patients seeking medical care in the ER. The ER is not

the appropriate setting for nonurgent patients, as less expensive

levels of medical care are available. Further the intent is to shift the

nonurgent patients from Lhe ER to the appropriate level of medical

care, reserving the ER resources for acute, trauma patients.

As a result, the percentage of critical care admissions will

increase to ensure future accreditation of the emergency medicine

residency training program. Further, ER residents and interns will

consequently have more time to devote tc more serious patients, thus

enhancing their training. Patient complaints and frustration will

increase as more demand is placed upon the ER staff as waiting times

increase with increasing patient volume.

Alternative B. Establish a GOC Evening Walk-in Clinic

The second alternative, the establishment of an evening shift

(1500-2300) GOC walk-in clinic has more merit. As already
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discussed, the majority of adult, nonurgent patients access the

medical care system during the evening, when the ER is the primary

resource for medical care. Since the GOC is an appointment only

clinic, if a patient has not made an appointment before 1600 when

PAS closes, the only alternative is to walk-in to the ER. This creates

unnecessary frustration for patients, since they frequently must wait

several hours before treatment for minor illnesses. An evening GOC

walk-in clinic provides the flexibility for the ER staff to shift adult

nonurgent patients from a more resource-intensive level of medical

care to an appropriate level of medical care. With the shifting of

adult, nonurgent patients to the GOC, the percentage of critical care

admissions from the ER will increase.

A considerable disadvantage to the establishment of a walk-in

clinic is the potential for increasing patient demand for medical

services, given the large patient population in the area. Routine

appointments for the GOC are often scheduled by 0930 each day, with

many more patients still desiring an appointment. An appointment

system allows limitation of appointments based upon existing

resources. It is felt by the Chief, GOC that removing administrative
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barriers to ambulatory medical care will very soon flood the clinic's

resources and create an environment that is even more frustrating for

patients and staff.

Alternative C. Establish an Evening Shift GOC Clinic with GYN

Patients Shifted to OB/GYN or WHC

The same observations concerning alternative B can be made

about alternative C, with regard to establishing an evening GOC clinic.

Additionally, the Chief, GOC feels their are too many gynecology

patients being treated in the GOC who could be more appropriately

treated in either the OB/GYN Clinic or the WHC. He estimated the

number to comprise 60 percent of his clinic workload. (Personal

communication, January 20, 1987)

Analysis of the gynecology workload in the GOC revealed an

average of 173 women per month who required use of the designated

gynecology examination rooms, 3 percent of the total monthly clinic

workload. This is not as large a number as initially suspected.

However, use of these rooms and the need for a chaperone cannot be

predicted, nor are gynecology patients evenly spaced throughout the

day.
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Given the low number of gynecology patients in the GOC

requiring a specially-equipped room and a chaperone, it is not

practical to implement a new study to determine the impact of this

alternative. Further, ER residents should see gynecology patients as

part of their training. (Fort Hood MEDDAC, May 87)

Alternative D. Establish an Evening Shift Initial Care Clinic ICC)

The establishment of an evening (1500-2300) ICC is the final

alternative. The function of this clinic would be to triage ambulatory

ER patients for referral to either the GOC by appointment or remain

for treatment in the ER. The ICC would be staffed with a GOC

physician, trained in triage and collocated with the ER. This

procedure is preferable to simply sending the patient directly to the

GOC, as a health care provider determines the appropriate level of

medicai care.

This alternative overcomes the disadvantage of alternative B

with regard to increasing patient demand coupled with finite medical

resources. Patients would still be triaged in the ER, by a GOC

physician, to control the number of patients referred to the GOC. As
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time and staffing permit, these patients could be treated in the ER, by

the GOC physician. Once GOC evening appointments are filled, the ICC

physician would have available same day GOC appointments for the

next morning for adult, nonurgent patients who arrive in the ER when

medical resources are not available. Active duty personnel, with

nonurgent medical conditions, would be referred to their Troop

Medical Clinic, if all other medical resources are exhausted.

Since the GOC is under the supervision of the Department of

Primary Care and Community Medicine, not the Department of

Emergency Medicine, a GOC physician has a direct link to additional

medical resources and a personal interest in accomplishing the GOC's

mission, Also, triage by a GOC physician, frees up an ER physician to

provide patient treatment and teaching to residents.

Clinic visit workload, provided in the ICC, would be credited to

the GOC, not the ER. Consequently, the number of nonurgent patients

treated in the ER would decline with a concurrent rise in the

percentage of critical care admissions from the ER. Further, GOC

workload would increase, thus utilizing more of the underutilized

physician capacity of the GOC,
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Chapter I 1. Conclusions and Recommendations

Conclusions

A significant volume of adult, nonurgent patients sought

medical care from DACH's ER during the study period, July through

December 1986. Emergency Room records were reviewed to

determine patient triage category and age by shift. Of the total

number of patients treated in the ER, 64 percent were identified as

nonurgent, 19 percent as urgent, 17 percent as unspecified, and I

percent as emergent. Review of the unspecified category revealed the

majority of the patients would have been classified as nonurgent, as

many of these patients were referred to other ambulatory clinics.

Thus, nearly 80 percent of the patients treated in the ER had

nonurgent medical conditions.

Further, the majority of the ER visits were credited to the

evening shift, 1500-2300, compared to the day or night shifts. Of the

patients who visited the ER during the evening shift, the majority

were adult, nonurgent patients (13 years of age or older) compared to

pediatric patients.

With the increasing volume of nonurgent patients seeking
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medical care via the ER, the percentage of ER patients being admitted

to intensive care units has declined. As a result, the Emergency

Medicine Residency Training Program is in danger of losing its

accreditation from the Accreditation Council for Graduate Medical

Education which requires a two to four percent ER admission rate to

intensive care units.

With a large supported patient population in the Fort Hood area

and an increasing retiree population, the number of patients visiting

the ER is likely to increase, This situation is exacerbated by an

ambuiatory clinic with lower than expected physician productivity,

specifically the GOC.

Recommendations

In order to provide the most resource efficient method of

initial evaluation and treatment of adult, nonurgent patients who

visit Darnall Army Community Hospital's emergency room,

implementation of alternative D is recommended. (Figure 10) The

recommended implementation plan is attached at Appendix H,
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Appendix A

Interview Questions

Interview Questions (staff physicians, residents, and interns)

1. Introductions, explanation of the purpose of the interview, and

assurity that confidentiality will be maintained by designating each

physician interview with a letter.

2. What is your current position in the DEM?

3. How long have you worked in the DFM?

4. What type of supervision are you given?

5. Describe your rotation schedule between working in the emergency

room, teaching or classes, time off, and study or class preparation time.

6. What shift do you work on?

7. Do you moonlight?

8. What types of patients do you evaluate?

9. How do you triage patients?

10. Do you feel that you are seeing patients who should be referred to

another clinic or level of care?

11. How do you document the workload you produce?

12. What improvements could be made in the emergency room?
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13. Do you wish to contribute any other information about working in the

DEM?

Interview Questions (Chief, DEM)

1. Introductions and explanation of the purpose of the interview.

2. What do you see as the pressing concerns or issues with the

management of patients who access our hospital through the emergency

room?

3. What is the mission of the emergency room?

4. How is the workload documented in the emergency room?

5. What types of patients are seen in the emergency room?

6. What effect does the Emergency Medicine Residency Training Program

have on the operation of the emergency room?

7. How are resident and staff working schedules determined, and who is

authorized to moonlight?

8. Do you want to add further comments?

Interview Questions (DCCS)

1. Introductions and explanation of the purpose of the interview.

2. What do you see as the pressing concerns or issues with the

management of patients who access our hospital through the emergency
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room'?

3. What privileges do staff physicians, residents, and interns have?

4. Do you believe the physician staffing level in the emergency room is

adequate for the numbers of patients treated?

5. What is the organizational relationship between the DEM and the GOC?

6. How might the distribution of patient workload be improved?

7. Do you have anything that you want to add?

Interview Questions (Chief, DON)

1. Introductions and explanation of the purpose of the interview.

2. Do you feel that the level of nurse staffing is adequate in the

emergency room for the volume of patients seen?

3. How do you feel about nurse triage instead of physician triage in the

emergency room?

4, What is the scope of practice for nurses working in the emergency

room?

5. Do you have any further comments?

interview Questions (Head Nurse and NCOIC)

1. Introductions and an explanation of the purpose of the study.

2. What is your current position in the DEM?
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3. How long have you worked in the DEM?

4. What type of supervision are you given?

5. What types of patients are initially evaluated and treated in the

emergency room?

6. How do you document the workload produced in the DEM?

7. What improvements could be made in the emergency room?

8. Do you wish to contribute any other information about working in the

DEM?

Interview Questions (Chiefs of GOC and OB/GYN Clinic)

I. Introductions and explanation of the purpose of the interview.

2. What is the mission of your clinic?

3. What are the operating hours for your clinic?

4. What staff are available to provide the patient care mission?

5. What types of patients does your clinic treat?

6. How do patients access the treatment you are organized to provide?

7. What do you consider the optimum patient care provider productivity

level i, e., number of appointments per hour?

8. What is the typical length of a patient appointment?

9. How do you feel about the volume of nonurgent adult patients being
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evaluated in the ER?

10. How might workload be shifted to accommodate the demand for

patient care?

11. Do you have any further comments?

Interview Questions (PAS Suervisor)

1. Introductions and explanation of the purpose of the interview?

2. What is the mission of PAS?

3. What arce the operating hours for PAS, and how do patients access the

appointment system?

4. What staff are available to make clinic appointments?

5. ',h~ -. the v4-,, f calls -^no, ,. d , nd the actJal number of

appointments made per day a d per month?

,. What clnics provide initial evaluation and treatment of adult

nonurgent patients?

7. What appointments are available for these clinics?

8. How often are changes made to provider work schedules in these

clinics, and how much advance notice are you given?

9. How are appointment cancellations monitored and refilled?

10. Do you have any futher comments?
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Appendix B

Emergency Room Forms

1. SF 558, Emergency Care and Treatment, June 1982

2. HSc Form 415a--R, Daily Patient Log Sheet, 15 October 1984

3. Medical Summary Report, MED-302, DA Form 2789 serie3
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Appendix C

Organizational Charts

1. Department of Emergency Medicine

2. Department of Primary Care and Community Medicine

3. Darnall Army Community Hospital
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DARNALL ARMY
COMMUNITY

HOSPITAL MEDDAC Supoi 1 to HSC ReZ 10-1

OFFICE OF THE CDR

DEPUTY COMMANDER DEPUTY COMMANDER
FOR CLINICAL SERVIE F R ADMINISTRATION

DEPT OF MEDICINE PHYSICAL MED SVC HLOGISTICS DIVISION j
DPOFSREYSOCIAL WORK SVC HPATIENT ADMLN DIV

DEPT OF PRIMARY CARE DEPT OF DENTISTRY PERSONNEL DIVISION1
AND COMM MED 4

DEPT OF NURSING DEPT OF E14ERGENCY NUTRITION CARE DIV 1
[DEPT OF PEDIATRICSi DEPT OF RADIOLOGY COMPTROLLER DIV

DEPT OF OB/GYN DEPT OF PATHOLOGY IPLANS, OP, TNG, AND

I_____1 -H_____I_ SECURITY DIV

(DEPT OF PSYCHIATRY PHARMACY SVCFOC EDI2

DEP OF MINISTRY & CLINICAL SPT DIV - =DUTN
PATRLCARE 

____________

lChief, Personnel Division serves as Troop Commander.
-Operates as Force Development Branch under Comptroller
Division.
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Appenaix D

Manpower Survey Reports

1. Department of Emergency Medicine Schedule X

2. Department of Primary Care and Community Medicine Schedule X
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NSTRUCTIONS: Starred (* nformation must be answered each patient. Answer 2-24
only if appopriate to the patient. Questions 2-8 require circling
correct number. Questions 9-24 require a checkmark (M answer to the
left of the question number only if applicable. Each patient must have
one of these form completed. Place completed form in designated box
by chart rack. This is an IMPORTANT Survey! Please help one another
out in gathering this data.

1) Date *(Is) D 1 9 (Circle Anser) *(lb) Log Number

*(lc) Resuscitation Patient (SEE DEFINITION BELO): 'Ye No (Circle Answer

Circle Answer)
2 3 4 (2) Number Updraft Treatments

2 3 A (3) Number IV's successful

2 3 4 (4) Number of lhebotcmies for blood

2 3 4 (5) Number of lab/ABC runs for this patient

2 3 4 (6) Number of AB's - successful or unsuccessful

2 3 4 (7) lumber of MM'a performed

L 2 3 4 (5) Number of outside consulting physician visits

1 2 3 4 (9) OSVS

(10) On Monitor

(11) Was patient transported to x-ray by ER personnel

(12) Did ER personnel stay with patient in x-ray

(13) ING/Or tube placmunt

(14) IN/CC tube lavage

(15) Minor Wounds (Abrasions 6 lacerations not requiring suturing)

(16) Simple Laceration (needing sutures)

(17) Intermediate lacerations (seeding sutures)

(18) Complex laceratims (needing sutures) --

(19) Minor burns

(20) Urinary Foley Caterization or 2n/Out Catheterizations

(21) Pelvic Uzam

(22) Sexual Assault 3m

(23) Poison care to include ipecac and charcoal given

(24) Crutches/Crutch teaching

(25) Ortho Splints

Definition of Resuscitation/Critical Care patient:
Critical tare includes the care of critically ill patients in a variety of medical or

surgical emergencies that require constant and prolonged attention by 2 or more staff
personnel. Examples of this are:

A. Evaluation of patients with unstable VS; i.e., low/high B.P. 4 OSVS, etc.
S. Patient In shock

C. Altered or changing state of consciousness
D. Evaluation and management of patient with active seizure or post-ictal state
E. Status asttmaticus - requiring prolonged personal bedside management.
F. Respiratory distress
C. Cardiac Arrest
E. Trauma Presenting by Ambtlance
I. Penetration Wounds to Cbest/Abdoae
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Study

Appendix E

Definitions

Assigned: The number of personnel actually working in a work center.

Authorization: The number of funded personnel positions allocated to

a command.

Clinic Visit: An outpatient visit to a separately organized clinic or

specialty service made by patients who have not been admitted.

Emergent: A condition which requires immediate medical attention

and for which delay is harmful to the patient; such a disorder is acute

and potentially threatens life or function.

Man-month: The total number of hours worked divided by the number

of operational hours in the month,

Nonurgent: A condition which does not require the immediate

resources of an emergency medical services system; such a disorder

is minor or non-acute.

Pequirement: The number of positions recognized by a manpower

survey needed to perform the authorized duties in a work center.

Triage: Initial assessment of patients to determine the urgency of

medical care required.

Ur:ent A condition which requires medical attention within a few

hours or danger can ensue; such a disorder is acute but not

necessarily severe.
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Appendix F

Emergency Room Floor Plan
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Appendix G

Staffing Yardsticks, DA PAM 570-557

1. Emergency, Table 557-55

2. General Outpatient, Table 557-52.4
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port of medical processing at Reception Stations and Personnel Centers. This requirement will be determined by local appraisal. Workload V
in terms of physical screenings and limited examinations performed monthly will be recorded separately on Scheduie X.

(I X-ray specialist will be considered by local appraisal. when facilities and equipment exist in the work center.
4, Votc. Where staffL.ng of more than one medical officer is indicated, warrant officer. Military Ph% sician's Assistant. MOS 01 A. may be

substituted for 2nd and 3rd positions.

*Table 557-54: Aviation Medicine

Work Performed. Provides specialized aviation medical support to the installation and geographical area as
required. Provides outpatient health care to all aviation personnel (pilots. crews and maintenance personnel).
and to their family members. Participates in the aviation safety and accident investigation program. Conducts
all medical examinations for flying duty. Provides aeromedical staff advice, aeromedical education, and partici-
pates in the flying mission of the aviation activity. Insures accomplishment of proper administrative actions in all
cases involving change in flying status for medical reason.

Yardstick

Military Positions Civilian Positions

Code

Line Duty Position Title BR i MOS Grade Job title Code

I FLIGHT SURGEON MC 61N MAJ/CPT C MED OFF (AVIATION GS-0602
MED)

2 DISPENSARY SP .. 91B20 E5 C NURSING ASSISTANT GS4621
:vpitP'.N Ahi SP .. 91BI0 E4 C NURSING ASSISTANT GS-0621

4 PATIENT ADMIN SP .. 71GI0 E4 C MEDICAL CLERK GS-4)679
5 DISPENSARY SP .. 91B10 E3 C NURSING ASSISTANT GS-0621
6 ,CLERK TYPIST .. 71LI0 E3 C CLERK TYPIST GS-0322

*Manpower requirement will be determined by local appraisal. Positions shown above indicate the type of personnel that may be
or required.

_Note. To permit development of a yardstick, the number of aviation personnel served (pilots. crews, and maintenance personnel) and
number of clinics visits will be recorded on Schedule X.

*Table 557-Z5: Emergency

Work Performed. Provides emergency medical care to acutely ill or injured persons, with disposition to the
proper facility or service for followup care. Assists with the triage of nonemergency cases to the proper health
care service.

Clinic visits (thousands)* ............... 2.0 3.0 4.5 6.0

Yardstick Manpower requirement* ............... 18 23 30 35

Interral rate .......................... . 5.0 4.67 3.33

Military Positions Civilian Positions
_Z

Code - -

Line Duty Position Title BR MOS Grade Number of Positions lob title Code

I GENERAL MEDICAL OF- MC 160E/62A b C . ...... MED OFF (GENERAL) GS-06O2

FICER a
2 CLINICAL HEAD NURSE AN 66H.J MAJCPT C 1 1 1 1 SUPV CLINICAL GS-0610

NURSE

3 CLINICAL NURSE AN 66-hF CPT'LT C 4 4 .5 5 CLINICAL NURSE GS-4610
4 EMER TMNT NCO NC 91B30 E6 5 7 9 11 NURSING ASSISTANT (;S-4621
5 DISPENSARY SP . 91B20 E5 C 4 6 S 10 NURSING ASSISTANT GS-4621
1; DISPENSARY SP . . 9110 E4 C 3 3 5 a NURSING ASSISTANT GS.-0621

7 CLERK TYPIST . . 71LIO E3 C 1 2 2 :3 CLERK TYPIST GS-0322

*Emergr-nc '.% cil visit during the ralendar month as repirted on the Medical Summary Report, MED-302.
oI),e r,,! tciude i.Vsician ri ,iuirempnt which will he ,eterrm it,i h. ,ciii appraisal. IAW ('G HSC Bul-tirn 1-77 "

2-31
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i)oes not include requirements for Medical Records. X-ray. Pharmacy. or Medicai Lab specialist. Reouirements for thfese Liositior,s
riLl oe determineo iv :ocai appraisal IAW criteria set forth below:

,t Warrant ( frcer. Military Physician's Assistant. MOS 01 1A. may be substituted for this position.
6 Reouirements fir X-ray. medical lab. medical records, and pharmacy will be positionaily evajuated. ('onsiaeration wihi be given to

,,,rKiad. and !,- "me re(mired to be present at the clinic: and to medical technicians performinv multiple tas};s ke.Lr.. \-ray pius iao
:)roceo i ures)

Vote 1. When authorized. dependent medical care may be provided in a TMC facility by a Family Practice Physician or ov a "iizht Sur-
geon operating on an assigned unit support basis.

Note 2. To per=i development of a more accurate yardstick, the following workload data will be included in the Schedule X: average
monthly number of Troop %'edical Clinic visits, average monthly number of laboratory procedures performed in the TMC; number of phar-
macy products issued monthly in the TMC: number of X-ray exposures monthly in the TMC: permanent party health records maintained in
the TMC; student tBCT. AIT. OUST) health records maintained in the TMC: family members treated in the TMC (average montnlv).

*Table 557-52.4: General Outpatient

Work Performed. Examines and treats patients in the General Outpatient Clinic, giving continuity and
coordination to their total health care, including referrals to other health profesbionals and admission to inpa-
tient services, retaining primary responsibility for care of these patients as appropriate to the circumstances.
Assesses, provides and evaluates care of patients with a health care problem including history and physical, as-
sessment and treatment of common minor illnesses; maintenance care of patients with chronic diseases, and
health counseling and teaching. Conducts staff education and patient centered conferences.

Clinic visits (thousands)* ............... 3.0 i 3.9 16.65 9.0 I

Yardstick Manpower requirement" ............... 11 .1 131 19 24

Interval rate .......................... . . .2.22 2.18 2. 13

Military Positions Civilian Positions

Code
Linei Duty Position Title BR MOS I Grade Number of Positions Job title Code

1 :INTERNIST a MCi 61F MAJ C . ........ MED OFF (INTERNAL GS-0602
MED)

MED OFF (FAMILY GS-602
PRAC)

2 INTERNIST a MC 61F CPT C I1 MED OFF (INTERNAL GS-0602
MED)

MED OFF (FAMILY GS-0602
i PRAC)

3 GEN MED OFF MC 60E CPT C 3 4 7 9 MEDOFF (GENERAL GS-0602

PRAC)
MED OFF (FAMILY GS-602

PRAC)
4 ('LINICAL HEAD NURSE AN 66H MAJ/CPT C 1 1 1 1 SUPV CLINICAL GS-0610

NURSE
CLINICAL NURSE GS-0610

o NURSE PRACTITIONER AN 66Hc CrPTbLT C .... .CLINICAL NURSE GS-610

f; CLINICAL STAFF NURSE AN 66H CPT/LT C .. 1 2 2 CLINICAL NURSE GS-0610
DISPENSARY SP 91B20 E5 C 1 1 1 2 NURSING ASSISTANT GS.4621

. DISPENSARY SP .. 91810 E4 C 2 2 :3 :3 NURSING ASSISTANT GS-.0621
9 IISPENSARY SP 91B10 E3 C 2 2 3 4 NURSING ASSISTANT GS-0621

10 1 CLERK TYPIST 71LI0 E3 C 1 1 1 I1 CLERK TYPIST GS-0322

*General Outpatient Clinic visits during the calendar month as reported on the Medical Summary Report, MED 302.
"(1) Where the family practice concept is practiced. additional personnel renuirements will be determined by local appraisal.
(2) Does not include nurse practitioner reouirements. Nurse practitioner requirements will be determined by local appraisal in accord-

ance with paragraph 1-2c. chapter 1. Position was previously designated nurse clinician.
a These positions should be fidled with Family Physicians SSI 61H, as the.' become available.
b Deviation from grades indicated may be required in accordance with criteria set forth in paragraph 1-2c, chapter 1.
r ASI 8E should be used for amignments to this position in conlunction with SSI 66H.
Vote. Where ciinic operates other than 40 hours a week or is combined with another clinic, manpower requirements will be determined

by local appraisal.
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Appendix H

Implementation Plan

Action

1. Brief affected personnel concerning results of the study.

2. Assign responsibilities for implementing the recommended solution.

a. Chief, Department of Primary Care and Community Medicine:

(1) Establish a new GOC physician schedule to provide a physician in

the ICC, 1500-2300, daily and modify the GOC operating hours to close at

2300, daily.

(2) Reserve 12 morning same day appointments and 50 percent of

evening shift appointments for ER patients.

(3) Implement a system to account for ICC workload.

(4) Ensure a triage category is assigned to each ER patient.

(5) Begin collecting data to complete an interim schedule X.

(6) Provide input to the hospital Marketing Committee.

b. Chief, Department of Emergency Medicine:

(1) Designate an area in the ER for the ICC.

(2) Train GOC physicians in triage techniques.

(3) Provide supplies and equipment for operation of the ICC.

(4) Continue to collect data on the number of critical care

admissions.

(5) Provide input to the Marketing Committee.

c. Chief, Resource Management Division:
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(1) Designate an accounting classification code for the CC worK

center to document consumption of resources and account for workload.

(2) Provide assistance to the Chief, DPCCM in completion of the

interim Schedule X.

d. Chief, Clinical Support Division:

(1) Design and administer a patient satisfaction survey 6 months

after opening of the ICC.

(2) Analyze survey data and make recommendations.

(3) Obtain immediate feedback from patients using the GOC and the

ER, using the services of the Patient Representative Officer.

(4) Provide input to the hospital Marketing Committee.

e. Chief, Logistics Division:

(1) Design and make signage for the ICC.

(2) Prepare a justification for a construction project to expand the

waiting area of the ER.

f. Chief, Pharmacy Service; Chief, Department of Radiology; and Chief,

Department o, Pathology: Arrange staffing to provide support to the GOC

until 2300, daily.

g. Chief, Department of Nursing:

(1) Assign ancillary staff to assist the GOC physicians in the ICC.

(2) Report daily ICC workload at the morning Executive Committee

meeting.

h. Public Affairs Officer:

(1) Prepare public announcements for local newspapers.

(2) Prepare a patient handout concerning the ICC.
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(3) Provide input to the Marketing Committee.

3. All action officers will submit a written progress report to the

Commander after 6 months of operation of the ICC.


