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PREFA CE

This note was requested by Colonel Jack Murphy , OASD (Health

Affairs) and Mr. Fred Ippoli ti , USAF (Surgeon General). It.

addresses the issue of the transferability to the Army and the

Navy of t ht’ Air Force ’s use of Physician ’s Assistants in out-

p.atient clinics.

In the past few years , Rand has undertaken several projects

on militar y health care issues. These include (1) the supp ly of

m i l i t a r y  physicians , (2) the demand for mi litary outpatient ser-

vices , and (3) the delivery of outpatient medical care (espe-

cially primary medicine) in Air Force clinics. This discussion

of Air Force utilization of Physician ’s Assistants , and its

pot.etttia ! t r a n s f e r a b i l i t y  to the Army and Navy , draws from Rand

research on Air Force outpatient care delivery .

ACC OS !10fl ?OT
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SUMMARY

This note discusses the direct transferability of the Air

Force ’s use of Physician ’s Assistants to the other military

departments , which are unable to recruit sufficient numbers of

physicians even at hi gh costs. Physician shortages have raised

the question of alternative cost-effective ways of providing the

quantity and quali t y of medical care demanded by the potential

p a t i en t  popu la l ion ot the armed forces . The Air Force has

re~ce’ntl y adopted an innovative approach to providing outpa t ien t

t i r t  with the use of Physici an ’s Assistants (PAs). PAs are

h ighly trained paramedical personnel who (under the supervision

of .1 p h y s i c i a n )  ‘an provide many types of routine services which

h ave traditionall y been provided by a physician. Utilizing PA

services as a substitute for some physician services in the Air

Forc e has raised the question ot whether or not the Air Force

experienc e is t ransfer rable to t he Ar m y and Navy . More specifi-

cally , are Air Fot e st a l l trig ratios app licable to the Army and

Navy?

We are cor i fi deui t that the Army and Navy could borrow from

the A i r 1 i t  r~ e ’ S expt’i I ~~IR e~ W I Ui PAs in the primary Care setting.

‘Fhme prov ider requl r eli lcli ts  shown t o work in the Air Force can be

applie d direct ly to  smaller outpatient clinics , those handling

f ewer than 200,000 visits annually. Such staffing reconmienda-

t I t i l l S  ITI.i~ ’ eV CII u i .. I \‘ ap p r i i x  I mat, the ri qU 1 rements for somewhat



v i

l a r g e r  c l i n i c s , possibl y up t o  400 ,000 v i s i t s  a r l n u . l l l y .  Hn~~t ’ ’~i’r ,

above 400,000 visits , we would hes it at i’ to recommend adoption of

the system used in the Air Force ’ s demonstration project without

further study of the impact of clinic scale on the e ffici enc y of

this system .

With respect to utilization of PAs outside the prima ry i.i re

clinics , the Air Force experience has little direct app licabil-

ity. The PA is more highly trained than other types of exteri lers

used by the Army and Navy . Consequentl y, although the PA could

perform well in various outpatient setti ngs , the potentia l ef I H

ciency gain from using PAs in these settings depen ds on the rela-

tive costs of alternative provider mixes.
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I .  INTRODUCTION

This paper discusses the direct transferability of the Air

Force ’s use of Physician ’s A s s i s t a n t s  (PAs) to the other  m i l i t a r y

dep a r t m e n t s .  Such a d i s c u s s i o n  is mot iva ted  by the present ina-

bility of the military departments to recruit sufficient numbers

of physicians even at hi gh costs . This has raised the question

of alternative i’ost-eifective ways of providing the quantity and

quality of medical care demanded by the potential patient popula-

tion of the armed forces. The Air Force has recently undertaken

an innovative approach to providing outpatient care in peacetime

with the use of PAs , highl y trained paramedical personnel who

(under the supervision of a physician) can perform many of the

routine duties of a physician ’s practice. Such utilization has

raised the question of whether or not the Air Force experience is

transferr able to the Army and Navy . More specificall y, would

sl atting ratios used by the Air Force be cost—effective in Army

.iiul Navy settings?

To summarize our conclusions , we a n t i c i p a t e  t ha t  the A i r

Force experience can be transferred to CONUS Army and Navy pri-

mary care sett ings si m ilar iii scale to those of the Air Force.

Because of the lack of detailed data for further evaluating the

c omparability of simil a rl y sized Army , N avy,  and A ir F ‘i-ce ci in—

i c s , we have r e f r a i n e d  f rom e s t i m a t i n g  the  PA s t a f f i n g  imp l ied  b y

such a I rajisfer. We u r g e  a i I t  i i i i  w i t h  respect  t o  d r a w i n g



i u t  e r i m i c  i ’s ~m t n i u t  t h e  r e l e v a n t  t o f  t h e  s,ic - c rssf ml Air l’or e

e x p er i e n c e  wi  t h  PAs to set. t t u i gs  o t t te r than  p r i m a ry m cdi  ci  n e  c l i i i —

L ics .  A v a r i e t y  of u t i l i z a t i o n  p a t t e r n s  a re  p o t e n t i a l l y cos t —

e f f e c t i v e , a n d  s p ec i a l  Ira  ir i i ng and s u p e r v i s i o n  may he ne eded to

a s s u r e  t h a t  th e  PAs a re  e f f e c t i v e  in these  s e t t i n g s .  In  addi-

t i o n , o t h e r  types  of e x t e n d e r s  s h o u l d  be s i m i l a r l y ev a l u a t e d  and

compared w i t h  PAs . Onl y then can the s e r v i c e s  d et e r m i n e  w h i c h

m i x  of  m e d i c a l  care  p r o v i d e r s  is  c o s t — e f f e c t i v e  in  each s e t t i n g .

In the f o l l o w i n g  s e c t i o n s  we f i r s t  d e s c r i b e  t h e  f o r m u l a t i o i t

of the p r e s e n t  p lan for  the A i r  Force ’ s u t i l i z a t i o n  of

Ph y s i c i a n ’ s A s s i s t a n t s .  We then t u r n  to a c o n s i d e r a t i o n  of the

t r a n s f e r a b i l i t y  of t h i s  p a t t e r n  of A i r  Force u t i l i z a t i o n . We

cons ide r  t r a n s f e r a b i l i t y  f i r s t  to Army and Navy m e d i c a l  care  set-

tings comparable to Ai r Force prima ry medicine clinics , then to

n o n — c o m p a r a b l e  s e t t in g s .
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ii.  THE P H Y S I C I A N ’ S  ASSISTANT IN THE AIR FORCE SETTING

- A i r  Force Ph ysician ’ s A s s i s t a n t s  (PAs)  u s u a l l y work  in the

Gen er a l  T h e r a p y  C l i n i c s  of  h o s p i t a l s  or c l i n i c s .  These c l i n i c s

d i s p e n s e  p r i m a r y  m e d i c a l  ser v i c e s  to a d u l t s  and o l d e r  c h i l d r e n .

The PAs see a l l  t ypt~s of  p a t i e n t s , i nd u i u l i n g  dependents  arid

r e t i r e e s ;  under  t h e  g e n e r a l  s u p e r v i s i o n  of a p hy s i c i a n , they

d i a g n o s e  and  t r e a t  t h e  m ore s t r a i gh t f o r w a r d  problems presented  by

t h e s e  p a t i e n t s .  Thus manner of PA utilization has changed little

iii the six years since the Air Force first introduced PAs in i t s

c l i n i c s .  However , as the  n umber  of PAs has  grown , the intensity

of u t i l i z a t i o n  has  l i k e w i s e  grown . In t h i s  s e c t i o n , we f i r s t

des c r i be  t i m e  t r a i n i n g  ari d o v e r a l l  u t i l i z a t i o n  of PAs in the Air

Force. We then  desc r ibe  more  f u l l y  a d e m o n s t r a t i o n  p r o j e c t  in

t h e  i n t e n s i v e  use of PAs . Il l

T R A I N I N G  OF A I R  FORCE P H Y S I C I A N ’ S  ASSISTANTS

U n t i l  t h i s  y e a r  (when t h ree  c i v i l i a n  PAs were r e c r u i t e d ) ,

a l l  A i r  F orc e  PAs were  g r a d u a te s  of the  i n - h o u s e  t r a i n i n g  p r o g r a m

at  Simepiia rd A V b .  T h i s  program is mode I led out the PA training

1 1 The demonst r u t  on p r o j e c t  emn~i I o y e d  seven p r i m a ry ca re
n m u i i s m  p r a c t  i t  j o u l e  r~~~,I h u n g  w i t h  PAs . These two types of
physic l i i i ’ s ex t e n d er s  wer e~ used in t h e  same ro l e  and , f o r  the
most part , performed equall y we l 1 . How ever , g iven the doub t  f m i h
supp l y of n u r s e  pr a  I i t  i o m u , r s  in the A l  r Force , t h i s  paper
fo cu s e s  on PAs .
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p r o gra ml i  at Duk e University; it requi res a y ea r  of  classroom

didactic t r a i n i n g  ant i  a y e a r  of cI i r i i c a l  r o t a t i o n  iii an A i r  Force

- hosp i t a l .  1 1 1

To he e l i g i b l e  for admission t o  PA t r a i n i n g , an i n d i v i d u a l

mus t  have  a t  l e a s t  t h r ee  yea r s ’ e x p e r i en c e  as a c o r p s m a n .  I i i

a d d i t i o n , he must have accumulated sufficient college r e d i t  to

o b t a i n  a b a c h e l o r ’ s degree at  the end of h i s  PA t r a i n i n g  p e r i o d .

Almost  a l l  A i r  Force PAs have taken  a n t i  passed  the  n a t i o n a l  cer-

t i f i c a t i o n  e x a m i n a t i o n  g iven  by the  American Academy of

Ph y s i c i a n ’ s A s s i s t a n t s .  As a g roup , A i r  Force  I’As r a n k  h i g h  i i i

the i r p e r f o rman ce on this exam.

A i r  Force PA t r a i n i n g  concentra tes heav i ly on s k i l l s  needed

f o r  the d e l i v e r y  of p r i m a r y  m e d i c i n e  to a d u l t s .  PAs a re  t a u g h t

to evaluate symptoms , di agnose common out pa tien t condi t ions , and

recognize when referrals to physicians are advisable. For prob-

lems not se r i o u s  enough f o r  r e f e r r a l , they  can p r e s c r i b e  t rea t -

m e n t .

GENERAL U T I L I Z A T I O N  OF P H Y S I C I A N ’ S  ASSISTANTS IN A I R  FORCE
CLINICS

The A i r  Force m e d i c a l  sys tem c o n s i s t s  l a r g e l y of s m a l l  “ com-

m u n i t y ” hosp i t a l s  of around 50 beds. These hospitals , al though

o f f e r i n g  a l i m i t e d  range  of  s p e c i a l i z e d  s e r v i c e s , c o n c e n t r a t e  on

b a s i c  m e d i c a l  and surgical care . They m a i n t a i n  l a r g e  o u t p a t i e n t

[ 1 1  The p r o g r a m  is  d e s c r i b e d  in  cons ide rab l e d e t a i l  in  t he
1975 R e p o r t  on “The M i l i t a r y  Ph ysician ’s Assistant ,” written by
the  O f f i c e  of  the  A s s i s t a n t  Sec re t a ry  of Defense  ( H e a l t h  & En-
v i r o n m e n t ) .
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departments with clinics for  genera l therapy (or f a m i l y medi-

cine), interna l medicine , pediatrics , obstetrics! gynecology ,

- 
general surgery and perhaps some more specialized types of care .

With a few exceptions , Air Force PAs have been assigned to

the General Therapy Clinics. These clinics provide basic medical

services , primarily for adults (and sometimes older children).

Since , in addition to active duty personnel , the clinics see

dependents and retirees , they closely resemble civilian general

practices .

As more PAs have completed training , they have begun to take

on a larger share of the primary medicine workload in Air Force

clinics. By 1974, Rand data from the prima ry medicine clinics

(general therapy , interna l medicine , flight surgeon , and pmer-

gency room) in five typical Air Force hospitals showed 14% of the

patients in these clinics were being seen by PAs or equivalent

nurse practitioners . Early experiences had shown that these

extenders were valuable additions to the medical staff in these

clinics , but uncertainty remained over how extensively PAs should

be used .

RAND STUDY OF MANP OWER ALTERNATIVE S ( 1974)

l i i  1974 , we conducted  a s t u d y  of methods fo’t con t inued

d e l i v e r y  of out p a t i e n t  care desp i t e  the a v a i l a b i l i t y  of fewer

physicians . To attract the number of physicians previously sup-

p li ed by the d r a f t , the military would have to substantially

inrrease phys i c iaui pay. Our study looked for less costly

- - I
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a l t e r n a t i v e s .  We a n a l yzed the d e l i v e r y  of s e r v i c e s  in a ross-

section of nine Air Force outpatient clinics , w h i c h  hand l ed w o r k -

loads of 80 ,000 to 375 , 000 v i s i t s  per y e a r .  [ 1 1  In  the  absence of

pre-ex isting deta i l ed  ou tpa t ien t da ta f i l e s , we c o l l e c t e d  da t a

describing the clinic visits made during a two-week period at

seven of the nine clinics and during a six-months period it two

of the nine clinics. The data showed that , at all facilities

t aken  t o g e t h e r , h a l f  of the w o r k l o a d  was car r ied  by the prim ary

medicine clinics (Table 1).

Table I

Distribution of Visits by Clinic
(Outpa t ien t  C l i n ics at Seven A i r  For ce Bases , 1974)

PRIMARY MEDICINE C L I N I C S  50%
Genera l Therapy, Fli ght Surgeon ,
Ph ysical Exam , Walk- iru /E .R .,
Sick-Cal l , Medic ine

OTHER PRIMARY CARE CLINICS 21%
Ob-G yn , Ped ia t r i c s

NON-PRIMARY CARE CLINICS 29%
Psychiatry , Surge ry , Orthopedics ,
Physical Therapy, Eye ,
Other , inc . Suhspecialties

n 30,000

(1] As we will see, this range encompasses most Air Force
cli n ics , but Ar my and Navy clinics are often larger .

I _ _ _ _ _
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Our o u t p at i e n t  data  inc luded the d i a g n o s i s  or d i ag noses made

and/ o r condi t ions  t reated dur ing  the v i s i t , the p r a c t i t i on e r ( s ) ,

— 
d i a g nos t ic  and t reatment  procedures , d i spos i t ion , and amount of

t ime spent w i t h  the pa t i en t  b y each p r a c t i t i o n e r .  U s i n g  these

data , we addressed the question : what  is the “best ” combi na t i on

of manpower to t r e a t  prima ry medicine patients?

The manpower alternatives were physicians and PAs , wi th or

without corpsmen ’ s assistance . We constructed a simp le a c t i v i t y

an a l ys is  mode l to ide nt i f y the most cost-effective mix of provid-

ers to treat the conditions seen in primary care clinics. The

manpower cost of t r e a t i n g  a typ ica l  pa t i e nt wi th  a ce r t a in  condi-

t i o n  is equa l  to the amount  of t i m e  the p r a c t i t i o n e r ( s )  spends on

the case , m u l t i pl i e d  by the cost of tha t  t ime . For PAs , we a lso

i n c l u d e d  the cost of c o n s u l t a t i o n  or r e f e r r a l  to physic ia n super-

visors when needed. Typ ically, f or s i m i l a r  condi t ions  phy s i c ians

spend somewha t less time with each patient than PAs [I] but phy-

sician t ime is m ore expensive . Barr iui g other considerations ,

ou t l i n e d  be low , PAs should treat patients for whom the time a PA

would spend with the patient mul ti p l ied by the PA’s t ime cos t is

less than or equa l to the time a physician would spend with the

patient multip l i ed  by the pit ysi t ian ’s time cost.

Of course , in evaluating PA utilization , we cons i dered

important non-pecuniary factors; foremost are quality of care and

patient attitudes. In comparing the cost of physician and PA

- - ( I I Of ro ui rse , p h ys i i ans t m e i t  inure ser I OIlS problemos
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r u m  t mumen t  t o  r a given cunud i t i On , WC I n c  a s  st u n i ng I lie qua I i t y of

d i  re re(-e I ved by t tie pat lent i s uuuu cha uugu ~ I , both o f t  ect i ye I y a uud

— 
f rom the p a t i e n t ’s viewpoint. Our quality of c a r e  ana l y s i s  m d i —

a t u d t h a t , for the condit ions seen in primary medicine clinics ,

and c o n s i d e r i  ru g  t h e  p o t e n t  i i i  for physi ian referrals , PA care

o mp a r t ~ l f a v o r a b l y w i t h  p h ys i m an c a re . S i m i  1 a n  v , we ho m in i d that

most patients were com fortable with PA treatment , at least for

m i n o r  comp laints.

The i m i u l y s i s  of manpowe r alternatives yields recommended

provider comb i nat i OilS and provider L i m e  requirements for

c a t e g o r i e s  of s i m i l a r  d i a g n o s e s .  To ta l  p r i m a r y  c a r e  s t a f f i n g

requirements for a given patient population are equa l to the sum

o f the requ i r ement s to t reat the m i x of condi t ions presented b y

t h a t  p o p u l a t i o n  (a long w i t h  the requi rements  fo r  a d m i n i s t r a t i o n ,

i n p a t i e n t  care , t ime  o f f , e t c . ) .  The total number of providers

varie s with the size and c omposition of the population , bu t in

genera l t h e  a n a l y s i s  suggests  a r a t i o  of PAs to p h y s i c i a n s  i n  t he

range 2 :1 to 3 : 1 .  I h e  lower  r a t i o  r e f l e c t s  a more conservative

pol i cy toward phys ician referrals by PAs ; by conservative , we

mean that more patients are thought to need reterr al.

At the time we presented these results to the Surgeon Gen-

era l , the Air Force had never staffed a clinic with more than one

PA per physician. Nor , to our kn owled ge , had ai m y other primary

medic al facility (military or civilian) relied so heavil y on phy-

s i c i a n s ’ extenders . A demonstration project to try the large r

mix of extenders to physicians was proposed to test the concept.
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DEMONSTRAT I ON PROJECT (1976-1978)

The A i r  Force s t a f f e d  the clinics participating in the

d c u u u o i u s t r a t i o n  project  w it h sever a l p rov ider  teams , each inc lud ing

one physician and two or three  PAs (or , in some cases , p r ima ry

care  nu r se  p r a c t i t i o n e r s  IPCNPsI). Each team was ass igned a

p aui el ot patient families , both active duty and r e t i r e d , to per—

s o u m u l  uze care arid promote continuity. Most patients saw a PA at

l i r t arid , if necessary , wer e ref e r r e d  to the physician. Of

(ouirse , because most medi al pr oblems seen in the primary medi-

c l i m e  c l i n i c s  a re  not comp lex , such r e f e r r a l s  were i n f r e q u e n t .

The demonstrat. ion  p r o j e c t  ran  f o r  two y e a r s  a t  f o u r  bases:

Dyess AFB , Ch amm ute AFB , Fairchild AF~B , and Nell is AFB . 1 1]  These

bases are served by sm a l l  to med ium sized hosp i t a l s  t y p i c a l  of

the  Air f o r c e ;  the h o s p i t a l s  operate  w i t h  40 to 55 beds and han-

d l e  125 ,000 to 180 ,000 outpatient visits per year. Table ~ sum-

marizes the population served and staffing at the four clinics.

Chanute , a training base wi th a l ar ge numbe r of young s ing le men

.uiz d women , operated with three I’As on a t e am;  the o the r s  used the

m o r e  c o n s e r v a t i v e  2:1 r a t  io .  ( 2 J

I I I  ( l i i  i t s  ot~r m i n i t i a t i v e , the  d l j i k i (  a t  C h a r l e s t o n  AFB a l s o
retirgani~ ed its l uii n ma r Y nie dicir ue clinic along the lines of the
demonstratio n project. W i t h  a v a i l a b le  personnel , they were onl y
abl e to i m p l em e n t  1 1 :1 ratio.

( 2 J  At t h ree  of the  li n u ic s , additiona l primary cure provid—
ers (especially physicians) were on the staff; they saw patients
but were not part of a team .
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T i l  I ’ ~

l i i i  t i l l ! i ! 1 t  1 I I I I u i u i i

I i  a im u t i  liv i s .  i i i  m i  l i i  I .1 N. Ii i  s

App rox i ma ~ 
(I Popu f a t  lo l l

Served • l ,~~~ ) ( i  1 1 ,200 11 , 100 28 , I I )

Numl,e r of Teams 4

PA : Phys i i a n  R a t  t o  1 : 1  . :  I 2 : 1  ~
‘ 1

Prima ry Mcdi u n i t 1
Phys i i arms t 0

H 1 7 S

Appro ximate P a t i e n t s
Per P r o v i d e r  :~ oo 1 , 1 1  147 0 2 020

Includes 7 PCNPs .

During the project , we collected anuti evaluated data eu time

c l i n ics ’ performance and on the patients ’ attitudes, lime most

important results are summarized iii Table 2.

Roles of Practitioners

During the project , nuore thafl two—thirds of the p r i ma r y

medicine patients were seen by PAs . In contr a:~t , rec a ll that at

f ive similar basis surveyed in 1974 , PAs treated onl y one in

seven patients. While one would have expected this shift in

worklo ad f rom physicians to PAs because of the change in provider

r a t i o s , we also found a shift in workload from (t)rpsm enm to PAs .
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The use of more PAs appa ren t l y l i m i t e d  the independent t reatment

of p a t i e n t s  by corpsmen.

I n i t i a l l y ,  p a t i e n t s  were not f o r m a l l y  t r iaged  to physicians

or extenders , but  the team p r a c t i c e  did result  (as expected) in a

sorting-out of pa ti ents by comp lexi ty of problem . The majority

of pa t i en t s  with serious problems saw physicians while over

t h r e e-q u a r t e r s  of p a t i e n t s  w i t h  m i n o r  p rob lems  saw a PA or PCNP .

The demonstrat ion pro jec t  did conserve the r e l a t i ve ly  more scarce

phys ic ian  t ime fo r  the more serious cases.

One area of u n c e r t a i n t y  r ega rd ing  heavy u t i l i z a t i o n  of PAs

has been t h e i r  need fo r  s u p e r v i s i o n . Supervis ion of too many

extenders  could exhaust  the p h y s i c i a n s ’ t ime , prevent ing them

from c a r r y i n g  out o the r  du t i e s .  Dur ing  the demonstrat ion pro-

ject , the PAs consulted with their supervisors on 6% to 7% of

vis its; this figure includes cases where the physician saw the

p a t i e n t  or spoke w i t h  the PA about the patient ’s problem , but

excludes consultationus for c o u n t e r s i g n a t u r e s  on p r e sc r ip t i ons.

The extenders referred an addi tional 9% either to their supervi-

sors or to other physicians ; however , the referral rate for phy-

s i c i a n s  was a l s o  9% . The ex ten t  of supervis ion observed du r ing

the course  of the projec t  should not s e r i o u s l y  de t rac t  f rom phy-

s i ci an  pe r fo rmance  of o ther  d u t i e s .

In t erv iews  w i t h  p h y s i c i a n s  and PAs p a r t i c i p a t i n g  in the

demonstration project suggested that supervision is enhanced by

the physician ’s ongoing observation of the PAs and the contacts
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resulting from the two types of providers working together. In

essence, the supervisors (an perform a teaching role when they

are in con t i n u i n g  contact  with their teams ’ PAs .

~~~~~~~ 9~ ~~
A ma jo r  c r i t e r i o n  f o r  e v a l u a t i n g  the demons t ra t ion  projec t

was quality of care. [ 1J  W i t h  PAs ca r ing  fo r  the bulk  of the pri-

ma ry medicine pa tients , we were concerned that the quality of the

care be main ta ined .

We evaluated quality of care with simple , straightforward

“ techn ica l p rocess of ca re” cr i te ria . These c r i t e r i a  make sense

in the ou tpa t i en t  setting where there is a re la t ively clear con-

nection between process of care and outcome .

An examp le of a “process of care ” cr ite r ion is as follows :

a patient diagnosed as having infectious otitis media (ear infec-

tion) should , in the usua l case , have an app ropr ia te  an tibiotic

p rescribed on the f i r s t  v i s i t .  For severa l reasons , one wou ld

not expect 100 percent  compl iance  wi th  th is  or other  c r i t e r i a  by

~~y of the  medica l  providers . Therefore , we evaluated the PAs ’

performance aga ins t  the s t anda rd  set by the pr imary  medicine  phy-

sicians in the same clinics. We calculated the rates of compli-

ance , according to each criterion , for  ph ys ic ians , PAs , and

[ I ]  A deta i led description of the qual i ty  of care analys is
can be found in R-2436-AF , ~~y~~ ci~ i~

’s Extenders in Air Force
Primary Medicine Clinics: Quality of Care , George A. Goldberg
and David G. Jo l ly ,  The Rand Corpora t ion , fo r thcoming .
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PCNPs , and we measured the statistical significance of observed

d i f f e r e n c e s .

The qua l i ty  of care analys is  emp loyed 62 “pr ocess o f care ”

criteria , some of which were variations of the same basic cri-

terion . These criteria encompass aspects of the care received by

about 40% of the patients in the primary medicine clinics. Table

4 summarizes the results of the quality of care analysis using

the 42 criteria that are non-redundant . We grouped these cri-

teria according to: (1) whether they referred to a diagnostic

procedure , a therapeutic procedure , or a visit disposition , and

(2) whether they stipulated the action should be taken or should

not be taken. The table  shows the number of specific criteria in

each category for which the two types of extenders equalled

( ‘PA/ PCNP equal”  columns)  or exceeded (“PA/PCNP bet ter” columns)

the physicians ’ compliance rates. [1] Overall , the PAs and PCNPs

participa ting in the demonstration project clearly equalled the

standard maintained by the physicians . The few cases of inferior

PA or PCNP performance are scattered across categories and do not

appear to be serious . L 2 1

[1] For each criterion , we concluded that the PAs ’ and
PCNP s’ performances differed from the phys i c i ans ’ performance
only when the d i f f e r e n c e s  in the measured compliance rates were
statistically si gnificant.

[2J A detailed med i cal discussion of many of the criteria is
presented in an appendix of 8-2436 .
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Tab le  3

Summa ry Compa rison -- Quality of Care In Prima ry M e d i c a l  Se t t ings
a t  Demons t r a t i on  Bases — 1977

PA PA * PCNP PCNP
Action Better Equa l PA>MD Better Equal PCNP�MD

Desi r ab l e
Diagnostic

Act ion  1/ I l  + 10/ I l  = 11/ 11 1/ 11 + 10/ 11 = 11/ l i

Unidesirable
Diagnostic

Action 0/5 + 4/5 4/5 1/5 + 3/5 = 4/5

Desirable
Therapeu t i c

Action 2/ 10 + 7/ 10 = 9/ 10 1/ 10 + 8/ 10 = 9/ 10

Undesirable
Therapeut ic
Action 1/11 + 10/ 11 = 11/ 11 0/ 11 + 10/11 = 10/ 11

Desirable
Disposi tion

Action 1/5 + 3/S = 4/5 0/5 + 3/5 = 3/5

TOTAL ACTIONS 5/42 + 34/42 = 39/42 3/42 + 34/42 = 37/42

Complied a t  an average rate greater than or equal
to the physician average rate.

The strong and consistent performance of the PAs when they

a re responsible  for  a hig h prop or t i o n  of pa t ien t care is very

encouraging. We also believe it demonstrates the high quality of

the Air  Force ’s in-house training program for PAs .
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Patient Attitudes

We surveyed act ive duty  and re t i red  personnel served by the

demonst ra t ion  u lin ics  to el ici t  their  attitudes toward the clinic

changes . Did they like the new system and did they accept the PAs?

The pa t i en t  survey asked t he responde nts to compare the

“pa nel system ” of the demonst rat ion project  wi th  two a lter nat ives

( Table  4 ) .  The f i r s t  a l t e r n a t i v e  was “ the way things used to be ”

at the clini c ; the  vague wording was desi gned to accommodate

var ia t ions  in the pr ior  s i tua t ions  at the c l inics .  Very few peo-

ple wanted to return to the pre-demonstration system . The second

alternative , an approximation to the draft era system ,

hypothesi zed tha t  the p a t i ent would a lwa ys see a phys i c ia n , but

not necessari ly the same physic ian each t ime . This a l t e rna t ive

was more attractive than the first , so more people prefer red  i t .

Bu t a c lear  ma j o r i ty of responden t s p ref err ed the pa nel system to

either alternative . The highly favorable attitude of patients is

expla ined b y t h e i r  acceptance of the PAs and the improved access

to the c l i n i c s  achieved by the p ro jec t .

In the c i v i l i a n  nm ed ica l  community , uncer ta inty  about patient

acceptance has impeded widespread  use of PAs . In the context of

the demons t r a t ion  project , we wan ted to see if increased exposure

to PAs would erode acceptance . We found good pa tien t accep tance

of PAs , and also PCNPs (Table 5 ) .  St i l l , a mi nor i ty  of patients

-- slightly larger among spouses than mil itary personnel --

remained unfavorable towa rd PAs .
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P a t i e n t  L v i  I m i u t t o i t  of l u i t t i S ys L - .!
(Regular Iko rs of Deniorist rat ou m Cl uni i s)

Fall I ’ 7 

— - - - .. -- - - --~~~ 

l-’:it . i N i t  s ‘ P r e f e r e n c e  t iv e  Ihut. y Ret u red

Pane l  Vt r s u s  “Way Tiu i ngs  Used To Re ”
— ( ref en  Pane l f l , ~., ~
—Lik e b o t h  abomut the same 30% 34%
—Pr ier “way th ~~s used to he” iX 15%

00% 1 oo~:,
(n m l i Stu) (iu 71P)

Panel Versus “A ny MD ” System
— Prefer p i n e  I ~ ~7O ~)

— Li ke hot Ii about t Im e s am ne I 8~ 2 1 ~
—Prefer “any MD” sys tem 20%

i~O~ö~0 100%
(n l 2 ~~u ) (n 815)

Ouu more detailed question i ng, however , man ny in the uruf avor—

able group were con fident of the PA’ s ability to h a n d l e  s imp le

problems (60°!. said they felt a PA could h , i iuull e a cold) ; their

C o f l ( e r n s  c e i ut er e d  on p o s s i b l e  PA treatment of m a o r t  s e r l e m u s  prob-

l ems . To a I l a y  these  concer~m s dmi r i t ug  t h e  pu  j e c t  , t e e n  ph y s i —

c i a n s  w o u l d  u s u a l l y accommodate  p a t i e n t s  who were  m i r m u o m f o r  t a b l e

u I t u , t u t see m u g  PAs

Prior to the demonstra l. ion pro ject , R a n d  h ad  .11 so evil uated

p a t i e n t  i t - c e p t a n o  e of the limited numbers (If PAs th em i in sen -vice.

A c o m p a r i s o n  of patient attit tudes over time with iiuc re;used expo—

siure to PAs has i n di  ca t ei l  no e r o s i o n  o f  ;1 cept anuce
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Table S

Pat ien t  At t i tudes  Toward Phys i c i an ’ s Ass i s t ants
(Regu la r  Users  of D e m o n s t r a t i o n  C l i n i c s)

L F a l l  1977

ATTiTUDE ACTIVE DUTY SPOUSE

Favorable  56% 50%
N e u t r a l / N o t  Sure  29% 29%
U n f a v o r a b l e  15% 22%

100%
(n 1289) (n 901)

RETIREE SPOUSE

Favorable 66% 60%
Neutral/Not Sure 23% 25%
Unfavorable 11% 15%

100% 100%
(n 88S) (n~ 72 S)

Sum~~~~y of Rer;lts

The A i r  Force has & l ea r ly  shown tha t  i t  can c o n t i n u e  to

d e l i v e r hig h q u a l i t y  p r i m a r y  m e d i c a l  care  by employ ing

physi cian ’ s extenders  in an o rganized  f a s h i o n .  The Surgeon Gen-

er a l p la ns to phase the panel system into all CONUS Air Force

c Ii i i i  cs

We estimate that emp loyment of the pane l system throughou t

CONUS would require 265 primary medicine physicians and 562 PAs .

The A ir For e has nearly enough well-trained physicians , but

falls about 200 short of the PA requirement. Prompt expansion of
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t h e  ph y s i c i u u i ’ s . u s ~ , i s t a n t  t r ; m i i i i n i g  p r o g r a m  w o m i l d  a l l o w  c o n ve r s i o n

of i l l  CON II S p r i m a r y  a d i c i u u e  ci  l u t e s  to  t he  p a n e l  s y s t e m  in t h e

nex t  sever a l  y e a r s .

At this point , we s h o u l d  note that our evaluation of Air

Force PAs has covered utilization in onl y one setting: primary

m e d i c i n e  c l i n i c s  in fixed medical facilities. As a result , we

have not considered PA perf ormance or s t a f f i n g under a var ie ty  of

other c i rcums tances , i ncl ud i ng:

-- Outside hospital clinics , not under  the d i re ct and
continuous supervision of a physician.

-- In emergency medicine.

—— In l a rge  f a c i l i t i e s .

-- When the PAs are not graduates of the Air Force
in-house training program . (We have , of course ,
evalua ted a limited number of PCNPs , whose training
and background differ slightly).

-- Ou t s ide  the CONUS

-- D u r i n g  w a r t i m e

Army and Navy utilization of extenders , discussed in the

following section , occurs to. some degree under all of these cir-

cums tances. We will describe questions one should consider

before generalizing the Air Force experience to noncomparable

set t i ngs .
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I I I .  THE TRANSFERABILITY OF AIR FORCE EXPERIENCE TO
ARMY AND NAVY PRIMARY MEDICINE CLINICS

L

Two issues must be addressed when considering the transfera-

b ility of the Air Force ’s use of PAs to the other military

departments . fhe first is productivity . Can PAs do the job

d e f i n e d  b y both quality and workload? The second is cost. Are

t he re  less expensive types of extenders who can do the job? Put-

ting productivity and cost together , w ill the Air Force provide r

mix be the most cost-effective approach to the provision of pri-

mary care in the Army and Navy settings?

PAs are tra ined specifically to treat patients in an outpa-

ti ent clinic under the general supervision of a physician . They

are well  su ited to the mi l i t a ry  General Therapy C l i n i c , which

pr ovides primary medicine services to adults. Therefore , the Air

Force has emp loyed PAs almost exclusively in General Therapy

Cl inics , and our pas t  s tudy  has been limited to the primary medi-

cinie setting.

However , PAs could potentially expand their roles both

within the clinics and in other medical care settings . Because

d ifferent issues are involved in transferring A ir Force utiliza-

tion patterns to comparable and non-comparable settings , we have

separated our discussion into two sections ; this section covers

Army and Navy primary medicine clinics , and the following section

covers other medical settings in all three services.

_ _ _ _ _ _ _ _ _ _ _ _ _ _  ,
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A m a j o r  d i f f e r e n c e  b etween  the  A i r  I t u r e m e d n a l  system and

the Army and Navy systems is  s c a l e .  l a h l e  6 shows for each ser-

vice the distribution of clinics by annua l ~~ nk load ; it includes

only those CONUS clinics located in hosp i tals. Three quarters of

Air Force hosp it a l s  t r ea t fewer than 200 ,000 patients in a year

wh i le on l y one quarter of Army clinics are that small. Recall

tha t the fou r demons tra t ion  c l i n i c s  h a n d l e  f rom 125 ,000 to

180,000 vi sits per year. For several reasons , we urge caution in

transferring the demonstration project concepts , shown to work

well in small to medium sized clinics , to large facilities.

Small medical facilities ra rely see sufficient numbers of

any type of condition to support specialists. This holds true

for  phy s i c i a n ’s extenders as well as physicianus . The PA , by vi r-

tue of his extensive training, is a generalis t; he is competent

to handle a wid e range of medical conditions . However , there are

othe r types of extenders , with more limited and specialized

tr a i n i n g , who can be efficien tly utilized in larger clinics.

Depending upon the depth of their training , these specialized

extenders may be less expensive to train and to employ .
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Table 6

Size of Army , Navy , and Air Force Outpatient Clinics and
Dis t r ibu t ion  of Cl in ics  by Number of Annual Visits*:

CON1JS FY1976

AIR
NUMBER OF VISIT S ARMY NAVY FORCE

< 100 ,000 0% 11% 37%

100 ,000 - 200 ,000 25% 22% 36%

200 ,000 - 400 ,000 22% 26% 22%

400 ,000 - 1 , 000 ,000 44% 33% 3%

>1 ,000 ,000 8% 7% 1%

TOTAL 100% 100% 100%

Numbe r of Clinics 36 27 67

NOTE : Data provided by OASD (HA ) . 
—_______

Only clinics located at hospitals.

As an example , the Army has developed a type of practitioner

thought suited to their large clinics , called an AMOSIST . The

AMOSIST is a corpsman given 12 weeks t r a in ing  in fo l lowing  diag-

nostic and treatment algorithms for 30-40 common ambulatory prob-

lems . Five  or s ix  AMOSISTs , each seeing 20-25 patients per day ,

work under the fiu ll-time direction of a ~physician. Because AMO-

SISTs ’ training is li m ited , they should onl y see patients with

the problems for which there are algorithms . A large outpatient

clinic treats enough patients to keep a team of A1IOSISTs busy .
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Sinn ~t~ the PA can p r o v i d e  ser v i c e s  an AIIO SIST c a n n o t , a l a r g e

c l i n i c  m i g h t  employ both t ypes  of extenders.

CLear l y a PA is more high l y trained t han  an AMOS I ST and

cou ld eas i l y perform all the tasks required of an AIIOSIST.

Therefore , the issue of provider mix is one of cost-

effectiveness. First , for the conditionis they treat , do AMOSISTS

provide care comparable to PA care in quality bu t at a lower

cost? Second , in these large clinics is the scale of work great

en ough to j ust i f y  subs ti t u t i o n  of these less hi ghly trained , and

therefore less expensive , providers (AJIOSISTs) for more highly

tra ined providers? In smaller clinics , we doubt that the work-

load would permit AIIOSISTs to be cost-effective .

We hesitate to recomend the transfer of the Air Force

physician/PA staffing mix to the Army and Navy ’s larger clinics

for another reason: the primary medicine casemix may be a f f e c ted

by the presence of specialty clinics. The casemix may be more

complex in large clinics if patients with serious problems first

visit the General Therapy Cl inic before being referred to a spe-

cial ist; in areas served by small clinics not offering specialty

care , these patients might prefer a civilian practit ioner. On

the other hand , some patien ts who would be referred to a special-

is t in a large cl inic are satisfactorily treated in the p r i m a r y

medicine clinics when the specialis t is not available. Depending

on the resulting casemix , fewer or more PAs are needed in large

clinics.
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The di f ferences  in casemix along with the a v a i l a b i l i t y  of

a l t e rna t ives  to the PA imp ly caut ion in app ly ing s t a f f ing rat ios

designed fo r  the Air  Force to the Army and Navy as a whole. How-

ever , there are direct analogs to the demonstration clinics in

both the Ar my and Navy . Refe r r ing  bac k to Table 10 , about one-

quar ter  of Army c l i n i c s  and one-third of Navy c l in ics  carry a

workload in the range of the demonstration c l i n i c s  (fewer than

200 ,000 v i s i t s  per y e a r ) ;  another  22% in the Army and 26% in the

Navy handle  fewer tha n 400 ,000 v i s i t s  an nual ly and are therefore

not f a r  out of the range of f ac i l i t i e s  we have studied . We see

no reason why these small to midsize prima ry medicine clinics

could not be s t a f f e d  w i t h  physician-PA teams as the demonstration

clinics were .

Whi le  the A i r  Force s t a f f ing ratios probably come close to

desc r ibi ng p rovide r req u irements in simi lar  Army and Navy clin-

ics , several cons ide ra t ions  may d ic tate that these rat ios be

m o d i f i e d .  These inc lude  casemix and patient  acceptance of PAs ;

case mix in turn  depends on cl imate , pop ula t ion  charac ter is t ics ,

and c l i n i c  size . Data which would allow a comparison of the Army

and Navy to the Air Force in these respects do not exist. Like-

wise , we do not have data on current staffing of Army and Navy

cl i nics .  Therefore , we have not attempted to estimate the

numbers of phys i c i ans  and PAs (numbers of provider teams) which

would be needed to operate smal ler  Army and Navy c l in ics  in a

man ner  comparable to that  of the demonstrat ion c l in ics .
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IV. THE TRANSFERABILITY OF THE AIR FORCE EXPERIENCE OUTSIDE PRIMARY
MEDICAL C L I N I C S

Currently, all three services use PAs outside primary medi-

cine clinics. In theory, PAs can handle an even greater variety

of assignments. For examp le , the shortage of physi c i a n s  is

keenly fel t in emergency rooms ; where the workload is light and

consists largel y of walk-in patients , the use of PAs provides an

attractive alternative . Similarl y ,  PAs could pr obabl y he

employed in certain specialty clinics. Finall y ,  the Army and

N avy del iver  a cons iderab le  volume of medic a l serv i ces in troop

clinics and on ships . The Army employs PAs in their satellite

c l i n i c s , but the Navy does not. We will discuss expanding PA

roles first in the outpatient clinics , then in other medical set-

tings .

UTILIZATION IN OTHER OUTPATIENT CLINICS

While PAs may be best suited for primary medici rw , other

types of outpatient clinics may also be able to productivel y

employ PAs . The two other clinics giving prima ry care ,

obstetrics/gynecology and pediatric s , could use PAs but are

u n l i k e l y to do so because they have an amp le supp l y of nu rse

practitioners specifically trained to work in these clinics.

There fo re , expanded employment of PAs m i g ht  ins tead  occur in the

emergency room arid some specialty clini cs.
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In January  1979 , the A i r  Force began to test the assignment

of PAs as Medical  O f f i c e r  on Duty (MOD) in a few of the i r  eme r-

gency rooms . One hospital is pa r t i c i pat i ng from each command .

The PA is backed by a physician who must remain w i t h i n  10 minutes

of the hosp i t a l .

The r a t iona le  for using PAs on MOD is demonstrated by the

occurrence of only one true emergency in the first three months

of the test. Air Force emergency rooms , at least in smaller  hos-

pitals , operate largely as walk-in general therapy clinics . Most

of the presenting conditions can be easily handled by a PA. In a

larger hospital , the PA may be able to assist the physician MOD,

but the larger number of emergencies would probably prevent the

PA from ac tua l l y replacing the physician as MOD . This raises the

issue of what provider  mix is the most cost-effective , given

emergency room caseloads .

If the PA is going to provide care in the emergency room ,

the adequacy of h i s  emergency medicine t r a i n i n g  and also of the

supervision afforded by the physician on call  needs to be

reviewed. We have not considered the PA’ s abi l it y to deliver

emergency care , nor have we evaluated PAs not working  under the

di rect supervision of a phys ic i an .  The Ai r  Force ’s PA t r a i n i n g

program does include instruction in emergency medicine . We would

u r ge cons ide ra t i on be given to w het her PAs assi gned to MOD should

receive add i t iona l  t r a i n i n g .
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I’he p h y s i c i a n  b a c k — u p  to t h e  PA ex i ~~t s  p r i m a r i l y to cove r

e m e r g e n c ie s  t h e  PA is not t ra in e( l  to  d e a l  w i th  . I t e cami se  t he  p h y—

s u i a n  is  not p h ys i c a l l y present  w h i l e  the PA d e l i v e r s  r o u t in e

care , and the on-call position rotates , the PA is not closely

supervised for non-emergencies. In some hospitals , the emergency

room sees a large n umber of patients who find use of the regular

lini s less convenient. Policies to discourage misuse of tIne

emergency room would decrease provider requirements , and also

l imit the usefulness of PAs in this area .

PAs mig ht also be productivel y used in the li u ics deliver-

t rig speci alty care , par ti cul a r l y the subspe cia ltie s of interna l

medicine . Some PAs have alread y expressed an interest in speci-

a l i z i ng as th e i r  care er s progress . Such clinucs as urology , der-

matology , and ca rd io logy  do see some pat ien ts w it h re l ati ve l y

routine problems . In a larger hosp ital , these patients might he

s u f f i c i e n t l y numerous  to j u s t i f y add in g PAs to specialty clini c

staffs on the basis of cost. Inn smaller hospit als , the PAs might

spend onl y part of their time seeing “specialty ” patients in

eithe r the prima ry medicine or appropriate specialty c l i n i c .

Indeed , it is probable that the pioviders in a c l i n i c  tend to

match  themsel ves w i t h  the pa t i en t s  they f i n d  i n t e r e s t i n g .  A more

forma l use of specialist PAs , howeve r , would again raise the

training issue . Some form of continuing education progr.nm would

probab ly  be needed to assure  that  PAs ob ta in  the  skills necessary

for providing high quality specialty care . In addition , as i n
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the prima ry medicine clinics , superv isory responsibility would

have to be clearly assigned .

UT I LIZAT ION OUTS iDE OUTPATIENT C L I N I C S

As we have indicated , we believe PAs can be utilized under

the current organizationa l structures existing in the Army and

the  Navy , based oni the Air Force experience with PAs during the

recent demonstration project. The direct transferability of the

Air Force experienuce is limited to practitioners , fa ci l i ties , and

operations similar to the Air Force prima ry medicine clinics.

All three military depa r tmen ts presen tly are ei the r cons ider ing

us i n g or actu a l ! y using PAs in other settings . Because of the

potential utility of PAs in a variety of settings , one must also

cons ider  the major issues raised by utilizing PAs in a non—fixed

base or in other m odes less supervised than that of the demons-

t r a t i o n p r o j e c t .  The questions that must be answered to estimate

s t . i t f n n i g  r a t i o s  n u n  d i f f e r e n t  se t t ings  re la te  to the q u a l i t y ,

quantity, and cost of ca re  t h a t  w i l l  be provided as one subst~ —

t u t e s  d i f f e r e n t  m i x e s  o f pr ov i d ers f or the p ure p h y s i c i a n  mode of

practice. As a consequence , training and supervision are again

am ong the key issues. These issues can be highli ghted by recal-

ling the Air Force test of PAs in the emergency room and by con-

si derinig Navy utilizat ion .ullo .u t , and A rmy utilization of PAs as

battalion surgeons.
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C u r r e n t  N a v y  p r a c t i c e  on those s h i p s  whe re  no ph y s i c i a n s  a r e

a s s i g n e d  i s  to  use the  Advanced  H o s p i t a l  Corpsman ( A H C ) ,  an

e n l i s t e d  r a t i n g  who rece ives  f o r t y  weeks of fo rma l c l a s s r o o m

t r a i n i n g ,  and who then i s  ass i gned to a s h i p .  The AHC is t r a i n e d

to handle routine sick call , to spot emergencies , and to s t a b i l -

ize trauma . For problems the ABC cannot treat , the patient is

evacuated . Medical supervision and consultation are provided by

rad io communications . Depending on the type of ship, m i s s i o n  and

other factors , evacua tion t ime could be meas ur ed in m inutes or i n

days. During peacetime the types of problems seen by the AHC

would most likely be those seen among the act i ve du ty p o p u l a t i o n

by the Air Force PA. During a war , howeve r , the casemix would

change drastically. Unlike the Air Force PA , who would con t inue

to see the same routine problems but with an increased workload ,

the AHC would potenti a l l y be faced with casualties and markedly

i ncreas ed uncer ta in ty conc ern ing the av ai lab i l it y of med ica l

superv is ion , consultation , and evacuation capability.

The AHC presentl y constitutes Navy use of “ex tender s” in a

non-fixed facility. The Navy has jurt begun to assign PAs to

aircraft carriers , where their mode of practice in peacetim e

would be similar to that of the Air Force PA; name l y, under the

direct supervision of a physician. Although iii the past Navy PAs

were graduated from the Air Force training program (after the

ori gin al Navy program was terminated), current Navy p l ans for

training PAs are different. Navy PAs w i l l  be drawn from the pool
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of AHCs amid will be given an additiona l 20 weeks of classroom

training and 32 weeks of clinical experience . The Navy does no t

now p lan to assign PAs to independent duty on ships.

The Army , unl ike the Navy , extensively uses PAs in the field

as “Battalion Surgeons. ” These PAs are assigned d i r ec tly to bat-

talions . They take routine sick call for the active duty popula-

tion and refer pr ems to the base hosp i tal. Army PA tra i n ing

is very similar to Air Force PA training. In fact , the Army

course at Fort Sam Houston has been closed and the current class

of Army PAs is being trained by the Air Force .

Peacetime use of Army PAs bears some similarity to Air Force

use of PAs at Lackland Air Force Base. At Lackland PAs are sta-

tioned in satellite clinics geographically dis tinct from the main

base clinic. These PAs see the routine problems presented by the

active duty popula tion at Lackland and of course consult with and

r e f e r  to physicians at the base clinic. There is a difference

between Army and Air Force utilization , however. The Air Force

PAs are not permanently assigned to the satellite clinics , but

rota te through the base c l in ic , thus using the full range of

their skills and training . Such rotation increases job satisfac-

Lion and , most important , leads to skill retention. The Army

also tries to rotate its PAs through fixed clinics. However , the

Army has too few PAs relative to its requirements to guarantee

meaningful rotations for those PAs in the battalion surgeon

posts. During mobilization and war t he  Army PAs are expected to

- .n’_
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g ’  w i  tin the unn i 1. Of course the casemix and mode of p r a c t  ice

faced by the Army PA in this sit ‘it on changes abrupt I y

Currentl y the three services emp loy PAs and other types of

e x t e n d e r s  in a variety of medical settings , suggesting a future

p o t e n t i a l  fo r  expanded use of PAs . Our s t u d y has l i t t l e  t h a t

d i r e c t l y bea r s  on these  d i f f e r e n t  p a t t e r n s  of u t i l i z a t i o n .  We

have not s tud i ed  the q u a l i t y  of care  or manpower  costs  under

these c i rcumstances .  Clear l y ,  t r a i n i n g ,  supe rv i s ion , and mode of

p r a c t i c e  a l l  i n t e r a c t  to produce  p a t i e n t  care of a certain qual-

ity and quantity . The PA is more hi ghl y trained than either the

ANOSIST or the ABC. Consequently ,  the PA could certainl y p e r f o r m

either role. However , because the PA’ s training is more costl y

he may not be cost-effective . We are therefore left with some

unanswered questions . For the same leve l of patient care , do

economies of scale at large facilities render the AMOSIST p r o g r a m

less costly than a mix of physicians and PAs? In the Navy case ,

is the ca re prov ided by the ABC acceptable? Futher , if AHC s pro-

vide acceptable levels of care , why should PAs treating an active

duty  p o p u l a t i o n  on a i r c r a f t  c a r r i e r s  be so c l o s e l y supe rv i s ed  b y

p h y s i c i a n s ?  W e l l — t r a i n e d  PAs can p e r f o r m  in various settings ,

but the most c o s t- e f fe c t i v e  m i x  of providers for each setting has

yet to be determined .
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V . CONCLUSIONS

We a re  c o n f i d e n t  tha t  the Army and Navy cou ld  borrow f r o m

the Air Force ’s experience with PAs in primary medicine clinics.

The provider requirements shown to work in the demonstration pro-

ject can be app lied to the smaller Army and Navy clinics , those

hand l i n g  fewe r than 200,000 visits annuall y. The staffing recom-

mendations may even closel y approx imate the requ iremen ts f o r

somewhat larger clinics. However , above 400,000 vi si ts a n n u a l l y,

we would hesit a te to urge adopt ion of the sys tem t r ied out in the

Air Force ’s demonstration project without furthe r study of alter-

na tive provider mixes and their cost-effectiveness.

With respect to utilization of PAs in settings other than

the p r im ary medi c ine cl inics , our  stud y has li ttle direct appli-

cability . Clearl y the PA is more highl y tra ined than ei ther the

AMOSIST or the AHC , and thus cain perform in either role. Conse-

quently, utilization of PAs in various medical settings should be

determined by the levels of care required and the costs of alter-

native mixes of providers.


