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Lrwin Army Caimwiwty Hospital (1,H), Fort Riley, Kansas, has been

selected as cne of eleven sites to demostrate the "Gateway to

Care", or "Gateway", program for the Department of the Army (DA).

Gateway is interned to accomlish several objectives, specifically

these objectives are: (a) to inprove e to medical care, (b)

to implement a primary care delivery base, (c) to improve the

quality of care, (d) to improve customer satisfacticn, and (e)

contain the rapidly escalating costs of medical care. These

objectives will be axoxiplished thrth the use of managed care

conceps.s. This represents a significant dparture frcn the

existing military health care system. As one of the test sites

for the Army Gateway Program, 1P0 will be allowed to functicr.

more like a civilian Health Maintenance Organization (;#V). Under

the Gateway program, primary care providers wilA become individual

patient health care managers and "gatekeeprxs" of the health care

system. Since LACH has an active Famiy Practice program, this

service will become a focal point in the Gat-way program. This

paper dnalyzes the curent Family Practice program at IA0 to

determine the best meth•d to ror•ganize the program at IAOI in a

0 0 0 0• 0 0 * 0
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cost effective and operaticnally sound manrer. A nmanea care

model for the new program and a plan for its inlementation are

discussed.

D 0
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Conditicns which Pmro et the Study

Tuo primaxy factrs underlie the reasons for this project.

7?e first was a proactive interes on the part of the command

group at Irwin AL.ty CQitunity Hospital (IACH), Fort Riley. Kansas,

to evaluate the effectiveness of the existing abtulatory care

program. Tbe amrand group takes pride in ensuring that high

quality health care is provided to the Fort Riley community at the

lowest possible cost. The staff at IAC2i has already made •

significant strides in reducing costs through exaalnatimn and

modification of current prrgr , such as an Alternate Use of

Civilian Health and Medical Program of the Unifcraed Services

(CHM4) Funds proposal to capture 101 Same Day -urgeries in

1991. The actual volume in January and February 1991, the first

two montztL of the program, yielded 191 cases; rearly double the

estimated anrual program.

Tle second factor, and perhaps the tmo:st significant, was the

designation cf the Fort Riley Army Medical Department (MEMYC) as

a test site for the Departnent of the Army (DA) Gateway to Care

(or Gateway) initiative. This initiative is largely the result of

the study doae by Colonel Douglas A. Braerdel (1990) that proposed

the military mNedical systali re-trixcure to more closely resoltle a

• • • •• • •
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civilian Health Maintenace Organization (HMO) aid actively

pirsue managed care. By restructuring in this maner he

anticipates that the military medical departmet could reduce the

rate of irmmase in health care expenditures through capitated

funding; and better meet the needs of the beneficiary population

by expanding the prim-ay care mission.

The Gateway program plaocs a greater emphasis on the

significance of the primary care provider (PCP). This emphasis

includes the inreased use of the RZP in providing care and in * *
managing the care of assigned patients. Family Practice is a

primary care specialty that is well suited to both providirn

pr-Arary care and managing the health care needs of the patient.

Tlese providers can hardle a wide case mix since they have some

addiicrnal training in other specialties such as general internal

melicine, general surgery, and obstetrics and qynecology. By

the nature of their specialty, they are already more skilled in

the management of their patients' health care. Because of these

skills, Family Practice will become a focal point in the

implementation of the Gateway Program.

If the Family Practice program is to assume a larger role in

the ambulatory care of the IACH beneficiary population, the

program needs to be structured to meet the expanded role. This

• • • •• • •
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paper exanie*s the existing Family Practice progjram and mzkes

recommendiatios for restructuring the prugram.

Statement of the Management Problem

IA2i forecasts a capitated funding system in the near term

and an expanded primary care mi&sion. ITe use nf resources for

outpatient visits must be carefully managed. In particular, what

is the most oost effective and operationally sound way to provide

Family Practice services?

Review of the Literature 0

The risirg costs of health care in the Ukdted States is an

area of corsiderable concern. This crzcern has led to the

government developirg and implementing the prospective payment

systm known as the Diagnosis Related Groups (LRGs) in an effort

to contain the costs of inpatient care. Most private third party

payers have also adopted the DRG system. The net result of the

implementation of prospectiv', payment has been to slow the rate of

growth; ver, cost increases in health care have still eyzeed

the rate of growth of thc Gross National Product (G-,?) to the

point where health care expenditures represent over 12 percent of

the C4P (Orardel, 1990; Coile, 1990).

D • • •• • •
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Despite the lim~ited success of the lIEr systemi, Ccrxgress has

directed the DeparbTent of Defense (EOD) to adept the lIG system

in determining the funding of military medical treatment

facilities. The IRG system was to have been implementxd in Fiscal

Year (FY) 1989. Due to several differences between the military

and civilian resoure accounting mechanisms, and unique health

service reiirEants for the military in general, DRGs have not

yet been implemented. There is rx definitive date when Dlis will

be used in the military health care system though they are •

currently partially implemented; hwver, a REM based model will

become the yardstick for measuring the economy of other furding

methods such as the capitation system to be used by the Gateway to

Care program.

One of the reasons for the rcntinuing icreases in overall

costs has been the shift of costs from inpatient care to

outpatient care (Coile, 1990). Initiatives on the part of the

health care industry to recapture revenues lost in the inpatient

setting have largely been directed at incxreasing i•*-enues through

outpatient services where payments are --till generally on a

fee-for-service basis. This is evidenced through the increase in

the number of independent outpatient clinics and tiJe provision of

some services (e.g. minor saurery such as diagnostic biopsies) iii

D • • •• • •
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an outpatient setting. At the sa'e time, health care

organizations have actively sought to increase and capture the

volume of these outpatient services. An example of the dramatic

irease in the volume of outpatient visits is d -mxis•tated by

Gunn (1990) where he reports that the number of outpatient visits

inrease 40.2 percent in Midcigan fran 1985 to 1988. Coile

(1990) states that inpatient admissions declined from 1983 to 1988 0

and inreased only .5-1.0 percent in 1988 and will increase 1-2

perct through the early 1990's. Aarbulatory care is expected to

grow from 7-15 percent, depending on the specialty. The net S 0

effect has been a lower cost per procedure, but higher

expenditures for health care overall.

rongress recognized this shift in costs to the outpatient 0

setting and direted a study to develop a prospective payment

system for physician services. This study, conducted at Harvard

University, led to the development of the Pesource Based Relative
D

Value Scale (RIBVS) which will be implemented in the civilian

health care sector in 1992. This system will permit the

Govmrnment to set a fixed rate of reintu•niment for outpatient

care for Modicare/Mldicaid participants. It is anticipatid that

the use of this prospective payment system will help to reduce the

rate of irceage of outpaticnt costs as the DR system has helped

I



Family itractice

8
to rmiuce the rate of inr~ease of co~sts in the inpatient setting.

Th~e use of thes 10MV, lik te DRG, as a prospective paymn~t

sYstk3n will likely becomie the yardstick for measuring the econoic

use of resorce in the amLtauatory care setting.

Defense spendinrg is already under clos scrutiny for
reductis. It is reaInble to assume that 0rLeas will mvidate

the use of the FR~VS in the DOD health care system as they have

required the use of CFs. With the implementaticin of DRs and the

RBRVS, military medical facilities will have to adapt to

decreasing funding an~ an individual visit basis while maintaining *
the sane health care services for the beneficiary popilaticn.

This will undoubtedly spark an evolutiain in the organizationh arxi

maniagement of military medical treatmenit facilities such as that

I

suggested by Braerxdel (1990).
7'flre are already several projects underway to test methods

to reduce a-IAMRS spending in the Departmn~t of the Army. Sanre of

I

these projects includle: three program undr the CHA.pU Reform

Initiative (CI)* Primary medical Care of the Uniformed &,rvices

(PRUM4S); the military/civilian Health Services Partnrshp

Program; the Veteranis Admirxistt tian (VA)/DCD Sharing Agreements;

and two Catctrmnt Area Management (CAM) projects. The 1110 recent
program designed to reduoe health care spend•ing is the GatienW to

The se f te RBVSllk theI•S asa • v pamen

sysU wil iUlybeome te yrdsck fr masui• te eurI

u0 o0rs 6• n h 0mua 0areseting
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Care program that will be instituted in eleven Army Medical

Treatment Facilities (MrFs). As stated earlier, Irwin Army

Qmonidty Hospital, is one of those best sites. This program will

cause a restructuring of the health care delivery system to nore

closely reAmble civilian managed care models.

•Manged Care

There is no single definition of "managed care." However,

the basic ptulosh kxehind the concept of managed care is to

assure the aFpzgxriateness and inprove the quality and cos

effectivness of health care delivery through the management of 0

the cam provided to the individual patient. Health care

organizations that ascribe to managed care accoplish these goals

through a variety of techniques. Braendel suggests these

techniques include, but are rot limited to: ". . . quality

assurance, utilization management, peer review, provider

selection, patient cost sharing, capitation and other provider

incentive plans." (p. 19)

Quality assurance involves ensuring that the patient care

provided is appropriate to the diagnosis and necessary for

facilitating reoovery. Manaed care does not mean the cheapest

care without regard to quality. Quality standards are an

essential element in selecting the appropriate type and level of

4• • • • @ @
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care. Quality assuranoe is well impleimented in the inpatient

setting and is expanding into the aitpatient setting. Coile

(1990) maintains that the quality of health care delivered by an
D

organization or provider is a key element to the Succss of

attracting and keeping customers. Within the military, pmograi,

are in place for evaluating the quality of care within the 1TF,

but there is little done to evaluate the quality of care provided

by civilian sources (Braendel, 1990).

Utilizaticn management is a asb-function of quality

assuraro. Through utilization marnamt, the provider has a D 0

tool to evaluate the use of resource to ensure their -It

effectiveness and approriatenss. Utilization management can

involve prospectiwv techniques; such as proexrtification before

care is obtained; concurrent review, to determine if resourc

that are being used are neoessary; or retrospective review,

evaluating if resour were used appopriately after the fact. D

Th.•rogh the development of standards of care, a benark can be

applied to a specific case to determine if the care given to a

patient over or ;under utilizes resources. Coile (1990) advocates

the development and use of national standards.

Provider selection allows the managed care organizaticn to

control which health care providers the individual patient sees

• • • •• • •
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for treatbent. In many managed care organizations, the patient is

permitted to choose a IC who is responsible for providing primary

care and referring the patient for specialty care to specific

providers already affiliated with the organization. In this

manner, fees to the providers can be negotiated before patients

are referred and the most omxpetitive pricing is obtained.

Bender, Ceoýn , Lnrkpist, Cantote, and Krasnic (1990) suggest

that hospitals develop their own primary care referral networks as

a mettxl of inceasing their market share of admissions. * .•
Patient cost sharing is one way to disourage the patient

from overusing health care resources. All managed care plans

require the patient to share the costs of health care through

dtibles and/or opafylmts. (Braerdel, 1990) These deductibles

and o.opayments vary from plan to plan in terns of how mucd, and

for what services, the patient must provide some "out of pocket"

expense. This provides a finarcial incentive for the individual 0

to minimize the use of the health care system.

The use of capitation as a prospective funding method is one

way to ecrage the ecoic use of health care resurcs by

providers. Capitation is a method of paying a provider or

organization a set rate each month on a per capita basis to

provide for the health care needs of a defined patient population.

• • • •• • •
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This places the provider at some financial risk if the costs of

the health care provided e the rate of capitation sine the

excess furds needed must ce from the provider's own assets.

Alternately, the provider can make money if the costs of the

health care provided are less thin the rate of capitation. Some

managed care plans use capitation as a method of encouraging the

provider to make the most effective use of resources. Other plans 0

may use some other financial incentive, such as profit sharing, to

encourage oost effectiveness.

Coile (1990) presents an excellent sumnwiy of the thaee basic 0

organizational models of managed care. These ,cdels are the

Health Maintenanc Org-izaticrns, the Preferred Provider

Organizations (PPO), .e 0cclusive Provider AIa,•,;ts

(EPA). Vhile the basic purpose is relatively the same, i.e.,

managing patient care, each model has some unique features.

An HMO system provides a defined so~pe of services for

enrollees for a prospectively set premium. HM0s have been in

existenc since the 1940's and were originally established

centered around major medical groups. Same HM's now own their own

hospitals, but the current trerd is to act as service brokers and

contract with provider groups, such as Individual Provider

Associations (IPA) and hospitals. Aoording to Coile (1990) this
I

oI
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trend will continue in the future and Hs and Ps will blend

into mawrged care plans that have ... multiple buyer options,

shared con'trrol systems, and interlocking provider networks." (p.

134)

PI~ also provide a network of providers and hospitals, but

they do not contrat for full respcnsibility for a defined soope

of services. They negotiate preset prices at a di-xunt with

providers and hospitals and broker these services to insurance

aompwnes, employers, the goverment, and other major buyers. The

incentive for the patient is to seek care from the providers

associatd with the PPO in order to have all of the services paid

for by the plan. If an enrollee seeks care frum a provider that

is not in the PPO network, the patient will usually have to pay a

copamient as a penalty. Coile (1990) states that PF40s have

acquired an equal number of enrollees as HMFs and that the trend

is for PPOs to grow at a faster rate than HMOs in the 1990s.

EPAs are similar to PPOs, but they have generally been

associated with very large businesses that are self insured.

These companies contract on their own within the health care

industry. In this manner they can tailor the services they

oont-ract for based cn the experience of their employees. The

contracts are also "experience based" rather than "counity

q• •• • • •• •
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based" in order to get the best prices for th services they reed.

Uhe incntive to the eaplayes to stay with the providers within

the provider network of the EPA is to have acss to a broader

range of covered benefits and services.

Military Health Care

Benel (1990) states that the military direct health care
I

system has many remblances to a staff model WI, an 1W that

owns its own facilities and salaries its staff. The military

direct care system is very much like a staff model HMO for the

service meTmer. All care is provided through the direct care I 0

system. If care is not reasably available in the direct care

system, care is provided through the civilian stlr at no rost to

th service member.

wver, with the inclusion of dependents and retirees as

eligible beneficiaries, the direct care system could not meet the

danas of the beneficiary population. As a result, since the

1950's the goverrment has provided Insurance oerage throgh the

AMPUS for care provided to dependents and retirees from the

civilian sector if medical care is not available to them frnm the

direct care syste. The OAMPL option makes the military health

care system nore of an "open-ended" HM for these beneficiary

groups. An open-ed HMD allows the beneficiary to leave the

00S00 0 0 0 0 0
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network of HMO providers and still pays a large part of the costs.

Wile there are some restrictions on the civilian care these

bereficiaries can use with OCAMS reimbursement, auost ambulatory

services are available to them if they are willing to pay some

"ot of pocket" cts.

Figure 1 depicts the current methods a military medical

berneficiary may obtain health care services. As can be seen in

Insert Figure 1 about here * *

the diagram, a beneficiary can freely acciss either the direct

care system or civilian care system (straight arrows). Referrals

to other providers om the patient is in the system can be made

with few restrictions (curved arrows).

The CHAMwU eligible beneficiary pays a small penalty

(deductible and cx•payments) for accessing the civilian system

regardless of whether or not the beneficiary was referred by a

direct care system provider. There is a possibility for a much

higher penalty (the beneficiary must pay for all care) if the care

was for inpatient services and the patient had not obtained a

non-availability stataeent. For ambulatory care there are very

few restrictions on the type of care that the patient can obtain.

0 5 S 5 0 0 0 0 0 0
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Da addition, there are geerally no requiremts for

rcn-availability statements before seeking amiulatory care.

OW4RF wi1 cst share all allowable charges for atmbulatory care

regardless of whio deterxmine the read for care.

The service member does have a rquirement to seek care from

the direct care system if the military system is expected to o7ver

the costs of the care received. This is true for both inpatient

and outpatient care, except in the case of bona fide emergencies.

If a service member obtains medical care withouti being referred

by a provider from the direct care system then the servire mmiter

could be held responsible for the entire amount of the bill. If

the service member is referred to a civilian source due to

unavai1lability of the service in the direct care system then the

coxsts are paid for by special operating funds called Supplemental

Care Funds.

By prrvidinr, civilian health insuranc, depedients and

retirees can option out of the direct care system and seek care

directly fran civilian sources. The patient pays a penalty in the

'orm of a yearly deductible and a percentage share of costs (about

20 peruet of subsequent costs) after the deductible has bee

reached. There is also a "catastrophic care" clause that limits

individuaJ family "out of pocket" costs to $1,000. The deductible

00
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is now $150 per individual or $300 per family. This is a

significant ir•ease from the $50/$150 deductible in effect during

Braendel's study, but not as high, in some cases, as the increase

he suggested was necessary to act as a financial disiiMtiVe. He

suggests that .5 pernent of the service mmbter's base pay per

individual or I percent per family. For example, an E5 with over

six ymars of service would have to pay $76.08 per individual or

$152.16 per family as an annual deductible ($15,216 annual base

pay tines .5 and 1.0 percent respectively). An 04 with over 14 *
years pay would have an omruml deductible of $200.70 per

individual cr $401.40 per family. Despite current efforts to

provide a financial disinetive, many dependent ard retiree

beneficiaries use the CHAMRS option to 93ek civilian care in

order to avoid the peroeived long waiting times to be seen for

care cn a "space available" basis in the direct care system.

With an increasing dependent and retiree beneficiary

population, and insufficient resources to rd=ate them in the

direct care system, OW4.1RS costs increased to over $543 million

for outpatient visits in 1987 (Hudak, 1990). The overall costs

for OW-I.E have prompted the military departments to look for

ways to reduce, or at least contain, CaMPLE spending. Most of

these initiatives have been aimed at returning QIMRtS eligible

• • • •• • •
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beneficiaries to the diret care system. Some have been directed

at lowering the cost of care obtained from the civilian sector

through special contracted rates. Ln addition, in 1988 CR*IPS

payments for irpatient care changed frnm a fee-far-service basis

to a E basis.

Few of the OCAMRE cost contairvnt strategies have used

managed care as their basis. Until the annoucement of the

Gateway program, none of the initiatives placed the ewphasis of

managed care In the primary care arena. Gateay represents a * *
significant departure from the traditional model of military

medical care as expairned below.

Gatey to Cam

DMtails on the specific frplear-ntaticn of the Army Gateway to

Care program are somwhat limited since the implementation is

dependent on the needs and capabilities of each individual Gateway

site. The primary distinctions between Gateway and other DOD or

DA cost containment programs lie in the method of health care

delivery and the mechanism for funding Army KrFs. This program

structures the Army health care delivery system to mare closely

resemble civilian H14V managed care models.

Gateway is intended to acomplish several cbjectiUes

specifically these objectives are: (a) to improve access to

S. . . .i lmii i m l i mmm m m mmlm • ll ll "-I , ,, --
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medical care, (b) to implement a primary care delivery base, (c)

to improve the quality of care, (d) to improve customer

satisfaction, and (e) contain the rapidly escalating costs of

medical care. The Gateway program will accomplish these

objectives tbrrxxh several key changes to the current Army health

care system.

First, Gateway will enroll beneficiaries in the pzogram. The

enrollment will essentially be a contract between the bificiary

and the Gateway site. The enrollee will agree to abide by the S 0

runLe of the system and remain with the program. The Gateway site

will agree to take care of the health care needs of the enrollee.

This will permit the Gateway site to form a better demographic

database of the reeds of the beneficiary population- and provide

the population be for negotiaticn with civilian providers for

speial rates.

The Army has not yet directed mandatory enrollment in the

Gateway program at the test sites. Since enrollment will not be

mandatory, beneficiaries may chase not to enroll. Those AMR

eligible beneficiaries who are not enrolled will contL ue to use

the existing delivery system as explained earlier. Special

"benefits packages" w~ill be developed at each site to encourage

enrollment.

•
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Q-e of the principle benefits that will be common at all

sites will be a guarantee of easier ass to care. This will be

acoomplis;ed by establishing a network with specialty care

providers rnar the local site. These providers will be contrated

by the Gateway site to provide care to enrollees. Special dizet

care staff mambexs titled "Health Care Finders" will be used to

locate the most immediately available appointment for Gateway

enrollees. Arxther cammon benefit will be the use of "Advice

Nurses" that can be contacted 24 hours a day to answer questions

an enrollee has concerning his or her health care. The use of

Health Care Fineirs, Advice Nurses, and a network of providers

should significantly inprove access to care for the enrollee.

In addition to providing advice to patient querles, the

Advice Nurse acts in a triage capacity. When a patient calis with

a health care problem the Advice Nurse will assess the patient's

stated syffptams and make a determination whether or not the

patient needs to see the designated PCP. The Advice Nurse will

use a set of prototols that have been developed to diret the

patient in self-care, if appropriate, or will schedule an

appointment with the PRP. Braerdel (1990) states that this is a

technique commonly used by M-fs to help reduce the number of

unncssary appointients thereby saving provider time and cests. 0

0
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Enroltees will select a RP who acts as the patient's

principal point of entry into the health can, system. This

provider may be a family practitioner, a general medicine

specialist, a genra• internal medicine specialist, a

pediatrician, or possibly an obstetrician. Smith and Buesching

(1986) argue that primary care should be a matter of functional
p

definition rather than medical specialty. Using this approach,

primary care chracteristics include ready access to care,

continuity over time, comprehensiveness, coordination, and

personalized care. This the same approach used in Army MTFs for 0

Family Practice and the Gateway to Care prograt. The use of a

designated RCP should enhance quality c carue since there will be

better oxntinuity of care with one provider more closely

monitoring a patient (Paxsons, Barnes ard Pigley, 1989; Short l,

Wickizer, Urban, Williams, & Dowlng, 1982).

There is support in the literature that having a designated

P can inprove ocstomer satisfaction because of a closer

patient/physician relaticnshI-p. For example, in a study done of a

pilot program in Kansas that established primary care providers

for Wtbdicaid recxipients, levy (1985) found that 46 percent of the

recipients were more satisfied with the health care they received

after they had a designated rCP; another 42 prcent said that they

• • •• • •• •p
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wre as satisfied as before the ctarW. Parson, et al., (1989),

state: "This s gtihinirn of the physician/enrallee relationship

improves the image and marketability of the R) and of the health

centers within the HMO" (p. 130).

once the patient initially seeks care, the PCP then makes the

determination if other care from a specialist is required for the

patient. The PC acts as a "gatekeeper" to additional care; the

enrollee must agree to accept the limitations to "freedom of

choice" in seeking care. Family practice will provide over one

third of the PC~s for the Gatea, program at Ii. This *
Ssubstantially changes the method of :cess to the health care

sys~em as depicted in Figure 2.

Insert Figure 2 about here

The diagram shows that the benefir.ary must enter the health

care system throxjh the PCP (single arrow). The RCP decides if

thre is need for care beyond the PCPs scope of practice and

coordinates for the additional services with a specialist that is

within the plan (multiple arrows). This may be a specialist that

is a part of the direct care system, or a civilian provider that

has been contracted to provide special rates. Aymond and Doty

P
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(1,990) point out that a PCP initiating a referral is nmt really a

now pen . ne "- has always been a major origin point of

referrals. However, the focus of the PCP in an HMJ is to

critically examine the need for additional care and try to

eliminate unnecessary duplication of effort if specialty care is

not truly needed. This role is enhane in the Gateway model

sinc the specialist must coordinate additional care (such as

coxstly diagnostic tests and proceures) for the patient with the

PCP rather than assuming full responsibility for the care.

By eliminating unnecesary referrals to specialty care0

providers there is a possibility for sme cost savings. Levy

(1985) found in his study that the Medicaid enrollees who selected

a IPC did show a small cost savings and had fewar specialty

referrals than those who did not select a BPC. Hurley, Freund,

and Gage (1991) reviewed several studies where gatekeepers were

used and found that savings ranged from 0 to 15 percent. In some

of the studies they reviewed, the savings from specialty visits

were offset in additional primary care visits. However, primary

care visits offset specialty visits only in those cases where the

PCP was paid on a fee-for-service basis. Therefore, if capitation

is the funding of choice, there should not be an offset irease

in primary care visits.
I

• • • •• • •

0.. . .. 0 0ummnnnl V ~n nn~m iln * mmnmnman 0 in



I

Family Practice

24

Having an assigned FCP has also been shown to substantially

deease the number of emergcy room visits by patients (Hurley,

et al., 1991). Barger and Wolcott (1977) stated, "The common

denominator for the noxmzus increase in kergency Room visits for

nonergeny medical problems has been the decline of the primary

care physician" (p. 357). Gunn (1990) reaffirms that belief by

stating that about 80 percent erergency room visits are

essentially outpatient visits provided on a twenty four hour

basis. Reductions in health care costs by reducing emergn ro

visits are apparent when the higher costs of eergency room visits * *
are cosidered (e.g., Chesteen, Warren, & Woolley, 1986).

Another method to eurage Gateway sites to make the most

effective use of resorces will be to use capitation based

funding. Each Gateway site will receive a set rate per month per

Gateway enrollee. The overall capitation rate per beneficiary

may include CHAMPUS as well as regular Operations and •?aintenance,

Army (CMA) funds. 7he objective is to stop, or reduce, the rate

of increase of health care spending for all types of funds. The

local MTF Ccmmarder will be given more latitude to determine how

the health care needs of the beneficiary population can best be

met and apply funds accordingly. This will be acconplished

through the careful managoant of the care provided to the

I
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individual patient, and tailoring the health care delivery

mehanism to the needs of the designated beneficiary population.

Health Care at !AM

IACH has a normal operating capacity of 124 beds; however,

occupancy rates for FY90 averaged only 67 percent, or 83 beds.

Outpatient capabilities at IACH includes Internal Medicine,

Primary Care (General Medical Outpatient Clinic and Troop Medical

Clinics), Family Practice, Flight Madicirm, Pediatrics, Allergy,

Dermatology, Emergecy Medicine, General Surgery Clinic,
* 0

Orthoedics, Qpthalmhoxcgy, Oto=larglogy, Gnlogy, bstetrics,

Psychiatry, and Optometry. In FY90 there were nearly 416,000

oombined clinic visits with over 28 percent of these visits coming

from Far.mily Practice and Primary Care. The outpatient direct care 0

costs exoeeded $20 million with the average cost of an outpatient

visit of approximately $47.80. When nrrowing the focus, in

family practice and primary care the average outpatient visit cost

was approximately $50.30. The average cost of an engercy roon

visit was about $80.90.

In a study by C2esteen, et al. (1986), outpatient care costs

were compared for six clinics (two family practice clinics and

four emergency clinics) in the Salt Lake City, Utah, metropolitan

area. Aong the results, the researchers found the avr-age cost

0S
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for a visit in the family practice clinics was $27 and $45 for the

energeny clinics. The higher costs experie by IACH at first

appear alarming. After a closer examination of the methods of

computation, the actual ccmparable costs at IAJC for a family

practice visit were $26.46 (direct expenses plus apportioned

support oosts, or "overhead") and $53.44 for an emergeny :noo

visit.

With the low occupancy rates and the advent of Dras as the

funding mechanism for military medical treaent facilities, there I 0
is a likelihood that funding at military MTFs will decease.

Further, it is quite possible that funding for ambulatory care

will not be adequate to meet the demand of beneficiaries as the

overall funding for hospitals declines. This decrease will be

further coxpcnzded when Congress directs the use of the R3VS for

outpatient funding. An adxlatory care delivery muhaiusm will

have to be developed to continue to meet the health care needs of

the IACH beneficiary population under a capitated furding system.

Th~e Gatewiay program of fers the opportunity to meet these

challenges before they are mandated.

Health Care Planninq

Anticipating the future is the essential element of planning.

"Planning offerS distinct advantages to administrators who wish to

p
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enhance their facility in a time of constrained resouroes and

inczeased competiticn" (Syre & Higgins, 1988, p. 15). Wdle the

military health care system has not had to directly compete with

private setr in the past, IAN2 will have to compete for the

dollars of the "Gateway HM-" The projected use of [R3s for

funding Army hospitals, as well as general cutbacks in defense

spending will constrain resources. 01i-. iLLzi for these budget

reductions is essential to the cont mission a iplisshment of

providing ambulatory care at IACH. Ite Gateway to Care program

will offer the oppcrtunity inprove the primary care delivery base

and save nry through careful patient management.

In their rodel for health care planning, Syre and Higgins

offer a seven stEp vrnoess. This pross involves: 1) development

of a mission stataient, 2) a situational analysis of the internal

strengths and weaknesses and external threats ard co rtunities,

3) development of assumptions for the future and organizational

planning objectives, 4) analysis of organization and ecoxnomic

trends, 5) presentation of strategies through which the objectives

will be realized, 6) develoIment of implementation plans, and 7)

prioedures for feedback and evaluation. (Adapted from Syre &

Higgins, 1988).

6
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Kaluzny (1986) discusses several organizational perspectives

relevant to the provisicn of amburlatory care servic. ThVese are

structural, human resor, political and sybolic. Stcural

perspectives that require partioialar attention in the anbilatory

care setting include the nature of technology used, the

environt in which ser-vices are provided, and acutability for

resources used. The human resources perspctive focuses on

bijiding a high-performiri organization based oc strong team

efforts and a recognition of the Inpoctarne of the individual.

inciluded in this perspective is the role of participatory decision

making and the organizational climate. 7he political perspective

views an organization from the standpoint of an analysis of

shifting coalitions and interest groups from within the

organizaticn. Finally, the symbolic perspective views the

organization from those activities that may not directly ispact on

the measure of productivity, but provide synbols to those in the

organization that can act as an integrating device. That is to

say, how the organization appears may be momre Ixtant than what

it does. For exampie, the patients' view of how well the Army MTF

responds to heir reeds is as important as the technical quality

of the care they actually receive. If the beneficiaries in the

iACi catchment area do not view the care at Irwin to be of

-
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sufficient quality, then they will seek other avmxes of care.

Kaluzrry states that an integration of these perspectives is

essential in any wsytemtic research or managem et effort.

The ccmmiity-oriented primary care (CE•) model has been the

basis far health progra,' in urderserved areas for the past 20

years (Nutting and Ccxrrcr, 1986). This model has three elements: S

a practice or service program actively engaged in primary care, a

defined community for which the practice has assured

rsp rnsibiL1ty for providing health care, and a prMxs by which

the practice, with te partIcipation cof the coxmmrdty, identifies

and addresses the major health problems of the cxmziity. Each of

these elements is foud in Army MF1s. An Army 4FF provides a

number of primary care clinics for its beneficiaries; the

community served is defined by regulation; and cmunimzity nees

are addressed in cmumzity heailth care forums or councils. This

phil•sc•py appears to be ejxpssed in the very name of Army

a~mxniy hospitals. The proes of addressing the health care

needs of the caminity has four furntctial steps: 1) definirx and

charaterizing the omundity, 2) identification of cr-.manity

health problems, 3) modification of the health care pr-gran, and

4) monitoring the effectiveness of the program modificaticns.

This process should not be static; rather, as the program is

/0 • • • •• • •
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1the ptms shul reuti to th first stop and follow,

aL w.mwiv stop :in a contlzudxi cycle. As the; pr roPP

oaxtinuins tte def surc for wvlsinu evl olve from

subjective opinion~ tocgro w sive datebes for the om~munmity.

Mjltt~rq (1987) frtim arue that aptation of the COP

I~dIS. for a poplat4ior-base fwtily practice is the mwt lcigicm

stop in piay cam. He atgum that the g.oral mods of V~K

with the sucesive rel~iace n awe complete databasse, offers a

rithod to control Cmuz 'Ist - Ib fcxusk ng tho

Whig-ptiotity health as rwa -I of the population srved. This

genrlm oel sere an s the basis for the designi of the plan to

zwvism the Family PracticeIm gzvpm at LAMl.

At then luaw of tte communzity Is Us ndixividual. Concrn

With and for the ind!ividual pstlot zmit be the focal point of &V

health areu program. TI~s crmn fur the patient has prtorpted

Cils (1987) to s~uget that ambulatozy care progam should be

dwAlve1~d an 'dsge exaiesnce", a ",Ilfl saxtiotiM g mg2 on

Unsed mersmively by slits oaumicim1 eintwrpr 4-- d even in mom

m!r businesses suchas b~M:VriI' ra Tmuf -ta. The " n it de of

the deigned exeience is to tiacxI thesim a9VC s cloemly as

possible to the nees a musits of the IrividwvIjls in the

CMMIlty bsiMi serve. bthe Urn nctv of fuanliMi availability,
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Arm MTFs must met the needs of the client, or patient, to ensure

the sucess of any program. This is exaipllfied in the study

c by Chestee, et al., (1986) where the satisfaction I

variables scares irease as the service more closely caters to

the reeds of the clientele.

Purpose Statement I

The puarpoe of this Graduate management Project (GMP) was to

determine the best method to reorganize the Family Practice

program at I10 in a cost effective, and operationally sound *
manner in support of the Gateway to Care program. The objectives

of the QM were: 1) review existing doumentatian and practices of

the Family Practice program, 2) analyze the various perceptins of

staff members and patients of the problems with the existing

program and approaces to resolve those problems, 3) determine the

goals and objectives to be acieved by reorganizing the program,

4) continue exploration of current literature for information

applicable to the project, and 5) develop a plan for

reorganization.

MfrHODS AND PRCRES

Members of the Ccand Group were interviewed to gain an

understanding of their perspectives and corcerns. This served as

the starting point for further analysis.

0

0 0 0 0 0 0 0 0 0



\4

Family Practice

32

Patient complaint sheets for a one year period, April 1990

through March 1991, were examined to determine the cmrKrns of the

overall IAO beneficiary populationl. Only complaints against

pri-ary care clinics (Emergency Room, General Medical Outpatient

Clinic, Internal Medicine Clinic, Ctbstetrics and Gynecolcy)

Clinic, Pediatric Clinic, and Family Practice Clinic) were

considered for comparison with Family Practice since it is a

primary care clinic2 . While the specifics of each complaint

varied, they could be grouped into five categories. These 0

categories were:

1) Inaxkquate ess. These were complaints that involved

issues on: waiting lists for seduled appointments; waiting times

for scheduled appointments from the tine the appointment was made;

waiting times in the clinic before being seen; difficulty making

appointments, such as busy phone lines to the appointments clerks;

and, in the case of Family Practice, the waiting list to be

assigned a provider panel.

2) Inadequate care. These complaints involved the

patient's perception that the care rceived was not adequate or

apprupriate for the camplaint.

3) Rude or indifferent treatment. These were complaints

made that cocerned the patient's permeption that staff members

..........
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within the clinic had failed to show the proper regard for the

patient, or concern for his or her medical condi.tio.

4) Inadequate follow-up. Tese co~mplaints conerned issues

where the patient felt the clinic staff should have antacted them

to report test results or the results of consults.

5) Inadequate assistanc. These complaints varied widely, 0

but Cncened issues where the patient felt the staff should have

been of more assistance. These wre issues such as; not pr'viding

presriptions for additiona• refills Iwithout being examined; not 0

writing notes to school or work for illnesses after the fact; not

assisting with civilian insurarxm claims; the length of processing

times for medical boards; and explanations of clinic or 0

adninistrative procedures.

The number of mcrjlaints for each month were tallied by

catx3ry and exanlxed usirg descriptive statistics and two tailed

t-tests to determine if there were differwxe in the concerns of

the overall INN beneficiary population by clinic and crplaint

category. The Broble scftwari p3ckage was used to develop the

descriptive statistics,* and the Microstat software package was

used to compute the t-tests.

The functions and ptrxdurns of the Family Practice clinic

wre then examned by interviewing staff armbers, odkexving clinic

00 0 0
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operations, and reviewing documentation. The dcumentatiCn

reviewed includes: (a) the Table of Distributicn and Alloaances

(TDA) and manpw surveys to determine staffing levels; (b) data

from the FY90 Medical Expense arnd Perfomnnr Reporting System

(KPRS) to determine budgeting; (c) job driptions of staff

mnebers to determine duty requirements; (d) results of the Joint

Commission an the Acceditation of Health Care Organizations

(JCAHD) survey to see if there were problems within the clinic

noted by an external evaluating agency; (e) Starding Operating 0

Proures (SOPs) for information on patient scheduling and clinic

operations; (f) the Health Services Ctmmarnd (fC) Reoulaticn 10-1,

Organization and Functions Manual to determine the mission of the

Family Practice Service; anx, (g) patient sign up sheets for the

Family Practice prugram ware analyzed to determine the size of the

waiting list and how long individuals had been waiting to get into

the family practice program, as wall as to get an approximate

family size. Clinic operations were erved for a two week

period.

Finally, using data obtained from the Resource Management

Division and HSC, a spreadsheet was created using Enable software

to deteridne the personnel costs that would be associated with any

reorganization scheme. Only personnel costs were considered in
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this analysis si providing health care is a labor-intensive

function (Budd, 1988) and represents the greatest single cost in

the delivery of Family Practice services. Further, thti

rerganization deals only with personnel staffing and organization

structure.

Ethical Comsiderat-icns I

In order to ensure candid comments fran staff members,

specific c3mments from irxiividuals to the researcer were kept

confidential. No reo~rd was kept of persional identifiers (names, *
Social Security Acount Numbers, etc.) for interview subjects; or

of individual patients when reviewing patient ocxzplaints or the

waiting list for the Family Practice service.

Reliability and Validity

The greatest weakness of this study centers around the issues

of reliability ard validity. Sino the p of the
I

informaticn gathered for the study relies on the subjective

opinion of the persons interviewed, as wall as that of the

researcr, other researcders could study similar Family Practice

services and develop different findings and conclusions. The

reader cannot assume that this study is diroctly applicable to

other locations.

I
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In an effort to control for subjective opinion, individual

omments were not omsidered in the general findings; only the

issues the comments related to were onsidered. It is felt that

the large sample size and period of ti'e for the patient

complaints rxovides a oantrol for statistical fluctuations due to

the time of year or peculiar influences of individuals or events.

RESULTS

ommnd Group Interviews

Three main omncerns were expressed In the interviews with the

Cmankd Group with respect to tie Family Practice sarvice. Ites

concerns can be expressed as:

1. There Is a need to increase access to the Family

Practice service ar are of the primary care services in ordr to

establish the primary care base called for by the Gateway to Care

program.

2. There is a nerd to reduce the cost per visit in the

Family Practice service.

3. There is a need to improve the productivity of the

Family Practice service. Productivity is defined here as the

number of visits per provider.

I
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Patient Coiplaints ;

The results of the analysis of patient complaint data are

presented in Tables 1 t! xcxgh 3. Table 1 shows the total number

of complaints for each clinic by coxplaint category, and the

prentage of each category. Table 2 shows the average number of

complaints by clinic and L'.iplaint category rounded to two

significant digits. Table 3 shows the results of the t-tests
- D

comparing the camplaints made against the Family Practioa clinic

with complaints of the same type in the other clinics.

--------------------------------

Insert Tables 1 through 3 about here

------------------------------------------------

In general, the Family Practice clinic (F0C) had a

significantly higher rate of complaints c ernin access than did

the Ergency Treatment Clinic (EMC) and the Troop Medical Clinics

(fMl). Most (17) of the complaints of acss in FFC were in

refexwxc to the time families were spendingx on the waiting lists

to be enrolled. Complaints of access were significantly lower

than for Obstetrics and Gynecology (O8/GYN) and Pediatrics (PED).

There wre no significant differ"rs in the mean number of

vomplaints about a~c-ss between FRC and Internal Mldicine (IN MED)

or the average for all clinics (ALL). Family Practice had

00
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significantly fewer complaints of inadequate care than any other

clinic except IN MED. Texre wre also fewer complaints of nde

treatment except in comparison with IN MED, CB/GYN, and 7TM.

Oomplaints of inadequate follow-up were significantly lower in FTC

acmpared to OS/GYN, PEIS, and ALL. Finally, there were no

significant differences in the complaints of assistanc except

between FPC and ALL where FTC showed a higher mean.

Family Practice Service Observations

Results of the interviews with the Fanily Practice Staff are

cosiderd by general occupational category; physicians, nuirses I 0

and administrative staff. Results of observations and evidence

gathere from the review of dcuments are included with the group

bein discssed.

Physicans

Physicians indicated that generally they felt there were no

significant problems in the clinic except in the number of

supporting nursing staff. Staffing levels urder the current TDA

are indicated in Table 4. An organization chart depicting the

current organizaticn is at Figure 3. The dotted lines and boxes

Insert Table 4 and Figure 3 about here

- - - - - - - - - - - - - - -- - - - - - - - - - - -
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show the technical and rating suparvision of the Deparment of

Nursing, Patient Adinistation Division, and Clinical Support

Division. Because of the relatively few number of nurses, many
S

times physicians would have to perform tasks that would normally

be don by nurses. Ihese tasks include things tradcing down

missing lab reports or consult forms, obtaining examination or

treatment suplies, and calling waiting patients to exaixation'D

Loam. 71he researcer alo noted that the physicians Prepared

their own lab slips and x-ray reuests to give to the patients.

There was also ooern expressed on the part of the *
physicians that tie personel assets ware not really otrmlled

within the clinic. Tie staff was stable in that tte personnel

assigned generally worked in the clinic; but since the Department

of Nursing supervised the nurses then the Ftmily Practice

nursing staff could and would occasionally be pulled to staff

other clinics. No perscnral were pulled from the service during

the obeervation period. This may have been due to the lower

workload experienced thratxit the hospital.

Nurses

The nursing personneil also expressed a cocrn with a

shortage of staff. All nursing staff were Licersed Practical

Nurses (LPNs), with the exception of the IHed Nurse who was a

S
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IRgistered &irse (RN). Nursing duties were not unusual for an

ambulatory care clinic. It was inot that there were :Iuseheepng

dx•es included in the daily workload for the LRDs. I

As seen in Table 1, the staffing level of nurses is just over

one nurse per physician. Because of the low ratio of nurses to

physicians, the nurses worked as a group. Tlere is not sufficient

staff to assign one nurse to a physician on a full time basis.

ITe problems with short staffing levels of nurses is

componded when a nurse must remain with a physician during an

exami•aticna to act as a chperone (during apoinfrets where a •

female patient must disrobe) or assist with a procedure (this can

take 30 mlnutes to over an hour depenr•ing an the procedure). Time

away from nursing duties also ocms when there is a ned to

escort a patient to another service, such as the laboratory or

radiology. Approximately 20 percent of each nurse's time is taken

up by these duties.

A&ninistrative Personnel

The Non-CommissianI Officer In carge (NOIC) is a 91B,

Medical Specialist. She also acomented that the level of nursing

staff was frequently insufficient to meet requirwments and

• • • •• • •
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apointments would run behind scheule as a result. She would

assist the nursing staff whnver possible if her other duties

c.ldbe postponed.

The receptionists and file clerk felt there was sufficient

staff to cver the clinic. During peak traffic times the workload

could get hectic, but manageable. Oe appointmTent clerk had been

assigned to work in the clinic but had recently been pulled to

work in a centralized appointments area. The Chief of the

Clinical Support Division was planning to add appointing duties to

reoepticrdsts to provide each clnic the Capability of appointi•g *
patients.

General Clinic Rxicnin

Clinic hours were from 07:30 through 16:30 hours, Monday

thraogh Friday. Appointzents were scheduled from 07:45 to 11:15

and from 12:45 to 15:15 daily. A lurch break was scheduled for

between 11:30 and 12:30. Lunches were staggered to permit

coverage of the clinic during the lunh hour. The first fifteen

minutes in the morning, and after lunch, were used to ensure the

clinic was ready for patients and to take care of administrative

matters.

Patients were not scheduled after 15:15 to allow time for

patient backlog and clean up of the clinic. Approximately 26
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appointment slots wre available per physician, except for the

clinic OChef who was allowed 50 percent of his time for clinic

administration. Rouhly 30 to 100 percent of available

apointuents are unsceuled to permit same-day appointments.

ITexe were no precise rules for the number of unroheduled

appointment times each day, but varied based on the number of

availale physicians and guidane provided by the OCef based on

his experience.

Only patients who were enrolled in the Family Practice

program were apointed. Each plysician had a panel limit of 500

fanilies; 400 Active Duty families and 100 retiree families. The

clinic Chief had a parel limit of 250 families; 200 Active Duty

and 50 retiree. The physicians felt the panel sizes wre

adequate. Guidance frau the Consultant at the Office of the

Surgeon Genral (OTSG) irdicates that the panels should range fron

400 families, if obstetric services are provided, to 600 if thDre

are no obstetric services. Our Family Practice service does

provide Obstetric services to approximately 40 patients in any

given mnth.

A review of data on actual panel size revealed that the four

active parels were actually filled to about 81 percent capacity.

Active duty families are placed in panels that are aligned with
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spec'fic units an the installation. Retirees are place in panels

as vacancies exist.

A review of the waiting list revealed there were a total of

891 families waiting to be assigned to a panel; 672 Active Duity

and 219 retiree families. Ite average size of an ActiAve Duity

family was 3.59 individuals. Retiree families had an average size

of 2.55 lxniividials. Overall the averag family size was 3.33 and

there were a total of 2969 patients waiting to be assigrad to a

panel. Thie waiting list had individuals that had requested entry

into the Family Practice progran, s'x~ June of 1989. Parels; are

filled with the oldest reqvests first after tele*ixiic

verificaticun is made that the spmnso still wishes to enroll his

or her family.

7he clinic layouit is shown in Figure 4. As a patient arrives

Iiv--rt Figure 4 abouat here

for an appoinbient, he or she reports to the recepticnist s desk

to be logged in andi then is seated in the waiting area. A nuirse

will periodically check the receptionist's desk for records and

takes the patient to the triag area to check vital signs and

obtain a brief history of the symptom. The~ patient is then moived

0 00 * S



Family Practice

/ 44

to an examintion rLoa (there arE ^o designated rooms for each

physician), or to the treabimt room for a prucedure, to wait for

the physician. If both exam rooms are full, the patient is

returned to the waiting area. The physician examines the patient

in the exanination roon and prepares any necessary lab slips or

other consult requests. A rnw is present, if necessary, for

chaperone duty or to assist with a procedure. Following the

exaniration, any lab slips, x-ray requests, or conslts are given

to the patient ard the patient is released. The patient then ) 0
retuzrns to the receptionist's desk to have lab slips or consults

stamped ard to make a follow-up appointment, if required.

"There are colcr coded tabs on the upper right cotrer of each

exam Loaor to Idlicate if: (a) the roan is empty, (b) there is

a patient Ln the room waiting to be seen, (c) an examination is

taking place, or (d) if a nurse is needed to assist. This has

helped reduce the time it takes a nurse to check on the roam

status. As can be seen in the layout, the central core of rooms

blocks the view of six of the ten exam rooms.

Data from M•EPF indicates that $484,108 were spent for

salaries in Family Practice in FY90. This represents nearly 74

peroent of all direct and support costs for the service. This

means that $19.51 of the $26.46 cost per visit for the 24,814

000 000000 0
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visits were for labor. Diring the same time, a total of 49.86

Full Time Equivalents (FTMs) of provider time were used. This

calculates to about 498 visits per FTE which is short of the

manpower staffing standard estimate of 522.

There were no findings against the Family Practice sp.vce on

the 1989 JAIO Survey. This would tend to suggest that th.re are

no significant problems in the quality of care provided by the

clinic.

Health Services Comanad has promised to fill all of the

vacnt phxysician positions to fa-1 1 Jtate the Gatew~ay prygren a;

IAeH. This will brinlg the [hysician staffing level up to the

current TUA authorizations. The currnt TMA was used as a

starting to develop the spreadshet used in caloclating perscmel ,

costs. A sample run of the spreadsheet is included as Table 5

Insert Table 5 about here

using current staffing levels and productivity rates. Information

from the HSC Resoure Management office was obtained showing the
p

computations for calculating staffing levels under the Gateway

program. Their model assumes each physician will see 522 patients

per month. Half of this number was used to reflect the reduced

0p
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clinic time for the Service Chief. Annual salary figil-t- wer

obtained fromn the IAHPGI ource blanagerrent office for salary

estimates. These estimates are fairly crude sinc bcnus pay for .9

physicians is nat Ircluded in the Army Composite rate for

officers. Estimates for the bomus pay were made as $12,000 for

the 05 position, $8,000 for the 04 position, and $5,000 for the 03 D

positions. Also, salary figures for Geeral Schedule (GS)

employees were estimated at the "step five" level for each rating.

DisassIaq OF FIMINGS * 0
The co rns of the Caarnd Group about a need to increase

a s are suported by the patient a:uFlaint data an-d the • /

data. The sam is true of the issue of productivity since FY90

productIvity, as amasured in visits per FTE, was below expected

levels. One rxte of cautin is hnartant when considerNg both

access and productivity. The last quarter of F,90 had between 10

and 20 percent fewer clinic visits than dld the previous three - I

quarters.

To lower the cost per visit, either inputs (resources) need

to be reduced, or outputs (visits) need to be increased, or both

(Budd, 1988). The Gateway model of managed care should facilitate

I
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an irtease of visits if the PIP can treat patients that would

once have been referred to a specialist. This assuirs there is

adequate staff to see the patients.

Too much tine of cur physicians' time is taken up in tasks

that could and should be done by support persoznel. The aarrent

ratio of 1.28 nurses per provider does rot appear adequate to
D

facilitate tie volume of visits. The shortage of support

perwmel is one of the major reasons why physicians are leaving

the service at high rates ("Study shows", 1990). Braendel (1990)
D5 0

sugJests that the usual staffing ratio in HM~s is 1.5 per

provider. This level may even be low since a shortage of vupport

perurrel is a complaint expressed by physicians employed by

civilian HMOs (Sheingold, 1990). However, a problem arises when

trying to Increase staff while reducing costs.

Staffing

A spreadsheet model run of the full staffing under the HSC D

guidelires using the Kaiser HM staffing ratio and prodxuctivity

levels, and current L%111 staffing patterns, is shown at Table 6.

-

Insert Table 6 about here

- -
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The Kaiser mol for Gateway enrollees allows 4.4 FTEs per 1566

QHMW• eligible enrolles or 1253 Active Duty Member-. The break

out of positions includes 1 provider FrE, 1.1 "Advic Nurse" (RNs,

or Nurse Clinicians) F•Es, .8 aministrative FTEs, and 1.5 "other"

(technician) FTEs. Using this model shows an incease in labor

cts of $2.56 per visit over the curent level. The Kaiser model S

actually increases the staff by nine positions. It is assumed

that about on- half (four) of these position wmld go to

supporting services such as the pathology or radiology. This *
model would allow a ratio of 2:1, nursing staff to physician.

One of the problems in the Maiser model is the heavy reliance

on Mis as Advice Nurses. Salaries for M~s in the local area are S

much higher than rates for GS registered nurses. Ii would have

difficulty filling the Advice Nurse positions with R1s.

An alternative staffing model is shown at Table 7. This

Insert Table 7 about here

wiit d inrease costs by $0.36 and woild still provide a 2:1,

nursing staff to physician ratio by using nurse's aides. The use

of nurse's aides is not a new idea. The Army used medical

specialists as scroeners in the late 1970's (Burger and Wolontt,

I
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1977; Shields, Moore, Seabury, and Stout, 1977). Other studies

Id0M• in the. civilian sector adocte the use of the nurse's aide

in the amulat"ry care sett-rn (e.g., Joseph. 1990). In a study

by Begley, Dow, and Moardless (1989), the researdiers found that

primary health care projects for the poor tended to sho lower

cxsts per visit with higher ratios of non-physician prroviders (MN,

LPN, NA).

Arother staffing model is presented in Table 8. This would

-

Insert Table 8 about here

reduce the number of nurse's aides, but would still allow a

staffing ratio of 1.5:1, nursing staff to physicians; the level

.uggesced by Braendel (1990). A cost savings of $0.63 per visit

t.r'vjld also be realized.

The u-e of nurse's aides would free the nurses from tasks

such as housekeeping, chaperoning, stoddrrj supplies in exam

rooms, tracking down lab slips, etc. They could also be uv-'i in

the cep3.ity of sc•rers for vital signs, perform some

tretments, and assist in some mnor procedures. Time that is

made available to the nurses rxxld be used to take sane of the

administrative burden off of physicians, r•xh zz pirparing lab

0
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slips for routine requests, callirn pitients back with lab or

x-ray results, administrative tasks, etc. This would give the

physician the extra ti needed more closely manage the health

care needs of the patients. 0

Arkther possible method of reducing the cost per visit is

thrtugh the use of Physician's Assistants (PAs) and Nurse

Practitioners (NPs). Both of these provider groups have a lower D

salary rate than any physician. Estimated productivity for either

PAs or NPs is about one half that of a physician. Using the

spreadsheet staffing model, the ost per visit does decrease when *
using PAs or Nis unless additional nursing staff are added to

support then. With nursing staff added to support the PAs or NPs

the cost per visit increases. This contradiicts studies showing a

lcqpr labor cost per visit when using PAs or NPs. For example,

Brodie, Banr=oft, Rmll and Wolf (1982) found that NPs cost per

visit was only $7.03 comnpare to physicians who had an $18.25 cost
I

per visit when salaries, laboratory and medication costs were

comparud. The contradiction is likely due to the use of straight

salary rates in the studies when compared to the Army composite

ratps used for the spreadsheet.

0I
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Organization of Family Practice

Family Practice should be organized into three family

practice tms as a starting point. An rganizaticn, chart for the

revised organization is ston at Figure 5. Each tea would have

two physicians assigned to the team who could provide coverage for

Insert Figure 5 about here

eac other in the evnt of leaves, temporary duty, cr other

conflicts. As nw providers were assigned to the Family Practice *
service, they coculd be integrated into one of the team. If the

teai grew larger than three providers each, new tem could be

formed by halvirg the famer team.

Families assigned to individual providers would belong to the

provider's team concurrently. This would help to amelicate

concains of conanuity of care for the Individual patient

considering the hich rate of physician turnover due to separations

and permanent changes of station. Ac ess to care would also be

enhancd by having a team of providers available rather than one

physician (Brook, et al., 1987).

TO nurses and one nurse's aide would be assigned to work

diractly with each teao. A nurse would be assigned in each team

- 'Pvj
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to ••rk primarily for a particular physician, but wud aloA

provide coerage for absent nursing staff within the team. By

wodd~cng directly with a particular provider, a piiysicia/n/ursing

team would be facilitated. Each meber could learn the practice

habits of the other to capitalize on individual strengths.

Development of highly motivated and well coordinated health care

team ould improve productivity by minimizing duplication of

effort.

Nurses from all team wold rotate through t•e position as

the Avice Nurae to screen patient 2al1s. Rotations would be S 0

based on te patient load for the team on tat partioil3r day.

This would provide a method to implement the Advice Nurse cornept

without imediately having to dedicate resources solely to that

Mobley, Freeman and Jacques (1977) found that by aligning a

Family Practice Clinic with a Troop Medical Clinic and the units

assigned to the 'PC that the providers in the 7T culd serve as

the initial contact point for Family Practice Services. Soldiers

would be gem in the fTC and referred to a designated family

practice provider as required. This arar~anent permitted the

I
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utilization of the -C PAs to improve prio-dtivity, izrave

relatioasps between the Family Practice Clinic and the

insta11tian lim officers, and improved patient satisfazticn.

The Family Practice teams in this reorganization could be

similarly aligned with units and ¶Ws on the installation. Unit

affiliation is already the method for detenuining the assignment

of Active Duty families to physician panels. Alignmnt of

specific tea.s with particular units would allow the IAOI Family

Practice service to •t the productivity and aost effectivness

of using PM. * *
Aother beefit of organizing by teams is the ability to

locat teams in other areas. The physical facilities currently

available for Family Practice will not readily acmmdate seven

physicians. As the service expards through the addition of

providers and support staff, teami could be broken out of the

central clinic and placed in areas that are too small to

acconrodate the entire service. If the teaos are aligned with a

particular m1C, it may be possible to use space in the 17C for the

t

In order to give full control of the clinic to the Chief, the

nursing and adninistr tive persorel stxould be under -.he Chief's

rating cantrol. This could be accomplished simply by having the

mS
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Chief of the service rate the Head Nurse. Clorns by the

Departmet of Nursing of losing technical supervision can be

anwered by having the Head Nurse senior rated by the Assistant

Chief Nurse (or another rnurse senior to the Clinic dajef, possibly

the Chief of Ambulatory Nursing). The Head Nurse would rate all

of the subordinate nursing staff. Senior ratings could be done by
D

the Department of Nursing.

This matrix type of supervisory function (having supervisors

from mre than one division) is well suited for organizaticrns that

are compxosed of rmibried elements of different divisiors (Daft, O

1986) and is cnmm in product line tmanEgment. In the case of

the Family Practlie service there are essentially elements from

the medical staff, Department of Nursing, Clinical Support

Division, and Patient Adrdnistration. The product Line being

managed is family health care.

CONCUJSICNS AND RMTICNS

The Gateway to Care program at IACH will represent a

significant change in the management of patient care. There will

be more reliance on the role of the primary care provider to treat

illnesses they may have referred to a specialist before. The

Family Practice service is well suited to meet the challenges of

the expanded primary care role.
I

i
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Capitation funing will require better management of

. Physicians will need additional nursing sport so

they will have more time to devote to patient car and mnagemet.

By utilizing NAs rather than LPNs, additioatl nursing staff can be

added to provide this additional support at a potentially lower

cost per visit.

Thie adIticrnal free time for physicians generated by nursing

personnl handling more of the routine clinic tasks will also

permit the physicians to pay wore attention to aspects of the

quality of care provided and management of the Family Practice

programt. As discussed in the introduction, the quality of care

provided, particularly the patient's perception of the quality of

care, is one of the mwost significant factors that will influence

the patient's choice in where care is obtained. The physician

must hav the tine to devote to assessing the tedwnical quality of

care and ensuring that the patient believes that the care is of

high quality. Aceptance of the progrom by the beneficiary

population will determine its success or failure.

The use of organized medical teami offers the potential of
I

increased patient access, greater aontiruity of care, more

effective utilization of personnel assets, and reduced costs.

Teams have nore flexibility and greater adaptability to changing

0I
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corxiticns. The Family Practice iervice rx~ds to have full

acntrl over the persorxwl assets assigned to operate the clinic

and inplement the tam apprach. This reed for greater cotrol

can be aco~mpli shed throug~h the use of a product line mariagweit

organization. A plan to reorganize the program is offered at the

Ap.erdix.
I
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FOOTNOtES

loomplaints for the month of Fekruary 1991 were eliminated

from the study. This was the mnnth the ground war in Iraq

occurred and there where coticidentl telephone problems with the

Pediatric Advice LiMe. This combination of events more than

quadrupled the number of oxzplaints reistered against the '<S

Pediatric clinic.
2 omplaiUnts on all clinics were tallied during the study but

were not examned for the specialty clinics. Interestingly, the * *
highast number of oanplaints for the year for any of the specialty

clinics was 14 for the Surgical Clinic. All of the complaints

dealt with the waiting time to get an appointment from the time of

reqst.
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Table 1

NXuwerm and r-rcentages of patIent complaints by clinic and complaint category

\ CLINIC ETC PPC 011CC iN "ED OS/GYN PEDS ThCS TOTAL

CC4PLAINT \ ANUAL ANNUAL AIINUAL ANNUAL A-.UA.L ANNUAL AN-•gUAL A14NUAl

7r,".a~1Ate .c.e.so 17 30 24 23 79 79 19 271

ln15.!.jiate care .1 4 21 " 7 18 30 23 132

Rudo/indifferent treatment 17 1 9 2 4 41 2 76

lnadpquate fclo -•-4P 2 1 4 0 7 10 0 24

Insu{fficient assistan•e 1 12 11 8 10 7 7 56

T.tal complaints 58 48 77 40 118 167 51 559

rer-ent access 29.31% 62.501 31.17% 57.50% 66.951 47.31% 37.25% 48.48%

Percent care 36.21% 8.33% 37.66% 17.50% 15.25% 17.96% 45.10% 23.61%

Percent treatment 29.31% 2.00% 11.69% 5.00 3.39% 24.552 3.92% 13.601

Percent followv-up 3.45% 2.08% 5.19% 5.93% 5.99% 4.29% S 0
Percent assistance 1.72% 25.00% 14.29% 20,00% 8.47% 4.19% 13.73% 10.02%

II
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Table 2

Average number complaints by clinic and category per month

CLINIC ETC FPC G"OC IN NED Os/G'YN PEDS ThCS TOTAL EACH

COMPLAINT AVG AVG AVG AVG AVG AVG AVG AVG CLINIC I
.g.................. am... . ..... w ...... ...... ...... ...... ...... ...... ....... .......

Inadequate access 1.55 2.73 2.18 2.09 7.18 7.18 1.73 24.64 3.52

Inadequate care 1.91 0.36 2.64 0.64 1.64 2.73 2.09 12 1.71

Rude/indifferent treatment 1.55 0.09 0.82 0.18 0.36 3.73 0.18 6.91 0.99

Inadequate follow-up 0.18 0.09 0.36 0 0.64 0.91 0 2.18 0.31

inadequate assiatance 0.09 1.09 1 0.73 0.1 0.64 0.64 5.09 0.73
...... w ....... .......i ....... ....... ....... ....... ....... m......

Total complaints 5.28 4.36 7 3.64 10.73 15.19 4.64 50.82 7.26

* 0

• • • •• • • p
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Table 3

Results of t-teetm ¢omparing complaint, against Family Practice with other Primary Care Clinics

CLINIC ETC GM IN NED OB/CYN PEDS TMCS ALL

rasii7 Practicr (FPC)

Inadequate acceon 2.0402 no no -5.2961 -5.2961 1.9034 ne

Inadequate care -3.6749 -2.7881 no -2.6649 -3.3510 -2.9601 -5.1500

Rude/indifferent treatment -4.1312 -2.3489 no As -8.7287 no -6.8054

Inadequate foLlo.-up no no no -2.4495 -2.7386 ns -1.8571

Inadequate Posistance 3.3472 no no no no ns no

(All results reported are significant at or below the p t .05 Itwel. df-20.)

* M

I

• • • •• • •
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Table 4

Qarrent Staffing of Family Practice

Positicn Grade Req Auth Asgd Avail
Chief, Family Practice Service 05 1 1 1 1
Family Physici an 04 1 1 2 2
Family Physician 03 5 5 1 1
Clinic NCOIC E6 1 1 1 1
Clinic Head Nurse GS9 1 1 1 1
Clinic Nurse (RN) GS9 2 2 1 0
Practical Nurse (LPN) GS5 6 6 4 4 •
Secretary GS5 1 1 1 1
Medical Clerk (Rocptionist) GS4 2 2 2 2
File Clerk (mxiical Rxnlrds) GS3 2 2 2 2

Total 22 22 16 15
* 0

• I

p
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Table 5

Personnel coats using the current TVA AMd productivitt

Annual

Annual Annual Visits Per
OTT Salary Total costs Provider

Clinic Chief (OS) 2 $105.556.00 $105.556.00 2968
Staff Physician (04) 1 S86.853.00 S66.653.00 5976
Staff Physician (03) 5 $69.665.00 $348.325.00 29880
Staff Physician (GS14 step 5) 0 $69.603.00 $0.00
Physician's Assistant (WO3) 0 $60.269.00 $O.00

Nurse Iractitioner (03) 0 $64.665.00 $0.00
Clinic HCOIC (Eb over 12) 1 $35.327.00 $35.327.00

Clinic 140ed Nurse (GS9 step 5) 1 $29.145.00 $29.145.00
Advice Nurse (GS9 step 5) 2 $29.145.00 $58.290.00
Clinic Nurse. RN (GS9 step 5) 0 $29.145.00 $0.00
Practical Nurse (GsS step 5) 6 $19.237.00 $115.422.00 0
Nurse's Aid (032 step 5) 0 *13.539.00 $0.00
Secretary Typing (OS5 step 5) 1 $19.237.00 $19.231.00
Medical Clerk (GS4 step 5) 2 *17.195.00 $34.390.00
File Clerk (OS3 step 5) 2 $15.319.00 $30.630.00

Total Staff 22 $863.183.00 38644

Cost per visit $22.22

0

I

S

• • • •• • •



(

Faily Pratice

69

Table 6

Personnel costa using the HSC 'Kaiser Model"

Annusl

Annual Annual Visits Per

gay Salary Total costs Provider

Clinic Chief (05) 1 9105.556.00 *105.556.00 3132

Staff Physician (04) 1 586.853.00 S586.8S3.00 6264

Staff Physician (03) 5 S69.665.00 S348.325.00 31320

Staff Physician (0S14 step 5) 0 S69.603.00 $0.00

Physician'& Assistant (W03) 0 560.269.00 S0.00

Nurse Practitioner (03) 0 $64.665.00 SO.00

Clinic NCOIC (E6 over 12) 1 S35.327.00 S35.327.00

Clinic Head Nurse (GS9 step 5) I 329.145.00 S29.145.00

Adyi:e Nurse (CS9 step 5) 7 $29,145.00 *204.015.00

Clinic Nurse. RI (GS9 step 5) 0 $29,145.00 50.00

Practical Nurse (NSS step 5) 6 819,237.00 $115.422.00 *
Nursees Aid (0W2 step 5) 0 *13.539.00 50.00

Secretary TTy"ng (GS5 Step 5) 1 $19.237.00 $19.237.00

Medical Clerm (0S4 step 5) 2 $17.195.00 S34.390.00

File Clerk (GS3 step 5) 2 *15.319.00 $30.638.00

Total staff 27 *1.006.908.00 40716

Coat per visit 524.78
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Table 7

Proposed staffing model. Altetoative 1

Annual 5
Annual Annual Visits Per

QTY Salary Total costs Provider
Clinic Chief (05) 1 $105.556.00 $105.S56.00 3132
Staff Physician (04) 1 $86.853.00 S86.853.00 6264
Staff Physician (03) 5 $69.665.00 $348.325.00 31320
Staff Physician (G514 ate 5) 0 $69.603.00 $0.00
Physician-s Assistant (-A)3) 0 $60.269.00 $0.00
Nurse Practitioner (03) 0 864.665.00 $O.00
Clinic NCOIC (M6 over 12) 1 $35.327.00 $35.327.00
Clinic Head Nurse* (G59 step 5) 1 $29.145.00 S29.145.00
Advice Nurse (GS9 step 5) 2 $29.145.00 $58.290.00
Clinic Nurse. AM (GS9 step 5) 0 $29.145.00 $0.00
Practical Purse (cSS step S) 4 819.237.00 $76.946.00 5 0
Purse's Aid (GS2 step 5) 7 $13.539.00 $94.773.00
Secretary Typing (GSS step 5) 1 $19.237.00 $19.237.00
Medical Clerk (G34 step 5) 2 $17.195.00 $34.390.00
File Clerk (GS3 step 5) 2 $15.319.O0 $30.638.00

Total Staff 27 8919.482.0; 40716

Coat per visit 822.58

S

S
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Table 8

Proposed staffing model. Alternatiee 2

Annual

Annual Annual Visits Per

QTY Salary Total costs ProviderClinic Chief (OS) 1 S105.556.00 S105.556.O0 3132
Staff Physician (04) 1 S86.853.00 $86.853.O 6264
Staff Physician (03) 5 $69.665.00 $348.325.00 31320
Staff Physician (GS14 step 5) 0 S69.603.00 $0.00
Physician's Assistant (W03) 0 $60.269.00 $0.0O
Nurse Practitioner (03) 0 S64.665.00 S0.00 0
Clinic NCOIC (E6 over 12) 1 $35.327.00 $35.327.00
Clinic Head Nurse (Cs0 step 5) 1 $29.145.00 $29.145.00
Advice Nurse (CS9 step 5) 2 $29.145.00 SS8.290.00
Clinic Nurse. aN (0s9 step 5) 0 $29.145.00 $0.00
Practical Nurse (GS5 step 5) 4 $19.237.00 $76.946.uo
Nurses' Aid (GS2 step 5) 4 $13.S39.00 354.156.00

Secretary TyPing (GS5 step 5) 1 S19.237.00 $19.237.00
Medical Clerk (GS4 step 5) 2 $17.195.00 $34.390.00
file Clerk (GS3 step 5) 2 $15.319.00 $30.638.00

Total Staff 24 76.865.00 40

Cost per visit $21.59 
0

• • • •• • q|
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FIGURE CAPrIONS
Figure 1. Currant model of access to health care.

Fiue 2. Gateway to Care health care moess del.

Figure 3. Current organization chart.

Figure 4. Family Practice clinic layout.
Guide to number numbering sdh :
1 - Laundry supply rocm
2, 21, 26, 28, 30 - Physician offices
3 - Isolation/exam roa,
4, 12, 13, 16, 20, 22, 23, 27, 29, 31- Exam Roams
5 - Treat ent/prooedure room
6 - Mechanical room
7 - Triage area
8 - Supply Rxoom
9, 10- - Rstros 0
11 - Waiting area
14 - Hausekeeping
15 - Ahdmnistiatii S'zpplies
17 - Secretary
18 - Immunizations
19 - Conference Room
25 - Laboratory
32 - Head Nurse
33 - Records
34 - Reeption Desk

Figure 5. Proposed organization of Family Practice

0p
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Family Practice Reorganization Plan

1. PRLRRE: This plan discusses the rrerganizatian, of the Family Practice
program to suport the Gateway to Care initiative.

2. MaSSION STA'TYENT: In axnrdaro with HSC Regulation 10-1, to provide
diagicrs, care, and treatment of all patients cxnronurate with the highest
standard- of quality patient care. In addition: to su4pport the goals of the
Gateway to Care program through the establishment of a primary care base and
tJ'eŽ careful management: of individual patient health care.

3. NEMS ASSEýS",N'T:

a. The goals of the Gateway to Care initiative are
(1) to imfprove across to medical care
(2) to implement a primary care delivery base
(3) to improve the q;ality of care *
(4) to iz.pronve custan satisfaction
(5) to contain the rapic. v escalating costs of medical care

b. Characteristics of the benL .iciary population
(1) Nxnrding to the Directorate for Re r Manaxement, Health
Services Command, the beneficiary population can be sulmiarizod as
follows:

(a) Total beneficiaries: 50,131
(b) Population break cut:

Depe~xrets
Aq Pctive of A-ctive U. pendents Survivors
Group Duty Duty Retired of Retired & Other Total

0 17 0 15,471 0 1,418 314 17,203
1 #4 15,952 10,876 1,961 2,607 406 31,802
fY. 0 28 555 327 216 1,126

T'tIb 15,952 26,375 2,516 4,352 936 50,131

u fl

TU.1l 31.82% 52.61% 5.02% 8.68% 1.87% 100%

0

0 0 0 0 0
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Dep. SUMActive Active Dep. and %Of
Sex Duty Duty Ret. t. Other Total

Mile 14,724 8,438 2,498 1,041 192 26,893 53.65%

Female 1,228 17,937 18 3,311 744 23,238 46.35%

C. Neods of the beneficiary population
(1) expanded primary care delivery base
(2) ready acoess to specialty care; particularly in the areas of
(based on FY90 CQAMWLS non-availability statements (NAS) issued):

(a) Obstetrics (159 NAS)
(b) Psychiatry, Group 1 (144 NAS)
(c) Internal medicine (36 NAS)
(d) General surgery (33 NAS) 0
(e) Gynecology (16 NAS)
(f) Orthopedics (11 NAS)

4. SITUATION ANALYSIS:

a. Internal Strengths
(1) Dedicated Family Practice staff
(2) Responsive ancillary support staff
(3) Demostrated fiscal respnsibility
(4) Authority to use health care funds as determined by the

(5) Authority to adjust staff to requireents

b. Internal Weaknesses
(1) Little experienc in managed care
(2) Lower compensation rates for nursing
(3) Lcw provider to nursing staff ratio

C. External Opportuniti es
(1) Promise of physician staffing to full authorizationms
(2) Opportunity to negotiate directly with local providers
(3) Erss capacity in local hospitals
(4) "High volume" market potential

00
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d. External Threats
(1) Possible OCroressicnal actions to limit/stop Gateway
(2) Possible ccal resistance to participate in HMO plans
(3) Possible local resistance to loss of normal CHWMRS rates
(4) No re ~irment for mandatory enrollment in Gateway

5. ASMPrIONS:

a. Family Practice will receive addltional physicians to bring provicder
strength up to the autxhrized seven positions. S
b. Gateway will provide authorization to modify the TMA to meet mission
requirements.

c. Required nursing staff can be obtaired thrcgh the civilian
per system.

d. Each physician, eaoopt the Chief of the Family Practice Clinic,
will have a panel of 500 families (approximately 1650 patients). The
Chief will have a panel of 250 families. The total estimated population
to be enrolled in Family Practice is apprximately 10,725.

e. Additional physicians will be added if Gateway enrollees request

assignment to Family Practice.

f. Funding will be available for the additional personnel.

g. The proposed organization will be sufficient to handle approxdmately
522 visits per ptysician per onKth.

h. Savings generated by closer managlment of patient care will exeed
the additional costs in Family Practice.

Inplementation Plan

Guiding principals of iplementation
Achieve and maintain command support
Bu!id and maintain consensus and flexible attitudes
Expect confusion, maintaln flexibility, tolerate faults
Use excessive positive reinforcement for successes

Upleamntation Steps

D-75 1. Identify personnel requirements to round out existing pro•iders
with team. Each team will be cumposed of two physicians, two

S. . . ... .. . .. i . . .. . . . ..

S ... ...0 0 iui 0fnoiu 0 0 S•-



"-ly Practice

83

rnur~se, and one nurse's aid. Nurses will be assigned to work with
partiaular physicians. "1I nurse's aid will assist the nurses in
the temn.

ACrICN: min Resident

D-70 2. Present the concept to tW Czmmand GitLp to generate decision
maker support. The use of teams will ruquire additional personrel;
primarily nurse's aids. Rating control of all Family Practice
personnel mist be transferred to the service.

ACrION: Aknin Resident

D-68 3. Educate family practaoe leadership. Discuss the proposed
reorganization with the physician and nursing staff. Explain the
concept of teams aligned with installation units and composition of
the teams. Discuss the impact of the additional patient care
management resporsibilities, and clinic managament responsibilities.

ACrION: Admin Resident

D-65 4. Recruit an experimental team. The initial team will require
ane nurse and one nurse's aid. Personnel Divisicn will release and
m-dtor the request for hiring action.

P-TION: Chief, Personnel Division

D-35 5. Select the experimental team. The OCief, Department of Primary
Care and Comunity Medicine will assign the team members, physician
and nursing perscrs el, to the team. This action may be delegated to
the Chief, Family Practice.

ACrION: Chief, Departmet of Primary Care and Caumxity Medicine
(DPCI )

D-7 6. T ain new employes. New employees will be given the standard
orientation to the clinic functions and pocedures. Members of the D
experin 2ntiý team will tove the team concept explained.

ACrICN: Chief, Family Practice

D-Day 7. Form an experimental team. Assignments to the initial
experiAnutal team will be finalized and the team will be fonred.

A"rION: Chdef, Family p,-L-tice

p
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D-Day 8. Test the team cocempt. An initial one month test of the team
approach will be coducted to evaluate the concept.

D+l - a. Duixent benefits of the team approach: 0
1) Access: monitor a) panel size, b) time from the date
of request to the date of appointment for routixne, urgent,
and follow up appointments, and, c) waiting time in the
clinic from the time of sign-in to the tine the patient is
seen by a team mmtxe~r.
2) Patient satisfaction: monitor, a) patient complaints,
and, b) ommeatorl comments by patients. I
3) Staff satisfaction: obtain the comments of the team
staff an the functicning of the team.
4) Work flow: monritor the availability of nursing staff
en the team to take soae of the administrative burden off
of the physician. Indicate tasks that nursing staff can
do that were being dne by a physician. *
5) Cot savings: track cases that wold have been
ieferred to a specialty clinic under the old system but
wre kept In Family Practice.
6) Quality of care: rerxd any ients in the
ability to provide high quality patient care and problems
associated with patient monitoring.

ACION: Tean Leader

D+31 b. Evaluate the results of the test period.

ACTION: Chief, Family Practice

D+38 9. Assuming the tean approach is beeficial, gain approval for
continuation from command group. Coordinate a Cmtmand intrxc.dtion
to a Family Practice seminar to discuss the outoome of the test
period. This will permit the positive reinforcemt for the use ofthe team approach.

ACTON: Chief, DPCCM

D+45 10. Conduct a seminar with the personnel frum Family Practice to
discuss the results of the test. A representative frum the Conarnd
Grow should be present to make introducbory remarks and praise the
personnel involved.

iI
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a. Discuss the new medical delivery system. Delineate
benefits and problems encountered during the test period.
Discuss suggestions for refining the system.

ACTION: Chief, Family Pracice

b. Educate ptysicians ad nurses on Livilian personnel
procedures for managers. With the re rating scheme, all
Ferscýnl need to be familiar with their individual
responsibilities.

AICT: Chief, Perscrnel Division

D+52 11. Prioritize hiring actions for additional perorrl nereded to
complete the rerganization.

ACTICN: Chief, Family Practice * *
D+53 12. Recruit the remaining ta memters.

ACrICN: Chief, Personl Division

D+83 13. Select the romainig team members.

AICTN: Teanm e

D+90 14. Train new employees as in itep 6.

ACTICN: Team Leaders

D+97 15. Form teams with all remaining personnel to complete the
reorganization.

ACrTICN: Chief, Family Practice

D+98 16. Test the integrated team orrxpt. This test will be conducted
for a six .nKxth period using the fully reorganized model.

D+98 - a. DQcvnet berefits: Use the same procxdures as step 8.

ACTION: Team Leaders

D+178 b. Evaluate the results of the tes period.

ACTIN: rhief, Family Practice

• • • •• • •
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D1+192 17. Assuming ti'.a full tea reorganization has proven to be
beneficia.l, gain approval for conuaticn from comand group.
Coordinate a Command introduction to a Family Practice saminar t
diss the outowpe of the test period. This will permit the
positive reinfor3mient for the use of the team approach and
sucuiessful eorganization of Family practice.

ACTION: Chief, DfOIM

D+197 20. CAoduct a seminar with the personrxel from Family Practice to
discuss the results of the test. A representative from the Cand
Group sh.ald be present to nmke introductory remarks and praise the
personrel involved. Discuss the new medical delivery system.
Delineate benefits and problems encountered durirn the test period.
Discuss suggesti(Ls for refining the systen.

ACrION: chief, Family Practice 0

Annually 21. Evaluate the systan. As was dae in steps 8 and 16, the
monitoring and evaluation of the Family Practice Clinic should be an
ongoing program. A formal evaluation should be ardwtal at least
annually to determine if additional modifications are needed.

ACrICN: Chief, Family Practice and Chief, Deparitment of Primary
Care and cuQunty Medicine

3
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