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films, University of Michigan, Ann Arbor, Michigan 48108. 

: The problem was to determine the feasibility of estab- 
lishing a primary care physician system in the outpatient 
clinics of Ben Taub General Hospital, Harris County Hospital 
District, Houston, Texas. 

Data for this paper was obtained from personal obser- 

vations of the operation of the outpatient clinics at Ben Taub 
Hospital, unstructured interviews with staff members, a review 
of the literature, and a review of hospital publications and 

correspondence pertaining to the operation of the outpatient 

clinics. 

The study concluded that the establishment of such a 
system was not currently feasible within existing organiza- 
tional structure, philosophy, and resources, and recommended 
that the present system for delivery of ambulatory care be 

continued unchanged. 

 



ACKNOWLEDGMENTS 

The author wishes to express sincere thanks and 

appreciation to his wife, Mary Ann, for her patience and 

understanding during the academic year; Lieutenant Colonel 

Bob Emmons for his guidance and motivation as the thesis 

committee chairman; and Dan Alderman and his staff at Ben 

Taub General Hospital for their cooperation, hospitality, 

and guidance in obtaining data for this study. 

  
:



TABLE OF CONTENTS 

ACKNOWLEDGMENTS . . 

Chapter 

Fo INTRODUCTION -. oc irs 

  

General Information : 
Hospital Setting and HiTtory 
Conditions Which Prompted the Study 
Statement of the Problem . 
DE EIRI LIONS © or co xr a art ins ah 
jectives Se vo. ka 
Crlterda. ou 0 sn ae 
Limitations, .. .. 

Assumptions “. . . 
Factors Bearing on the Problem 
Research Methodology . 
Review of the Literature . . 
Footnotes . 

DISCUSSION 

Introduction . . ., . v 3 
Current Organizational Structure and 

Staffing of the Clinics . 
Current Operating Procedures of 

the Clinics 
Feasibility of Establishing "the "system . 

Methods for Resolving the 

Problem . 
SUMMAYY: ov. vv a ve iv wi aan 
Footnotes 

CONCLUSIONS AND RECOMMENDATICNS 

Sonclusions: .... .. . . . 

Recommendations . . . 

42 

46 
54 

64 
74 
76 

79 

78 
80



APPENDIX 

A. DEPARTMENT OF AMBULATORY HEALTH SERVICES, BETH 

ISRAEL HOSPITAL, ORGANIZATIONAL CHART 

B.- HARRIS COUNTY HOSPITAL DISTRICT, 
ORGANIZATIONAL CHART 

C. BEN TAUB GENERAL HOSPITAL, 
ORGANIZATIONAL CHART . . 

D. MEDICAL STAFF, HARRIS COUNTY HOSPITAL 
DISTRICT, ORGANIZATIONAL CHART 

F. OUTPATIENT CLINICS, BEN TAUB GENERAL 
HOSPITAL, ORGANIZATIONAL CHART . 

F. BEN TAUB GENERAL HOSPITAL OUTPATIENT 
CLINIC REPORT, JANUARY, 1975 

BIBLIOGRAPHY ©..." v . 

  

iv 

81 

83 

85 

87 

89 

91 

94 

 



  

CHAPTER I 

INTRODUCTION 

General Information 
  

Historical, geographic, social, and economic factors 

influence the many patterns by which medical care can be pro- 

vided to a population. In this country, the traditional 

pattern of patient-physician relations based upon a general 

practitioner system has become a social anachronism. In spite 

of increasing public and private expenditures on health and 

an emphasis on the development of new approaches to the deliv- 

ery of health care, a large proportion of the population is 

still lacking those clinical services that can be identified 

as “personal” or "family physician" services. This lack ‘of 

services has led many to regard the current situation as a 

crisis, mainly because no clear alternative pattern of medical 

care has evolved. 

Patients are becoming increasingly sophisticated about 

the care they receive. In many ways, they are demanding the 

expansion of services into the community, improved accessibil- 

ity, increased comprehensiveness, and the provision of care in 

a manner which gives recognition to the dignity and privacy 

1 

   



  

due every human being. 

The dramatic growth of ambulatory services during the 

last two decades is reflected in the utilization statistics 

for ambulatory services. In an unprecedented fashion, util- 

ization of emergency rooms has increased by 186 per cent be- 

tween 1955 and 1965.3 During the same period, the use of 

outpatient services rose by 73 per cent and admissions to 

hospitals by 38 per cent.? In similar studies, the American 

Hospital Association in a 1969 report entitled Qutpatient 

Health Care stated that in 1953 there were two outpatient 

visits for every hospital admission; by 1967, the ratio had 

increased--four to one. During the period 1947-67, the rate 

of outpatient visits per 1,000 population rose from 232 to 562, 

six times as rapidly as the rate for inpatient admissions.” 

The 1970 Guide Issue of Hospitals reports that be- 
  

tween 1962 and 1969 the total number of outpatient visits to 

community hospitals increased by 71 per cent, from 70.7 mil- 

Tion-in 1962"t0 120.8 million in 1969, Emergency room visits, 

comprising approximately one-third of the total, increased 

from an average of 5,254 visits per hospital for 1962 to an 

average of 8,600 visits per hospital for 1969. Currently, 

total emergency room visits are estimated at an average of



  

194 visits per 1,000 population annually and are projected to 

reach 300 per 1,000 population by 1980.° Although some dis- 

crepancy exists between the results of various studies, the 

trend is clear: patient visits to ambulatory care facilities 

are dramatically increasing and will continue to increase into 

the future. 

As health planners focus on this complex situation, 

they must recognize that physical, mental, environmental, and 

social components of health cannot be separated; thus, many 

professional skills must be brought to bear upon a patient 

if the full benefits of modern medicine and society are to 

contribute to a solution of the problems. It is clear that 

many of the problems faced in American medicine today are the 

product of a series of changes in the concept of medical care. 

The increasing knowledge and complexity of medicine has led 

to a rapid increase in medical specialization, a growth in 

group practice, and the centralization of many activities at 

or near the hospital. The growing belief among many citizens 

of this country that health services constitute a right, and 

not a privilege, has encouraged a growth in the demand for 

personal health services.’ 

During the past few years, the winds of social change 

 



  

have had an impact upon the American health care system. In 

response, hospital outpatient departments are beginning to 

emerge from an antiquated framework of organization which 

began with the development of dispensaries many decades ago. 

In their place are arising comprehensive ambulatory health 

care services which are available and accessible to all, util- 

ize an integrated multidisciplinary approach, and are based 

upon the concept of primary family-centered health care.8 

Hospital Setting and History 
  

The Harris County Hospital District (HCHD) is a tax- 

supported, public authority which provides hospital care and 

health services to qualified, medically indigent legal resi- 

dents of Harris County. HCHD which replaced the City-County 

Hospital System became operational on January 1, 1966. The 

hospital district, governed by a Board of Managers composed 

of seven members appointed by the Commissioners Court, in- 

cludes Ben Taub General Hospital, Jefferson Davis Hospital, 

an administrative element, and five neighborhood health clin- 

ics located in outlying areas. 

The hospital district is affiliated with the Baylor 

College of Medicine. The faculty of the college is responsi- 

ble for the medical services of each hospital which, in turn,



  

serve as the main teaching facilities for the college. The 

chief executive officer of the college is chief of staff and 

chairman of the medical board. Each departmental chairman 

of the medical school is chief of the corresponding service 

at each hospital. The house staff is appointed upon nomina- 

tion by the college, and the teaching programs are coordinated 

within the affiliated residency programs of the college. HCHD 

also has an affiliation with the University of Texas Dental 

Branch which has the Oral Surgery Department under its direc- 

tion.’ 

Ben Taub General Hospital 

Ben Taub General Hospital (BTGH), located in the Texas 

Medical Center and physically joined to Baylor College of Med- 

icine, is a 475-bed acute, general hospital with a substantial 

outpatient program and a comprehensive emergency center. The 

emergency center handles the bulk of Houston's emergency cases. 

Outpatient clinics are operated for cancer, dental, dermatology, 

gynecology, medical, neurology, neurological surgery, proctol- 

ogy, psychiatry, and urology, plus a number of specialty clin- 

ics within each classification. Ben Taub General Hospital's 

inpatient capability includes units for burns, general surgery, 

gynecology, male and female medicine, surgical specialties,



  

pediatrics, and psychiatry. It also provides complete ancil- 

lary services and houses a number of special research facil- 

ities to include the Baylor General Clinical Research Center 

and an extensive cardiac service. 

Jefferson Davis Hospital 

Jefferson Davis Hospital was built in 1938, but reno- 

vation of the interior which was begun in 1966 has transformed 

this facility into a modern hospital located near downtown 

Houston. After completion of Ben Taub Hospital in 1963, 

Jefferson Davis Hospital became a special hospital with facil- 

ities for obstetrics, physical medicine and rehabilitation, 

pediatrics, and chest diseases. The facility has 304 beds and 

212 bassinets. Outpatient clinics are operated for obstetrics, 

high-risk maternal infant care, chest diseases, and pediatrics. 

Special facilities include a respiratory intensive care unit, 

physical and occupational therapy departments, and a pulmonary 

laboratory. 

Neighborhood clinics 

The Harris County Hospital District operates six neigh- 

borhood health clinics in conjunction with its community medi- 

cine service. These facilities, offering general practice 

services, are the Acres Homes, Baytown, Casa De Amigos, 

   



    

Settegast, Ripley, and Sunnyside Health Clinics. The facil- 

ities at Ben Taub Hospital and Jefferson Davis Hospital are 

used as back-up for referrals of patients to specialty clinics 

or for inpatient hospitalization. Community participation in 

the organization of the neighborhood clinics is achieved 

through neighborhood health councils, one for each clinic and 

an areawide council that includes representatives from each 

neighborhood council. 

1971 1973 1974 

Admissions 26,900 30,678 38,774 

Births 9,768 9,665 9,469 

Clinic Visits 345,301 429,570 436,344 

Emergency Visits 165.376 78,191 87,100 

Fig. 1.--Statistics: Harris County Hospital District!0 

The combined work load data for Harris County Hospital 

District is indicative that these facilities are providing a 

significant service to Harris County Residents. 

Conditions Which Prompted the Study 
  

With the "family unit" system a coming reality for 

billing purposes at the Harris County Hospital District 

 



  

facilities, it is'a'lTogical extension to expect that a "family 

practice" system of medical care will also evolve. This, plus 

the crowded conditions in the outpatient clinics, makes a pri- 

mary care physician system seem attractive. Currently, if a 

patient is seen in a particular clinic without therapeutic 

success, he is appointed to another clinic for care, with the 

hope that this new clinic can help the patient. This multiple 

service, or referral system of medical care, offers the patient 

no one physician, or even team of physicians, with whom he can 

relate. This leads to a lack of emotional support of the pa- 

tient as is experienced by those who have a stable relation- 

ship with a personal physician. It also allows the "intrain- 

stitutional dump" to take place where one service refers 

troublesome or difficult diagnostic patients to another ser- 

vice. This could be a contributing factor with regards to the 

ever-climbing number of clinic visits. A primary care physi- 

cian system might also establish more efficient use of doctor, 

clinic, and ancillary service time. 

Statement of the Problem 
  

The problem is to determine the feasibility of estab- 

lishing a primary care physician system in the outpatient 

clinics of Ben Taub General Hospital, Harris County Hospital



  

District, Houston, Texas. 

Definitions 

Primary Care Physician.--A primary care physician is 

a physician who: (1) serves as the initial point of contact 

with the patient and provides a means of entry into the health 

care system; (2) evaluates the patient's total health needs, 

provides personal medical care, and refers the patient to 

appropriate sources of care when consultation or specialized 

treatment is required; (3) develops a responsibility for the 

patient's comprehensive and continuous health care and, when 

needed, acts as a coordinator and integrator of the patient's 

health services; and (4) accepts responsibility for the pa- 

tient's total health care, including the use of consultants, 

and interprets to the patient the nature of the care. The 

primary care physician is usually a family practitioner, gen- 

eralist, internist, or pediatrician. In a multispecialty 

based system of care, an obstetrician, gynecologist, surgeon, 

or other specialist may serve as the primary care physician. 

The terms "primary care physician" and "primary physi- 

cian" are used in the literature synonymously. For consis- 

tency, the term "primary care physician" will be utilized in 

this thesis except in quotations and references from the



  

literature. 

Objectives 

The objectives of this study are to: 

1. Conduct an extensive review of the literature for 

the purpose of developing a theoretical and conceptual approach 

to the solution of the problem. 

2. Study the existing organization and operations of 

the outpatient clinics at Ben Taub Hospital. 

3. Analyze and evaluate the present method of ambula- 

tory care delivery and examine the advantages and disadvantages 

of alternative approaches to providing personalized, comprehen- 

sive health care in a primary care physician system. 

4. Determine the feasibility of establishing a primary 

care physician system; and, based upon the feasibility, recom- 

mend the best approach to the solution of the problem. 

Criteria 

The conclusions and recomendations. of this study must: 

1. Insure that the advantages of the proposed solu- 

tion are equal to or superior to those currently being provided 

by the existing system. 

2. Insure that the proposed solution affords quality 
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patient care which encompasses the principles of: 

a. Comprehensive personal care. 

b. Family oriented continuity of care. 

c. Accessible, convenient care, acceptable to the 

patient. 

d. Coordination of inpatient and outpatient follow- 

up care. 

3. Insure that the proposed solution is acceptable to 

the providers of the care and is feasible within the resources 

of the hospital. 

4. Insure that the proposed solution is feasible 

within any broader constraints imposed by parent administra- 

tive bodies or regional planning agencies. 

5. Insure that the implementation of the proposed 

solution does not unduly interrupt or detract from the hospi- 

tal's current operation. 

Limitations 

The limitations established for this study by the 

administrator, Harris County Hospital District, are as follows: 

1. Recommendations must be consistent with the current 

political organization and policies of Harris County, Texas, as 

they apply to the hospital district. 
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2. The proposed solution must be implemented within 

the existing facilities of the outpatient clinics at Ben Taub 

General Hospital. 

3. The present level of professional and ancillary 

personnel employed in the clinics cannot be exceeded. 

4. The current operating budget of the hospital can- 

not be exceeded. 

Assumptions 

The assumptions are that: 

1. The social, economic, and geopolitical conditions 

which affect the delivery of ambulatory care will remain rela- 

tively constant within the Ben Taub Hospital service area. 

2. The demand for ambulatory medical care among 

patient and potential patients of Ben Taub Hospital will con- 

tinue to increase. 

3. The purpose and operating policies of Ben Taub 

Hospital will remain relatively constant. 

4, The formal affiliation between Baylor College of 

Medicine and the Harris County Hospital District will remain 

in effect. 

5. The establishment of a primary care physician sys- 

tem is feasible and will improve the delivery of ambulatory 
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patient care. 

6. Although specific resource limitations have been 

placed on the study, the theoretical and model approaches to 

the problem could be utilized for justification of additional 

resources in the future.   Factors Bearing on the Problem 

Factors bearing on the problem are as follows: 

1. The outpatient clinics of Ben Taub Hospital pro- 

vide care for 300,000 residents of Harris County who made 

270,000 visits in 1974. When combined with data from the 

emergency center, the total ambulatory case load reached 

360,000 patient-visits. This work load equates to about 

1,200 patients a day being seen in sixty-two general and spe- 

cialty clinics and represents a 26 per cent increase in pa- 

tient load since 1970, 12 

2. The clinics of Ben Taub Hospital are primarily 

for those who cannot afford the cost of private care. As an 

exception to this, the hospital functions as an emergency 

facility for Harris County and accepts all patients who have 

emergency needs. All patients are available for teaching 

purposes, and all clinics are "teaching clinics" for house 

officers and medical students. 
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3. The Ben Taub Hospital is affiliated with Baylor 

College of Medicine. The faculty of the college is responsi- 

ble for the medical services of the hospital. Each depart- 

mental chairman of the medical school is chief of the cor- 

responding service at the hospital. Staffing of the inpatient 

services and clinics is almost exclusively by house officers   
(interns, residents, and fellows)? 

4. The hospital and medical college, because of their 

individual missions, have different perspectives and priorities 

concerning the various aspects of the organization and delivery 

of ambulatory care within the hospital. Additionally, lines 

of authority, organizational relationships, and functional 

activities between various elements concerned with ambulatory 

care are not clearly delineated. 

5. The current system of medical practice in the 

clinics is basically one of an episodic, specialty-oriented 

approach which has been well characterized by Dr. Leslie J. 

Sandlow as "the single disease entity-organ related clinic."1® | 

For example, separate clinics were operated for diabetes, 

endocrine and metabolic disorders, arthritis and hypertension. 

This specialty referral system of medical care offers the pa- 

tient no one physician, or even team of physicians, with whom 
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he can relate on a continuous basis. 

6. The hospital administrator is concerned with the 

crowded conditions in the clinics, the ever-climbing number of 

clinic visits, the apparent duplication of services, and the 

excessive cross referrals referred to as the "intrainstitu- 

tional dumping syndrome" whereby one service refers trouble- 

some, difficult, or nontherapeutic-responding patients to 

another service. 

7.. The administration expects that a primary care 

physician system would achieve more efficient use of doctor, 

clinic, and ancillary service time. Additionally, the ex- 

pected establishment of a "family unit" system for billing 

would be simplified if a family-centered system of medical 

care also existed. 

8. Patient dissatisfaction with the present system 

is reflected in the number and types of complaints. The pres- 

ent system reportedly leads to a lack of emotional support of 

the patient as experienced by patients who have a stable rela- 

tionship with a primary care physician. 

9. Dissatisfaction on the part of some house staff 

members with the existing system for delivery of ambulatory 

care and the desire to participate in a system of comprehensive, 
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continuity of primary care would simulate the environment of 

private practice. 16 

Research Methodology 
  

The research methodology applied prior to the on-site 

phase of the study atl Lb of consultations with the faculty 

member who visited the hospital, and discussions with the 

thesis committee to fully define the scope and nature of the 

problem. An extensive review of the available literature 

pertinent to the subject was conducted prior to and during 

all phases of the study. Model programs and innovative solu- 

tions to similar problems were conceptually gleaned from the 

literature to be applied later during the on-site phase of 

the study in the realistic environment of the hospital. 

During the period March 1-15, 1975, the on-site phase 

of the study was conducted within the outpatient clinics of 

the Ben Taub General Hospital, Houston, Texas. After initial 

interviews with N. J. Vaughn, Administrator, Harris County 

Hospital District; Dan Alderman, Associate Administrator, Ben 

Taub Hospital; and Don Archer, Assistant Administrator for 

Clinics, a detailed tour of the facility was made. During 

the on-site study, interviews and discussions were held with 

concerned hospital members from management, administration, 
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medical and house staff, nursing services, and general sup- 

port services. The opinions of students and individual 

patients were also obtained. Observations of clinic opera- 

tions and procedures was an important aspect of the study to 

reinforce verbal and written communications. 

The approach, conclusions, and recommendations for 

the solution of the problem were finally developed and formu- 

lated, within the parameters delineated above, based upon 

literature experience applied and tailored to the specific 

requirements and circumstances of Ben Taub General Hospital. 

Review of the Literature 

Comprehensive patient care is a philosophical concept 

which was defined by Dr. Lester J. Evans as: 

. . . the kind of compassionate, personalized, birth-to- 

death attention--preventive, advisory, and rehabilita- 
tive, as well as diagnostic and therapeutic--that the 

ideal family physician used to_give within the limits of 
his knowledge and facilities. 

While this is an oversimplified and historically ori- 

ented definition it does underscore the basic principles of 

comprehensive care. The challenge to medicine today is 

adapting the concept to contemporary society so that medical 

care does not become increasingly an episodic, impersonal, 

and even haphazard matter of a patient's shopping in bewilderment 
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from specialist to specialist, none of whom may know the emo- 

tional, social, or environmental problems interacting with 

his organic complaint. The aim should be to combine the con- 

centrated knowledge and skills of the specialist with the 

broad understanding, wisdom, and continuing care of the gen- 

eralist, who serves as the primary physician for the patient 

to see that he receives precisely as little or as much care 

as he requires. 

The concept is a broad one and in the pluralistic 

system of medical care, many institutions, agencies, and cate- 

gories of personnel are involved. Different vehicles of de- 

livery of comprehensive ambulatory care are being utilized 

which include hospital-based ambulatory and outpatient clinics, 

private solo and group practices, medical school service plans, 

health maintenance organizations, hospital satellite clinics, 

neighborhood health centers, and mobile health units. 18 The 

system most appropriate for a given community will depend on 

many local factors, including the preference of physicians 

and patients, the existing medical practice systems, socioeco- 

nomic factors, and the role of public and private health insti- 

tutions. 

Irrespective of the delivery system utilized, 
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several essential conditions must be met, without which mean- 

ingful comprehensive care cannot be achieved. First, every 

patient must be able to enjoy a personalized doctor-patient 

relationship with at least one physician, preferably a primary 

care physician who will usually be a family practitioner, in- 

ternist, or pediatrician. This doctor should have primary 

responsibility for the patient's treatment, medical and re- 

lated records, and for referring him as needed to other physi- 

cians or health services. Second, every patient and his phy- 

sician must have access to the whole spectrum of services-- 

preventive, diagnostic, therapeutic, rehabilitative, and con- 

sultative--as needed, through organized referral channels 

which do not involve breaking the primary doctor-patient rela- 

tionship, do not require unnecessary duplication of diagnostic 

tests or other services, and provide complete and continuous 

records of all medical and other health and health-related 

information. 19 

Traditionally, the hospital outpatient department has 

been associated with episodic care of the medically indigent. 

At best, care was fractionated among separate specialty and 

subspecialty clinics with little concern for integration of 

the services. Patients with multiple, unrelated diseases 
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could be simultaneously followed in several clinics which 

would bear no relationship to each other either functionally 

or temporally. In this system, a patient may see multiple 

physicians, none of whom know the patient's overall problems, 

nor is the patient able to identify with any one physician 

as his primary physician. 

The traditional system for delivery of ambulatory 

care was equally unpalatable and professionally unrewarding 

for the physician. To be assigned to the outpatient clinics 

generally meant that the physician was: (1) less competent 

than his colleagues who enjoyed the inpatient services; (2) 

in disrepute and had to serve his time in the clinics for 

some social or professional transgression; or (3) the new 

man in the hierarchy and had to serve his apprenticeship in 

the clinics until an opening occurred in the hallowed halls 

of the inpatient regions of the hospital.20 

Recognizing this situation, Dr. John E. Deitrick of 

Cornell University Medical College characterized outpatient 

departments as follows: 

. . . outpatient departments of hospitals are generally 

second rate. The clinics have been called the step- 
children of the hospital; they serve in a subordinate 
position as screening services to provide the most inter- 
esting patients for the ward services.
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Until recently, outpatient clinics have been extremely 

poor models of ambulatory care. However, within the past few 

years, changes have been taking place to correct this situa- 

tion. Recognizing the historical problems of the outpatient 

clinics and applying the concepts of comprehensive care, hos- 

pitals throughout the country are seeking new organizational 

methods for delivery of ambulatory care which meet the grow- 

ing demand for readily accessible and available family-centered, 

comprehensive health care. 

The literature in the ambulatory health care area has 

increased dramatically since 1970. Many authors have offered 

goals and guidelines for improving ambulatory care. Dr. Lowell 

Bellin, Deputy Health Commissioner for the city of New York in 

the key note address to a 1971 conference on ambulatory care, 

stated that the most important factors to be included in re- 

structuring an outpatient clinic which delivers mainly episo- 

dic, specialty-oriented care to a more comprehensive, family- 

oriented system, should include: 

1. Organizing the services into a department of ambu- 

latory care and granting status to the chief of the newly 

created service equivalent to that of the chief of any of the 

other specialty services. 
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2. Establishing a primary physician system. 

3. Emphasizing general clinics over specialty 

cTin¥cs. 

4. Instituting a unit record system with the problem- 

oriented medical record at the heart of the system. 22 

The guidelines set out by Dr. Herbert Freilich, Assis- 

tant Commissioner for Ambulatory Care, Department of Hospitals, 

New York City, reflect a consensus of opinion from the litera- 

ture and include the following suggestions: 

1. There should be an ambulatory care committee 

within the medical staff organization. 

2. There should be a well-qualified and interested 

chief of ambulatory care on a full-time basis. 

3. There should be an ambulatory care coordinator 

within each clinic or specialty department. 

4. The medical staff for ambulatory care should be | 

integrated with the inpatient staff. 

5. The number of specialty clinics should be limited 

in favor of general clinics. 

6. Each patient should be assigned to one personal 

primary physician or team of physicians to insure continuity 

of care.
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7. The relationship of the outpatient service to 

the emergency service should be clearly defined and coordi- 

nated. 

8. The system should permit easy accessibility and 

entry. 

9. The institutional philosophy should reflect a 

commitment to the concept. 

10. The outpatient policy should be for delivering 

comprehensive, family-centered care that is coordinated with 

the specialty clinics.23 

Within the past five years, not only have conceptual 

goals and guidelines to improve ambulatory care appeared in 

the literature, but there have also been numerous interesting 

and innovative trial programs attempted, to add substance to | 

the theoretical models. One of the earliest programs aimed 

at providing family-centered comprehensive ambulatory care, 

which generated much enthusiasm, was the 1957 Family Health 

Maintenance Demonstration Project of the Montefoire Medical 

Group. Utilizing a group practice-team concept of an intern- 

ist, pediatrician, public health nurse, and social worker, 

comprehensive, personalized care was provided to 150 volunteer 

families from the Health Insurance Plan of New York. The
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authors concluded that the demonstration was successful in 

improving the physical health of the family and in improving 

patient acceptance of the personalized approach. 24 

In 1967, Dr. Count Gibson applied the concepts of 

family-centered care and organized the Columbia Point Neigh- 

borhood Health Center into four family health care team units, 

each caring for 350 families. Each team was composed of an 

internist, pediatrician, nurse, and social worker. The team 

met daily to develop and coordinate plans for families under 

active care. The author felt that the program was SO success- 

ful in providing comprehensive care that the entire structure 

of the center was reorganized to accommodate the family health 

care Neu concept. Indigenous family health workers were 

added to the teams and a part-time obstetrician-gynecologist 

was used for consultations.25 

In developing the Ambulatory Care Unit of the Gouverneur 

Hospital in New York City, Drs. Howard Brown and Raymond Alex- 

ander physically and, to a significant degree, administratively 

detached the unit from the parent hospital. They noted fre- 

quently the inpatient service so dominates the interests of a 

hospital that little attention is given to adapting the outpa- 

tient services to the needs of the patient. They saw this 
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change in structure as a unique opportunity to begin new pro- 

grams in providing comprehensive ambulatory care. In order 

to achieve continuity, most subspecialty clinics in medicine, 

pediatrics, and general surgery were eliminated and the pa- 

tients transferred to the general clinics in these medical 

specialties. Although many of the staff had subspecialty 

skills and the use of these skills was encouraged through con- 

sultations, the goal was for each adult patient to have one 

internist, and each child one pediatrician, as his personal 

physician. To further the concepts of continuity of care, a 

core of full-time physicians was recruited. 2 

The concept of the health team was introduced at the 

Yale-New Haven Medical Center in 1965 by Drs. Jerome Beloff 

and Richard Weinerman, who emphasized that effective family 

health maintenance implies a unified, personalized, and con- 

tinuous service system. Their basic health team consisted of 

a student-physician, a public health nurse, and a community 

aide supported by appropriate consultants. The teams were 

charged with providing and coordinating the health care of a 

given number of families for a period of thirty months. 

Despite some acceptance problems for the program among certain 

medical faculty members, Drs. Beloff and Weinerman concluded
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that families received improved care from the health team as 

compared with the previous system of fragmented outpatient 

clinic care because of: (1) better coordination of the man- 

agement of health problems through the use of the family 

health plan; (2) placing responsibility for implementing pro- 

cedures jointly on the family and the health team; (3) em- 

phasizing preventive medicine and continuing health education; 

and (4) improving the techniques of communication among the 

health care specialists so that problems were viewed from 

different perspectives.2’ 

In 1966, the outpatient department of Beth Israel 

Hospital designed to provide health care for a population of 

163,000 people in the north section of Manhattan's lower east 

side, operated fifty-three specialty clinics with a yearly 

visit total of about 100,000 patients. Members of the staff 

were growing increasingly dissatisfied with the organization 

and provision of ambulatory services and recognized that pa- 

tient needs were not being met by dependence on specialty 

clinics for on-going care. In no single clinic could the 

total needs of a patient be met. A feasibility plan was de- 

veloped by the Committee on Ambulatory Services of the med- 

ical board to establish a comprehensive care unit on a



  

27 

demonstration basis, to be evaluated after six months of 

operation. The demonstration unit was developed in order to 

achieve high-quality total patient care, as family-centered 

as possible, under the supervision of a personal physician.28 

Initially, 1,200 patients were assigned to the compre- 

hensive care unit which was staffed by two internists, two 

public health nurses, one social worker, one aide, and one 

medical secretary. The team had a separate suite of offices 

and facilities within the outpatient department building. 

Patients were seen by their personal physician on an individ- 

ual appointment basis. Appointment times varied, depending on 

whether the patient was new or returning for continuing care. 

Walk-in patients without appointments were seen by the public 

health nurse and, when necessary, by the physician. Appoint- 

ments for consultations with other specialists were coordi- 

nated by the comprehensive care unit. A unit medical record 

and a family folder was maintained within the comprehensive 

care unit. 2? 

While it was never intended to have a personal physi- 

cian directly provide 24-hours-a-day, 7-days-a-week coverage, 

patients had access to continuous service through a relation- 

ship which was established with the emergency room at Beth
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Israel Hospital. Briefly, this was accomplished through a 

card file from the comprehensive care unit left in the emer- 

gency room each evening and during weekends containing all 

patients' names, diagnoses, drugs, data of next clinic ap- 

pointment, and the name of their personal physician. In this 

manner, the patients were given the security of having a 

receptive place to call at all times and they could be seen 

in the emergency room as needed.30 

As a result of professional and patient satisfaction 

with the demonstration project, the entire ambulatory care 

program was scheduled for reorganization into a group of com- 

prehensive care units with concurrent elimination of the tra- 

ditional general medical clinics. By 1968, four comprehensive 

care units had been implemented and were taking full responsi- 

bility for all adult patients who sought general medical ser- 

vices in the outpatient department. The pediatric service 

was incorporated into the concept but remained as a separate 

pediatric care unit within the outpatient department. New 

patients were referred to either the adult care unit or pedi- 

atric clinic for assignment to a primary care physician re- 

sponsible for their total medical supervision. Self-referral 

specialty services were offered in obstetrics, psychiatry,
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geriatrics, and dentistry; however, a patient entering one 

of these clinics on his own was encouraged to enroll in a 

primary care unit. The remaining specialty and subspecialty 

clinics comprised the consultation service. Referral to 

these services were made only by a primary care physician or 

subsequent to a hospital discharge. To avoid fragmentation 

of care, all patients were referred back to the primary care 

physician after completion of specialty care. Within the 

near future, it is planned that all outpatients will receive 

ambulatory care in comprehensive care units.3! 

Organizationally, a Department of Ambulatory Health 

Services was created by the trustees of the Beth Israel Med- 

ical Center, and a full-time medical director was appointed 

with rank and authority equal to that of other major clinical 

department directors. An administrator of the service was 

appointed to serve under the direct supervision of the medi- 

cal director with the responsibility for administrative oper- 

ation of the department. The internal organizational structure 

of the Department of Ambulatory Health Services of Beth Israel 

32 
Hospital is shown in Appendix A. 

Dr. Leslie J. Sandlow, Director of Ambulatory Care,
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Michael Reese Hospital and Medical Center, writing in Hospi- 

tal Topics, describes the ambulatory services at that insti- 

tution prior to reorganization as follows: 

« « « Clinics were generally single-disease-entity clinics. 
If a person were unfortunate enough to have more than one 
physical problem, he could spend an entire week running 
from one clinic to another. Not only did a patient spend 
much time at the clinic, but the care was fragmented and 
impersonal. No one physician was responsible for coordi- 

nating the overall care for the patient.33 

In 1968, Dr. Sandlow reorganized the outpatient clin- 

ics under the administrator for ambulatory care who was re- 

sponsible for the physical facilities and the general opera- 

tion of the service. A physician was appointed as director of 

ambulatory care for each major clinical department with the 

responsibility to coordinate the comprehensive care program. 

The directors were formed into an ambulatory care committee 

to formulate new programs and policies of care. The goals of 

the committee were: (1) to develop programs which would be 

people-oriented rather than disease-oriented, and (2) to pro- 

vide comprehensive care to as many patients as possible.34 

Continuity of care was achieved by assigning medical 

residents to the clinics throughout their full residency 

period. Each resident would devote two or three afternoons 

a week to the clinic caring for patients who were assigned
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specifically to him. . In addition to. specific clinic hours 

set aside for appointments with his personal patients, the 

physician was responsible for the comprehensive care of the 

patient at all times. When unavailable, the physician had 

to designate another physician to take care of the patient. 

If the patient needed to be admitted to the hospital, the 

resident remained his medical counsel during the period of 

hospitalization and again assumed the care in the clinic upon 

discharge. This was equally the case when consultations or 

specialized treatment in other clinics were required. Suc- 

cess in the program was measured subjectively by increased 

patient and provider satisfaction and objectively by a 10 per 

cent decrease in the appointment no-show rate.35 

A current popular innovation is to incorporate ambu- 

latory patient care services within family practice units. 

Dr. Gordon M. Kerr, writing in Canadian Hospital on organi- 
  

zational and structural concepts being incorporated into 

the ambulatory care facility of the new Mount Sinai Hospital 

in Toronto, describes how the traditional outpatient depart- 

ment was eliminated in favor of a comprehensive ambulatory 

patient care system. The nucleus of the system is separate 

and self-contained family practice units which provide
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complete care to all members of the families who enroll 

with the unit. The units are staffed with generalists, in- 

ternists, and pediatricians; ancillary medical paraprofes- 

sionals; and administrative support personnel. The family 

practice units have available, on the same floors, consulta- 

tive and specialized treatment capability. An important 

aspect of the new organization is its utilization by the 

Toronto College of Medicine as a major teaching facility for 

ambulatory care. 36 

At the Milton S. Hershey Medical Center Hospital in 

Hershey, Pennsylvania, a family practice ambulatory care 

unit is employed to provide comprehensive, primary family 

health care to enrollees from the local community. Organized 

within the Department of Family and Community Medicine and con- 

sisting of six physicians with supporting personnel, the unit 

provides care to approximately ten thousand patients. The 

physicians in the group are divided into two groups of three 

members each, with each group collectively sharing responsi- 

bility for enrolled families. Patients are seen by appoint- 

ment Monday through Saturday, and three evenings a week. An 

on-call system has been established for off-hour emergencies. 

Unit medical records are maintained within the group on a
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family basis. In addition to the medical care aspects, the 

unit is heavily committed to family medicine education for 

medical students and residents. As additional family practi- 

tioners become available, the concept will incrementally ex- 

pand to take in new segments of the population still without 

a primary physician.3/ 

Summary 

In summarizing the literature review, several trends 

have emerged within the past decade which call for changes 

in the traditional methods of delivering ambulatory care. 

These trends include: 

1. A rapidly advancing biomedical technology. 

2. An increase in the number of specialists and a 

decrease in generalists. 

3. A maldistribution of physicians, particularly in 

the intercity and rural areas. 

4. Paradoxically, the increasing use of hospital 

emergency facilities as sources of primary care, while at the 

same time an increasing dissatisfaction by both providers and 

recipients of the care being dispensed in those facilities. 

5. The disappearance of the tradition of free care 

and free time provided by clinic physicians as government and
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other third-party sources increasingly provide funds for the 

payment of medical services. 

6. -lncreasing cviticism of the episodic, fragmented, 

disease-oriented care rendered by many traditional outpatient 

departments which is the antithesis of personalized, continu- 

ous, and comprehensive care. 

7. Increasing recognition by third-party payers that 

inclusion of ambulatory care benefits in a health insurance 

program reduces overall hospitalization insurance costs be- 

cause it discourages overhospitalization secondary to finan- 

cial considerations. 

The numerous approaches and model programs for the 

delivery of comprehensive family-center health care suggested 

by the literature to correct the deficiencies and capitalize 

on the previously mentioned trends, contain certain common 

concepts and techniques which, if adopted, have generally im- 

proved the delivery of ambulatory care. No attempt is made 

to consider all the possible methods of organizing ambulatory 

care; rather, only those methods pertinent to a large, hospital- 

based outpatient department are emphasized within the limita- 

tions of this study. A summarization of the more successful 

concepts which have been employed by model programs for the
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improvement of ambulatory care delivery are included in the 

following paragraphs. 

The purpose, philosophy, and goals of the health care 

institution and the scope of its services should be clearly 

defined. The purpose of an ambulatory care program should: 

(1) include specific goals which relate and are accessible 

to the needs of the service community; (2) be consistent with 

the overall philosophy of the institution; (3) be recognized 

and accepted by the community as compatible with its expecta- 

tions for health care; (4) be explicit as to the type of care 

to be provided and in what manner; (5) be integrative with 

other services of the institution; and (6) be based on sound, 

long-range, comprehensive planning which recognizes and clearly 

defines the target population. 39 

The scope of the services and the staffing for the 

services should strive to eliminate episodic care and stress 

a personalized, comprehensive type of care. Family members 

should be assigned to the same primary care practitioner on 

an on-going basis for the purpose of continuity of health 

services. Patients return to the primary care practitioner 

after receiving specialized care. An adjunct to this method 

is to establish small primary care units, with each unit
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designed to provide comprehensive care to a segment of the 

service population. This implies the use of a team concept 

in the provision of ambulatory care. The team may vary in 

composition and application and may include any combination 

of physicians, nurses, nurse practitioners, physicians' assis- 

tants, social workers, and other allied and community health 

workers. 

Ambulatory care service in a hospital-based program 

should be organized under a department of ambulatory care or 

comparable organization headed by a full-time chief of service 

who has equal status and authority with other chiefs of hospi- 

tal services. The department of ambulatory care should in- 

clude emergency services, general and specialty outpatient 

clinics, employee health services, home care services, and 

related services as are applicable. The department should be 

staffed by enough paid, full-time physicians to insure stabil- 

ity to the continuous and comprehensive nature of the program. 

The full-time staff can be supplemented by a part time staff 

and other physicians in a training capacity. Those eligible 

and qualified should be allowed inpatient duties and suffi- 

cient time off for inservice educational activities. 

Physical facilities should complement the organizational
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goals and structure and should strive to eliminate the tradi- 

tional congested, crowded, and dehumanizing waiting areas 

that currently exist in many institutions. The patient's 

comfort and mental well-being should be considered in the 

design of ambulatory care facilities. 

A patient appointment system which minimizes patient 

waiting time and increases productivity of provider personnel 

is mandatory. Scheduled appointments are generally preferred 

to a block appointment system. Walk-in patients can be 

handled by nonappointment committed physicians after screen- 

ing by paramedical personnel who either treat, triage for 

immediate physician care, or refer for a later appointment 

into the primary care System, A unit medical record system 

utilizing the problem-oriented medical record appears to be 

the preferred method of medical record keeping. 

Other factors to be considered in a comprehensive 

ambulatory care program include but are not limited to: (1) 

an internal quality control and evaluation mechanism; (2) a 

data feedback and medical information system; (3) continuing 

education programs; (4) community relations; and (5) methods 

for financing ambulatory care.%0 These are broad areas of 

study in themselves and are beyond the scope of this thesis.
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CHAPTER 11 

DISCUSSION 

Introduction 

A recommendation that the community hospital become 

the focal point for a new system of community health care be- 

cause it possesses more of the capabilities required for the 

development of a new health care system appeared in the 1968, 

Report of the Secretary's Advisory Committee on Hospital Ef- 

1 In attempting to define this new role of the fectiveness. 

community hospital as the focal point for community health 

programs, Somers concluded that the majority of community 

health services could be best provided within the hospital 

walls.? Within the context of these concepts, 300,000 resi- 

dents of Harris County consider Ben Taub Hospital their com- 

munity hospital and turn to it for health services. 

The type of care optimally to be provided to the pa- 

tients of Ben Taub Hospital should: (1) be available t0-all 

eligible residents of Harris County; (2) be accessible with- 

out financial barriers; (3) be acceptable to recipients and 

providers of care; and (4) insure continuity and comprehensive- 

ness in scope. 

41  
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Against this background, the current organizational 

structure and operations of the outpatient clinics of Ben 

Taub Hospital will be examined. HNext, the feasibility of 

establishing a primary care physician system within the clin- 

ics will be evaluated. Finally, an alternative approach to 

the solution of the problem will be presented. 

Current Organizational Structure and 

Staffing of the Clinics 
  

Organizational Objectives 

The objectives for the outpatient clinics, Ben Taub 

Hospital, are as follows: 

1. Insure that competent medical attention is avail- 

able within the hospital district of Harris County. 

2. Provide a clinic service which is of value in 

caring for the sick. 

3. Provide the physical facilities, equipment, ser- 

vices, and qualified personnel to assist the physician in his 

practice of medicine in the clinics. 

4. Develop the clinic services to insure maximum 

utilization of facilities in accordance with the ever-changing 

concepts of medical care. 

5. Interpret to patients and members of the community 

 



    

43 

the purpose, goals, and responsibilities of the Ben Taub 

Hospital outpatient services. 

6. Provide the highest attainable standards of ambu- 

latory care at a reasonable cost to the patient. 

7. Provide the employees of the clinics job satis- 

faction, opportunities, and benefits which they can reason- 

ably expect from their association with the hospital.’ 

Organizational structure 

The formal organizational charts for the Harris County 

Hospital District, Ben Taub General Hospital, and the Medical 

Staff of Ben Taub Hospital are shown in Appendixes B, C, and 

D. The current administrative organization of the outpatient 

clinics is shown in Appendix E. The outpatient clinics con- 

sist of sixty-two general and Stra clinics providing 

ambulatory patient care for virtually all phases of medicine, 

pediatrics, psychiatry, and surgery to a target population of 

approximately 300,000 resident of Harris County. The ¢linics 

occupy four floors in one wing of the hospital adjacent to the 

corresponding inpatient services. The clinics are "teaching 

clinics" in that all patients are available for teaching pur- 

poses for medical students and residents. 

Appendix F provides selected, representative work 
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load data for January, 1975. The clinics receive an average 

of 22,000 patients a month, or about twelve hundred patients 

a day. Of this total, approximately 25 per cent are new 

patients. The emergency center receives on the average 7,500 

patients a month, or about 250 patients a day. The work load 

statistics of the clinics are exclusive of the statistics of 

the emergency Coens 

Administratively, the clinics are under the supervi- 

sion of an assistant administrator who is also responsible 

for other services as shown in Appendix C. Directly under the 

assistant administrator is the director and assistant director 

for the clinics who are responsible for the control and daily 

professional support operations. The three positions are 

staffed by health care administrative and nursing personnel. 

The Outpatient and Emergency Room Committee of the Medical 

Staff, chaired currently by the Deputy Chief of General Sur- 

gery Service and consisting of physician and administrative 

representatives from the major clinical services, directs the 

professional and policy-making activities.b 

The emergency center, an additional line responsibil- 

ity of the assistant administrator for outpatient clinics, is 

an organizationally separate activity under the administrative
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supervision of the Director of the Emergency Center and the 

medical supervision of the Director of Emergency Services, a 

branch of the General Surgery Service. The emergency center 

is located adjacent to the outpatient clinics and function- 

ally shares professional physician staff and some facilities.’ 

Staffing 

The professional staffing of the clinics, as well as 

the inpatient hospital services, is through an affiliation 

agreement with the Baylor College of Medicine which has con- 

tracted to be the exclusive medical staffing body for the med- 

ical facilities of the entire hospital district. The general 

and specialty clinics are staffed by paid and volunteer visit- 

ing staff, house officers, clinical fellows, and medical stu- 

dents. Their lines of authority are vertical ones to their 

respective specialty chiefs. 

The Director of Outpatient Clinics has the overall 

staffing supervision for the nursing services within the 

clinics. Each clinic is managed by a registered nurse or 

licensed vocational nurse and a unit clerk. They are respon- 

sible for the proper handling of clinic procedures, patient 

care, supplies, and operational problems. Nursing staffing 

may vary widely within the separate clinics, depending upon
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multiple factors. Social services are available in every 

clinic.8 

Current Operating Procedures of the Clinics 

Clinic eligibility and 
Admission Procedures 

Eligibility for care within the hospital is determined 

according to means and place of residence. The: clinics of 

Ben Taub Hospital are primarily for those who cannot afford 

the cost of private care. As an exception to this, the hos- 

pital functions as a category I emergency facility for Harris 

County and accepts all patients who have emergency needs. All 

patients, as their condition permits, must be interviewed upon 

initial application to assure their eligibility for tax- 

supported services and to determine the reasonable charges, 

if any, they will be expected to pay. Once eligibility has 

been determined, patients are issued a hospital identification 

card which will be utilized to identify all documents relating 

to their care and administration. 

The clinics operate basically on a pay-as-you-go sys- 

tem. Patients, other than those on full third-party support, 

are expected to pay in advance for each visit; the per- 

centage they pay is determined by their financial rating
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category. All patients go to the cashier to pay, or to be 

charged for their visit in advance of their medical services. 

The cashier issues a receipt as evidence of payment or charge. 

The patient produces this receipt, his appointment slip, and 

his identification plate when he arrives at the appointed 

clinic area for treatment. Ancillary service charges, ad- 

justed according to patient financial rating, are postcharged. 

Charges can be paid immediately or the patient can be billed 

by the Data Processing Service. No necessary service is with- 

held for financial reasons, and patients troubled by costs 

and accumulated medical care bills are referred to the Social 

Services Department who make financial adjustment as circum- 

stances warrant with the business office. Public assistance 

patient charges are billed to the responsible agency.’ 

Medical records 

The hospital utilizes a unit medical-record system 

keyed to the patient's registration number. The medical 

record contains the entire history of the patient, which 

includes inpatient and outpatient clinical records, adminis- 

trative data, and financial documents. A problem-oriented 

approach to the internal organization of the medical record 

has been in effect for several years, and the majority of
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records are in a transition state from a source to a problem- 

oriented presentation of medical data. The extent of the use 

and application of the problem-oriented approach varies between 

the respective clinical services. 

Medical records are the responsibility of the Medical 

Records Department and internal control of the medical record 

is in accordance with the standards of the Joint Commission on 

Accreditation of Hospitals. Medical records are furnished to 

the respective clinics by personal pickup or through an eleva- 

tor or pneumatic conveyer system based upon prior coordinated 

appointment schedules. Records for walk-in patients can be 

retrieved and delivered to the clinics, usually within thirty 

to sixty minutes after request. In emergency situations, the 

record is available within a few minutes. At the end of the 

normal working day, medical records from the clinics are re- 

turned to the Medical Records Department. 10 

Appointment procedures and 
patient disposition 

Appointment schemes vary from clinic to clinic, 

from highly specific time assignments for each patient, to 

block appointments irrespective of the size of the case load. 

Appointments are generally controlled by the respective
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clinics and coordinated for record and accounting purposes 

by the clinic appointment office. Appointments can be ac- 

quired in several ways: 

1. A patient may walk in and request an appointment 

from the screening nurse. Whether or not the patient is seen 

on that day depends on the case load and the appointment sys- 

tem of the particular clinic. Clinics in general surgery, 

psychiatry, pediatrics, and general medicine are essentially 

walk-in clinics with appointments on the same day scheduled 

for the purpose of administrative and financial accounting. 

2. A patient may telephone the clinic to which he 

has been referred, has been seen in the past, or would like 

to be seen. 

3. A patient may telephone the clinic appointment 

office which may refer the call to the appropriate clinic or 

may give the patient an appointment directly based on prior 

authorization of block times for specific clinics. This is 

the closest relationship to a centralized system. The clinic 

appointment office functions as a central coordinating office 

for purposes of medical record control, distribution, and 

administrative flow. The system couid best be described as 

a retrospective, partially centralized system based upon a
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functionally decentralized concept. 

4. Upon discharge from an inpatient service, a follow- 

up appointment can be made by ward personnel to the respective 

clinic, 

5. Patients may be appointed from clinic to clinic 

for the purpose of referral and consultation. 

6. Patients may be referred from the emergency center 

to clinics for follow-up care. An appointment is issued with 

or without prior clinic clearance depending on the time of 

day. 1] 

In view of the facts that: (1) 1,200 patients a day 

are seen in the clinics; (2) a 30 to 35 per cent no-show ap- 

pointment rate exists; (3) about 50 per cent of all patients 

are walk-in; and (4) about 25 per cent of mailed appointment 

slips are undeliverable, one would have to conclude that the 

present system is a good compromise as a reasonably effective 

appointment system. 12 

Having obtained an appointment, the patient presents 

his appointment slip and cashier's receipt at the clinic desk 

. to the clerk. The clerk checks the slip for validation by 

the cashier and invites the patient to be seated. The appoint- 

ment slip is checked, matched to the patient's unit record,
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and the record is placed for pick-up by the nurse. In most 

clinics, patients are called by the nurse, placed directly 

outside the examining room, or escorted into the clinic area 

where nursing service personnel carry out preliminary proce- 

dures prior to the physician's examination. 

Upon conclusion of the visit with the physician, the 

patient may emerge with ancillary service requisitions, future 

appointment requests, or directions for inpatient admission 

to the hospital. The clinic clerk: (1) reviews the record 

entry and requisitions, (2) arranges for appointments, (3) 

provides instructions for ancillary services, and (4) arranges 

for escorting the patient to the inpatient admission office as 

is appropriate to the case. Upon completion of a routine 

clinic visit, the unit record is returned to the Medical Rec- 

ords Department. |S 

Walk-in patient procedures 

A walk-in patient to the clinics is screened by an 

experienced "triage nurse" who determines the patient's prob- 

lem and refers him to the appropriate clinic. 1? Walk-in prob- 

lems relating to the specialty of general medicine are referred 

by the "triage nurse" to the Admitting Clinic. The Admitting 

Clinic is a general, acute-illness screening clinic under the
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supervision of the General Medical Service operating daily 

from 7:00 A.M, to 10:00 IE The Admitting Clinic is 

staffed by one staff physician and three to four medical 

house officers. Acute episodic care is provided and the 

patient can be referred to either the General Medical Clinic 

or to the subspecialty clinics for long term following or 

specific evaluation as is appropriate. 

An attempt is made at this point to provide a degree 

of continuity of care by having the patient followed in the 

General Medical Clinic by a specific house officer who will 

be remaining within the Department of Medicine for a reason- 

able period of time. The degree of continuity of care is 

handicapped by the frequent rotational schedules of the house 

officers which moves them into the subspecialty areas and 

limits the time available to return to the General Medical 

Clinic to follow “their patients." 

Patients presenting themselves to the emergency center 

are similarly screened within that facility by an experienced 

nurse for either immediate care for an emergency condition, 

delayed care for an acute episodic condition, or are referred 

to the Admitting Clinic during the hours of 7:00 A.M. to 

10:00 P.M. After these hours, walk-in patients are treated
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in the emergency center for all conditions.’ 

Summary 

Summarizing the current organizational structure and 

operations of the outpatient clinics, the major disadvantages 

include parallel organizational structures, multiple profes- 

sional lines of authority, limitations of personnel and facil- 

ities, extremely heavy work loads, congested clinic waiting 

areas, and some difficulty of patient entry into the system. 

A11 of these problems contribute to a fragmented and deperson- 

alized approach to care which was described by Dr. Leonard S. 

Rosenfeld as follows: 

The highly fragmented clinic structures of the outpatient 
departments of many hospitals, together with the all to 

frequent lack of assignment of the clinic outpatient to 
one physician for ongoing surveillance, tends to promote 
a fragmented and depersonalized approach to gyre which 
can be extremely frustrating to the patient. 

Fragmented clinic structures such as this reflect a 

high degree of medical specialization. The vertical organiza- 

tional structure of the hospital's medical staff is also dif- 

ficult to change. In a comprehensive study conducted by the 

University of California's School of Public Health, hospitals 

surveyed indicated that the majority of patients came to the 

central outpatient department for their basic primary health 

services; yet, the average number of separate clinics among
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these hospitals varied from 58 to 107.12 

Feasibility of Establishing the System 

General 

The feasibility of establishing a primary care physi- 

cian system in the clinics of Ben Taub Hospital is dependent 

upon multiple factors which have been addressed peripherally 

in preceding sections of this thesis. The more significant 

and relevant factors impinging upon the feasibility will be 

further discussed in this section. 

Delineation of the goal 

The extent and limits of the feasibility must be 

clearly defined. With a service population in excess of 

300,000 people making twelve hundred clinic visits a day, 

it is virtually impossible to implement a system providing 

total comprehensive care to all patients. This assumes that 

all patients desire it, are in need of it, and are acceptable 

to the practitioners; assumptions which, in themselves, are 

fallacious. A lesser number than total patient enrollment 

would realistically have to be accepted. The actual number 

of total patients who would benefit from a primary care physi- 

cian system would be dependent upon institutional commitments, 

capabilities, and resources. Based upon the author's
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observations and analysis, fewer than 5 per cent ola tiie total 

target population could be integrated into such a system 

within existing resources. Based upon the literature, this 

is not surprising, as even model programs in the most innova- 

tive hospitals have achieved only 8 to 10 per cent enrollment 

20 
in comprehensive care programs under similar circumstances. 

Institutional philosophy 
  

The philosophy of the institution, in this case Baylor 

College of Medicine, is critical to the successful implementa- 

tion of a primary care physician system. It involves the 

degree of institutional commitment to the concepts of family- 

centered comprehensive health care. Freilich points out that 

the establishment of similar programs in other hospitals has 

not been successful until the board of trustees or related 

policy-making bodies have been committed to the concept. As 

a correlary, a viable ambulatory care committee must be estab- 

lished at a high enough level in the organizational hierarchy 

to exert influence in bringing about desired changes which 

are consistent with modern concepts of ambulatory care deliv- 

21 ery. 

Baylor College of Medicine, historically and tradi- 

tionally, has been a surgically oriented institution. Its
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goals and philosophy, established by its famous surgical 

founders, has made the institution one of the leading surgi- 

cal care centers in the world. The commitment to furthering 

surgical care may be a pre-eminent factor against developing 

a favorable philosophy toward comprehensive ambulatory care. 

Dr. John Deitrick of Cornell University Medical College char- 

acterized outpatient clinics very well when he called them 

the step-children of the hospital, serving in a subordinate 

position as screening services to provide the most interest- 

ing Patients for the ward services.?? This comment, to a 

large extent, applies to the clinics of Ben Taub Hospital and 

their relationship to the surgical inpatient service. 

This ga be argued as being desirable, for undoubtedly 

there is a role in medical education for schools with a strong 

orientation and commitment to predominately one branch of med- 

ical care. However, until an institution develops a philoso- 

phy of, and a commitment to, the concept of primary family- 

centered comprehensive health care, individual efforts of 

lower organizational elements to implement such a program will 

at best be a token effort and most likely doomed to failure. 

Individual physician philosophy 
  

Physicians in training within such an institution will
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similarly have varying loyalties to a general versus a spe- 

cialty approach to the practice of medicine. Specialty- 

oriented institutions tend to attract interns and residents, 

based upon the prestige and strength of that specialty. Poten- 

tial house officers gravitate to such an institution to develop 

skills in very highly specialized areas of medicine to the ex- 

clusion of general, broader training. Many physicians within 

highly specialized training programs will have little interest 

in diseases, organs, or systems which do not fit the criteria 

of their pursued specialty. 

Organization 

The organizational structure for the delivery of ambu- 

latory services is vital to the implementation of a primary 

care physician system. A universal recommendation from the 

experiences of other hospitals in implementing similar pro- 

grams involves the reorganization of clinic services into a 

department of ambulatory care. The chief or director of the 

newly created service is granted status and authority equal 

to that of the chief of any of the other specialty services. 

As a part of this reorganization, emergency services, spe- 

cialty clinics, and general clinics are brought under the 

supervision of a single individual who has the authority to



58 

command resources and to extract responsibility directly 

from those within the department. 23 Only in this manner 

can the director establish policy and allocate resources to 

benefit from certain economies of scale, quality, and system. 

Current organization for the delivery of ambulatory 

care at Ben Taub Hospital is basically an administrative 

structure designed to facilitate the support functions of the 

system. Functionally, two separate organizations exist: the 

emergency center and the outpatient clinics, both under the 

supervision of separate nursing directors and joined in the 

organizational hierarchy to an assistant administrator. Pro- 

fessionally, the activities are supervised by the Outpatient 

and Emergency Room Committee, chaired by the Deputy Chief of 

General Surgery Service and consisting of the Assistant Chiefs 

for Outpatient Services from the respective clinical special- 

ties. The emergency center is under the personal supervision 

of the chairman of the above committee, operating under the 

title of the Director of Emergency Services. The nearest 

parallel counterpart within the outpatient clinics is the 

Director of Outpatient Medical Clinics who is responsible for 

the ambulatory care of patients with diseases relating to the 

specialty of internal medicine. The Director of Outpatient
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Medical Clinics is one step removed from the Chief of the 

Medical Service and two steps removed from the Chairman of 

the Department of Medicine, Baylor College of Medicine. 

The feasibility of successfully establishing any 

level of a primary physician system must take these organiza- 

tional relationships into consideration. Successful imple- 

mentation will be determined by clear organizational lines 

of authority and responsibility with loyalty to a central 

authority figure instead of vertical loyalty to the chiefs 

of multiple specialty services. 

Personnel 

Within the existing staffing of nursing and adminis- 

trative support personnel for the clinics, establishment of 

any program, other than a token program is not feasible. A 

program of the type desired by Ben Taub Hospital requires a 

health team of from three to five people, exclusive of physi- 

cians, to support one thousand to fifteen hundred enrolled 

patients.?2% This does not consider general support personnel. 

Obtaining this level of personnel staffing is not currently 

realistic nor will it be in the future for Ben Taub Hospital. 

The detailed staffing required for various levels of patients 

enrolled should be further studied prior to implementing a
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primary care physician system. 

With respect to physician staffing, institutions 

which have implemented the concept, staff at a level of one 

full-time physician per eight hundred to fifteen hundred en- 

rolled patients.25 Vorzimer and Katz, from their experiences 

at Beth Israel Hospital, New York, found that ten to fifteen 

patients a week, who were enrolled in their comprehensive 

care program, could be seen by the team's public health nurse 

alone.26 In situations where house staff officers are uti- 

lized to provide this service, splitting their time with inpa- 

tient duties, the number of patients which can be provided 

comprehensive care ranges significantly less at two hundred 

to four hundred enrolled patients per physician.?2’ 

The question of physician staffing involves one of 

productivity and utilization of physician time, which becomes 

even more complex in an educational setting. Based upon obser- 

vations within the clinics of Ben Taub Hospital, it would ap- 

pear that greater physician and ancillary personnel produc- 

tivity might be realized in several specialty clinics. Further 

study of personnel utilization and productivity would be re- 

quired prior to establishing a primary care physician system.
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Facilities 

The outpatient clinics at Ben Taub Hospital, like 

those of Michael Reese Hospital in Chicago, are primarily 

single, disease-oriented specialty clinics. No one physician 

assumes overall responsibility for the patient's well-being 

and coordinates the various procedures, medications, or plan 

of treatment. As a result, the continuity of care for a pa- 

tient is lost when, depending upon a particular ailment, a 

different physician becomes responsible for care. A common 

technique in other programs has been the deliberate reduction 

of subspecialty clinics in favor of general clinics in the 

basic specialties of medicine, pediatrics, and surgery.28 

Vorzimer and Katz observed a significant reduction of patients 

in medical subspecialty clinics who were being followed in the 

comprehensive care program for on-going care. The cardiac 

clinic alone experienced over a 30 per cent reduction in 

visits. They attributed this to the observation that when a 

patient is referred to a specialty clinic from an acute epi- 

sodic screening clinic, the patient invariably gets a maximum 

evaluation irrespective of the extent of his problem. If the 

patient is known to a physician in a comprehensive system, 

the physician is apt to be more conservative in his referral
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pattern.?? 

Within the Ben Taub Hospital clinics, waiting areas 

are continually congested from 6:00 A.M. until 6:00 P.M. The 

first floor waiting area and the pediatric clinic waiting 

areas are congested until 11:00 P.M. The general clinics in 

medicine, surgery, and pediatrics are utilized to the maximum 

extent possible throughout the daily working hours. Space 

utilization of some of the subspecialty clinic areas is re- 

lated to the period of the clinics and remains available as 

potentially utilizable space during nonclinic hours. As some 

clinics are scheduled only several days a week, a fair amount 

of additional space could theoretically be shared by compatible 

services. ] 

From strictly a facility and space aspect, the estab- 

lishment of a limited comprehensive primary care physician 

system appears feasible. Overall clinic space appears ade- 

quate but would require a sharing of facilities and close 

scheduling coordination between the various general and sub- 

specialty services. Further detailed study of space util- 

ization requirements and scheduling coordination would be 

mandatory before a primary physician system could be estab- 

lished.
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Patient control 

Patient control within a primary physician system 

would be essential. This would involve identification of all 

patients enrolled in the program, identification of the pa- 

tient with a personal physician, the utilization of a problem- 

oriented unit medical record, and a means to provide continu- 

ity of care after routine clinic hours. Schemes have been 

developed to control these factors and methods described by 

Vorzimer, Katz, and Sandlow are notable models. 3° 

Ben Taub Hospital employs a unit medical record sys- 

tem and the problem-oriented approach is utilized exclusively 

by the Department of Medicine and, to a lesser extent, by the 

other services. This type of record forms the core of, and 

facilitates, a comprehensive, primary care physician system. 

From the standpoint of the medical record, the establishment 

of a primary physician system is feasible. 

Summary 

Summarizing the feasibility of establishing a primary 

care consultant physician system, one must consider: (1) a 

clear definition of the goals; (2) institutional and individ- 

ual philosophy and commitment to the concept; (3) organiza- 

tional structure; (4) personnel and facility limitations; and
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(5) elements of patient control. 

Methods for Resolving 

the Problem 
  

General 

Methods for resolving the problem must satisfy the 

criteria and limitations established for the study, and, at 

the same time, take advantage of the particular strengths of 

Ben Taub Hospital. As a variety of factors affect each of 

the possible methods for resolving the problem, the result- 

ing best method becomes a complex mixture of the strengths 

of various approaches. No single, all inclusive, best method 

can be developed at this time, but the realistic approach 

will contain features of all considerations and will be a 

spectrum of the application of methods to resolve the problem 

based upon existing resource levels. 

Method one 

Method one is to make no changes and to continue 

with the present system of ambulatory care delivery. Based 

upon the author's personal observations and experiences with 

similar institutions such as Detroit Medical Center, Detroit 

Receiving Hospital, Wayne County General Hospital, San 

Francisco General Hospital, and Los Angeles County Hospital,
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the organization and operation of the clinics of Ben Taub 

Hospital is comparatively a model system. In spite of its 

heavy patient load and limited resources, there is effective 

and efficient patient movement and disposition. A large 

measure of this success can be attributed to the hospital's 

policy of open-clinics and the dedication of the personnel 

staffing the services. 

In view of: (1) the sizable service population; 

(2) a large daily work load; (3) the institution's philosophy 

towards medical education; (4) the small number of patients 

who could be enrolled in such a system; and (5) the resource 

constraints of a county hospital system in facilities, per- 

sonnel, and equipment, one would have to conclude that method 

one is the only realistic, practical, and pragmatic approach 

to the problem. To establish even a limited program enroll- 

ing less than 10 per cent of the target population would re- 

quire a quantum jump in resources. 

The continuation of the present system of outpatient 

care is an advantage considering the breath of services of- 

fered. The centralization of ambulatory care within the 

hospital allows easier access by physicians to other physi- 

cians for consultations concerning problematic areas of
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diagnosis and plans of management. The plethora of specialty 

services and the extensive diagnostic and therapeutic equip- 

ment in the hospital enhances the spectrum of care available 

to the clinic patient. 

Additionally, the advantages of method one are that 

it: (1) requires no additional commitments of resources; 

(2) can be accommodated within the existing organization; 

and (3) operates from a proven base of experience. The cur- 

rent system accomplishes the purpose of providing excellent 

teaching cases for inpatient services, providing patients a 

high level of quality care, and being consistent with current 

organizational philosophy. 

The disadvantages of not implementing a primary care 

physician system concerns the continuity and comprehensive- 

ness of care. Also, the disadvantages are that administrative 

problems arising from the present system which prompted the 

study are not resolved. One would have to assume that estab- 

Tishing a new system would resolve the current problems. 

This is a fallacious assumption and fails to take into the 

account the probability that another system may create more 

and different problems.
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Method two 

Method two is to continue the present system of ambu- 

latory care delivery, but to utilize the General Medical 

Clinic as the nucleus for establishing a limited, informal, 

primary care physician program. This approach would build 

on the strength of the present system, because it appears 

that only the medical service has the interest and capability 

to implement even a limited primary care physician system 

within existing or minimally expanded organizational concepts 

and resources. Additionally, since some attempts of continu- 

ity of care by the medical service has been in progress for 

a period of time, it appears the General Medical Clinic is 

the logical area to explore and expand. 

Dr. Leslie J. Sandlow, Director of Ambulatory Care, 

Michael ete Hospital and Medical Center, achieved continu- 

ity of care by assigning medical residents to the clinics 

throughout their full residency period. Each resident devoted 

three afternoons a week to the general medical clinic, caring 

for patients who were assigned specifically to him for the 

duration of the residency. The physician was responsible for 

the comprehensive, coordinated care of "their patients" on a 

24-hour-a-day, 7-day-a-week basis. If the patient needed to
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be admitted to the hospital, the resident remained his medi- 

cal counsel during the period of hospitalization.3] 

Within the current system at Ben Taub Hospital, pa- 

tients are channeled into the medical outpatient services 

from several sources but predominately, initially, from the 

Admitting Clinic. At this point, the patient could be identi- 

fied as a potential candidate for enrollment in a comprehen- 

sive care program. The medical outpatient services consist 

of a General Medical Clinic that meets every weekday after- 

noon from 1:00 P.M. to 5:00 P.M. and eleven medical specialty 

clinics that meet one morning each week. 

All interns assigned to the medical services of Ben 

Taub Hospital work one afternoon a week in the General Medi- 

cal Clinic, and all medical residents in the Baylor medical 

residency program work one afternoon each week in the clinic. 

Additionally, one staff physician is available in the clinic 

to consult with the intern or resident, as needed. The sub- 

specialty clinics are staffed only by those interns, resi- 

dents, and fellows assigned to the particular subspecialty. 

Fellows do not work in the General Medical Clinic. The assign- 

ments to the General Medical Clinic are made by the Director 

of the Medical Outpatient Clinics and each house officer is
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expected to be in the clinic promptly at 1:00 P.M. on his 

scheduled afternoon irrespective of current service rotation 

demands. 

An attempt is made to restrict the maximum number of 

patients seen per clinic session by house officers to eight 

for an intern, and twelve for each resident. Patients being 

discharged from the medical inpatient service are appointed 

to return to the clinic on the assigned day of the house 

officer who cared for them on the ward. Patients being fol- 

lowed in the clinic by a specific house officer are appointed 

to return on the day the house officer is assigned to the 

clinic. New patients are assigned at the discretion of the 

administrative assistant for the clinic.32 

The Department of Medicine, Baylor College of Medi- 

cine presently has enrolled fifty-two interns and residents 

in general medicine and forty-one fellows in various subspe- 

cialties of medicine. The normal training program for gen- 

eral medicine is one year internship and two years residency. 

Fellowships usually entail two additional years. There is 

some individual variation in the process. Training is con- 

ducted at five major hospitals affiliated with Baylor College 

of Medicine in the Texas Medical Center, Harris County
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Hospital District, and the Veterans Administration Hospital 

System. Within the hospital, training is further divided 

between general and specialty services; and inpatient versus 

outpatient duties. 

On a given afternoon in the General Medical Clinics 

of Ben Taub Hospital, ten to fifteen house officers will 

be available to see between eighty and one hundred new and 

returning patients. New patients represent about 10 per 

cent of the total and are weighted three times as much as 

an old patient for residency work load scheduling. As men- 

tioned, the house officers staffing the clinic that after- 

noon come from other hospitals and services, and the coor- 

dination required for staffing under these arrangements is 

a major problem for the Director of Outpatient Medical 

Clinics. The adage that a man cannot successfully serve 

two masters is clearly illustrated in the house officers’ 

dilemma between the demands of the clinic director and the 

demands of the chief of their present rotational service. 

At best, the present system can only provide some 

degree of continuity of care to about 150 patients per phy- 

sician per year. This is based on ten patient-visit-time 

units a week for forty-eight weeks and three visits per
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patient per year. Assuming fifty house officers available for 

the program one afternoon a week, only about 7,500 patients 

a year could be enrolled in a comprehensive care program. 

This represents 2.5 per cent of the total active medical 

records of patients maintained in the clinics. 

By utilizing and expanding upon the medical clinic 

nucleus, a limited primary care physician system could theo- 

retically be established for adult patients. If house offi- 

cers were assigned for additional clinic hours and fellows 

were brought into the program, a greater number of patients 

could be enrolled. Presumably the patient load would in- 

crease in the general clinic and decrease in the specialty 

clinics as more patients were diverted from subspecialty clin- 

ics and followed by their primary physician in the general 

clinic. This has been the experience of institutions adopt- 

ing this method. 33 However, the increase in patients enrolled 

would not be a linear function of the number of additional 

physician-clinic-days made available. Diminishing returns 

would quickly set in without facility and equipment expansion 

and the addition of nursing and ancillary personnel. Perhaps 

reallocation of existing resources would be possible, to some 

extent, as clinic work loads shifted from specialty to general
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clinics. 

The advantages of this approach would be those re- 

lated to improved continuity of care under a comprehensive 

system and would be of primary benefit to patients and house 

staff who are interested in long-term follow-up and primary 

care of patients. 

The disadvantage is that it is difficult to see any 

large-scale benefits to the hospital administrator as the 

number of patients enrolled would be too small to achieve 

any fiscal or administrative economies of scale. The group 

of patients enrolled in the program might be happier and 

complain less, but the presence of a unique, special-interest 

group might create more administrative problems for the man- 

agement than would be solved through establishment of a new 

system. 

If method one is unacceptable, method two is con- 

sidered to be the only realistic approach within the cur- 

rent operating constraints. Applying method two, a primary 

care physician system could be feasible on a limited scale 

with only minor modifications to the organizational struc- 

ture and internal operations of the Department of Medicine, 

Baylor College of Medicine. At the present time, such
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a change does not appear to be acceptable to current resi- 

dency-training philosophy which emphasizes the practice of 

specialty medicine. 

Method three 

Method three would include major conceptual, orga- 

nizational, operational, and resource changes and commit- 

ments based upon issues raised within the section of this 

thesis dealing with the feasibility aspects of establishing 

a primary care physician system. In view of the current 

realities operating in the Harris County Hospital District 

and Baylor College of Medicine, implementing any of these 

approaches is not practical or feasible at the present time 

or in the immediate future. For example, such theoretical 

and innovative approaches as: (1) reorganizing the emergency 

and outpatient services under a chief of ambulatory care; 

(2) establishing a family practice module within the hospi- 

tal to function as a comprehensive care units (3) infusing a 

cadre of full-time physicians to staff the General Medical 

Clinic and serve as the stablizing influence for a primary 

care system; or (4) developing a team approach which utilzes 

an internist, pediatrician, nursing, and administrative sup- 

port personnel to deliver comprehensive family-centered  



  

74 

primary care are concepts which other institutions have 

adopted but are not within the resource capabilities of Ben 

Taub Hospital at the present time. 

To explore these approaches any further is beyond 

the scope of this thesis but could be the starting point for 

additional studies in the future. 

Summary 

Ben Taub General Hospital, a 475-bed, acute-care 

facility affiliated with Baylor College of Medicine, provides 

community care to over 300,000 residents of the city of 

Houston and Harris County, Texas. The outpatient clinics, 

receiving 22,000 patients 2 wonth, consists of sixty-two gen- 

eral and specialty clinics providing ambulatory patient care 

for virtually all phases of medicine and surgery. 

The current organizational structure, staffing, and 

operation of the clinics, necessary to support a daily influx 

of twelve hundred patient visits, was examined and analyzed. 

Major disadvantages included parallel organizational struc- 

tures, multiple professional lines of authority, Timitations 

of personnel and facilities, extremely heavy work loads, con- 

gested clinic waiting areas, and some difficulty of patient 

entry into the system. 
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Based upon inherent problems within the present sys- 

tem, the feasibility of establishing a primary care physician 

system was explored. It was concluded that the establishment 

of such a system must consider: (1) a clear delineation of 

the goals; (2) institutional and individual philosophy con- 

sistent with the concept; (3) organizational structure; (4) 

personnel and facility limitations; and (5) elements of pa- 

tient control. 

In considering approaches to the solution of the prob- 

lem, three methods were provided. The first method was to 

continue the present system of ambulatory care delivery. 

The major advantages of the current system were that it was 

in existence, was functional, and operated from a proven base 

of experience. The primary disadvantage of method one was 

that it did not resolve the continuity of care issue nor the 

administrative problems of the present system. 

Method two was to continue the present system, but 

to utilize the General Medical Clinic as the nucleus for 

establishing a limited, informal, primary care physician sys- 

tem. The advantages were those related to improved continuity 

of care for patients and physicians associated with the pro- 

gram. The major disadvantage was that the number of patients
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which could be enrolled into such a program would be too 

small to achieve any fiscal or administrative economies of 

scale. 

Method three, an idealized conceptual model taken 

from the literature, was considered to be an impractical 

and unfeasible approach at the present time in view of 

the current realities operating within the Harris County 

Hospital District and Baylor College of Medicine. 
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CHAPTER 111 

CONCLUSIONS AND RECOMMENDATIONS 

Conclusions 

1t is concluded that: 

1. Based upon a consideration of the factors rele- 

vant to the problem, the establishment of an effective pri- 

mary care physician system, enrolling a majority of eligible 

patients, is not currently feasible in the outpatient clinics 

of Ben Taub General Hospital within the existing organiza- 

tional structure; institutional philosophy; and personnel, 

facility, and equipment resources. 

2. A limited, modified system, utilizing the General 

Medical Clinic as the nucleus of a primary care physician 

system is feasible. However, the number of patients which 

could be cared for in such a program, given present organiza- 

tion and operations, would be so small that any impact to 

improve overall clinic operations would be insignificant in 

view of total service population and daily work load. 

3. Establishing a limited comprehensive care system 

would be of benefit to individual patients and physicians 

but from an administrative standpoint, formalizing such a 
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system at this time would prove to be cost ineffective and 

would, in all probability, create more and different problems 

than are currently encountered with the present system. 

Recommendations 

In view of the conclusions reached above, the follow- 

ing recommendations are made: 

1. Recommend the present system for delivery of ambu- 

latory care be continued with no major changes. 

2. Recommend the approach as discussed in method 

two for implementing a limited, comprehensive primary care 

physician system in the future, which utilizes the General 

Medical Clinic as the nucleus of such a system, be further 

considered and studied.
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Dysplasia 0 92 92 51 6 15.3 
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