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Abstract

Background: For Service Members (SM), the Periodic Health Assessment (PHA) along with the
Mental Health Assessment (MHA) are components of Individual Medical Readiness (IMR) and
must be completed with a provider to meet deployment readiness standards. The advent of the
COVID-19 pandemic caused a sharp reduction in appointment availability and access to care.
Subsequently, IMR delinquency rates of SMs increased, partly due to teleworking, limited
manning, and fast-evolving clinical dynamics. As of May 2022, a Joint Base San Antonio
(JBSA) Randolph readiness clinic had an overdue backlog of 181 PHAs and 933 at risk of being
overdue in the next 60 days.

To be identified as cleared for deployment, SMs must complete a PHA within the last fifteen
months (ASIMS-PHAQ?2, 2022). The Air Force Instruction (AFI) mandates completion of the
MHA portion of the PHA within 30 days from when the SM initiates the process by completing
step 1 or PHA Questionnaire (PHA-Q) online. Due to the current backlog of SMs needing to
complete their PHA, the current average time to complete the PHA is over 60 days. The delay in
completing PHAs undermines force mission readiness.

Clinical Question: In the PHA workflow at a JBSA-Randolph readiness clinic, how does the
current PHA process compare to the standards outlined in AFI 48-170?

Project Design: Lean Six Sigma (LSS) principles are the foundational structure for this
evidence-based practice (EBP) gap analysis evaluating the efficiency and productivity of the
current PHA processes. A staff questionnaire and system reports guided the identification of
deficiencies in the current PHA process, serving as the foundation for rapid performance
improvement process design and mitigating delays further complicated during the ongoing
COVID-19 pandemic.

Results: The data collected from 23 staff questionnaires, 3 data pulls obtained six weeks apart,
and two 5-month retrospective provider utilization rates identified prolonged processing time
significantly longer than the timelines prescribed in the AFI and ASIMS. Key barriers to
efficient workflow included task saturation of technicians and lack of clearly defined roles and
responsibilities among nurses and technicians within the readiness clinic. Access to care,
however, was not a limitation contributing to the delay in the PHA process.

Organizational Impact/Implications for Practice: This EBP Gap Analysis aimed to employ
LSS principles to evaluate the effectiveness of the current PHA process as part of deployment
readiness based on IMRs. The intent was to identify areas that can be optimized and to offer
stakeholders evidence-based recommendations to reduce the backlog and improve the medical
and mission readiness of the unit, the branch, and the entire organization.



Gap Analysis: Evaluating the Military PHA Process at a Readiness Clinic at JBSA

Introduction

The United States maintains one of the largest Armed Forces, with more than 1.3 million
active-duty service members (SM) stationed around the world [1] (Defense Manpower Data
Center, n.d.). According to the Texas Comptroller of public accounts, in 2017, approximately
24,000 active-duty Army, Navy, Air Force, and National Guard SMs were stationed in Joint
Base San Antonio (JBSA) alone. In order to deploy to various locations around the world, the
SM must be evaluated for any medical conditions, medical readiness status, and deployability
status as either “deployable” or “deployable with limitations” in accordance with DoDI 1332.45.
The periodic health assessment (PHA) provides an opportunity for medical providers to identify
medical concerns, educate SMs as to their medical conditions, and refer them for further care as
needed. DoDI 6025.19 (2014) mandates PHA annually to assess the overall health, medical
readiness, and deployable status of every SM. A PHA is considered overdue, and the SM is not
fully medically ready if it is not completed within three months of the annual due date. The goal
outlined in DoDI 6200.05 prescribes an 85 percent unit benchmark that unit personnel must be
medically ready for deployment.

In terms of completing MHA/PHAs, the Air Force, Navy, and Army may utilize face-to-
face, telephone, or video teleconference platforms to conduct the person-to-person assessment
(DoDI 6200.06, 2016). Regardless of which appointment type is utilized, medical readiness and
access to care can be hindered by inefficient workflow strategies. PHA workflows directly
impact Individual Medical Readiness (IMR) and, subsequently, unit deployment readiness.

Problem Synthesis

On 14 March 2021, Defense Secretary Marc Esper issued a memo stopping movement



for all SMs, bringing US Military operations to a screeching halt. Large gatherings and indoor
activities were avoided to mitigate exposure to the COVID-19 virus (CDC, 2020). Many SMs
were then authorized to work remotely. The advent of the COVID-19 pandemic caused a sharp
reduction in appointment availability and access to care. In addition to the DoD PHA, SMs must
also be current in their dental readiness assessment and have received all required immunizations
and laboratory studies to be fully medically ready to deploy. These restrictions made it
challenging for SMs to maintain their IMR, negatively impacting unit and mission readiness.
One JBSA Air Force squadron was found to only have approximately 45%, fully medically
ready to deploy during the COVID-19 pandemic (L. Nouwamey, personal communication,
March 17, 2022).

As movement restrictions were lifted, units once again prepared to deploy, with SMs
rushing to maintain medical readiness requirements. Due to the influx of SMs needing to
complete PHAs, a JBSA-Randolph Base Operation Medical Clinic (BOMC) was taking an
average of more than 90 days to complete PHAs. During the pandemic, military medicine also
began the rollout of a new electronic health record (EHR), known as MHS Genesis, to replace
the existing three across inpatient and outpatient services. It was unclear why JBSA-Randolph
could not consistently complete an SMs PHA in a timely manner. Regardless of the barriers or
limitations, optimizing workflow would be best accomplished through a whole system strategy
rather than dependency on individual staff or providers (Smith et al., 2020). Conducting a gap
analysis to assess and identify shortfalls in the PHA process at JBSA-Randolph was needed to
optimize PHA workflow encounters.

Relevance to Military Nursing

Military Nurses, alongside other healthcare providers, are responsible for ensuring the



medical readiness of SMs during each clinical encounter (DoDI 6025.19, 2014). The primary
care provider, whether it be the advanced practice registered nurse (APRN), physician, or
physician assistant, is charged with leading the clinical team and is responsible for the
coordination of services (Reid et al., 2009). From the support staff and technicians to the nurses
and providers, PHAs must incorporate all care team members to maximize efficiency (Helfrich et
al., 2014). Change to the EHR, organizational structure, or healthcare delivery platform can
enhance or hinder patient care. Doctorally prepared APRNS must help shape the policies,
guidelines, and minimum standards to meet the dynamic healthcare needs of SMs effectively.
Clinical Question

In the PHA workflow at a JBSA-Randolph MTF, how does the current PHA process

compare to the standards outlined in AFI 48-170?
Search Strategy

A literature search, guided by the above PICO question, was conducted to produce
relevant evidence-based articles. The PubMed and Cumulative Index to Nursing and Allied
Health Literature (CINAHL) databases were utilized to review current literature. The following
keywords were used in all databases "primary care" or "outpatient" or "healthcare*" or "clinics"
AND "gap analysis" or "optimization" or "workflow" or "application" or "screening "AND "lean
six sigma" AND "reduc*" or "improv*". Filters were applied to limit results by publication date
within ten years, article type, English language, and adult population. The initial query yielded
43 and 20 matching results from PubMed and CINAHL, respectively, for a total of 63 articles.
After eliminating 14 duplicates, 49 titles and abstracts were screened for relevance to the PICO
question. Twenty-five full-text articles were reviewed for overall quality and level of evidence.

Articles with less relevance, methodological limitations, or weaker validity/reliability were



excluded based on a systematic evaluation of structural design, sample selection, data collection,
experiment implementation, and statistical analysis. Finally, six articles were selected for the
solution synthesis. See Appendix A for more details.

Solution Synthesis

MTFs are essential in providing a wide variety of healthcare services, including
prevention, diagnosis, treatment, and care coordination. The MTF is also charged with the no-fail
mission of supporting SMs to maintain their IMR, specifically PHA compliance. The increasing
rate of overdue PHAs undermines deployment readiness and patient satisfaction. Low IMR
compliance can be a complex issue influenced by many factors. This section will explore the
possible causes and serve as the compass for goal-oriented data collection and analysis.

Staffing shortage is probably the most common cause of inadequate access to care in
healthcare settings. Staffing shortage should not be determined by simply looking at the number
of employees as it could result from other issues such as low staff engagement, incompetent
skills, poor staff satisfaction, etc. If uncorrected, staffing shortages may cause low patient
satisfaction, decreased access to care, and burnout, negatively impacting PHA compliance
(Unertl et al., 2020).

Another common cause of low productivity is ineffective leadership, which may lead to
flawed/unsynchronized workflow, poorly defined clinical roles, and uncoordinated teamwork.
Strong leadership guidance and support are the foundation for team success, as they could
influence various areas positively. Examining leadership functions within clinical settings is
imperative to ensure optimized practice (Schretlen et al., 2021).

Resource scarcity is also common within healthcare settings, which COVID-19 has

aggregated. This could include lacking clinical space and equipment, insufficient medical
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supplies, and outdated technologies. Inadequate resources can lead to delays in patient care,
increased frustrations among clinical staff, decreased patient dissatisfaction, and, inevitably,
inadequate access to care (Hoefsmit et al., 2023).

The current productivity and access to care issues within the MTF could be complex and
influenced by many factors. It was prudent to thoroughly examine the common causes mentioned
above to propose process improvement recommendations. It is reasonable to infer that using the
Lean Six Sigma (LSS) methodology, as a highly recognized industrial tool, to evaluate the
current practice would be beneficial in identifying existing issues.

Focus Areas

The focus of this project is closely aligned with our organization's priority - medical
readiness. It was concerning that we have non-deployable military units due to low IMR
compliance. AFI 48-170 mandates completion of the MHA and PHA within 30 and 120 days,
respectively, from completion of the PHA-Q online by the ADMS.

This project focused on identifying gaps in the MTF's current PHA process to provide
insightful solutions to promote teamwork and improve clinical workflow. There was a focus on
close communication and trust-building with clinical staff as the success of this project depended
heavily on leadership support and the buy-in from the entire healthcare team. Ultimately, the
goal was to promote IMR compliance and ensure unit medical readiness (R. Faucher, C.A.
Liggayu, C. Shen, personal communication, November 2021).

Business Case Analysis

The LSS model was utilized to conduct a gap analysis to evaluate the current PHA

process at JBSA-Randolph. Given the collaborative nature between the SM, support staff, and

provider to complete PHA's, a comprehensive and systematic approach was needed for
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optimization. LSS is a validated methodology to identify system inadequacies and enhance
organizational performance (Patel & Patel, 2021). Several assumptions were made to include
inadequate support staff and resources, limited access to care, extended PHA completion times,
and a lack of adherence to standard operating procedures (SOP) or training standards regarding
PHAs.

As components of medical readiness, PHAs directly hinder a unit's deployment readiness.
A lapse in unit medical readiness can delay deployment readiness which incurs a daily
operational cost. The cost-benefit is illustrated in a Military Times Article released in 2018,
placing the estimated daily operational cost of one unit composed of 5,900 SMs at approximately
$1.2 million per day (Copp, 2018). In order to prevent unnecessary delays to unit mobilization,
units must maintain their medical readiness. A streamlined and well-designed PHA process is not
only cost-effective but also helps mitigate PHA delinquencies and improve IMR compliance.

Organizing Framework

LSS is a philosophy, methodology, tool, and approach that seeks to optimize
organizational performance by eliminating waste and imperfections in business processes. It has
its roots in the quality improvement efforts of scientists at Toyota and Motorola. Applying LSS
within organizations, people and data are used to identify the underlying causes of waste,
problems, and defects and offer potential solutions. Eliminating waste by implementing
identified solutions modernizes and improves organizational processes and performance (Patel &
Patel, 2021).

LSS as a tool consists of several steps/stages, such as the define, measure, analyze,
improve, and control (DMAIC) approach, developed to streamline the process and reduce waste.

The first step involves defining the problem. The extent of the problem is measured in the second
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step. The root causes of the problem are identified in the third step. In the improvement stage,
solutions to the problems are identified and improvements verified. The final step, control,
involves implementing measures to sustain the gains and pursuit of perfection (Gerard et al.,
2021).

Based on the above reasons, the LSS methodology was adopted for the DNP project to
guide this Gap Analysis of the PHA processes at one of the MTFs at JBSA-Randolph (see
Appendix B for LSS flowchart design).

Project Design

General Approach

As stated above, when considering the best approach to achieving the goal, the most
relevant evidenced-based design methodology suited to the project was identified. The LSS
philosophy and Total Quality Management (TQM) were the two contenders the group believed
would be most appropriate. According to Melnyk & Fineout-Overholt (2019), "There is
increasing recognition that conceptual models or frameworks should guide efforts to change
practice." To that end, the team proposed a gap analysis project to evaluate the effectiveness of
the current PHA process at JBSA-Randolph utilizing the LSS methodology.

Per DoDI 6025.19 (2014), the completion of a PHA requires a 2-phase, 3-step process that
involves:

1. The SM to complete an annual questionnaire when due PHA-Q (step 1, PHA phase I)

2. A support staff member to review the questionnaire and the SMs' records for any items

that need attention (step 2, Records Review)

3. An appointment with a provider to complete or close out the PHA (step 3, PHA phase 2)
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The overall approach was to observe, examine and analyze the practices at the JBSA-
Randolph readiness clinic where the PHA's are conducted. The first step consisted of gathering
data on the current backlog of PHA's for the identified population. A questionnaire was
developed and disseminated it amongst staff members intimately involved in the process while
simultaneously observing their day-to-day activities for one week. A retrospective system reports
of SMs due for records review and PHA completion was also obtained.

Setting and Population

JBSA is home to Brooke Army Medical Center, the Department of Defense's only level 1
trauma center, with a 450 inpatient beds capacity and its largest outpatient medical center
(Wilford Hall Ambulatory Surgical Center), serving hundreds of thousands of beneficiaries
yearly (Military One Source, 2023). The 359" Medical Group at JBSA Randolph is part of the
San Antonio military medical market, servicing over 25,000 eligible beneficiaries, including
Active Duty SMs and their dependents (Health.mil, 2023).

Within San Antonio’s market, MTFs provide dedicated care to ensure SMs are
deployment ready at any given time. Twenty-eight staff members were invited to complete the
questionnaire voluntarily:

Table 1

Clinic Staff by Position

Role Frequency
Admin 3
Nurse 4
Provider 6
Technician 10
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Procedural Steps and Timeline

In designing the project, articles by Gerard et al. (2021) which described a LSS project to
improve the screening and follow-up rates for depression among cancer patients at a
metropolitan oncology center in North Texas, and Montella et al. (2017) that utilized the DMAIC
method served as the foundation for this gap analysis.

In Gerard et al. (2021), the team applied a systematic phased process informed by data
and a multidisciplinary approach to improve the processes of depression screening and treatment
in oncology clinics. The project team conducted Gemba walks in the oncology MTF to
understand the current practice, made observations, and talked to the staff. Montella et al. (2017)
took a similar approach using LSS principles to identify factors contributing to bacterial
colonization of surgical patients and corrective actions using a questionnaire to collect
stakeholder data.

A preliminary assessment of the existing PHA backlog was completed in May 2022 to
establish a baseline status. Following this review, meetings were held with the stakeholders,
leadership, and JBSA evidence-based practice (EBP) team. Electronic Institutional Review
Board submission was completed in Aug 2022, and determination received in September 2022.
The questionnaire included 11 carefully designed Likert-Scale questions adapted from Montella
et. Al (2017) and Pittman et. al (2021). The questions encompassed aspects of the patient-
centered medical home (PCMH) healthcare delivery model implemented by outpatient MTFs. It
was designed to measure clinic staff's perception of the PHA process within the context of the
PCMH model and assess their views on the potential solutions (Appendix H). Specifics of the
questionnaire are reviewed in the results and analysis sections. Gemba walks were completed in

October 2022 per LSS methodology (Gerard et al., 2021). Three data pulls were performed



serially in October/ December 2022 and January 2023. Finally, retrospective scheduling
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templates and appointment utilization rates were obtained for the dedicated PHA provider and a

clinic counterpart to assess access to care availability.

A stakeholder/leadership meeting initiated the process. The session introduced the

identified problem, a review of the Department of Defense and AFI medical readiness

requirements, and an overview of the LSS gap analysis. The following week, Gemba walks were

incorporated. "Gemba" walks are a most important component for the LSS team. Gemba walks

involves observing and evaluating the process (Gerard et al., 2021). Figure A below provides a

detailed view of the chronological sequence of events.

Figure 1

Project Timeline

May 2022 May 2022 July/August 2022 21 September 2022
Stakeholders and clinic First JBSA EBP EIRB project proposal IRB determination
leadership engagement Team meeting submission letter

12 October 2022 17 t0 21 October 27 October 2022 14 Oct 2022
stakeholder/ le'fldershlp Gemba walks Data Pull #1 Mee‘Fmg with
presentation GPM/Business Manager
6 December 2022 6 December 2022 25 January 2023 6 February 2023
Data Pull £2 Meeting with Statistician Data Pull #3 Meet.infg ‘.’Vith
Statistician
Data Analysis
Table 2
Data Analysis Plan
PCMH Principle Current State Gap Desired State
Team-based care (Q1) 4.13 0.13 5-Apr
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Access to care n/a n/a n/a
Coordinated care (Q2, Q3, Q4) 3.06 -0.94 5-Apr
Comprehensiveness (Q5) 2.78 -1.22 5-Apr
A systems-based approach to
quality & safety (Q6, Q7, Q8) 3.6 -0.44 3-Apr
Sustained partnerships (Q9, Q10) 2.89 -1.11 5-Apr
Reorganization of care delivery 3.48 0.52 5-Apr
(Q11)

HIPAA Concerns

Protection of sensitive patient health information was ensured by storing information on

common-access-card-enabled computers at secure locations. No patient-informed consent was

required as metrics were measured without interviewing patients. All information collected will

be disposed of upon completing the gap analysis project. Team members safeguarded all data

and materials to ensure HIPAA compliance.

Project results

LSS Staff Questionnaire

All multidisciplinary roles of the MTF, including administrators, technicians, nurses, and

providers, were considered.

Table 3

Lean Six Sigma Questionnaire

Sequence Question Question Type

1 There are regular team meetings or other mechanisms to Likert-Scale
discuss/communicate /coordinate patient care prior to the
patient appointment.

2 You have the necessary support in terms of staffing to Likert-Scale
complete PHAs.

3 You have clearly described tasks and timelines for your role | Likert-Scale
as supporting staff or as a provider with regard to PHAs.

4 The implementation plan for completing PHAs identifies Likert-Scale
specific roles and responsibilities.
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5 You have all the resources that you need to complete the task | Combined (Likert-
efficiently. (Likert scale 1-5). Scale and short
If you disagree or strongly disagree, please specify what answer)
resources are lacking ranked by importance.

6 Can you describe the potential structural and organizational | Short answer
aspects which may have contributed to the current delay in
the PHA process?

7 SOPs, Operating Instructions or policies are established for Likert-Scale
conducting PHAs with SMs in your clinic.

8 I have been trained in how to complete the portion of the Likert-Scale
PHA I am responsible for

9 You feel you have the necessary support in terms of staffing | Combined (Likert-
and resources. If not, please specify what the issues are Scale and short
ranked by importance. answer)
If yes, how are they conducted?

10 There is a process that holds staff members accountable for Likert-Scale
completing assigned task results.

11 Your clinic implements quality/performance measures to Likert-Scale
ensure compliance with SOPs, Operating Instructions, or
policies.

Based on Statistical Analysis Software (SAS) results, the means of all Likert-Scale

questions range from 2.09 to 4.13 on a scale of 5. Question 2 received the lowest mean of 2.09

with a standardized deviation of 0.79. In addition, Questions 9 and 5 have yielded the second and

third-lowest means of 2.35 and 2.78, respectively. Question 6 received no value as team

members answered using the short-answer option. Three questions contained an additional short-

answer option for further clarification if indicated (see Appendix H).

Table 4

Staff Questionnaire Results

ALL (n
=23)
Variable | Mean | Std Dev | Minimum | Maximum | Median | Lower Upper
Quartile | Quartile

Ql 4.13 1.06 1 5 4 4 5
Q2 2.09 0.79 1 4 2 2 3
Q3 3.48 1.31 1 5 4 3 5
Q4 3.61 1.12 1 5 4 3 4




Q5 2.78 1.28 1 5 3 2 4
Q7 3.43 1.08 1 5 3 3 4
Q8 3.70 1.52 1 5 4 2 5
Q9 2.35 0.88 1 4 2 2 3
Q10 3.43 1.20 1 5 3 3 4
Q11 3.48 1.16 1 5 4 3 4

Kruskal-Wallis Test was used to assess for any statistical differences among the role

groups. The pair-wise comparison of Q3 showed that Admin vs. Technician had a significant

18

difference (p=0.039). Even though nurse had a smaller median, the N was too small (Admin n =

3 vs. nurse n = 4) and didn't have enough power to detect statistical significance.

Figure 2

Question Three Significance

5.00

4.00

3.00

2.00

1.00

0.00

Finally, the answers conveyed that most of the staff had concerns regarding inadequate

5.00

Admin

45
3
2.50 I

Nurse Technician

Q3

Provider

manpower to accomplish its PHA mission effectively.

Data Pull 1

On 27 October 2022, the first data pull was obtained. There were 405 SM records in the

queue pending a record review (RR) and/or a scheduled appointment with a provider to complete

the PHA. Of those records, 131 had already been reviewed for an average of 33.01 days from the
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completion of the PHA-Q to the records review (figure 3). Of the remaining records, 103 were
within 14 days and were excluded leaving 171 records over the 14 days records review timeline
for an average of 43 days (figure 4).

Figure 3

Record Reviews Completed for October

Records with Reviews Completed

60
51
= M Less than 14d
40
W Between 14d and
°0 30d
20 W Between 30d and
% 90d
10
- m Over 90d
(0]
Phase 1 - Record Review
27-Oct-22
Figure 4

Average Days Pending Record Review for October

Average wait days for records pending review
50
a5

43
40
35
30 28
55 M Average days for all records
20
M Average days for records

15 >14
10

o]

Phase 1 - Record Review

9]

27-Oct-22
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Data Pull 2

On 6 December 2022, a second data pull was obtained. There were 320 SM completed
PHA-Q records in the queue pending a RR and/or a scheduled appointment with a provider to
complete the PHA. From that batch, no records had a completed records review. Of those, 99
were within 14 days and were excluded leaving 221 records over the 14 days records review
timeline for an average of 40 days (figure 5).
Figure 5

Average Days Pending Record Review for December

Average wait days for records pending review

45

10
40
35
30
25
B Average days Tor all records
20
15 W Average days for records
>14
10
5
0
Phase 1 - Record Review
6-Dec-22
Data Pull 3

On 25 January 2023, the last data pull was retrieved from ASIMS. There were 488 SM
completed PHA-Q records w in the queue pending a RR and/or a scheduled appointment with a
provider to complete the PHA. Of those records, 127 had already been reviewed for an average
of 36.2 days from the completion of the PHA-Q to the records review (figure 6). Of the
remaining records, 119 were within 14 days and were excluded, leaving 242 records over the 14

days records review timeline for an average of 48 days (figure 7).
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Figure 6

Record Reviews Completed for January

Records with Reviews Completed
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Figure 7

Average Days Pending Record Review for January

Average wait days for records pending review
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Analysis of the results

The analysis was conducted based on data collected via three different modalities starting
with an anonymous staff questionnaire, procuring serial PHA reports pulled from the
Aeromedical Services Information Management System (ASIMS), and a six month retrospective
appointment utilization rate review of two providers within the medical readiness clinic.

LSS Staff Questionnaire

Valuable insights from a subjective perspective were collected via a questionnaire from
23 out of 28 full-time employees. Questions 2, 5, and 9 aimed to assess care coordination,
comprehensiveness, and sustained partnerships. Additionally, questions 2 and 9 had the lowest
medians of 2 on a scale of 5, largely consistent with their means. These low scores strongly
indicated a lack of training, staffing/resource, and effective workflow strategy was believed to be
the top reasons for the PHA backlog. In contrast, Question 1 achieved a mean of 4.13, the only
mean scored above four. The intent of this question was to assess team-based care through
adequate staff meetings and/or communication before patient encounters. The higher score
indicated excellent team dynamics and good staff communication.

Additionally, question 3 also assessed care coordination through well-defined clinical
roles. Remarkably, the results differed dramatically depending on specific clinical roles: 4.5 and
5 among providers and administrators compared to 2.5 and 3 among nurses and technicians,
respectively. Furthermore, the pair-wise comparison of Q3 demonstrated the most significant
difference (p=0.039) between administrative personnel and Technicians. This considerable
difference indicated nurses and technicians believed they did not have clearly delineated tasks
and timelines for completing PHAs compared to the other clinical roles.

Table 5
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Staff Questionnaire Analysis

ALL (n =23)
Variable Mean Std Dev Minimum Maximum
Q1 4.13 1.06 1 5
Q2 2.09 0.79 1 4
Q3 348 1.31 1 5
Q4 3.61 1.12 1 5
Q5 2.78 1.28 1 5
Q7 343 1.08 1 5
Q8 3.70 1.52 1 5
Q9 2.35 0.88 1 4
Q10 343 1.20 1 5
Q11 348 1.16 1 5

Lastly, the responses to the short answer options provided unique value regarding staff
perception of the current issues. The staff reported task saturation, particularly among the
technicians, which significantly undermined the workflow of the PHA screening and scheduling
processes. These responses coincided with the low scores on the Likert-scale questions, further
suggesting the lack of manpower and/or dedicated personnel for completing PHAs as the most
significant constraint. Concerns regarding inadequate staff training, ambiguous clinic
responsibilities regarding PHAs, and RRs not being completed to meet providers' expectations
were also common themes in the short answer questions.

Pending PHA Reports

In conjunction with the questionnaire, three PHA reports specific to the JBSA-Randolph
readiness clinic were pulled from ASIMS, a web-based application used by the Air Force to track
medical readiness of all SMs through a web portal. The data was divided into two sets, with the
first focused on the number of SMs with completed RR dates. In contrast, the second set
contained the remaining number of SMs without previously completed RR dates.

For the first data set, the focus was on three important targets during the PHA process -
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the PHA-Q date initiated by the SM, the RR date, and the phase Il completion date. The current
process was evaluated by calculating the average interval between the PHA-Q to RR, RR to
phase II date, and PHA-Q to phase II date. Additionally, each interval was analyzed by dividing
the processing time into four groups: fewer than 14 days, from 14 to 30 days, from 31 to 90 days,
and over 90 days based on prescribed timelines outlined by DoDI 6200.05 (2016). The same
processing timeline was adopted for the second data set, focused solely on the PHA-Q to RR
intervals. In cases where SMs did not have a RR and/or phase II date, the date the data pull was
used to stratify them within these groups.

The first data set illustrates a significant delay in RR completion times across two of the
data reports (see figure 8). As discussed in the results section, the Oct 2022 report had 131
records reviewed at the time of data collection. Of those records, 80 or 61% took more than 14
days to complete the RR, with 27, 44, and 9 RR conducted within windows of 14 to 30 days, 31
to 90 days, and over 90 days, respectively, with a mean processing time of 50 days. Similarly,
the overall timing from RR to PHA-II completion was also alarming (figure 9).
Figure 8

Record Reviews Completed After 14 Days in October

Records with reviewes completed
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Figure 9

Phase | to Phase Il appointments completed in October
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According to the Jan 2023 report, the readiness clinic completed only 9 appointments within 14
days of RR, leaving 76 out of 90 SMs outside the 30 days window upon PHA-Q completion per
AF148-170 (figure 10).

Figure 10
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This counts for 89% of all the records, with a mean of 41 days to complete Phase 11
appointments. The RR and Phase II completion delays were consistent across all reports.

The results from both data sets indicated a significant delay in RR completion rates in all
three reports. For instance, the Dec 2022 report shows that only 99 of the 320 records, or 18%,
were within the recommended 14 days window per ASIMS (figure 11). Of the remaining
records, 99, 110, and 12 have RR were still waiting on RR completion and are now between 14-
30 days, 31-90 days, and over 90 days, respectively, with a mean wait time of 40 days (figure
11).
Figure 11
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The analysis of the data sets has provided solid objective evidence that the current PHA
process has significant delays at the RR phase, which negatively impacts and completion of

phase II (figure 12)
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Figure 12
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Provider Retrospective Schedule Review

Finally, two pertinent providers' schedules to evaluate access to care were examined.
Provider 1 is the only dedicated full-time provider dedicated to PHA appointments at JBSA-
Randolph BOMC. According to the retrospective schedule report from 1 June to 6 December
2022, Provider 1 had 194 unutilized appointments, including 71 virtual and 14 in-person
appointments, with a mean utilization rate of 86% (figure 13). In comparison, Provider 2 from
the same Active-Duty clinic but not solely dedicated to readiness and PHAs had 171 unutilized
appointments, including 20 virtual and 28 in-person appointments during the same period. With
an 86% and 87% utilization rate between provider 1 and provider 2, respectively, access did not
stand out as the problem within the PHA process. This was an unexpected finding as limited

access to care was initially suspected as a common barrier to delays in care.
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Figure 13

Six Month Provider Utilization Rate
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Potential Barriers and Dissemination Plan

The potential barriers were trifold. When procuring the data, support was needed from the
leadership team and dedicated administrative time to collect it. These were addressed by
highlighting the project's relevance and doing most of the data collection on a schedule. The
perceived increase in workload for the support staff was also identified as a potential barrier.
This perception was remedied by keeping interactions with staff to the minimum and aligning
efforts with existing training events. Finally, transparency was key while emphasizing how
understanding the process and identifying the gaps assist in creating a standardized operating
procedure that will increase productivity and efficacy in the long run.

The dissemination plan was simple and involved the leadership, stakeholders, and peers. A
written report to local leadership of the project findings and opened a dialogue to clarify and
address questions raised. When publicizing to the stakeholders, briefs and huddles were offered
throughout the process and provided with evidence-based recommendations upon completion.
Lastly,a poster presentation for peers at USUHS's Research Day and the Tri-Service Nursing

Research Program at JBSA was created.
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Organizational Impact/Implication to Practice and Policy

Recurring themes across the different staffing roles included a lack of necessary support
staffing and resources. Most staff did not believe they were provided with clearly defined tasks
and timelines for their respective role in the PHA process. Matulis et. al. suggested that unclear
roles and responsibilities make it difficult for staff to adjust efforts accordingly (2022).

The components of the PHA process lacked cohesion with the newly adopted EHR. So
new in fact that MTFs in other parts of the country are still operating on the previous EHR
platforms that have been in place for decades. Successful collaboration requires role clarity, task
clarity, and building trust among team members (Matulis et al., 2022). Incorporating an optimal
workflow strategy through unit-level SOPs that outline specific tasks, roles, and responsibilities
helps mitigate workflow disruption when implementing a new EHR system (Sung et al., 2022).

The systematic review conducted by Sung et al. identified a lack of administrative
support, resources, and workforce as barriers to workflow implementation and adoption of new
EHRs (2022). These fndins directlysupport Sung’s findings. Conversely, administrative, and
technical support were identified as facilitators. A national online survey conducted by Lucas et
al. (2021) and distributed to 589 German emergency department staff associated the absence of
SOPs with a subjective delay in patient treatment. Establishing an SOP to allocate the

appropriate number of personnel dedicated to PHA related tasks can help streamline workflow.

Table 6
Recommendations
Problem Recommendation
Perceived lack of training, 1. Create an SOP
staffing/resource, and effective a) Define roles and responsibilities
workflow strategy b) Assign staff/Allotted time
¢) Ensure training/competency
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Delayed RR completion and 1. Implement a Notification/Tracker
scheduling an appointment with a b) Live Excel spreadsheet or
provider ¢) ASIMS embedded tracker or

d) Messages

The delay in completing the RR portion and scheduling the SM for the phase 11
appointment warranted further investigation. Consistent use of a tracking system or reminder to
progress the SM through the PHA process was observed to be lacking. Although ASIMS
provided a comprehensive list of SMs due for PHAs, the evaluated workflow did not have
regular times or personnel assigned to systematically access and review reports. EHR and/or
workflow can more efficiently track and process PHAs for completion when embedded within
xxx (Hung et al., 2021).

It will require a concerted effort from leadership and team members to prioritize tasks
related to PHA RRs and scheduling phase II appointments to reduce the current backlog of more
than 300 SMs. Once able to consistently complete PHAs within 30 days, the MTF will need to
maintain weekly if not daily intervals in which support staff and technicians can focus efforts
and dedicate time for SMs waiting in the PHA queue.

Future Directions for Research and Practice

The first three of five steps in the DMAIC approach were completed in defining,
measuring, and analyzing the PHA process at JBSA-Randolph. The remaining steps consist of
implementing the proposed recommendations, verifying improvements, and sustaining the gains.
Military nursing leaders can employ the LSS methodology at their respective MTFs to conduct a
gap analysis and find solutions to their specific challenges. A larger sample size and access to
more retrospective data would increase validity to the observations. Proven PHA workflow

strategies should be distributed and accessible to all MTFs within JBSA since PHAs are required
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of all military SMs. Although the challenges and shortfalls may differ from one location to the
next, a solution may have already been identified at similar facilities.
Conclusion

Joint efforts between the Defense Health Agency and medical services of the Army,
Navy, and Air Force are aimed at providing a medically ready force and a ready medical force to
combat and command in peacetime and wartime (Defense Health Agency, n.d.). The scale at
which this must be accomplished necessitates the optimization of system workflows across
multiple MTFs with varying resources and personnel. Analysis of the data from JBSA-
Randolph's MTF on completion timelines from initiating the PHA process by the SM, to the
records review by the technician, and finally completed with the assigned provider highlighted
bottlenecks in the current workflow. Defining roles and responsibilities through SOPs and
embedding reminders to complete RRs and scheduling phase II of the PHA are proven methods
that can be applied to the JBSA-Randolph PHA process (Sung et al., 2022). It falls on military
nursing leaders to lead the charge in providing and optimizing the PHA process at their MTF to

ensure the medical readiness of the SMs and units assigned to them.
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Appendix B (LSS)

—— | Problem/Triggers: Low medical readiness per IMR status |+

|

Is Medical readiness an
organizational priority?

l Yes

Form a Teamn to include providers, supporting staff, unit leadership, readiness personnel

!

Assemble relevant research and related literature

l

Critique and synthesize research

i

Yes No
Sufficient
Research?
Apply the LIS methodology to Define, Base practice cn other type of
Measure and analyze the process “ evidence or conduct research
Yes No
Assemble relevant evidenced- Is change appropriate for - Continue to evaluate and
based research adoption in practice? <+— analyze the process

l

L » Provide evidenced-baszed recornmendations
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Appendix C (Data Analysis Table)

| Data Analysis Table |

PCMH Principles Current State Gap Desired State
Team-based care (Q1) 4.13 +.13 4/5
Access to care n/a n/a n/a
Coordinated care (Q2, Q3%*, Q4) 3.06 -0.94 4/5
*Kruskal-Wallis Test

Comprehensiveness (Q5) 2.78 -1.22 4/5
A systems-based approach to 3.56 -0.44 4/5
quality & safety (Q6, Q7, Q8)

Sustained partnerships (Q9, 2.89 -1.11 4/5
Q10)

Reorganization of care delivery 3.48 -0.52 4/5

(Q11)
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Appendix E (Consent Form)
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i e UNIFORMED SERVICES UNIVERSITY OF THE HEALTH SCIENCES
E\ q GRADUATE SCHOOM., OF NURSING E ?
"‘-\-.::: _‘i' ! Ji1% .|_':.||||_: '.m:..l B

Hi E=LEA, SLAKY LRSI

You are invited to participats in 2 CGap Anshysis conducted by TISUHS G5 residents CPT Fegine Fancher,
CPT Cid Anthomy Ligeayw, and JIAT Chao Shen, The purpose of the analysis i= to a:ess and evaluate the
current telehealth PHA workflow at Fandolph AFE. Participation shonld take approstimately 15 mimitss to

complste.

PARTICIPATION

Your participation n this questionnaire iz volantary, Yoo may refose to tzke part in the Gap Analy=is or exit the
qguestionnaire at any time without penzalty. Yoo mey sldp any guestion you do mot wish to answer for amy
TEESOH.
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(rap Analyzig other than those encounterad in day-to-day life.

COMFIDENTIALITY

Crur anatveiz will not invalve any sensitive patient health information or storing petisnt mformation on
personzl o commman-gccess-card-enabled comymuters. All information collected will be dispozed of upon
comyplstion of our zap anabyzis project. Team members will zafeguard all data somd materizls o ensare
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At the end of the guastionnaire, you will be asked if you are interssted in participating in an sdditional intarview
by phone, in persan, of by email). If vou choose to provide comtact mformation such 2z your phone mmber or
amnai] addrass your questionnaire responses may ho longer be anonymous to the investigator. However, no
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Appendix F (Questionnaire)

Lean Six Sigma Questionnaire - Team San Antonio

* Note: For questions with Likert Scales, please indicate your agreement with the
following statements: (1. strongly disagree, 2. disagree, 3. neutral, 4. agree, 5. strongly
agree)

1. Are there regular team meetings or other mechanisms to
discuss/communicate/coordinate patient care prior to the patient appointment?

1 2 3 4 5

Poor & ' % & Excellent

2. You have the necessary support in terms of staffing to complete PHAs.
1 2 3 4 5

Poor @ @ @ & Excellent

3. You have clearly described tasks and timelines for your role as supporting staff
or as 8 provider with regard to PHAs.

1 2 3 B 5

Poor ' & & s s Excellent




Appendix F (Questionnaire)

4. The implementation plan for completing PHAs identifies specific roles and
responsibilities.

1 2 3 4 5

Poor 8 3 & @ ® Excellent

5. You have all the resources that you need to complete the task efficiently.

1 2 3 4 5

Poor = ' W & Excellent

If you disagree or strongly disagree. please specify what resources
are lacking, ranked by importance.

8. Can you describe the potential structural and organizational aspects which
may have contributed to the current delay in the PHA process?

1 2 3 4 5

Poor G ‘ ' & & Excellent




Appendix F (Questionnaire)

7. SOPs, Operating Instructions or policies are established for conducting PHAs
with SMs in your clinic.

1 2 3 4 5

Poor it ! : Excellent

8. | have been trained in how to complete the portion of the PHA | am
responsible for.

1 2 3 4 5

Poor & 8 { ' Excellent

2. You feel you have the necessary support in terms of staffing and resources.

1 2 3 4 5

Poor b L s ' ’ Excellent

If not, please specify what the issues are ranked by importance.
If yes, how are they conducted?




Appendix F (Questionnaire)

10. There is a process that holds staff members accountable for completing
assigned task resulis.

1 2 3 4 5

Poor ’ d ' Excellent

11. Your clinic implements quality/perfformance measures to ensure compliance
with SOPs, Operating Instructions, or policies.

1 2 3 4 5

Poor ' Excellent

THANK YOU FOR YOUR PARTICIPATION!



Appendix G (Team Mentor Agreement Form)

|WES Appendix C: Daniel K. Inouye Graduate School of Nursing
\L' DNP Project Team Mentor (Committee Membership) Agreement Form

DOCTOR OF NURSING PRACTICE PROJECT
DNP Project Clinical Question and Team Mentor (Committee Membership) Agreement Form

Graduation Year: 2023

Name(s) of DNP Project Student Team:

1. Faucher, Regine Phase IT Site: AGCNS [ | FNP [m] PMHNP [ |RNA [ | WHNP [ |
2. Liggayu, Cid Anthony Phase IT Site: AGCNS | | FNP [m] PMHNP [ |RNA [ | WHNP[ |
3. Shen, Chao Phase II Site: AGCNS[ | FNP [m] PMHNP [ |RNA [ | WHNP [
4, Phase II Site: AGCNS[ | FNP[ | PMHNP [ |RNA [ | WHNP [ |
5. Phase IT Site: AGCNS | | FNP| | PMHNP [ |RNA [ | WHNP|[ |
6. Phase IT Site: AGCNS| | FNP| | PMHNP | |RNA[ | WHNP|[ |

The tentative title of the DNP Project Proposal for this student group is:

In ADSMs completing PHA's at JBSA-Randolph, a gap analysis evaluating the effectiveness in the delivery of PCMH Telehealth Model will be conducted

Committee Approved DNP Project Clinical Question:
Gap Analysis: Evaluating the Military PHA Process at a Readiness Clinic at JBSA
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Introduction

Approximately 24,000 active-duty Service members (SM)
in Joint Base San Antonio (JBSA) and 1.3 million SM

stationed around the world

Periodic Health Assessment (PHA) is a component of
Individual Medical Readiness (IMR) which is a

deployment readiness standard
Annual PHAs are required for Military SM

Must have a completed PHA within the last fifteen

months

Prescribed 85 percent unit medical readiness

benchmark

(DoDI 6025.19, ASIMS-PHAQ2, AFI 10-250, AFI 48-170, DoDI 6200.05)

https://media.defense.gov/



Introduction

PHA process

2 phase - 3 step process that involves:

1. SM completes annual questionnaire,
also known as the PHA-Q (step 1,

PHA phase I)

2. Support staff member conducts a

records review (step 2, Records

Review)

3. Appointment with a provider to
complete MHA within 30 days and
PHA within 120 days (step 3, PHA
phase 2)

(DoDI 6025.19, ASIMS-PHAQ?2, AFI 10-250, AFI 48-170, DoDI 6200.05)




Significance

As of May 2022

« Randolph Base Operation Medical Clinic had a backlog of 181 PHAs overdue,
417 due, 297 due within 30 days, and 219 due within 60 days

« JBSA-Lackland Air Force squadron only had 80 out of 176 SMs, or
approximately 45%, fully medically ready to deploy

« Average time to complete the PHA 1s over 90 days
BLUF
« Compromises IMR required for deployment and undermines unit readiness

« Estimated daily operational cost of one unit composed of 5,900 SMs at

approximately $1.2 million per day

(DoDI 6025.19, ASIMS-PHAQ2, AFI 10-250, AFI 48-170, DoDI 6200.05) q B US U



Literature Search

Final search criteria:

("primary care" or "outpatient" or
"healthcare®" or “clinics”)

AND

("gap analysis" or "optimization"
or "workflow" or "application" or

“screening”)
AND
("lean six sigma")

AND

("reduc*" or "improv*")

J ildentlfication J

J i Screening

] i Eligikility

i Included

PRISMA Flow Diagram

Records identified
through PubMed
(n=43)

Records identified
through CINAHL
{n=20)

¥ ¥

Total Records with duplicates
removed (n=63)

A 4

Titlefabstract screened
(n=49)

-
>

Y

Full-text artides assessed
for eligibility 5
{(n=25)

|

Studies incduded in final
DMP project
{n=6)

DAP Project - Team San Antonio

Duplicates
removed
(n=14)

Irrelevant Records
exduded
{(n=24)

Full-text articles exduded
(n=19)

Less relevance to
current project
Wrong outcomes
Wrong populations
Full text not available
Older than 10vyears

WUS
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Clinical Question

In the PHA workflow at a JBSA-Randolph MTF, how does the
current PHA process compare to the standards outlined in AFI
48-170?




Focus Areas / Arms

* This project is closely aligned with our organization's priority - medical readiness

* The goal is to promote IMR compliance and ensure unit medical readiness

Low IMR
Percentage

Impaired Readiness

Utilize LSS method
to Evaluate PHA
workflow

Unit/leadership support

Arm 2

Access to Care Productivity

PHA completions Improved workflow

Arm 3

Unit Readiness

Better Mission Readiness

WUSU

Uniformed Services University




Organizing Framework

* Lean six sigma (LSS)1s a
philosophy, methodology, tool,
and approach that has been widely
adopted for optimizing

organizational performance

LSS 1s a validated method to
1dentify systems inadequacies and
enhance organizational
performance that involves several
steps/stages, such as the define,
measure, analyze, improve, and
control (DMAIC) approach, which
has been developed to streamline :

Processes

(Patel & Patel, 2021)

-

— ‘ Problem/Triggers: Low medical readiness per IMR statug |

L

Is Medical readiness an
organizational priority?

l Yes

i Form a Team to include providers, supporting staff, unit leadership, readiness personnel

Aszsemble relevant research and related literature

R ‘.u.u",.A\.u.“n,”‘.u,,.‘",.A‘,N..»A.‘.\.uL",_A.,ALI,A.‘“.‘"A.A‘. T —

Critique and synthesize research :

Sufficient

| Research? |

Apply the LSS methodology to Define,
i Measure and analyze the process {

Yes No

Base practice on other type of
evidence or conduct research

Yes No :
Assemble relevant evidenced- Is change appropriate for i Continue to evaluate and &
i based research adoption in practice? «—: analyze the process




Project Design

Setting

« JBSA-Ft Sam Houston

« Brook Army Medical Center 1s DoD’s } .
only level 1 trauma center, with a 450 | ':E.‘:
inpatient beds capacity
« JBSA-Lackland
Wilford Hall Ambulatory Surgical Em e ';"_ir?."'
VoRe ENY YN

Center 1s Air Force’s largest outpatient

medical center
« JBSA-Randolph

« 359th Medical Group Randolph Clinic

(Military One Source, 2023) q?p U S U



Project Design

General Approach

® Observe, examine and analyze the

practices at the readiness clinic where
the PHA’s are conducted Lean Six Sigma Phases

® Pre-analysis data collection: statistics w
on the current backlog of PHA’s for halyze

our identified population

® Data gathering through a questionnaire
. 5 stad Celebrate € W Control KW Improve

from staff members intimately

involved in the process (e eran 205 )

® Obtain system reports of Service
Members due and in a queue for
records review and PHA completion



Procedural Steps

» Topic/Problem identification
» Forming the team / Evidence gathering

* Pre-Analysis data collection and statistics
* Monitor effects of new EMR

» Stakeholder Engagement
« JBSA EBP Team meetings

* IRB Submission
* IRB Approval

« JBSA — Randolph Gap Analysis (Lean Six Sigma
Model)

» Post analysis data evaluation
* Review/Recommendations

* Presentation to Stakeholders
» Poster Presentation

Six Sigma:
Define

_
Six Sigma:
Measure
—>

Six Sigma:

Analyze




Procedural Steps

May 2022 May 2022 July/August 2022 21 September 2022
Stakeholdersand clinic | First JBSA EBP | EIRB project proposal IRB determination
leadership engagement Team meeting submission letter

12 October 2022 17 to 21 October 27 October 2022 14 Oct 2022
stakeholder/ lesl,idership ok et Data Pull #] Meet.ing with
presentation GPM/Business Manager
¢ December 2022 6 December 2022 25 January 2023 6 February 2023
Data Pull £ Meeting with Statistician Data Pull #3 Meet.m.g '.”'“th
Statistician




Tool

Lean Six Sigma Staff Questionnaire

e 11 Likert-Scale questions, 3 with an additional short-answer option

Lean Six Sigma Questionnaire - Team San Antonio

* Note: For questions with Likert Scales, please indicate your agreement with the
following statements: (1. strongly disagree, 2. disagree, 3. neutral, 4. agree, 5. strongly
agree)

1. Are there regular team meetings or other mechanisms to
discuss/communicate/coordinate patient care prior to the patient appointment?

1 2 3 4 5

Poor Excellent

2. You have the necessary support in terms of staffing to complete PHAs.
1 2 3 4 5

Poor Excellent

3. You have clearly described tasks and timelines for your role as supporting staff
or as 8 provider with regard to PHAS

1 2 3 4 5

Poor Excellent

4 The plan for g PHAs identifies specific roles and
responsibiities

1 2 3 4 5
Poor Excellent

7. SOPs, Operating Instructions or policies are established for conducting PHAs
with SMs in your clinic.

1 2 3 4 5

Poor Excellent

§. You have all the resources that you need to complate the task efficiently
1 2 3 4 5
Poor Exgellent

If you disagree or strongly disagree, please specify what rescurces
are lacking, ranked by importance

8. | have been trained in how to complete the portion of the PHA | am
responsible for

1 2 3 4 5

Poor Excellent

8. Can you describe the potential structural and organizstional aspects which
may have contributed to the current delay in the PHA process?

1 2 3 4 5

Excellent

9. You feel you have the necessary support in terms of staffing and resources
1 2 3 4 §

Poor Excellent

If not, please specify what the issues are ranked by importance.
If yes, how are they conducted?

10. There is a8 process that holds staff members sccountable for completing
assigned task results.

1 2 3 4 5

Poor Excellent

11. Your clinic implements quality/performance measures fo ensure compliance
with SOPs, Operating Instructions, or policies.

1 2 3 4 5

Peoor Excellent

(Montella et Al., 2017; Pittman et al., 2021)

THANK YOU FOR YOUR PARTICIPATION!

WUSU

Uniformed Services University




Clinic Staff

Providers 8
Nurses 3
Technicians 13
Administrators/Leaders 4

* Voluntary and anonymous participation

. 82% (23/28)

ed Services Uni



Results & Analysis

Lean Six Sigma Staff Questionnaire

» Likert-Scale questions range from 2.09 to 4.13 on a scale of 5

* Question 2 received the lowest mean of 2.09 with standardized deviation of 0.79

* Question 6 received no value, staff answered using the short-answer option

ALL (n = 23)

Variable Mean Std Dev Minimum Maximum
Q1 413 1.06 1 5
Q2 2.09 0.79 1 4
Q3 3.48 1.31 1 5
Q4 3.61 1.12 1 5
Q5 2.78 1.28 1 5
Q7 3.43 1.08 1 5
Q8 3.70 1.52 1 5
Q9 2.35 0.88 1 4
Q10 3.43 1.20 1 5
Q11 3.48 1.16 1 5

WUS

Uniformed Services University



Results & Analysis

Lean Six Sigma Staff Questionnaire
Facilitator:

Great team dynamics and adequate staff communication
Barriers:

Staffing/resource

Task saturation/multitasking

[ Data Analysis Table ]

PCMH Principles Current State Gap Desired State
Team-based care (Q1) 4.13 +.13 4/5
Access to care n/a n/a n/a
Coordinated care (Q2, Q3%*, Q4) 3.06 -0.94 4/5
*Kruskal-Wallis Test

Comprehensiveness (Q5) 2.78 -1.22 4/5
A systems-based approach to 3.56 -0.44 4/5
quality & safety (Q6, Q7, Q8)

Sustained partnerships (Q9, 2.89 -1.11 4/5
Q10)

Reorganization of care delivery 3.48 -0.52 4/5
(Q11)




Results & Analysis

Pair-wise comparison of Q3 demonstrated a statistically significant
difference (p=0.039) between administrative personnel and Technicians

Q3: You have clearly described tasks and timelines for your role as
supporting staff or as a provider with regard to PHAs

Q3
5.00
5.00
4.5
4.00
3
3.00
2.50
2.00
1.00
0.00
Admin Nurse Provider Technician
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Results & Analysis

27 October 2022
405 total records

131 reviewed at an average of

e ——

Records with Reviews Completed

9

Phase 1 - Record Review

27-Oct-22

W Less than 14d

W Between 14d and
30d

W Between 30d and
90d

m Over 90d

274 pending record review

103 were excluded

171 at an average of 43 days wait time

e

Records Pending Review

180
160
140
120

100

103
79 80
80
60
40
20 12
; |

Phase 1 - Record Review

27-Oct-22

171

()
g
=
B
<
&
72]
>
<
o
)
<

B Record counts < 14d

B Record counts Between 14d and
30d

B Record counts Between 30d and
90d
B Record counts > 90d

B Record counts >14d

WUSU
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Results & Analysis

6 December 2022 . .
320 pending record review
320 total records 99 were excluded
221 at an average of 40 days wait time
Records Pending Review
250
221
200
150 2 B Record counts < 14d
110 § B Record counts Between 14d and 30d
99 99 g
100 > B Record counts Between 30d and 90d
>
3 W Record counts > 90d
=
50 ¥ B Record counts >14d
12
0 [

Phase 1 - Record Review

6-Dec-22

WUSU

Uniformed Services University
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Results & Analysis

25 January 2023
488 total records

127 reviewed at an average of @2 d@
EE—

Records with Reviews Completed

47

W Less than 14d

B Between 14d and
30d

m Between 30d and
8 90d

. m Over 90d

Phase 1 - Record Review

25-lan-23

T o~

300

250

200

150

100

50

361 pending review
119 were excluded

242 at an average of 48 days wait time

Records Pending Review

150

242
W Record counts < 14d

W Record counts Between
14d and 30d

m Record counts Between
30d and 90d

W Record counts > 90d

2
g
g=
5=
5
wn
>
<
o
o0
<

M Record counts >14d

Phase 1 - Record Review

25-Jan-23
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Results & Analysis

Trends
PHA-Q to Record Review
300
250 242
200
W Record counts < 14d
150 W Record counts Between 14d and 30d
103 H Record counts Between 30d and 90d
100 B Record counts > 90d
W Record counts >14d
50
0
Phase 1 - Record Review Phase 1 - Record Review Phase 1 - Record Review
27-Oct-22 6-Dec-22 25-Jan-23

WUSU
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Results & Analysis

60

50

40

30

20

10

Trends

PHA-Q to Record Review

Phase 1 - Record Review

27-Oct-22

40

29

Phase 1 - Record Review

6-Dec-22

Phase 1 - Record Review

25-Jan-23

W Average days for all records

W Average days for records >14

WUSU
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Implications

Access to Care
A retrospective look at the dedicated PHA provider and counterpart in sister
clinic established a utilization rate of 86% and 87% between provider 1 and

provider 2, respectively eliminating access to care as a potential problem

Dedicated PHA Provider Provider 2

14% 13%

86% 87%

= Appointments Not Utilized = Filled Appointments = Appointments Not Utilized = Filled Appointments



Implications

Data Pull
Analysis of the data on completion
timelines from:

1) 1nitiation of the PHA process by the

SM to
2) the records review by the technician

and
3) finally, the completion of the PHA by

the assigned provider

Highlighted Bottlenecks in the Workflow

Unclogging Process Bottlenecks
for Increased Efficiency
and Productivity

https://kissflow.com/workflow/bpm/bottleneck-process/



Implications

New process implementation (internal)
«  Weekly mass email to SM’s over 400 days

Improvement in the scheduling averages from the records review to the appointment

PHA-Q to scheduled Phase 2 - 27 Oct 2022 PHA-Q to scheduled Phase 2 - 25 Jan 2023

® Phase 1 - Appointment s
Between 14d and 30d s
® Phase 1 - Appointment

Between 30d and 90d
m Phase 1 - Appointment Over

90d

m Phase 1 - Appointment
Between 14d and 30d

m Phase 1 - Appointment
Between 30d and 90d

m Phase 1 - Appointment Over
90d




[ ] [ ]
| I I I p | I Cat I O n S PHA-Q to Records Review- 27 Oct 2022

New process

implementation (internal)

= Phase 1 - Record Review Between 14d and

= Phase 1 - Record Review Between 30d and

«  Weekly mass email to
SM’s over 400 days

= Phase 1 - Record Review Over 90d

But the average for the

PHA-Q to Records Review- 25 Jan 2023

records review
completion has remained

the same with more

= Phase 1 - Record Review Between 14d and
30d

records now pending

= Phase 1 - Record Review Between 30d and
90d

= Phase 1 - Record Review Over 90d

review



Recommendations

Implementing the recommended strategies during high peak PHA time can save an

estimated 1.2 million dollars in readiness for a unit of approximately 5900 SMs

.

Create an SOP

a) Define roles and responsibilities

b) Assign staff/Allotted time

c) Ensure training/competency

(Sung et al., 2022)

Implement a Notification/Tracker
b) Live Excel spreadsheet or

c) ASIMS embedded tracker or
d) Messages

(Saleem et al., 2005)

MULTIPLE PROJECT TRACKING TEMPLATE
21— — B e — ] —— | = =

ERC |
wreves [
|
D] s

PROJECTNAME

PROJECTNAME

https://www.smartsheet.com/content/project-tracker-google-sheets

WUS
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Impact

1. Optimizing PHA workflow to improve the
way in which military RNs and APRNs assist
ADSMs in maintaining their medical

readiness.

2.LSS principles can be implemented towards
improving direct and indirect patient care

tasks and healthcare delivery systems.

3 ‘NP_prepared mlhtary APRNS arc eqU’ipped https://www.frevvo.com/blog/workflow-analysis/
with the capabilities to implement evidence-
based practice and take the leading role in

process improvement.



Barriers

Potential barriers/solutions

1. Support from the leadership team/dedicated administrative

time for data collection

Emphasized relevance of the project; completed data

collection on a schedule

2. Perceived increase in workload for the support staff

The team performed most of the tasks and

https://er.educause.edu

Kept interaction/interruptions to a minimum
3. Transparency in our intent

Identifying and understanding the process/gaps will lead

to increase productivity and efficacy in the long run



Limitations

Inability to compare access to care
availability for all providers in the team
with that of the dedicated PHA provider

due to system restrictions

The 6 December data pull did not contain
any completed record review as of the

retrieval date

The newly implemented electronic health
record MHS Genesis does not currently
communicate with ASIMS the Air Force

medical readiness platform

eojohnson.com



Future Directions

® Implement the above

recommendations

® Inspire MTF’s across the
enterprise to conduct their own
gap analysis of their PHA

workflow

® Encourage dissemination of
proven PHA workflow strategies

through a centralized platform
accessible to all MTFs




Conclusion

Joint efforts between the Defense Health Agency and medical services
of the Army, Navy, and Air Force are aimed at providing a medically ready

force and a ready medical force to combat and command in peacetime and

wartime (Defense Health Agency, n.d.).

The scale at which this must be accomplished necessitates optimization

of system workflows across multiple MTFs with varying resources and

personnel.

It falls on military nursing leadership to utilize the LSS methodology
and lead the charge in assessing the current state of the PHA process and
implementing evidence-based recommendations to ensure the medical readiness

of each SM within their footprint.



References

https://docs.google.com/document/d/1aCLbEfWznQetg4dPM828UzRDFA COix

true

true&sd=

sharing&ouid=111665290661358301087 &rtpof:

aBc/edit?usp

Uniformed Services University


https://docs.google.com/document/d/1aCLbEfWznQetg4PM828UzRDFAC0ixaBc/edit?usp=sharing&ouid=111665290661358301087&rtpof=true&sd=true
https://docs.google.com/document/d/1aCLbEfWznQetg4PM828UzRDFAC0ixaBc/edit?usp=sharing&ouid=111665290661358301087&rtpof=true&sd=true

Thank You!

Special thanks to:
Maj M. P. Allen, Dr. L. Taylor, LTC (P) Cindy Roberts, Dr. J. Park, Dr. J. Trautmann, Maj

M. P. Stacpoole, Dr. Heather Rivasplata, JBSA-Randolph BOMC staff
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becoming overdue at Randolph Base readiness clinic 200 >System reports of pending PHAS
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B Record counts < 14d

»Individual Medical Readiness (IMR) compromised
»Overdue PHASs undermines unit readiness
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