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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-PHAQ2, 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. 
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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 
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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 
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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 
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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 359th 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 
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serially in October/ December 2022 and January 2023. Finally, retrospective scheduling 

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 

 

Data Analysis  

Table 2 

Data Analysis Plan 

PCMH Principle Current State Gap Desired State 
Team-based care (Q1) 4.13 0.13 5-Apr 

May 2022 

Stakeholders and clinic 
leadership engagement 

12 October 2022 

stakeholder/leadership 
presentation 

6 December 2022 

Data Pull #2 

~ 

May 2022 July/ August 2022 

First JBSA EBP ➔ EIRB project proposal 
Team meeting submission 

17 to 21 October 

Gemba walks 
µ 

6 December 2022 

Meeting with Statistician 

27 October 2022 

Data Pull #I 

25 January 2023 

Data Pull #3 

21 September 2022 

!RB determination 
letter 

14 Oct 2022 

Meeting with 
GPM/Business Manager 

6 February 2023 

Meeting with 
Statistician 
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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) 3.56 -0.44 5-Apr 

Sustained partnerships (Q9, Q10) 2.89 -1.11 5-Apr 
Reorganization of care delivery 
(Q11) 3.48 -0.52 5-Apr 

 

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 

discuss/communicate /coordinate patient care prior to the 
patient appointment.  

Likert-Scale 

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

Likert-Scale 

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

Likert-Scale 

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

Likert-Scale 
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5 You have all the resources that you need to complete the task 
efficiently.  (Likert scale 1-5).   
If you disagree or strongly disagree, please specify what 
resources are lacking ranked by importance. 

Combined (Likert-
Scale and short 
answer) 

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

Short answer 

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

Likert-Scale 

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

Likert-Scale 

9 You feel you have the necessary support in terms of staffing 
and resources. If not, please specify what the issues are 
ranked by importance. 
If yes, how are they conducted? 

Combined (Likert-
Scale and short 
answer) 

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

Likert-Scale 

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

Likert-Scale 

 

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 
Quartile 

Upper 
Quartile 

Q1 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 
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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 

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 

 

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

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 

  

Figure 4 

Average Days Pending Record Review for October 
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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 

 

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 

 

Figure 7 

Average Days Pending Record Review for January 
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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 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 

 

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 II 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 
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Figure 9 

Phase I to Phase II appointments completed in October 

 

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 

AFI 48-170 (figure 10).  

Figure 10 

Record Reviews Completed After 14 Days in January 
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This counts for 89% of all the records, with a mean of 41 days to complete Phase II 

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 

PHA-Q to Record Review Data 

  

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 

PHA-Q to Record Review Average Days 

 

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 

 

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, 
staffing/resource, and effective 
workflow strategy 

1. Create an SOP 
a) Define roles and responsibilities  
b) Assign staff/Allotted time 
c) Ensure training/competency 
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Delayed RR completion and 
scheduling an appointment with a 
provider  

1. Implement a Notification/Tracker  
b) Live Excel spreadsheet or 
c) ASIMS embedded tracker or 
d) Messages 

 
 

         The delay in completing the RR portion and scheduling the SM for the phase II 

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) 
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Appendix C (Data Analysis Table) 

  

 

 

 

 

 

 

 

 

  

 

 

Data Analysis Table 

PCMH Principles Current State Gap Desired State 

Team-based care (Ql} 4.13 +.13 4/5 

Access to ca re 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 D (Timeline) 
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• Presentation to Stakeholders 
• Poster Presentation 
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Appendix E (Consent Form) 
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At the md of the questionnaire, you \\ill be as.k!d if you are intere:,'!ed in participating in an addniotul interview 
{by phoo.e, in pE:."«ltl, or by email). If you cboo-~ to protide c0ttt3ct mfomw:i.Oll such a:s your phone mnnber or 
em3il add:ren, yom quEStioonaire mporue~ may t:10 Ionia be anonymou.i to the in\~g;at<ir. Hon"'E:t-er, no 
name or identifyittg infonmtion would be ir:duded in my publiutions or pre.en.taticm! b.ued Oil these ~13, 
and yO'Ul' re-o.pot&.s to this questfonnaire will remin confidential 

CONTACT 
If you have further que..tiom « cct'ICelllS about your rigi;s a:s a participant in this Gap Analyll, cont3ct us a, 
regi:ne.fi~..r@m"llll.s.edu, cid-a:n1hony.ligga)u@u..ubsedu « cbao;.:he1@w-uhudu. Tow yoo for your 
participation. 

ELECTRONIC CONSENT: Ple.ne select your choice ~low. You tn3). priDt a copy <lftbis coruent fonn for 
yoor recMds. Clicking on the "Agree'•buttoo indica;es W.t 

• You ba\~ rm the al:lot1e infornutico 
• You vohmwily agree to participate 
• You a:re IS years ohge « olde: 

om.agree 

PrirnlSignature: ____________ _ Int•·-------
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Appendix F (Questionnaire) 

 

Lean Six Sigma Questionnaire - Team San Antonio 

• Note: For questions wiih Likert Scales, ple_ase indicate yoor agreement with the 
fo/Jowing statements: (1. strongly disagree, 2. disagree, 3. neulta1, 4. agree, 5. strongly 
agree) 

1. Are there regular team meetings or other mechanisms to 
discuss/communicate/coordinate patient care prior lo 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 a provider with regard to PHAs. 

1 2 3 4 5 

Poor • Excellent 
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Appendix F (Questionnaire) 

 

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

1 2 3 4 5 

Poor Excellent 

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

Poor 

1 2 3 4 5 

Excellent 

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

6. 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 Excellent 
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Appendix F (Questionnaire) 

 

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

1 2 3 4 5 

Poor • Excellent 

8. I have been trained in how to complete the portion of the PHA I em 
responsible for. 

Poor 

1 

• 
2 3 4 5 

Excellent 

9. You feel you have the necessary support in terms of staffing end resources. 

Poor 

1 

• 
2 3 4 5 

Excellent 

If not. please specify whet the issues ere ranked by importance. 
If yes. how are they conducted? 
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Appendix F (Questionnaire) 

 

 

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

1 2 3 4 5 

Poor • Excellent 

11. Your cinic implements quality/performance measures to ensure compliance 
wi1h SOPs. Operating Instructions. or policies. 

1 2 3 4 5 

Poor • Excellent 

THANK YOU FOR YOUR PARTICIPATION! 
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Appendix G (Team Mentor Agreement Form) 

 

Daniel K. Inouye Graduate School of Nursing 
DNP Project Team Mentor (Committee Membership) Agreement Form 

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

Graduation Year: 2023 

Name(s) ofDNP Project Student Team: 

l, Faucher, Regine Phase II Site: AGCNS O FNP [!) PMHNP O RNA O WHNP 0 

2. Liggayu, Cid Anthony Phase II Site: AGCNS O FNP [!) PMHNP O RNA O WHNP 0 

3, Shen, Chao Phase II Site: AGCNS O FNP [!) PMHNP O RNA O WHNP 0 

4. Phase II Site: AGCNS O FNP O PMHNP O RNA O WHNP 0 

5. Phase II Site: AGCNS O FNP O PMHNP O RNA O WHNP 0 

6. Phase II Site: AGCNS O FNP O PMHNP O RNA O WHNP 0 

The tentative title of the DNP Project Proposal for this student group is: 
In AOSMs completing PHA's a, JBSA-Randolph, a gap analysis evaluating the effectiveness in the delivery of PCMH Telehealth Model will be condu~ed 

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

___________________________________ ? 

Names ofDNP Project Team Mentors (type the name and obtain signatures): 

I agree to serve as a member of the DNP Proje.ct Team (Team Mentors) for the above DNP Student 
Project Team. As a Project Team Mentor, I agree to the duties and responsibilities outlined within 
tl1e DNP Proje.ct Manual which include but are not limite.d to the provision of consultation and 
guidance supporting the entire DNP project joumey and to ensure the DNP project is of sufficient 
rigor and demonstrates doctoral level scholarship to meet the requirements for USUHS GSN 
graduation. 

Form Version: 1 Jun 2016 
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Appendix G (Team Mentor Agreement Form) 

Daniel K. Inouye Graduate School of Nursing 
DNP Project Team Mentor (Committee Membership) Agreement Form 

WOTE: You may have 3-4 DNP Team Mentors [ committee members including your DNP Senior 
Mentor (Chair}]. The Phase II Site Director may also be a member of the group, as well as other 
USUHS faculty or others who may serve as content experts. All non-USUHS faculty selected as a 
Team Mentor must be approved by the DNP Project Director. 

laura Taylor. PhD, =.-:;:,~~T---. 
Senior Mentor (Chair): _Taylor, Laura __ Signattu·e: RN.ANEF.FAAN ~""'"'""."" 

Roberts Cindy L ROBERrs.crNDY.LA =:-'~.v.,111ce.na1 

Team Mentor (Committee): • • Signature: TRICE.
1100086742 :':'ixo.u.,,~,,= 

ALLEN.MICHEAL ==:.P/lM..11Ulf:;0$ 

Team Mentor (Committee): Allen, Micheal Signature: PAUL.1118640680~- =•=,....., 
~ 

Team Mentor (Committee): ______ Signature: _________ _ 

Date: ---
Date: 4/21/2023 

Date: 4.21.2013 

Date: __ _ 

Form Version: 1 Jun 2016 
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Appendix H (CITI certificates) 

 

 

 

 

 

 

 

 

-1CITI 
~PROGRAM 

This is to certify that: 

Regine Faucher 

Has completed the following CITI Program course: 

Responsible Conduct of Research (RCR) 
(Curriculum Group) 

Responsible Conduct of Research (RCR) 
(Course Learner Group) 

1 - Basic Course 
(Stage) 

Under requirements set by: 

Office of the Under Secretary of Defense (Personnel and Readiness) 

Completion Date 16-Apr-2021 
Expiration Date 15-Apr-2024 

Record ID 41966780 

Not valid for renewal of certification 
through CME. 

~ITI 
Collaborative Institutional Training Initiative 

Verify at www.citiprogram.org/verify/?w76418b50-e41 f-48ec-b2e2-73c9b377fee5-41966780 
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Appendix I (CITI certificates) 

 

 

 

 

 

 

 

 

-1CITI 
~PROGRAM 

This is to certify that: 

Cid Anthony Liggayu 

Has completed the following CITI Program course: 

Responsible Conduct of Research (RCR) 
(Curriculum Group) 

Responsible Conduct of Research (RCR) 
(Course Learner Group) 

1 - Basic Course 
(Stage) 

Under requirements set by: 

Office of the Under Secretary of Defense (Personnel and Readiness) 

Completion Date 15-Apr-2021 
Expiration Date 14-Apr-2024 

Record ID 42096605 

Not valid for renewal of certification 
through CME. 

ITI 
Collaborative Institutional Training Initiative 

Verify at www.citiprogram.org/verify/?wa6244af0-6e4d-4981-9e3e-8a2a647e8ce7-42096605 
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Appendix J (CITI certificates) 

 

 

 

 

 

 

 

 

-1CITI 
~ PROGRAlVI 

This is to certify that: 

Chao Shen 

Has completed the following CITI Program course: 

Responsible Conduct of Research (RCR) 
(Curriculum Group) 

Responsible Conduct of Research (RCR) 
(Course Learner Group) 

1 - Basic Course 

Completion Date 15-Apr-2021 

Expiration Date 14-Apr-2024 

Record ID 42051469 

Not valid for renewal of certification 
through CME. 

(Stage) 

Under requirements set by C IT I 
Office of the Under Secretary of Defense (Personnel and Readiness) 

Collaborative Institutional Training Initiative 

Verify atwww.citiprogram.org/verify/?w9d63cfef-30f6-40a 7-9d9c-f68338fbdcfb-42051469 
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Appendix K (Form 3202N) 

 

USUHS FORM 3202N 
DANIEL K. INOUYE GRADUATE SCHOOL OF NURSING 
EVIDENCE-BASED PRACTICE/PERFORMANCE IMPROVEMENT PROPOSAL 

VPR Date Stam1, 
P1·oject Number: GSN-61-13096 (\r"PRll'ill,s-;;jp) 

Pl'Oject Title: Gap analysis: evaluating the military PHA process at JBSA Randolph 
Warrior Health Clinic 

SECTION A: STUDENT POC INFORMATION 

1. Name (Last, First. MI): Faucher, Regine Student E-mail: reglne.raucher@usuhs.edu 

2. Home Address: Cell Number 

SECTION B: COMMITTEE CHAIR I SENIOR MENTOR INFORMATION 
3. Name (Last. First. MI : _T~•Y~lo_•~•_La_u_r_a __________________________________ __, 

4. Telephone: Fax: NIA E-mail: laura.taylor@usuhs.edu 

5. USUHS Building/ Room No.: Bldg E -1014 

SECTION C: PROJECT INFOR.\1ATIO~ 
6. Attach the Abstract for the proposal. including the following section,: Site Location of the Project. Title. Authors. Backgr01md or 

Problem/Issue, Clinical Question/Pmpose, Project Design. Anticipated Organizational Impact/Implications for Practice and also 
include the Proposed Timdine. Single space the abstract and use Times New Roman font. size 12. 

7. Is this proposal related to an aciive research project of the Chair/Senior Mentor identified in Section B? OYes ~No 
If yes. complete below: if no. proceed to Part 8. 
Project Nmuber: ______________ _ 
Project Title: 

Project Sta.ti Date: Project End Date: 

8. Anticipated period of perfonuance: Project Stm1 Date: 1011212022 Project End Date: 111112023 

9. Perfonuance Site(s): JBSA - Randolph BOMC_WOMC_FOMC 

10. Does this project involve any classified infonnation? (Contact the USUHS Security Office for guidance) D Yes ~No 

11. Do you have a fonding source for this project? Yes No X NA 
If yes, specify the fonding agency and the amount provided: 

SECTION D: SIGNATURES 
The followin<J sionatures atresr ro the YalidirY of the abon, information: 

Digitally signed by 
FAUCHER.REGINE.1296134658 FAUCHER.REGINE.1296134658 

Date: 2022.11.2116:18:14-05'00' 

Sn,dent (Project Point of Contact for the Group) (Signature and Date) 

JOHNSON.HEATHERL1073935 
110 

Digitally signed by 
JOHNSON.HEATHER.l.1073935110 
Date: 2022.12.14 16:02:04 -05'00' 

Director Signanne and Date 

DNP Project Director or PhD Director (Signature and Date) 

SIMMONS.ANGELAMARIE. 1143 ~i~~N,..:'G':!'LAMARlE1143313375 

313375 Date: 2022.12.1611:37:38--0S'OO' 

Associate Dean for Research, GSN (Signature and Date) 

In light of the abon signatures. the project is apprond. 

BOJANOWSKLLEOOAY 0~-"""'"'" BOJANOWSKLL!:OOAYAN.ARPA.1.#.Sf.23S8SO 
AN.ARPA 1458235860 on2022,wooc12•1 ...,.,. 

USUHS Vice President for Research 

USUHS form 32021' (YPR)- Re,ised Sep 2015 ,·l.l 
Pre,ious nrsions are obsolete 

Date 

Laura Taylor, PhD, RN, ANEF, ='\::edbyLau,aTaylo<,PhD,RN, 

FAAN Date: 2022.12.14 11:28:04-05'00' 

Chair/Senior Mentor (Signan,re and Date) 

Chair/Program Director Signanne and Date 
Digitally signed by 

SEIBERT.DIANE. C.1084932279 SEIBERT.DIANE.C.1084932279 
Date: 2022.12.1S 17:16:46 -05'00' 

Associate Dean for Academic Affairs, GSN (Signature and Date) 

ROMANO.CAROL.A 1032050 1>9,ai1ysi9ned by 

294 ~~~~2~~\~:~~:~:~. 
Dean, DK.I Graduate School of Nursing (Signature and Date) 
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Appendix L (IRB letter) 

 

))EPARTMENT Ofll!EAJR FORCE 
59TH ,i.tEOJCAl. WING (AETC) 

JOINl SASE SA."I A.'ffO'IIO • LACKLAND TEXAS 

F™.\L DIT!RA.ClK~ TIO;i - ?-OT-KES:URCH 

Pro\ter Lr,d: CP"l' Rtgml' P.WO:r 

!9Sep?? 

Pro\tec Tide: tn AOSMs oxnplt.d1)6 PUA ·s 11 JfjS,\.R11alrilp!l.11 s,p 1111.lll~is. e\·.dwdng the dl'«<:ivo:u, a I.ht 
&hwry flfl>C}.HI 'l'det.e-.. ltJ. },t,M:4: 11-i]l l,c(1)11du,:1cd. 

\' •l<l-lllo:I)' ~ill )'Pllf pro:i.:.:1, • )'00.l l>«lkt 1111y 1)1:b,:r d:ini111I « llpt,n'l!ioXml .-:1ki1y, wi" bl' IIJ'IJ'U\l\'111 imd 
$p(tn'Ct1J.hip fl( yoor ltrid~up. 

,. l)UI' prctjt>:I WI' d:t.:rmiuM oo 1<, Sep lo?? 1(1 l>C Cfl!ISl.i:l'fd .,n n!t'lrdi II' &tlaOO by O,,o ~ 32 CPR 
21.t nd PD.\ npl,cioa 21 CPR S6. Cooliuued IRQ l)'tcni¢11 for ihiuii:ivhy k 11/11 rtq;ir..-d. Thtpmp,,s,:d 
p;'llj~'C"l d!)t:I; 001 iu.:l11dt oon,ro<.IUfll' lml'f'Vt.mi,x1 « iiu..-ruli,x1 •~'lb .,_ tkiag i:::di,·idual f« Ibo: prillllll)' pu!Jlo)('I: fl{ 
ob-..-::tins.d,r"-~iugtb.: t.fft>:t oft!.: iiu..-tW:,!1:ir,11 fir inemdr,11, 11«dr, !he -r,,,sei..'1'.hen l'lbmi11 priV!'llt.. 
id.-i1Ulbbk Of.im111i,x111b<lu1 tkiag iuJo,idw.k. 

Siuot lb: IRQ ;1.~s ""' h.wtn-subnmy0\-ct.1ight fbr yoon-:udy, i1 "'the l:t\-cslig.,wr's r«,p.-ibitq, 1r, validaittht 
$llllly'i ilit!IUtk u~ril lmd m.:axh dNisn ud 1)(1 <'I- ht (1)11du,:I ct !he i!ud)'. uptdd by !ht Wshe-M &it.ii 
iu:::dlrd,, .-r; l\'quirtd by tht WillH, Shri11ld )l)<J. r«pit,,, 11,liJ;U11wt la revic ... -ins !he iclt!IUllt m,•til imd 11:i;c.wxh 
&sip of')l)UI' sll.ldy, pltli~ ¢1XIUICI ihe Offiot ofCliaicd K~h SupJ'l(ln, l'rotcdioo <tf $Ubjt>:lf.' rig!uuJ~ 
1md wclf.1rt 1111d !he mpoxldbilJ.'l)' f<W ptct1c«ms 1'1UIPII W WN/\"h J;im, oo ... , 1111 ffl tht l:t\~,;dg.,.)(11' 1111d !heir 
«111111i.md..-r. 

hi i...-ootd n-i.'\h l),,f>I (.000,il& 1my imr-.:nur~I i1mdi1~ oi 1h, ,;.."Udy M. r-.11:b fir M. 11 cliaied hwt,~igr.foa 11111y 
«111!0111' IO 1:-.: rt«fr«1 « ~ l\'~s, ct !Ill<' I RB d(1enuinmcm. 

\' l)UI' Sllid)' h.u rt«-n'td II oot-11::nt rt,:r;,.,111\'h d=111:i.100l➔ I{ !he~ .iild,'« i...-1ki11..,s ct iht p;'llj•'C"l cli,:mgt ~ 
tht cr,11~ of!l1"' ptctjtt:1. <W i{ at"'' 11c:ividts 111'1' p:npo,o;cd hm WCt11ld oon,11:111t ~ jl;lbjtt:1, ~/\"h. ~oon1..-1 
tht Oflke lli Cll:!'.'lirol ki:$C.1..'T.h SllflP)rl, u:, UUl II rtgub!«y 1!1.-pe,'I 1iuy dc1tnuint n-he1her « 11,x tht l't\°"td plu 
..,.,,...I""' l,umrm .,.t,j,.... ..,.,.,.,.. ,.,-iviti>-< 

1~G~.l•hi) 
fksi1QmtOO F.xcmr11 Ke\'it10.:r 

Wa,rior ,\Mdics-Mssio1.Rt~- Pt::!i,nt Focuwl 

_J 
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Appendix M (PAO Clearance) 

 

PROCESSING OF PROFESSIONAL MEDICAL RESEARCH/TECHNICAL PUBLICATIONS/PRESENTATIONS 
1. AUTHOR'S NAME: Last. First. Ml; RANK 2. GRADE 

1

3. OFFICE SYMBOL 14. GME/GHSE STUDENT 15. TYPE OF STUDY 

Faucher, Regine MAJ 04 ~ YES O NO Gap Analysis 

6. IRB or IACUC PROTOCOL NUMBER 7 PROTOCOL TITLE: (Attach approval or Determination Letter) 

FWH20220125N In ADSMs completing PHA's at JBSA-Randolph, a gap analysis evaluating the effectivena 

8. TITLE OF MATERIAL TO BE PUBLISHED OR PRESENTED 

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

9. FUNDING RECEIVED FOR THIS STUDY?□ YES l:8JNO 110. IS A DHA/OGC ETHICS REVIEW REQUIRED (JER DOD 5500.07-R?) □YES ~NO 

If yes. Funding Source: Refer to #11 on page 1 for more information. 

11. WILL THIS PUBLICATION OR PRESENTATION INCLUDE MATERIAL THAT IS POTENTIALLY PATENTABLE? LJ YES ~NO 
If yes. contact the 59 MDW Office of Research and Technology Applications (ORTA) immediately for support and information 
(usaf.jbsa.59-mdw.mbx-st-technology-transfer--0ffice@health.mil. 210-292-2571). prior to 59 MDW Form 3039 submission. Note: Disclosur<> of an idea before 
filing may jropardize ability to maintain rights. title, interest. and royalties with regard to any invention. 
12. MATERIAL IS FOR: ATTACH COPY OF MATERIAL TO BE PUBLISHED/PRESENTED. 

l:8J 12a. PUBLICATION/JOURNAL ARTICLE/MANUSCRIPT (List intended publication1oumal. You can list up to three venues for approval.) 
USUHS Library 

D 12b. ABSTRACT (List intended journal. Conference. city, state and date. You can list up to three venues for approval.) 

l:8J 12c. POSTER ( Name of mretinglconference. city, state. and date of meeting. You can list up to three venues for approval.) 
USUHS Research Week and libra1y 

May 17 and 18 

Bethesda MD 20814 

l:8J 12d. PRESENTATION/POWERPOINT SLIDES (Name of mreting/conference. city, state. and date. You can list up to three venues for approval) 
USUHS GSN Colloquium 

May 18th 2023 
Bethesda MD 20814 

□ 12e. OTHER (Example: Picture. Flyer. Newsletter. etc. if applicable: (Name of meeting, city, state. and date.) 

13. HAS YOUR ATTACHED RESEARCH/TECHNICAL MATERIALS BEEN PREVIOUSLY CLEARED FOR PUBLICATION/PRESENTATION? 

BY WHOM? Will be reviewed by USUHS TRACKING# DATE 

14. IS SUBMISSION TO DTIC REQUIRED? No 

15. PRIMARY POINT OF CONTACT (Last Name. First Name. M.I.) 

1

16. EMAIL 

1

17. DUTY PHONE/CELL NUMBER 

Faucher, Regine regine.faucher@usuhs.edu 

18. AUTHORSHIP AND CO-AUTHOR(S) List in the order they will appear. At a minimum, list the 59 MDW government authors.) 
LAST NAME, FIRST NAME AND M.I. GRADE/RANK SQUADRON/GROUP/OFFICE SYMBOL INSTITUTION (If not 59 MDW) 

Liggayu, Cid Anthony CPT USUHS/ D. Det BAMC 

Chao,Shen MAJ USUHS/ D. Det BAMC 

I CERTIFY ANY HUMAN OR ANIMAL RESEARCH RELATED STUDIES WERE APPROVED AND PERFORMED IN STRICT ACCORDANCE WITH DODI 
3216.02 and 14 C.F.R. 1230. I HAVE READ THE FINAL VERSION OF THE ATTACHED MATERIAL AND CERTIFY THAT IT IS AN 
ACCURATE MANUSCRIPT FOR PUBLICATION AND/OR PRESENTATION. 

19. AUTHOR'S PRINTED NAME. RANK. GRADE 20. AUTHOR'S SIGNATURE 

Faucher, Regine MAJ 0-4 FAUCHER.REGINE.1296134658 ~~i~'/~~~~t~tU~ 

22 APPROVING AUTHORITY'S PRINTED NAME, RANK, TITLE 23. APPROVING AUTHORITY'S SIGNATURE -
59 MOW FORM 3039, 20221206 
Prescribed by 59 MDWI 41-108 

PREVIOUS EDITIONS ARE OBSOLETE 

21. DATE 

April 18, 2023 

24. DATE 

Page 2 of 3 Pages 
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PROCESSING OF PROFESSIONAL MEDICAL RESEARCH/TECHNICAL PUBLICATIONS/PRESENTATIONS 
1st ENDORSEMENT (59 MDW/STC Use Only) 
TO: Clinical Investigations and Research 125. DATE RECEIVED 126. ASSIGNED PROCESSING REQUEST FILE NUMBER 

Support; 59 MDW/STC 
Contact 292-7141 for email instructions. 

27. DATE REVIEWED 128. DATE FORWARDED TO DHA/OGC 

29. AUTHOR CONTACTED FOR RECOMMENDED OR NECESSARY CHANGES: □ NO □ YES If yes, give date. ON/A 

30. COMMENTS 0 APPROVED O DISAPPROVED 

31. PRINTED NAME, RANK/GRADE, TITLE OF REVIEWER 132. REVIEWER SIGNATURE 133. DATE 

2nd ENDORSEMENT (DHA/OGC Use Only) 

34. DATE RECEIVED 135. DATE FORWARDED TO 59 MOW/PA 

36. COMMENTS D APPROVED (In compliance with security and policy review directives.) 0 DISAPPROVED 

37. PRINTED NAME, RANK/GRADE, TITLE OF REVIEWER 138. REVIEWER SIGNATURE 139. DATE 

3rd ENDORSEMENT (59 MDW/PA Use Only) 

40. DATE RECEIVED 141. DATE FORWARDED TO 59 MDW/STC 

April 21, 2023 

42. COMMENTS 1:8:J APPROVED (In compliance with security and policy review directives.) 0 DISAPPROVED 

43. PRINTED NAME, RANK/GRADE, TITLE OF REVIEWER 

1

44. REVIEWER SIGNATURE 

1

45. DATE 
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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/

~usu 
Uniformed Services University 



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-PHAQ2, 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 is 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) Uniform~d S~r,ices Uri"ersity 



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*")

"i 
"Cl 
:::J 
1J 
.5 

PRISMA Flow Diagram 

Records identified Records identified 
through PubMed through ONAH.. 

(n= 43) (n = 20) 

l l 
Total Recordswth duplicates 

removed (n=63) • 

Title/abstract screened 
(n=49) • 

Full-text artides assessed 
for eligibility l 

(n = 25) 

Studies induded in final 
DNP project 

(n = 6) 

[Ill> Project - Team San Antonio 

DJplicates 
removed 
(n =14) 

Irrelevant Records 
exduded 
(n = 24) 

F ull-text articles exduded 
(n = 19) 

Less relevance to 
current project 
Wrong outcomes 
Wrong populations 
Full text not available 
Older than l0years 
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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

Access to Care

PHA completions

Productivity
Improved workflow  

Unit Readiness
Better Mission Readiness

Utilize LSS method 
to Evaluate PHA 

workflow   

Unit/leadership support

Arm 1 Arm 2 Arm 3

~usu 
Uniformed Services University 



Organizing Framework
• Lean six sigma (LSS) is a 

philosophy, methodology, tool, 
and approach that has been widely 
adopted for optimizing 
organizational performance

• LSS is a validated method to 
identify 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)

r ~"""'igg=, Low ;••~1,~•••~ p~!MH,_, 

~ Is Medical readiness an 
organizational priority? 

I Yes 
..................................• 

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

i Assemble relevant research and related literature 

Assemble relevant evidenced· 
based research 

Yes 

Ji Critique and synthesize research 

··•·········· ............ l.· ...................... .. 

Yes 

Sufficient 
Research? 

No 

No 
----►, Continue to evaluate and 
.-:; analyze the process ., 

Provide evidenced·based recommendations 

................. ' .. ' ..... ' ........... ' ................. ' ........... ··~ ....... , .......... ---- ............. --·· ...... ---· ........ , .... --· ~usu 
Uniformed Services University 



Project Design 
Setting

• JBSA-Ft Sam Houston 

• Brook Army Medical Center is DoD’s 
only level 1 trauma center, with a 450 
inpatient beds capacity

• JBSA-Lackland

• Wilford Hall Ambulatory Surgical 
Center is Air Force’s largest outpatient 
medical center

• JBSA-Randolph 

• 359th Medical Group Randolph Clinic

(Military One Source, 2023) ~usu 
Uniformed Services University 



Project Design
General Approach
• Observe, examine and analyze the 

practices at the readiness clinic where 
the PHA’s are conducted 

• Pre-analysis data collection: statistics 
on the current backlog of PHA’s for 
our identified population 

• Data gathering through a questionnaire 
from staff members intimately 
involved in the process 

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

Lean Six Sigma Phases 

Analyze 

Celebrate Control Improve 

[ Gerard et al., 2021 

Uniformed Ser..,ices University 



Procedural Steps
Apr –
Sep 
21

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

Oct 21 
– Apr 

22

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

May –
Jun 
22

• Stakeholder Engagement
• JBSA EBP Team meetings

Jul –
Sep 
22

• IRB Submission
• IRB Approval

Oct –
Nov 
22

• JBSA – Randolph Gap Analysis (Lean Six Sigma 
Model)

Dec 
22 –
Feb 
23

• Post analysis data evaluation
• Review/Recommendations 

Mar –
Apr 23

• Presentation to Stakeholders
• Poster Presentation

Six Sigma: 
Define

Six Sigma: 
Measure

Six Sigma: 
Analyze

____ ] 
l 

----] 

] 

l 
] 

V----l 
~usu 
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Procedural Steps 
May 2022 

Stakeholders and clinic 
leadership engagement 

12 October 2022 

stakeholder/leadership 
presentation 

6 December 2022 

Data Pull #2 

May 2022 July/ August 2022 

First JBSA EBP ➔ EIRB project proposal ➔ 
Team meeting submission 

17 to 21 October 27 October 2022 

Gemba walks Data Pull #1 

6 December 2022 

Meeting with Statistician 

25 January 2023 

Data Pull #3 

21 September 2022 

IRB determination 
letter 

14 Oct 2022 

Meeting with 
GPM/Business Manager 

6 February 2023 

Meeting with 
Statistician 

Uniformed Ser..,ices University 



Tool
Lean Six Sigma Staff Questionnaire
• 11 Likert-Scale questions, 3 with an additional short-answer option

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

Lean Six Sigma Questionnaire. Team San Antonio 7 SOP,. ()ptrobng ln11rUc110n1 or policots art t1t1bishtd fa< conducting PHAs 
with SM1"' your dnie. 

• - Fo,quo...,,, 'ltt/l Uct,f Sc:M~ ,. ... ncfco.'1 yo..--1 wrrh,.. 1 2 3 4 5 
-..igstoilmfnll. (I. l/rottrft<R19'M, 2 dsogrff,l neol-1( 4 -• 5 -.,,Y 
lg'N) 

Poor Exctlltnt 

1. Art thtrt regular tum mtttrig1 or othtr mtchanisms lo 
ddCU1slcommunoc1ttlOOO<d~1lt plitnl Clft pl10< to tht p,btnl •ppoinlmtnt? • Tht rnpttmtntallOn plan fol oompttt,ng PHAs _,.~ '9tof,e roltt tncJ 

1 2 3 4 5 
ruponllb<it>II 

8 I hovt bun lraiotd in how to oomplttt tht por11on or tht PHA I 1m 

• I 2 3 4 s rupons1blt for Poor Eictlltnt 10 Thtr•111 prootss lh1tl'lolds1taff1Mfflbersaocounlabltforoomp1ttwlg 

Poor hcttltnt 1 2 3 4 s HM(>Md I.nit ruub 

1 2 l • 5 
Poor Exctllent 

Poor • EKcdtnt 

2. You h•vt !ht n1011swy support r, ltims of staffing to oompltlt PHAs. 

I 2 3 4 5 
5 YO<J h, .. 11 tht rtOO<Jrctt 1h11 yO<J nttd to oomplttt tht tuk tllicotnily 

I 2 3 • 5 
g YO<J lttl yO<J hive lht ntctHtry support in ltnns of 1l1ffllg and rtSO<Jrcts 11 Yow cine l'T'lpltiMnts quaityfptrfonnlnot fM.Hl.JHI to •nMII• compbnca Poor • Exctlltnt 

Poor • hctlltnt 
1 2 3 4 5 

will SOPs, Operating lnstruetlonl. o, pokats 

1 2 l • 5 

Poor Excellent Poor • Excdtnt 
II yO<J dlllgrff or strongly dtllgrll pltut lpoc,fy wllat rtlO<Jrctl 

3. You hovt cltody cltscri,td l11k1 and bm<tinu for you, role as suppon,ng staff art ttclang, 111\ktd by rnportlnct 
Of IS • provicltf with rtglld to PHAs II not. pltose speafy wti,t tht 1ssu11 ore ranked by importance 

1 2 3 4 5 
II ytl, how lrt thty oon~cttd? 

Poor • Exctlltnt 

THANK YOU FOR YOUR PARTICIPATION! 

0 Con yO<J duor1bt tht pottnllll l!No1"111 Ind org1nizollorltl llptcts Whdl 

may hlvt contnbuted to lht CUfTlntdtllyl'ltht PHA prootH" 

1 2 3 • 5 

Poor hctUtnt 
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Clinic Staff

• Voluntary and anonymous participation

• 82% (23/28)

Providers lg 

1n·ses 3 

Technicians 13 

Ad111inistrators/L eaders 4 
I 

Uniformed Ser..,ices University 



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
T 

ALL (n = 23) 

Variable Mean Std Dev Minimum Maximum 

Q1 4.13 1.06 1 5 
Q2 2.09 0.79 1 41 
Q3 3.48 1.31 1 5 
Q4 3.61 1.12 1 5 
Q5 2.78 1.28 1 SI 
Q7 3.43 1.08 1 5 
Q8 3.70 1.52 1 5 
Q9 2.35 0.88 1 41 
Q10 3.43 1.20 1 5 
Q11 3.48 1.16 1 5 

Uniformed Ser..,ices 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 

PCM H Principles Current State Gap Desi red State 

Team-based care {Ql) 4.13 +.13 4/5 

Access to ca re 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 

(Qll) 

Uniformed Ser..,ices University 



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  33.01 days

274 pending record review
103 were excluded 
171 at an average of 43 days wait time

48
 d

ay
s w

ai
t t

im
e

01 
Records with Reviews Completed 

60 

51 

50 
■ Less than 14d 44 

40 

■ Between 14d and 
30 

30d 

20 ■ Between 30d and 

9 90d 
10 

■ Over 90d 
0 

Phase 1- Record Review 

27-0ct-22 

-
Records Pending Review 

180 

160 

140 

120 
103 

100 

80 

60 

40 

20 12 

0 -Phase 1- Record Review 

27-0ct-22 

■ Record counts < 14d 

■ Record counts Between 14d and 
30d 

■ Record counts Between 30d and 
90d 

■ Record counts > 90d 

■ Record counts >14c 

Uniformed Ser..,ices University 



Results & Analysis

6 December 2022
320 total records 

320 pending record review
99 were excluded  
221 at an average of 40 days wait time
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Results & Analysis

127 reviewed at an average of  36.2 days

361 pending review
119 were excluded 
242 at an average of 48 days wait time

25 January 2023

488 total records 

48
 d

ay
s w

ai
t t

im
e

50 

45 

40 

35 

30 

25 

20 

15 

10 

5 

0 

C) I 
Records with Reviews Completed 

47 

38 

29 

8 

Phase 1 - Record Review 

25-Jan-23 

■ Less than 14d 

■ Between 14d and 

30d 

■ Between 30d and 

90d 

■ Over90d 

300 

250 

200 

150 
119 

100 

50 

0 

---
Records Pending Review 

150 

16 -Phase 1 - Record Review 

25-Jan-23 

■ Record counts< 14d 

■ Record counts Between 
14d and 30d 

■ Record counts Between 
30d and 90d 

■ Record counts> 90d 

■ Record counts >14d 

Uniformed Ser..,ices University 



Results & Analysis

Trends

PHA-Q to Record Review 
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Results & Analysis

Trends
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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 

86% 

■ Appointments Not Utilized • Filled Appointments ■ Appointments Not Utilized • Filled Appointments 
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Implications

Data Pull
Analysis of the data on completion 
timelines from:  

1) initiation 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

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

Unclogging Process Bottlenecks 
for Increased Efficiency 
and Productivity 

• . 
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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 

■ Phase 1 - Appointment 
Between 14d and 30d 

■ Phase 1 - Appointment 
Between 30d and 90d 

■ Phase 1 - Appointment Over 
90d 

PHA-Q to scheduled Phase 2 - 25 Jan 2023 

■ Phase 1 - Appointment 
Between 14d and 30d 

■ Phase 1 - Appointment 
Between 30d and 90d 

■ Phase 1 - Appointment Over 
90d 
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Implications
New process 
implementation (internal)

• Weekly mass email to 
SM’s over 400 days 

But the average for the 
records review 
completion has remained 
the same with more 
records now pending 
review

PHA-Q to Records Review- 27 Oct 2022 

• Phase 1- Keccrd Keview Between l"id and 
30d 

■ Phase 1 - Record Re\iew Between 30d and 
90d 

PHA-Q to Records Review- 25 Jan 2023 
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Kl1 

■ Pho!X! 1 Record Review Between 30d ond 
90d 

■ Phase 1 - Kecord Ke\11ewOVerYo:t 

Uniformed Ser..,ices University 



Recommendations

1. Create an SOP

a) Define roles and responsibilities 

b) Assign staff/Allotted time

c) Ensure training/competency
(Sung et al., 2022)

1. Implement a Notification/Tracker 

b) Live Excel spreadsheet or

c) ASIMS embedded tracker or

d) Messages
(Saleem et al., 2005)

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

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

MULTIPLE PROJECT TIACKING TfMPLATt 
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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 military APRNs are equipped 
with the capabilities to implement evidence-
based practice and take the leading role in 
process improvement.

https://www.frevvo.com/blog/workflow-analysis/
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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 

∙ 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

https://er.educause.edu
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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 

,usu 
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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

https://mckinleymarketingpartners.com
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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.

Uniformed Ser..,ices University 



References

https://docs.google.com/document/d/1aCLbEfWznQetg4PM828UzRDFAC0ix
aBc/edit?usp=sharing&ouid=111665290661358301087&rtpof=true&sd=true

Uniformed Ser..,ices 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

Uniform~d S~r,ices Uri"ersity 



GAP ANALYSIS: EVALUATING THE MILITARY PHA PROCESS AT A 
READINESS CLINIC AT JBSA

Regine Faucher, MA, BSN, RN, MAJ, AN; Cid Anthony Liggayu, BSN, RN, CPT, AN; Chao Shen, MA, BSN, RN, MAJ,AN
Daniel K. Inouye Graduate School of Nursing, Uniformed Services University of the Health Sciences, Bethesda, MD

Significance of the Problem
PHAs represent overall health & medical readiness status 

of Service Members (SM)
May 2022 Backlog of 181 PHAs and 933 PHAs at risk of 

becoming overdue at Randolph Base readiness clinic
Individual Medical Readiness (IMR) compromised
Overdue PHAs undermines unit readiness 
$1.2 million/day in  daily operational costs for a brigade 

size element
(DoDI 6025.19, ASIMS-PHAQ2, AFI 48-170, DoDI 6200.05)

To conduct a comprehensive gap analysis and propose 
evidence-based tactical improvements to maximize the 
effectiveness of and completion rates of the SM PHAs at 
JBSA-Randolph

Create an SOP 
Define roles and 

responsibilities 
Assign staff/Allotted time
Ensure training/competency

Notification/Tracker 
Live Excel spreadsheet or
ASIMS embedded tracker or
Messages

(Sung et al., 2022; Saleem et al., 2005)

“The authors would like to acknowledge our DNP Project Mentors: Dr L. Taylor (Senior Mentor), LTC C. Roberts, Dr J. Trautmann, Maj M. Allen, Dr. H. 
Rivasplata for their support, guidance, and assistance.  Their time, effort, and dedication to this project is appreciated more than words can express.”

Purpose

Organizing Framework

Project Design

Recommendations for Improvement

Organizational Impact

Pre-analysis data collection: statistics on the backlog
Gemba Walks (In clinic staff observation)
Staff questionnaire
System reports of pending PHAs

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 the enterprise

Military nursing leadership are charged with assessing the 
current state of the PHA process and implementing evidence-
based recommendations to ensure the medical readiness of 
each SM within their footprint.

Lean six sigma (LSS) is widely adopted for optimizing 
organizational performance and identify systems 
inadequacies, utilizing the define, measure, analyze, 
improve, and control (DMAIC) roadmap streamline 
processes

(Patel & Patel, 2021)

“The views expressed in this poster are those of the authors and do not necessarily 
reflect the official policy or position of the Uniformed Services University of the 
Health Sciences, the Department of Defense, or the United States government.”

Project Results & Analysis

103 99
119

79
99

7680

110

150

12 12 16

171

221
242

0

50

100

150

200

250

300

Phase 1 - Record Review Phase 1 - Record Review Phase 1 - Record Review

27-Oct-22 6-Dec-22 25-Jan-23

Trend in Number of records pending reviews

Record counts < 14d
Record counts Between 14d and 30d
Record counts Between 30d and 90d
Record counts > 90d
Record counts >14d

28 29

34

43
40

48

0

10

20

30

40

50

60

Phase 1 - Record Review Phase 1 - Record Review Phase 1 - Record Review

27-Oct-22 6-Dec-22 25-Jan-23

Trend in Average days for record review completion

Average days for all records
Average days for records >14

Facilitator: 
Great team dynamics, 

adequate staff 
communication

Barriers: 
Staffing/resource
Task saturation/multitasking 

Lean Six Sigma Staff Questionnaire

0.00

0.50

1.00

1.50

2.00

2.50

3.00

Q2 Q5 Q9

2.09

2.78

2.35

0.79

1.28
0.88

Staff Questionnaire Data Analysis

Mean Std Dev

JBSA – Randolph PHA LSS application

V 

LSS:Define 

LSS:Measure 

LSS:Analyze 

Uniformed 
Services 
University 

Identify the 
problem 

Assess the 
process 

Examine 
the results 

GAP ANALYSIS: EVALUATING THE MILITARY PHA PROCESS AT A 
READINESS CLINIC AT JBSA 

- Literature Search 
- Stakeholder Meetings 
- Baseline Data collection 

- Gernba walks 
- Staff Questionnaire 
- PHA data pull 
- Provider retrospective schedule 

- Data evaluation 
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- Evidenced-based recommendations 
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