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~ Icost effective. The analyses indicated that the physician time required to
treat the average patient in the traditional, physician—staffed general out-
patient clinic (coc) was significantly larger than the amount of physic ian~
time required to treat the average patient treated in an ANIC. The average
cost per patient was determined by individually weighting the treatment times
by the hourly wage equivalents of the salaries of the principal care providers
involved in the care of each patient. The analyses of this data indicated that
ANIC—provided care was significantly less expensive than that of GOC—provided
care at the level of physician care/consultation costs which would normally be
encountered at such clinics. Additional clinic time parameters were also re—
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SUMMARY

Temporal measures of care—provider activity were obtained through
the use of time clocks at three US Army Acute Minor Illness Clinics
(AMICs) and at three US Army General Outpatient Clinics (GOCs). The
principal care providers at the former are physician—supervised en-
listed medical corpsmen (AMOSISTs) who employ written medical algo-
rithms to treat patients suffering acute minor illnesses. The princi-
pal care provider for the latter are physicians. Comparisons were
made of the data from these two systems of health care delivery to
determine if the use of ANOSISTs: (a) resulted in savings of physi-
cians’ time , or (b) was cost effective. The data used to address the
issue of physician savings were those times associated directly with
the activities of those who provide the direct patient care within
these clinics. The issue of cost effectiveness was addressed by
weighting these same times by the hourly wage equivalent of the
salaries of those providing care. The principal findings were that,
vis—a—vis GOC and COC—physician delivered care, AMIC and ANOSIST
delivered care (a) required significantly less physician time, and
(b) at the levels of physician care/cost most likely to be encoun-
tered in such clinics, were less costly. Data pertaining to other
time parameters are presented .
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I
ANOSIST PROGPAM FIELD EVALUATION

PHYSICIANS SAVINGS AND COST EFFECTIVENESS

1. INTRODUCT ION

The background of the present study is more fully presented in the
initial , Phase I, report on this project (Schopper , 1978). In brief ,
this study was initiated in response to a request for information con-
cerning the operational status and effectiveness of the US Army ’s
AMOSIST Program , a physician extender program developed by the US Army
Medical Department (AMEDD) in response to the physician shortage which
has become acute within the Army since the advent of the All—Volunteer
concept. The program is designed to provide care to unappointed
patients suffering acute minor illnesses. Care is provided to these
patients by enlisted corpsmen (ANOSISTs) who u t i l ize  written medical
algorithms to guide their work in arriving at a diagnosis and render-
ing a treatment plan (to include the prescription of designated medica-
tions). The Phase I report addressed the operational characteristics
of the program and the extent to which the program has been accepted by
both patients and s t a f f .  The present report will address time and cost
parameters. Subsequent reports will address the issues of the safety
and effectiveness of the care delivered and the stability of the program
regarding the issues of acceptance and operational characteristics.

2. OBJECTIVES

The principal objectives of the study which are addressed in the
present report are two:

2.1 To determine whether the ANOSIST Program is cost effective.

2.2 To determine whether the AMOSIST Program results in a
saving of physician ’s time.

3. METHODOLOGY

3.1 Overview. The general approach was to select three Acute Minor
Illness Clinics (ANICs , the name applied to clinics which employ AI4OSISTs
and operate under the provisions of the Health Services Command ’s
AMOSIST Program guidelines) and contrast their operation with three
t radi t ional ly—staffed General Outpatient Clinics ( GOCs) . (The guidelines
for  the ANOSIST Program are contained principally in the US Army Health
Services Command ’s Ambulatory Patient Care (APC) Model #13 and its asso-
ciated Implementation Packet.) The data upon which the comparisons are
based are derived from on—site, time—clock recorded measures of clinic
care—provider activities. The three AMICs included in the study were
selected on the basis of their having been recognized during the prior,

_ _
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Phase I, on—site visits as being among those which were being operated
in the most appropriate and effective manner . While this selection
process clearly delimits the generality of the findings, such was
believed to be a necessary condition since (a) informal pre—study ob-
servations indicated that there was considerable inter—site variance
in the extent to which individual ANICs are actually conforming to
existing program guidelines, and (b) it would have been inappropriate
to have made A}IIC-GOC comparisons on the basis of AMICs which are
clearly not operating in accordance with existing guidelines. As a
result, the findings presented herein must be considered to be indica-
tive, perhaps, of the “potential” of the ANOSIST program rather than
being representative of the entire Health Services Command’ s ANOSIST
Program.

3.2 Site Selection. The second phase, on—site evaluations in-
volved six MEDDACs. Three were selected from twelve sites that had
been visited during the on—site AMIC evaluations conducted during the
initial phase of the study. Pot the purpose of comparison, three
additional sites were selected from those MEDDACs who had not adopted
the ANOSIST program. The three ANIC sites visited during the present
phase (Phase II) of the study were those whose operation at the time
of the initial, Phase I on—site visits was judged to be the most
effective and in the greatest accord with existing HSC guidelines.
The three GOC sites were chosen on the basis of two criteria: (a) The
degree to which the clinic’s operation was free from the use of phy-
sician extenders as principal care providers, and (b) the number of
patients treated in the clinic each month. These criteria were employ-
ed in order to: (a) as closely as possible, approximate the working
conditions of a “purely traditional” GOC operation, and (b) to minimize
the amount of data which would be collected during the fixed two—week
period alloted for each visit.*

3.3 Advance Notification. Each site was initially notified by
letter approximately eight weeks prior to the time of the on—site visits
that their site had been selected for the two—week evaluation. This
initial notification (Appendix A) requested the designation of a local
action officer with whom direct coordination could be established and
provided instructions regarding the marking of the records to be

*US Army Health Clinics were not included for consideration. Further—
more , the MEDDAC at West Point was also excluded from the GOCs sites
available for consideration since the nature of its patient population
was considered to be “atypical” when considered vis—a—vis the patient
population encountered at other KEDDACs within HSC.

9
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subsequently evaluated in the retrospective audit portion of the study.
A follow—up letter (Appendix B) to each MEDDAC commander was provided
approximately three weeks prior to the arrival of the two—man, on—site
study team. This letter apprised the commander of the intended use of
the time clocks within the clinics, identified the study team members,
and requested that appropriate billeting and mess facilities be arrang-
ed for the duration of their visit. At approximately two weeks prior
to the arrival of the team, the designated local action officer was
provided with a packet of Information which described the time clock
methodology and the apparatus to be utilized in the study (i.e.,
multiple copies of inclosures 1—4 of Appendix C for handouts to each
care provider along with a schematized patient flow diagram and
accompanying description, Appendix D). The instructions to the local
action officer also requested that he briefly inform clinic personnel
regarding these matters and provide each care provider a copy of
relevant descriptive materials. Furthermore, he was requested that
they familiarize themselves with these materials prior to the arrival
of the study team. Additionally, it was requested that the local
action officer arrange for an initial briefing (30—45 minute) period
prior to the opening of the clinic on the first day of the data col-
lection In order that the study team might be allowed to further des-
cribe the system to clinic personnel and answer their questions.

3.4 Schedule of Visits. Each on—site visit was to last two weeks.
The dates of these visits are shown below:

SITE INCLUSIVE DATES

ANIC 1/1 8—12 May 1977

ANIC #2 15—28 Nay 1977

ANIC #3 5—18 June 1977

GOC #1 15—28 May 1977

GOC #2 5—18 June 1977

GOC 1/3 5—18 June 1977

The initial plan was to complete the visits within a five week period.
However, due to the anticipated departure from the Army of the ANOSIST

10
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physician at the first site, the start date for the AMIC first site
visit was moved up one week at the request of the MEDDAC.*

3.5 Time Clock Apparatus and Utilization

3.5.1 Time Clocks. The time clocks used in the study were
Simplex Type 8400.** These units automatically recorded the time in
hours (24 hour time) and hundredths of an hour whenever a time card
was inserted into it.

• 3.5.2 TIme Clock Deployment. Time clocks were placed at the
following locations within each clinic: (1) receptionist ’s desk,
(2) vital sign recording area, (3) patient waiting area(s), and (4) one
each within each care provider’s office/examination room. An additional
time clock was placed within each ANOSIST physician’s office/examination
room to record the times associated with the consultation rendered to
ANOSIST at AMIC sites.

3.5.3 Time Card . A time card, Figure 1, was initiated for
each patient entering the clinic. Each card possessed a unique 5—digit
number which served to identify the patient (for the purpose of the
study) throughout his time in the clinic. As shown in Figure 1 the
following data were to be entered at the top of each card as the patient
passed through the clinic: (1) site, (2) day of week, (3) patient’s
disposition, (4) type of care provider, (5) whether or not laboratory
tests, x—rays or consultations for physician extender personnel were
required, and (6) the category of illness for which the patient was
treated . These codes used in completing this upper portion of the time
card are shown in Figure 2.

*The effort proved to be of little avail, for that physician was in
leave status and absent from the ANIC during the period of the on—site
visit. The ANOSIST physician who was present had been assigned there
for only two weeks prior to the beginning of the evaluation. However,
for other reasons (see paragraph 3.7.3.3), much of the data from this
site had to be excluded from the analysis.

**The time clocks were borrowed from the Indian Health Service, Tucson
Arizona. They are precisely the same clocks employed in a study recent-
ly reported concerning the operation of the ANIC involved in the
clinical research study of ANOSIST—employed algorithms currently ongoing
at Brooke Army Medical Center (Tompkins et al, 1977).

11

J



-•-~ - - - - - -  ..—-~ -. 
-. -

FIGURE 1

- TIME CARD

____DAY OF W~~~~.. Pl’ D1SP~~~~~
CP n~1TrLALS - C? CATEa -
LAB R~’QD - . X-RAY REQD_______

• CONS 2~i’iOJ B~QD________________

~~~~~~~ CCATEG ILLNE&3L 
-

b—071993 SI,~~LU TINE NECOEDEN CO.. C*EDN(R. M~ TL. P~~~TS. I’* U.S .*.

N? 10530 . 
-

12 

~~~~~~~~~~~~~ —•~~~~~~ —~~~~~~~~~ - .- ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ — ,.•• - -



_______________ 
_ _ _

- - -~~ - - • - • • • • • ••----- ~~~
- — • —

FIGURE 2

[rI:.~ CP’W LAI A 1M~~Y WiJESJ

SliP: 1 — II~~ (W ~~~~ p~
• ~~~~~~

— 
. 

U— - 
~~~~~~~ 

• 1__ _ 
-

2 3 — P.aod.7 1 — 1va1.ati.n/tg. ai~~.e ~~~~~~~~s t e  names 
~ 

VithIa citaic.

~ apDeared 2 7..dq I fIffi .eI~-re~’c!.iU. cJ:r..e.’~.,$ -

he r e — r.qi~irc~4 poti..s t r.fcrrci So:)

3.  P 4 11..r.dm7 2 0r1b.p.dic.

4 — S IrLday j  3 • Physical Th.i.py

4 — O 3/CTI

•1 -I
J

• I Dsri.at.L.~~

— IEt•E51~. Had. C..H.d, U Ply..

S — Orb. r

C? T T 1 ~LS C? CS~rEC: (Car. P,.44.r ’.

Ca,. rr.vu sr. 1- Pbj.tcLi.
JaLUal. I I

v 1 2 — Ply.tctaa

— ~ .,. . cis~ jcja s

I
3 — Oil.:

• S Z E  DAT OF ~lC~ Pr DIs,
C? r.~t~~LS a C#.I!~. I

• 
L’S P!flD: LU ?•!I~)_________ __________I — x-a~ r py~~:

).aiora~o~y Test. f- C~~~~ _~A .1C~ ~-~Q~_ I
A!.CeUTh~S (CAXEG. IWIESS)____________ 1 —

1_ P.o. 2 — Y e .

2 — 310.4

• 3 5r1n.

4 — ?.ccar&.1.gtca3. (to is—
ct..d. ibrOaE ~~~~~~~~

5 — So.. c..bi.a .to. of
3, 3. 4. aS.,.. 

- 

• 

-

COXS~tTAT~C? !t. : ?I.CO~IT1N (C~l’TC 1 L S f l~

1—u .

7 — Tao (Co . Ito. card 2 — R..ptratoty
C~~T’eE.d by a -
?bys tcLo.. . 7.. 3 Ca.Irutntsit*~ aL
votry ~ alE I.
oi.d •n1~ if a I — Ccaiioori. ery
re~~.e.r.d consoli
ic :.rr.71.d Ih. 5 — Kusca io-~Sb.1st.1 Spto.
,o&oL .~ t r .atca..t
.f b~. o~rn p~tLeni.) S — 14.ac.is S k I l I E S t  i.tr.atty

F -

$ — Ski. — Co..ral

L • ., 0 0t1. r1.,



_ _ _

3.5.4 Time Card Utilization. With the exception of the
entries for site and day of week, and the entries made when a patient
entered or exited the clinic itself, all entries upon the time card
were made ~y care providers within the clinic. A time card was ini-
tiated for each patient at the initial point of contact with the
clinic. At most sites, this was at the receptionist’s desk. The
appropriate entries were made at the top of the card and the time re-
quired to process the patient through the receptionist’s desk vas re-
corded. The time card was then attached to the inside of the patient ’s
medical folder. Since the patient’s medical record then became a part
of the clinic’s system of operation (i.e., the patient no longer
physically retained his medical records), the time card remained with
the patient ’s record , paralleling the patient ’s flow through the clinic
as he subsequently had his vital signs taken and recorded , and later ,
as he received his examination/treatment by one of the clinic’s prin-
cipal care providers. At each point in the patient’s travel through
the clinic (i.e., subsequent to his initial contact), the person work-
ing at each station removed the patient time card to record the begin-
ning and end of his contact with the patient. Separate provisions
were also included to record consultations rendered by physicians to
the various types of physician extenders encountered in the study.
Provisions were also included to record absences from the clinic for
the purpose of obtaining laboratory tests or x—rays. (More compre-
hensive and explicit descriptions of these procedures are found in
Appendix C, the briefing booklet prepared for each on—site study team
chief.)

3.6 Study Team Preparation. Prior to departing for the on—site
evaluations, the study team members were each given a briefing booklet
to review (Appendix C). Subsequently , a two—hour group briefing
session was held for the on—site study team members in order to pro-
vide a more detailed explanation of their tasks, explain the operation
of the time clocks, and answer any questions they may have had regard-
ing the activities they were to perform.

3.7 Patient Sample

3.7.1 Patient Sample Used In Comparisons . Several factors
affected the analysis of physician savings and costs effectiveness
which are presented . The unexpected existence of a large number of
physician—treated patients at ANIC #1 resulted in a substantial seg-
ment of data being eliminated from the analysis. A substantial

14
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amount of data was also lost from one GOC site due to a local commander’s
refusal to permit his personnel to participate in the study during the
first three days the team was on—site. Additionally, in order to
effect consistency in the data base employed , the analyses were confined
to those patients for which a disposition was indicated. The consi-
derations are addressed more fully in the paragraphs which follows.

3.7.2 Distribution Among Care Providers. Table 1 depicts
the differences among the sites regarding the distribution of patients
among the types of care providers that existed within each. Among the
GOCs, it is noted that only one site delivered all of its patient care
in accordance with the traditional patient care model (i.e., all
physician delivered care). Hence, on the basis of an examination of
the care provider characteristics of GOCs alone, it is apparent that a
“pure” comparison of physician vs ANOSIST or ANIC delivered care cannot
be made by comparing in toto, all patient data from the GOCs with all
patient data from the AMICs. Whereas it is clear that all GOC provided
care is not delivered by physicians, it is equally clear from a perusal
of the ANIC data that at one ANIC the care was not being provided In
accordance with APC Model #13 guidelines. At ANIC #1, sIxty—one per-
cent of the care provided was delivered by physicians, and an additional
nine percent of the care was delivered by physician assistants (PAs).
For only thirty of the patients examined and treated therein was the
principal care provider an ANOSIST. Clearly, the distribution of
patient care providers at this ANTIC (i.e., physician vs non—physician)
was more like that of GOC than it was either of the other two ANICs.

3.7.3 Levels of Analysis

3.7.3.1 In accordance with the approved protocol for
the study, the findings which are emphasized in the body of this report
contrast the ANIC and the GOC at the system—wide level of analysis.
This level of analysis results in a comparison of the time and care
provider cost parameters associated with the average patient emanating
from these two systems regardless of which types of care provider acted
as the principal care provider for the patient. Such an analysis
recognizes that the majority (but not all) of the patients receiving
care in an ANIC receive care from an ANOSIST and that most , but not all,
patients receiving care in a GOC will receive care from a physician.
Itt this comparison, then, an average time and cost is computed to re-
flect the overall average per patient regardless of the mix of care
providers comprising the system.

3.7.3.2 This “system—wide” comparison is contrasted
with a second level of analysis which compares (a) the time and cost

• parameters associated with care delivered to ANIC patients for whom
the ANOSIST was the principal care provider to (b) the same time and

15
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Table 1

DISTRIBUTION OF PATIENTS AMONG SITES ACCORDING

• TO CATEGORY OF PRINCIPAL CARE PROVIDER

Ca~çgory of Care Provider TOTAL NOâ
SITE Physician • PA Nurse Clinician • A}IOSIST - PATIENTS

ANIC #1 61.3% 8.9% — 29.7% 
• 

811

AMIC #2 4.9% — — 95.1% 623

ANIC #3 1.0% — — 99.0% 501

GOC #1 70.9% — 29.1% — 485

GOC #2 65.4% — 34.6% — 366

GOC #3 100.0% — — — 212

a. The data appearing to the left of each total are expressed in terms of

the percent of the total number of patients for their respective clinics.
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cost parameters associated with care delivered to GOC patients for
whom the GOC physician was the principal care provider. This second
level of analysis, the “care provider” level, directly contrasts
ANOSIST delivered care parameters with GOC physician care parameters
and excludes both the AMIC patient whose principal care provider was
the ANOSIST physician and the GOC patient whose principal care provider
was a nurse practitioner. To clarify further those patients defined as
ANOSIST’s patients, it is emphasized that these include all patients
who were initially referred from the triage desk to an ANOSIST for care.
The principal—time—and—cost—related computations which pertain to these
patients do include, therefore, all applicable physician—related con-
sultation times and costs, i.e., all those required to complete the
examination/care/disposition of the AMOSIST’s patient. In other words,
the “care provider” level of comparisons do not delimit ANOSIST treated
patients to only those patients for which the ANOSIST himself was able
to complete all care without assistance/consultation from a physician.
Albeit the results of these “care provider” comparisons will occasionally
appear in the body of the text, the more comprehensive presentation of
these findings is in the appendices which are cited . For the most part,
it is noted that the “care provider” findings parallel those evidenced
at the “system—wide” level. The principal difference is that the
differences between the two systems of care are found to be larger at
the “care provider” level than they are at the “system—wide” level.

3.7.3.3 The findings cited above (Table 1) regarding
the distribution of patients among the clinic care providers at Al-ftC #1
necessitated that some adjustment be made to the full scale, system—wide
analysis planned at the time the study protocol was finalized (Schopper,
1976). Whereas it was known prior to the initiation of the data col-
lection that physician extenders of various sorts were being employed at
nearly all of the remaining non—ANOSIST sites in CONUS, the marked use
of physicians to provide care at ANIC #1 was unexpected . Therefore, in
order to present meaningful system—wide comparisons, the data from Al-fTC #1
have been excluded from the analysis. System—wide comparisons will,
therefore, contrast the combined data of AMICs #2 and #3 with the data
from all three GOC sites. This exclusion does not apply to the “care
provider” level of analysis. Since it was possible to extract the data
for ANOSIST treated patients from the ANIC #1 data, they are included
with the AMOSIST treated patients from ANICs #2 and #3 in determining
the cost—related and time—related parameters for ANOSIST delivered and
GOC physician delivered care. In sum, the “system—wide” leve~. of
comparisons will contrast the data from ANICs #2 and #3 with the data
from all three GOCs, whereas the “care provider” level of comparisons
will involve the relevant data from all three ANICs and all three GOCs.

17
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3.7.4 COC Non—Participation . Subsequent to the arrival
of the study team at one GOC site, the local commander voiced his
objections to the study and refused to permit his personnel to

• participate in the study. A compromise solution was reached
after three days of discussion whereby the commander agreed to
let personnel stand with time clocks outside the doors of the
physicians’ offices and record the data as the patients entered
and exited. Continuing difficulties were encountered throughout
the data collection period due to the inability to maintain con-
tinuity among the non—hospital personnel available to perform
this function. As a result of this situation, approximately
forty percent of the possible data from this site were lost.

3.7.5 Additional Sample Restrictions. In order that
the findings to be presented might reflect essentially the same
sample of patients throughout the report , the analyses were
further confined to patients for whom a disposition was indi-
cated by the care provider. The effect of this restriction was
to reduce the size of the sample from 3101 to 2140 for the
system—wide comparisons, and from 3014 to 2058 for the care
provider comparisons. This reduction indicates that approxi-
mately one—third of the care providers neglected to indicate
the patient’s final disposition on the time card.

4. RESULTS AND DISCUSSION

4.1 Physician Savings

4.1.1 Non—Adjusted Data

4.1.1.1 The issue of physician savings is addressed
by determining whether or not there exists a significant difference
between Al-tICs and GOCs (and between ANOSIST’s patients and GOC phy-
sicians’ patients) regarding the amount of physician—rendered care!
consultation provided. For each patient , the total amount of time
for physician care/consultation was determined . An average physician
time per patient (inclusive of patients who required no physician
care/consultation , i.e., those treated solely by ANOSISTs or other
non—physician care providers) was then computed for both types of
clinics and categories of care providers.

4.1.1.2 The findings for the principal comparisons
in the study are portrayed in Figure 3. Clearly, all differences
favor ANIC/ANOSIST delivered care. As indicated in the footnote,
all pairwise comparisons yielded differences which were highly sig-
nificant statistically (p < .0000). This was true whether the analy-
ses were limited to only those patients whose illnesses were clas-
sified within the eight specific illness categories employed in the
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study, or whether the patient Sample was enlarged to include those
whose illness was classif ied as “Other.”

4.1.1.3 Figure 4 provides the “system—wide,” GOC
versus AflIC comparisons as they pertain to each of the categories
of illness (to include “Other”). As is readily observed, the
average amount of physician—required time is larger for GOC/GOC
physician delivered care than for AMIC/ANOSIST delivered care for
every category of illness. Moreover, the differences are sigr4fi—
cant at the p < .0290 level of confidence for each of the compari-
sons except two. The two comparisons which were not significant
were for the categories “Eye” (p = .2500) and “Musculo—Skeletal,
Spine” (p = .5695). (For the “care provider” level comparisons,
the differences for these categories are both statistically sig-
nificant at the p = .0006 and p = .0290 levels, respectively. All
other categories were significantly different at the p < .0000
level of significance. Included at Appendix D is a summary table
which specifies the mean, sample sizes and p—values for all com-
parisons.)

4.1.1.4 The information appearing in Figure 4 can
also be used to determine which types of illness required the great-
est amount of physician involvement. From the system—wide point of
view, there exists substantial variance among the categories for
both GOCs and Al-tICs. For the GOCs, it is the “Respiratory” and
“Musculo—Skeletal” illnesses (both Spine and Extremity) which are
most demanding of a physician’s time. The least amount of physician
involvement for GOC treated patients is encountered in illnesses of
the eye and those categorized as “Skin, Regional.” For AMIC treated
patients, the greatest amount of physician care/consultation is
clearly associated with the category “Musculo—Skeletal , Spine.” All
of the remaining categories require markedly less physician involve-
ment.

4.1.1.5 Some caution should be employed by the
reader in interpreting and evaluating these data due to the small
size that exists in some of the categories. In particular, it Is
noted that there were fewer than 30 patients included in the GOC
physician subsamples for the “Eye,” “Genitourinary,” and “Skin,
General” categories of illness, and in the AMOSIST subsamples for
the category “Musculo—Skeletal, Spine.” Hence, the replicability
of the findings for these categories are less likely to remain as
stable as those with larger numbers of patients (see Appendix D)
in any future study effort.
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Table 2

DISTRIBUTION OF PATIENTS ACCORDING TO CATEGORY

OF ILLNESS AND TYPE OF CLINIC
a

Type Of Clinic
Category of Illness GOC ANIC

Eye (1) 32 45

Respiratory (2) 113 423

Gastrointestinal (3) 69 96

Genitourinary (4) 31 128

Musculo—Skeletal, Spine (5) 48 14

Musculo—Skeletal , Extremity (6) 83 63

Skin, Regional (7) 45 75

Skin, General (8) 37 91

Other (9) 602 188

“1 — 8” 459 936

Al]. • 1061 1124

a. Chi—square significant at p < .0000 for categorIes 1 thru 8
as well. as for categories 1 thru 9.
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4.1.1.6 An issue of more general concern, however, is
that of the differences which exist between the two systems of care
regarding the distribution of patients within each of the categories of
illness considered (Table 2). The greatest disparities were evidenced
in the categories “Respiratory” (GOC = 113 patients, Al-tIC = 423 patients)
and “Other” (GOC = 602 patients, Al-tIC = 188 patients). Overall, the
chi—square analysis were highly significant (p < .0000). While such
differences do not affect the results of the present “by—category—of—
illness” analyses, it was likely that they might have had a substantial
impact upon the summary comparisons which have been performed. According-
ly, additional analyses were undertaken to determine to what extent, if
any, the results have been affected by these differences.

4.1.1.7 The resources were not available to permit
additional data to be collected . Hence, in lieu of this option the
tactic employed was to artificially create an enlarged GOC sample which

• (a) was approximately equal in total size to that of the Al-tIC, and (b)
had approximately the same number of patients in each category of illness
as did the Al-tIC sample.* While this approach is clearly not as desirable
as obtaining, additional, patient data for each of the categories, it at
least represents a reasonable and plausible alternative to ignoring the
issue. The results of these efforts created two samples approximately
equal size (GOC = 913 patients, Al-tIC = 936 patients) for which the chi—
square analysis was non—significant (p = .4718). Using this expanded
GOC sample the system—wide comparison of physician care/consultation
requirements for category “1—8” patients continued to evidence a highly
significant difference (p < .0000) between GOC delivered care (6.50
minutes per patient) and Al-tIC delivered care 2.26 minutes per patient).
(A highly significant difference was similarly evidenced when the
samples were expanded to include category “Other.”)

*This technique involves the process of redundantly utilizing existing
data and/or randomly sampling among exIsting data in order to achieve
the desired number of cases. For example, in the “Respiratory” cate-
gory , the GOC population was duplicated approximately four times to
obtain approximate equivalence to that of the Al-tIC sample, and only
about 30 percent of all of the GOC “Other” sample were randomly
selected for inclusion in the comparison with the smaller ANIC sample.
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4.1.2 Disposition—Adjusted Data

4.1.2.1 A factor which has not yet been considered,
but one which is relevant to the issue of physician savings is that
of the disposition of the patients from the clinic. In one sense,
it is a factor which is extraneous to the clinics being considered ;
i.e., once the patient leaves the Al-tIC or GOC and is referred to a
specialty clinic for further ~va1uation or treatment, there is no
further ANIC/GOC time which can be directly ascribed to that j~atient.
However, in evaluating the impact of these two types of clinics from
a more distanced perspective, it is logical to consider the possible
effects of differences in the extra—clinic referral rates between the
two types of clinics. To illustrate what is meant, if the Al-tIC was
able to complete the evaluation and treatment of only 10 percent of
the patients passing through it, and had to refer the remaining 90
percent to specialty clinics to complete their treatment (and the
reverse condition prevailed at the GOC), it is likely that the over-
all impact of the ANIC upon the hospital’s health care delivery
system would be less desirable than that of the GOC in terms of the
overall physician savings effected even though the Al-tIC’s “in—house”
operation was found to result in a physician savings. In other
words, given the exaggerated example cited , If these hypothetical
data were considered from a more global (hospital—wide) perspective,
the amount of time subsequently required by AMIC patients receiving

• physician care in various specialty clinics would , in all likelihood ,
reverse whatever advantage had been previously claimed by the AMOSIST
program regarding the total physician time required per patient.

4.1.2.2 The findings of the present study do evidence
a significant difference (chi—square < .0000) between these types of
clinics; however, the direction is opposite to that given in the
example cited , i.e., the rate of referral to specialty clinics was
higher for the GOC (52.5%) than it was for the Al-tIC (37.1%). Hence,
the effect of considering the disposition factor is to enlarge the
already existing difference in physician care provider time between
AMIC/ANOSIST delivered care and GOC/GOC physician delivered care,
not to decrease it or reverse the direction.

• 4.1.2.3 The analyses undertaken to determine the
actual magnitude and significance of the increase were identical to
those described previously regarding the evaluation of physician
savings and cost effectiveness with the exception of an adjustment

• (an addit ion) that  was made for each patient referred to a specialty
cl in ic  to r e f l ec t  the ant icipated additional physician t ime required
to t r ea t  the p a t i e n t .  Given the absence of any other available
estimate as to what magnitude of these additions should be in these
s e t t i n g s , the mean t ime associated w i t h  the GOC phys ic ian  del ivered



care for the analysis which included patients from all categories
of illness was employed. Hence, for patients in the present study
whose care was not complete within the clinic, i.e., for all those
referred to specialty clinics, a total of 8.44 minutes (Appendix E)
was added to the total physician care/consultation time. (Herein-
after, these adjusted data will be referred to as “disposition.-
adjusted” data.)

4.1.2.4 Figure 5 depicts the sununary comparis~ons
of these disposition—adjusted data for physician care/consultation
requirements. All differences shown between GOC/COC physician de-
livered care and AMIC/ANOSIST delivered care (ranging from 4.71 to
7.42 minutes per patient) were statistically highly significant
(p < .0000).

4.1.2.5 Figure 6 portrays the differences between
non—adjusted and disposition—adjusted data for each of the princi-
pal patient subsamples considered in the study. For system—wide
subsamples, the average increase due to the disposition—related
considerations for GOC delivered care is 3.20 minutes per patient
for the “1—8” patient sample and 3.49 minutes per patient for the
“All categories” sample. The differences, in the same order, for
these two samples for ANIC delivered care are 2.84 and 292
minutes per patient.

4.1.2.6 The breakout of disposition—adjusted phy-
sician care/consultation time requirements by category of illness is
provided in Figure 7. All differences shown therein favor Al-tIC

• delivered care. Among the system—wide comparisons (GOC vs AMIC) ,
only two of the categories evidenced differences which are clearly
non—significant statistically (“Eye,” p = .5581 and “Musculo—Skeletal,
Spine,” p = .5589). The difference for one category, “Skin, Regional,”
was marginally significant ( p 0675). This reminder of the system—
wide comparisons were statistically at the p < .0333 level of con—

= fidence. (All care provider comparisons, i.e., COG—physicians vs
ANOSISTs, evidenced differences which were statistically significant
at the p < .0102 level of confidence.)

4.1.2.7 As regards the amount of physician time, per
se, required among the various categories of illness, there exist a
considerable parallelism for GOC and GOC physician data as well as
for Al-tIC and AMOSIST data. For all subsamples, (i.e., including
GOC physician and AMOSIST treated patients) the greatest amount of
disposition—adjusted physician ’s time was required for the “Musculo—
Skeletal, Spine” illness category. The time required for GOC
delivered care was 12.47 minutes per patient. For ANIC delivered
care , the time was 10.61 minutes per patient . Too, as regards the
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categories requiring the least amount of care, the category “Skin,
General” was co on to both the ANOSIST Program and its more tradi—
tional counterpart. The time requirement for GOC delivered care
was 6.88 minutes per patient, while the corresponding time for
AMIC delivered care was 4.48 minutes per patient. At the lower
end of the scale, however, there was another category of illness
for each type of health care delivery system which evidenced time
requirements quite similar to those already listed. For GOC
delivered care, this additional “low—time—requirement” categoty
was the “Eye” category (6.62 minutes per patient), and for the
Al-tIC delivered care it was the “Respiratory” category (4.15
minutes per patient). Specific times are provided for all sub—
samples in Appendix F. However, the reader is again cautioned
that the sample size for several of the categories is small.

4.1.2.8 The findings of a substantial difference
in the referral rates between ANICs and GOCs is an interesting one.
It suggests that the two patient populations being addressed by the
ANTIC and the GOC are different; that patients being seen in a GOC
may be suffering relatively more severe injuries or ailments than
those being seen in an ANTIC. Such a finding is a rather two—edged
one. In one sense, this finding reflects well upon the ANOSIST
Program’s triage system as it was employed at these sites, i.e. ,
that these sites are properly selecting only those patients (pat-
ients with acute minor illness) who could be most effectively
dealt with in an ANIC. On the other hand , as regards the physician
care/consultation time requirement comparisons which are presently
being addressed, the suggestion that the COG’s higher referral rate
is due to the existence of more severely distressed patients is one
which potentially biases the analyses. Unfortunately, the overall
magnitude of the direction of the bias cannot be readily asserted
on the basis of the findings presented . Neither is it possible ,

• on the basis of the data presently being considered , to make
determinations of the severity of illness which each patient suf-
fered. Hence, a definitive response to the question of w’hether or
not GOC treated patients suffer more (or less) severe illnesses
than A~ IC t reated patients cannot be e f fec ted .  Nevertheless , it

• is possible to more clos~~1y e;z~~~ine the “referred” and “non—re-
ferred” patients as separate subsaxaples to determine if GOC re-
ferred patients require differentially more time that ANIC re-
ferred patients. To answer this question , the data was subjected
to a two—way analysis of variance (ANOVA ) using the “1—8” patient
sample to determine if the disposition by site interaction term
was significant. 

~~~~~~~~~~~~~~~~~~~



4.1.2.9 The analysis shows the interaction is not sig-
nificant (p = .191). Hence, aside from the severity—of—illness con-
siderations, it is apparent that the overall, relatively larger increase
associated with GOC delivered care (versus that associated with ANIC
delivered care) is not attributable to a differentially greater increase
in requirements associated with care rendered to COG patients who are
referred to specialty clinics, but that the overall increase in
disposition—adjusted care is simply associated with the greater increase
of referrals within the GOC patient sample. Stated in other words, the
analyses indicated that the differences between non—referred patients
for GOC and AMIC patients (3.93 minutes) is not significantly different
than the corresponding difference for referred patients (4.18 minutes).
(The results were similarly non—significant when the sample was enlarged
to include the category “Other,” i.e., p .627 for the interaction
term.)

4.1.3 Patient Contact Time and Total Accountable Time

4.1.3.1 Although not germane to the cited objectives
of the study, it is believed appropriate to briefly address two addi-
tional care provider time parameters. The analyses just presented
have focused solely upon the amount of physician time required to examine
and treat a patient who has sought care in the clinics which have been
included in the study. They do not address either (a) the total amount
of direct patient contact time required of the principal care provider ,
or (b) the total accountable care provider time associated with the
delivery of care to a patient. For patients treated by physician
extenders, at least, such times are markedly higher than the physician—
rendered component previously described.

4.1.3.2 The first of the two parameters cited is
labelled “Total Patient Contact Time” and is simply the sum of all of
the principal care provider’s direct contact time with the patient .
The second of these two is labelled “Total Accountable Care Provider
Time” and includes not only the times spent by the principal care
provider in direct contact with the patient , but also (a) the time
spent by the same care provider in both waiting for and obtaining any
needed physician consultation, and (b) the time required by the phy-
sician to render whatever consultation is needed.

4.1.3.3 The results of these analyses performed upon
these patient contact time data are depicted in Figures 8 and 9. The
summary comparisons (Figure 8) clearly indicated that Al-tIC— and
ANOSIST—delivered care requires a significantly greater amount of
patient contact time than does GOC or GOC physician delivered ‘ are.
All such comparisons are significant at the P < level of cor ’-idence. The
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findings, when shown by the category of illness, Figure 8, also evidence
statist ically signif icant  differences for  most of the system—wide
(and care provider comparisons).

4.1.3.4 The system—wide comparisons for which the
difference was clearly not statistically significant was for the
“Skin, Regional,” category (p = .8702). Three other categories of
illness among the GOC—ANIC comparisons evidenced differences which
were of marginal statistical significance : “Eye” (p = .0805,
“Musculo-~Skeletal, Spine” (p = .0583) and “Musculo—Skeletal , Extre-
mity” (p .0536). All of the remaining comparisons were signifi-
cantly different at p < level of confidence. At Appendix G is a
table which pro\~ides the particulars (mean, sample sizes, p—values)
for all of the comparisons to include those at the “care—provider”
level.

4.1.3.5 As before, the information provided regard-
ing the individual categories of illness can be examined to determinq
which categories are the most demanding and which are the least
demanding of the care provider ’s time (i.e., the amount of time spent
in direct contact with the patient). For GOC delivered care in
general, it is the “Skin, Regional” category that is ranked highest.
The least demanding categories are those of “Eye,” and “Skin, General.”
(For the COG physician himself , however, there is relatively little
difference among the categories with the exception of the two cate-
gories requiring the smallest amount of time: “Eye” and “Skin,
General,” re: Appendix G.) The high’s and low’s are the same for
both Al-tIC and AMOSIST delivered care. The largest amount of time
associated with the care rendered for gastrointestinal ailments and
the two categories of musculo—skeletal injuries. The category “Other”
demand the least amount of patient contact time .

4.1.3.6 The findings (Figure 10) which deal with the
issue of total accountable care provider time are even more emphatic
in portraying the relative rapidity of GOC and GOC physician de-
livered care vis—a—vis that of Al-tIC and ANOSIST delivered care. All
comparisons depicted within this figure show highly significant,
large differences in total accountable time in favor of GOC delivered
care. For the most part , Al-tIC delivered care requires approximately
twice the amount of accountable care provider time as does GOC
delivered care. As regards the category—of—illness considered sepa-
rately, Figure 11, the differences were all statistically signif i—
cant at the p < .0135 level of confidence. The differences are the
least for the category of illness “Other” (therein ANIC/AMOSIST care
requires 31% greater time) and the largest fo r “Skin , General (which
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requires 195% greater time for  ANIC/ANOSIST delivered care). Ap-
pendix H is a table which includes the means, sample sizes and
level—of—significance for all comparisons (to include those for
care provider comparisons).

4.1.3.7 In terms of the amount of time required
(versus the magnitude of the difference, per se, between AMIC
and GOC delivered care), it is clear that there exists much more
variability among the categories of illness for patients treated
within the Al-tIC than for GOC treated patients. The categories
requiring the largest and smallest amount of time are “Musculo—
Skeletal, Spine” and “Other,” respectively, for ANTIC treated
patients. The greatest amount of time required for GOC treated
patients is that associated with care provided for regional skin
ailments, musculo—skeletal injuries to the extremities, and those
illnesses categorized as “Other.” The least amount of time is
required for the categories labelled “Skin, General” and “Eye.”

4.1.4 Additional Time Parameters

4.1.4.1 General. Albeit the principal analyses
der iving f rom the data have been addressed in the previous section
on the physician savings , there are a number of other time para-
meters which were recorded during the course of the study. Since
they are extraneous to the obj ectives of the present study, the
analyses wh ich have been perf ormed upon them are only briefly
add ressed in the present section .

4. 1.4.2 General Activity Time Parameters . Several
commonly performed non—care—provider—related clinic activities
were det ermined during the course of the study. They are opera-
tionally defined below:

(1) Receptionist Time. This is the amount of
time required by the receptionist to “log—in” t he patient . Time
clock entries were made at the beginning and end of the reception-
ist activities .

(2) Vital Sign Time. This is the t ime required
to obtain and record whatever “vital signs” information that was
rout inely obtained fo r each patient  arriving at the clinic. At
most clinics , this includes the dete rmination of a patient ’s
tempe rature , pu lse rate , and blood pressure . Since , at some sites ,
pat ients  are called to the area/room two or more at a time , th is
pa rameter also includes some small amount of time that is associ—
ated wi th  the short  queue that cyclically develops with in each
v i t a l—sig ns recording area .
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(3) Patient Waiting Time. This is the duration of
time the patient has to wait following the completion of his ini-
tial contact with the clinic (i.e., either completion of the
receptionist’s “log—in” activity or completion of the assessment
and recording of his vital signs—whichever occurs first) until
he was first seen for evaluation/treatment by one of the clinic
care providers. This time was operationally defined as the in—

• terval between the time clock entry associated with the completion
of the initial contact activity and the time clock entry made by
the clinic care provider immediately prior to the time the care

• provider began to address the patient regarding his illness in
the office/examination room.

(4) Total Clinic Time. This is the total amount
of time that the patient spent in the clinic obtaining care that
day. It began with the time of his first contact with the clinic

• (at either the receptionist’s desk or at the vital sign recording
area) and ended at the time he left the clinic for the last time
that day. (The latter time was the time at which the patient

• received the post—treatment portion of the questionnaire used to
assess patient satisfaction. It did not include the time required
for him to complete same.

The mean values for each of these measures are presented for each
site in Table 3.

4.1.4.3 Care Provider Activity Time Parameters.
In addition to the time parameters described above, there are
several parameters which are more closely linked to care provider
activities. These are described and operationally defined below:
The data for each are described in Table 4.

(1) Initial Patient Contact Time. This is the
amount of time associated with the principal care provider ’s ini-
tial contact time with the patient. It is operationally defined
as beginning immediately prior to the tine the care provider be-
gins to address the patient ’s illness (the care provider requests
the patient ’s time card and places it in the time clock) and end-
ing at the time patient contact is broken, e.g., for reason of
completion of treatment , the care provider ’s departure for consul-
tation , or the patient ’s departure for laboratory work or x—ray .

(2) Consultation Waiting Time. This is the time
required by a non-physician care provider to obtain access to a
physician for the purpose of requesting assistance/consu1ta~ ion.
It is operationally defined as beginning at the t ime the pr~nci—
pal care provider breaks contact w i t h  the pa t ien t  and endi1~g at
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Table 3

a
CLINIC OPERATING TINE PARAMETERS ACCORDING TO CLINIC

RECEPTIO~1ST’S VITAL SIGNS PATIENT TOTAL
SITE TINE RECORDING TIME WAITING TIME CLINIC TINE

b
X 3.64 3.42 37.65 64.73

AI1IC #1 SD 1.83 1.58 27.34 44.10
N 675 688 734 752

X 0.22 2.84 28.64 55.50
Al-tIC #2 SD 0.88 1.91 20.50 36.13

N 605 282 623 611

X 0.99 4.07 30.96 53.44
Al-tIC #3 SD 0.78 1.41 17.01 26.03

N 525 498 531 518

X 0.37 2.92 45.20 65.67
COC #1 SD 0.82 1.70 26.19 ‘33.64

N 610 515 551 538

X 1.57 2.29 26.69 48.52
COC #2 SD 1.47 1.73 21.78 34.46

N 366 359 359 352

X 0.52 1.97 31.04 49.20
GOC #3 SD 0.86 1.31 23.20 34.57

N 350 305 312 301

X 1.31 3.06 34.11 57.78
All SD 1.76 1.74 24.06 36.65

N 3131. 2647 3110 3072

a. Times are expressed in minutes per patient.

b. The receptionist desk at this site also included a preliminary triage
decision—making procedure; hence, the time is longer.
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Table 4

CARE PROVIDER Tl}~E PARAMETERS ACCORDING TO SITEA

INITIAL ADDITIONAL
PATIENT CONSULTATION PATIENT TOTAL PRINCIPAL TOTAL ACCOUNTABLE
CONTACT WAITIN G CONSULTATION CONTACT CARE PROVIDER CARE PROVIDER

SITE TIME TIME TL~~ Tfl-IE CONTACT Tfl tI CONTACT TIME

X 10.11 2.52 6.99 6.53 12.17 13.19
ANTIC #1 SD 7.16 2.89 6.90 6.59 8.69 10.79

N 849 121 128 • 234 804 801

X 6.94 7.53 4.41 3.60 11.56 17.02
MtIC #2 SD 5.54 7.85 5.39 3.74 8.37 15.09

• N 666 310 321 441 603 599

X 7.57 6.19 2.36 4.26 12.99 19.05
ANTIC #3 SD 5.43 5.79 2.35 4.00 8.71 11.63

N 535 380 373 4~3 477 477

X 7.97 2.21 5.29 5.33 10.83 11.11
COC #1 SD 7.16 6.25 6.65 5.20 10.20 10.83

N 621 37 37 133 484 483

X • 9. 71 9.21 10.22 10.22
GOC #2 SD 7.95 9.31 8.15 8.15

N 418 24 364 364

X 7.66 7.05 6.65 6.65
GOC #3 SD 6.63 5.19 6.26 6.26

N 354 15 212 212

All 5~ 8.41 5.98 3.94 4.69 11.32 13.74
SD .6.79 6.60 4.98 4.95 8.81 11.98

Clinics N 3443 848 859 1250 2944 2936

a. Tiaes are expressed in ninutes per patient.
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the time immediately prior to the moment he is able to address the
physician regarding the patient. The care provider obtains an
entry from the time clock on the patient ’s time card at the time
he leaves his exam room, carries the patient’s time card with him
and places it in the physician’s time clock immediately prior to
beginning to speak with him regarding the patient (i.e., merely
at the time he enters the physician’s office/exam room—since, at
least at Al-tIC sites, there often existed a small queue of ANOSIST
awaiting consultation inside the physicians office).

(3) Consultation Time. This is the duration of
the time spent with the physician in consultation concerning a
non—physician care provider’s patient . Operationally, it begins
at the time the non—physician care provider begins to speak with
the physician regarding his, the “consultee’s,” patient (i.e.,
the second time clock entry described in the preceding paragraph
and ends at the time when such consultation is ended. At the
latter point, the non—physician care provider inserts his patient’s
time card in the physician’s time clock at the conclusion of the
consultation, returns to his own office/exam room, reinserts the
patient ’s time card into his own time clock and continues the
evaluation of the patient.

• (4) Additional Patient Contact Time. This is the
sum of the duration of the principal care provider’s patient con-
tact time(s) which follows any initial patient contact , e.g.,
patient contact times following consultation with other care pro-
viders or after the return of a patient subsequent to a patient’s
absence to obtain requested laboratory work or x—ray. Time clock
entries are made at the beginning of the re—initiation of contact
between the care provider and the patient , and at the end of such
contact.

(5) Total Patient Contact Time. This is simply
the sum of the initial contact time and all additional contact
times between the patient and his principal care provider.
(System—wide statistical comparisons regarding this measure were
presented earlier , Figure 9).

(6) Total Accountable Care Provider Time. This
is the sum of all care provider time(s) which is (are) associated
with the delivery of care to a patient. It is the sum of the
Initial Patient Cuntact Time, the Consultation Waiting Time, the

• amount of Consultation Time required (i.e., the amount of time
involved for both the “consultee” and the physician providing the
consultation), and the sum of all additional patient contact
time(s) between the principal care provider and his patient . In
th is  regard , it is noted t hat the time spent by a physician in
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process of providing consultation is ascribed to the consultee’s
patient, not his own (i.e., if the outgoing evaluation/treatment
of a physician’s patient were interrupted by a requested consulta-
tion, the physician’s time spent in performing that interrupted
consultation would not be “charged” to his own patient). (System—
wide statistical comparisons regarding this measure were presented
earlier, Figure 10).

4.2 Cost Effectiveness

4.2.1 General

4.2.1.1 The evaluation of the cost effectiveness
of the ANOSIST program focuses upon an analysis of the care—provider ’s
salary costs associated with the delivery of care. Absent from
consideration, therefore, are the costs associated with possible
differences among sites regarding installation overhead, operational
costs associated with possible differences in the medication pre—
scribed and use of laboratory tests and x—rays, and salary—related
costs associated with possible differences in the number of non—
primary care providers working in the clinic (i.e., receptionist’s,
clerk, corpsmen, and or nurses who obtain and recorded vital signs
or performed other ancillary clinic functions).

4.2.1.2 The elimination of installation overhead
and operational costs from consideration in the present analysis is
believed appropriate since they represent factors which are largely
independent of, and extraneous to the impact, if any, of the presence
or absence of ANOSISTs within a clinic. Much of the same rationale
can be employed regarding the deletion of ancillary, non—care pro—

• viding personnel from consideration (e.g., receptionists and/or
clerks). As regards nursing personnel, their efforts were incor-
porated into the present data when they functioned in the role of
primary care providers (e.g., as nurse practitioners), but not when
they performed activities which were supervisory or administrative
in nature. Neither were their activities recognized when they served
as assistants to primary care providers (i.e., to physicians in GOCs).
(The lack of consideration of nursing personnel serving in this last
described role does, it is noted , introduce some unknown amount of
bias into the data——a bias which favors GOC and GOC physician de-
livered care.)

4.2.1.3 The absence from consideration of possible
differences in the costs associated with medications prescribed
and diagnostic tests performed are likely to be of more significance.
Nonetheless, data recently published from the ongoing clinical
validation study at the Al-tIC at Brooke Army Medical Center (Tompkins,
et al, 1977) suggest that the absence from consideration of these
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• f ac to rs in the present study may add f u r t h e r  bias in favor of GOC/COC
physician delivered care. In that study, a study which was conf i ned
to respiratory illnessess, it was determined that medication/diag-
nostic costs associated with care rendered by internists were $0.65
per patient higher than those associated with ANOSIST rendered care .
Since mo re than for ty  percent of the patients treated by ANOSIST in
the present study were treated for respiratory illnesses, this
possible source of bias applies to a very substantial portion of
the s tudy sample . However , it is again noted (re Schopper , 1978)
that  data derived from the BANC Al-tIC may not be generalizable to
other ANICs within HSC ’s ANOSIST Program .*

4.2.1.4 Care Provider Cost Determination. The
cost to be computed and employed in the present stud y is the avera ge
care provider salary—related cost per patient. It is computed by
multiplying the amount of time required to treat a patient (measured
in fractions of an hour) by the care provider ’s hourly wage. The
care provider ’s hourly wage was der ived f r om the November 1977
Department of the Army update (DACA—FAA—C , 0822382N77) to Army Regu-
lation (AR) 37—108. Such computations were based upon a 264 day
work—yea r at eight hours per day. For physicians , this  hou r ly wage
subsequently adjusted by the hourly wage equivalent of the amount of
(a) physician special pay (PSP) received , i.e., either $100.00 per
month or $350.00 per month; and/or (b) Variable Incentive Pay (VIP)
received , i .e.,  none , $9 ,000.00 per year , or $12 ,000 .00 per year .
These adjustments , too , were based upon a work year of 264 days at
eight hours per day. The average hourly wage equivalent emp loyed
for each category of care provider is described below:

*The principal objections to direct extrapolation from BAMC data are
that  (a) the BANC algorithms, while similar to those employed in
other ANICs, are not the same , and (b) the ANOSIST at BANC Al-tIC
are very closely monitored , well selected personnel who receive
regular , weekly, computer—generated feedback regarding their per-
forma nce.
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• (1) Physician: Six levels of - hourly wage equi—
• valents were computed for physicians. These ranged from a low

of $10.70 per hour to a high of $19.97 per hour. These values,
and the components contributing to each, are depicted in Table 5.
Also shown in that table are the approximate civil service
general schedule (GS) equivalents for each level of wage depicted.

(2) .ANOSIST: The average grade of ANOSISTs
serving in the program at the time of the Phase II evaluation
was E—5. (The average pay grade derived from the demographic
data provided in the Staff Satisfaction Questionnaire was 5.08).
Using the same reference and manner of conversion, the average
equivalent hourly wage for an ANOSIST was determined to be
$5.05 per hour.

(3) Physician Assistant: In one Al-tIC, ANIC #1,
patient care was rendered by PAs. The hourly equivalent wage
calculated for these care providers was $7.87. This corresponds to
the rank of Chief Warrant Officer (CW2), as cited in the DA message.

(4) Nurse Practitioner: Nurse Practitioners were
utilized at two of the COC sites. Using the same reference and
procedures as above, an hourly wage equivalent of $10.13 was
calculated for use in the present study for such personnel. This
is the appropriate amount for the rank of Captain (03).

4.1.2.5 Cost Per Patient . The hourly wage
equivalents calculated above were applied to all accountable
care provider times. For the physicians (in either an Al-tIC or
a GOC) this time is rnerely the sum of all direct contact time.
(Should any consultation time have been recorded on the time
card of a patient being cared for by a physician, that time was
assumed to be consultation rendered to a subordinate. As such,
that time was not “charged” to the physician’s patient, rather
it was charged to the physician extender’s patient.) For the
physician extender, (i.e., ANOSIST , PA , or Nurse Practitioner)
the tota l accountable time consisted of the total o f :  (a) all
time spent in direct contact with the patient (to include all
time spent with the patient subsequent to any rendered intra—
clinic, physician—rendered consultation or subsequent to “same—
day ” laboratory or x—ray service), (b) all time spent in waiting
fo r and obtaining any required physician—rendered consultation ,
and (c) all time r equi red by th e physician to provide the re-
quested consultation . The cost for each patient ’s visit was
computed by determining the total number of accountable man-
hours of care for each category of care provider involved in a
patient ’s care , multiplying each subtotal thus calculated by the
hourly wage appropr i a t e  t o each , and summ ing all such costs to
determine the total care provider cost associated with each
patient ’s visit.
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TABLE 5

LEVELS OF PHYSICIAN CARE/CONSULTATION COSTS EMPLOYED IN THE STUDY

LEVEL RANK OF LEVEL OF 
- 

LEVEL OF GS EQUIVALENT
OF COST CARE-PROVIDER PSP VIP GRADE~ STEP

$10.70/HR CAPTAIN $100/Mo --— A

$12.12/HR CAPTAIN $350/Mo --- GS 11—4
$14.29/HR MAJOR $350/Mo --- GS 12—3
$16.38/HR CAPTAIN $350/Mo $9,000/YR GS 12_9B

$18.55/HR MAJOR $350/Mo $9,000/YR GS l3~7~
$19.97/HR MAJOR $350/Mo $12,000/YR GS 1L~-5

A. THE LOWEST CIVILIAN PHYSICIAN GRADE IS THAT OF GS 11-1.
THE CORRESPONDING HOURLY WAGE EQUIVALENT IS $11.24/HR.

B. ALSO APPROX IMATES GS 13-2.
c. ALso APPROXIMATES GS 14-2.
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4.2.1.6 Levels of Physician Care/Consultation,
General Discussion.

4.2.1.6.1 Clearly, the cost configurations
which have been included represent but a small part of the ntimber
of possible configurations which could have been addressed , i.e.,
in addition to varying the cost of the physician—rendered care, the
cost of each of the categories of physician extenders could have
been similarly manipulated. However, the number of such con— .
figurations quickly becomes large and unmanageable, e.g., 6 levels
of physicians x 3 levels of nurse clinicians x 3 levels of
ANOSIST = 54 configurations. However, since the number of ANOSIST
in an Al-tIC outnumber physicians by a factor of approximately 6:1
the relative impact upon the cost effectiveness of an AMIC’s
operation is much less affected by the change in grade/pay of a
single ANOSIST vis—a—vis a change in grade/pay of the Al-tIC’s
physician. Also, the physician impacts upon the majority of the
patients seen in the clinic and his salary is substantially higher
than that of art ANOSIST , two additional reasons for emphasizing
the cost associated with the physician rather than that of an
ANOSIST.

4.2.1.6.2 Prior to addressing the actual findings
of the present study, it is necessary to provide a further coimnent
regarding the hourly wage equivalents which have been computed for
physicians and employed in the present study in order that they
may be placed in proper perspective vis—a—vis the issue of “cost
to the Army” and the realities of the Army ’s pay/promotion/education !
obligation structure.  While the range of values employed in the
study reflect valid computations, it will be seen that other factors
interact in such a way as to render only the uppermost values as
plausible and realistic possibilities.

4.2. 1.6.3 As regards the two lowermost values ,
it is observed that most physicians presently entering the
service are either volunteers (who, have no payback time, are
immediately eligible for both PSP and VIP payments) or are
graduat .s of the uilitary ’s Health Professions Program (lISPS).
Albeit the level of pay actually received for those entering
the Army via the HSPS is, during their initial payback years,
at the two lowest levels cited (Table 5) , there exists, in
actua l i ty ,  a substantial  second Cost ( i .e . ,  in addition to
their salaries) which is associated with such personnel——the
cost of (a) recruiting them and (b) subsequently putting them
through as much as four  years of medical school. While the
school—related costs are generally the larger amounts, it is
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noted that the cost associated with recruitment efforts , per se,
are not neglible (estimated to be nearly $4000 per physician for
volunteers). The larger cost (i.e., that provided per year for
school support under HPSP), however , can range from $6,500
to $10,000 more per year depending primarily upon tuition costs.
According to Army Regulation (AR) 601—141 (that which governs the
administration of the HPSP) , each HPSP participant receives
reimbursement for all books, fees, and tuition costs in addition
to a $400 per month stipend. Hence, with no consideration fc,r
recruiting costs, for the physicians who have received such
support throughout four years for medical school, such costs may
total between $26,000 and $40,000 or more by the time he arrives
on active duty.* Therefore, if one ignores the issue of monetary
interest on such a sum, and assumes a Straight ]ine amortization
schedule of the “payback” years, it is clear that fully supported
HPSP personnel are costing the Army an additional $6,500 to
$10,000 per year. For such physicians hourly wage equivalent
should not be the $10.70 and $12.12 as utilized herein; rather
values in the $l4.0O—$15.OO range (i.e., similar to, or somewhat
higher than that used at the third level of costs used in the
present study) should be utilized.

4.2.1.6.4 For the physician who completes his
medical schooling without financial assistance from the Army and
enters the service in the grade of Captain, the cost is not miti-
gated. In fact, from the view point of the cost—effectiveness ,
the situation is considerably worsened since such a non—obligated
of ficer is eligible for full VIP. Hence the hourly wage equiva—
lent is not $10.17 per hour; rather it is $16.70 per hour——a
wage which exceeds that employed herein as the fourth highest
level of physician care/conslutation costs.

*~LL HFSP physicians do not necessarily receive four full years
of support. They may enter the program at any time during their
medical schooling.
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4.2.1.6.5 The pay composite configuration associated
with the two middle—level costs employed in the study are rather
infeasible alternatives when viewed within the context of the usual
military pay/promotion/education/obligation structure. The $14.20
per hour level was derived from the combination of a Major with more
than two years of service who is not earning VIP. This combination
is normally encountered among physicians undergoing their residency
training (and is very frequently encountered elsewhere). As such,
it is clearly impossible for them to be concurrently assigned to
work full time in an AMIC or GOC. The next higher level of pay
($16.38 per hour) was derived from an equally rare combination, i.e.,
that of a Captain who has completed more than two years of active
service, and who has also completed his residency training (but has
not completed his residency—related service obligation). It is
highly improbable that individuals who have completed their residen-
cies would still have the rank of Captain (i.e., they would normally
have been promoted by this time). Nonetheless, as noted earlier,
such an individual would be an unlikely candidate to be assigned to
an AMIC or GOC due to the level of his training.

4.2.1.6.6 The assignment to an AMIC or GOC of
physicians working at the two lowermost levels of pay will, in all
likelihood , depend upon their level of education. Those earning
the highest level of pay ($19.97 per hour) correspond to Majors who
have completed all service obligations. These include both non—
obligated General Medical Officers (GMOs) and those who have completed
their “pay back” tine following the completion of a residency in a
medical specialty. The next lower level of pay ($18.55 per hour)
is largely limited to Majors who have completed their residencies,
but have not yet completed the service obligation which has been in-
curred as a result of that training. While it is unlikely that the
Army would assign residency—trained physicians to work in Al-tICs or
GOCs, it is entirely feasible that unobligated CMOs in the rank of
Major (at $19.97 per hour) would be utilized . In fact, two—thirds
of the regularly assigned ANTIC physicians were serving in this grade.

4.2.1.6.7 The implication of the discussion pre—
s~nt~ d in the past several paragraphs is that , for at least military
physicians, it is the middle arid , more likely the upper levels of
costs which are most appropriate to be considered in evaluating the
present analysis. If one makes the logical assumption that
physicians who have completed their residencies will not be assigned
to either an Al-tIC or GOC , the remaining candidates are principally
Captains with existing education—related service obligations
(and accrued financial assistance costs to be amortized during this
time) or unobligated Captains and Majors eligible to earn full VIP.
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The hourly wage equivalent for these likely—to—be—assigned personnel
range , therefore , from a low of between $14 .00—$ 15.00 per hour to
a high of nearly $20.00 per hour.*

4.2.2 Non—Adjusted Findings

4.2.2.1 The average cost per patient for patients
treated for specifically categorizable illness (i.e., excluding
“Other”) is shown for the six levels of physician cost previously
cited in Figure 12. Therein, as is expected , the cost—per—patient
rises from all groups as the levels of physician—rendered care costs
rises. Too, as would be expected, the extent of increase is dif-
ferentially more rapid for Coc/COC physician delivered care. At
the lowest level of physician cost ($1O.70 per hour), that associated
with a Captain drawing no VIP, the average cost per patient ($1.67)
is lower for GOC delivered care than it is for ANOSIST delivered care
($1.81), but the difference is only of marginal statistical signif i—
cance (p = .0993). The costs are nearly equal at the next higher
level ($12.12 per hour). AMIC delivered care is less costly than
GOC delivered care at the third level of cost ($14.29 per hour), but
the difference is clearly non—significant (p = .2513) . At the third
highest level of costs, however, all differenc’~. are statistically
significant and all show ANIC/ANOSIST delivered care to be less
expensive.

4.2.2.2 The same analyses were also performed for
the entire patient sample (i.e., including category “Other” patients).
The principal effect of adding these patients to the sample is to
shift the Al-tIC cost average to a lower level of physician cost. The
difference between ANTI C delivered care and GOC delivered care is now
statistically significant at the third level ($14.29) of physician
care/consultatior cost (versus the fourth level for the “1—8” patient
sample). (See Appendix I for costs at all levels.)

*Discussion during a recent (April 1978) HSC Commander ’s Conference
indicated that both legislation presently before Congress and that
being developed by Congress will fur er increase these levels of
costs in the next few years.
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4.2.2.3 The cost per patient for the “1—8” sample
has also been computed for ANOSIST and GOC physician treated
patients. The results of these findings are graphically depicted
in Figure 13. (For comparative purposes, the previously described
“system—wide” comparisons are also included as dotted lines.) As
with the GOC—ANIC comparisons, ANOSIST delivered care is observed
to be less costly than CCC physician delivered care at or above
the third level of physician care (and significantly so at the
fourth level and higher).

4.2.2.4 The cost—per—patient for both system—wide
and care provider comparisons were also computed for each category
of illness addressed in the study (to include “Other”). The en-
tire matrix of such comparisons is provided in Appendix I. For the
purpose of illustration, however, the cost—per—patient for each of
the categories is provided in Figure 14 using the $14.29 per hour
level of physician cost. (This level of cost is approximatel~ midway
between the extremes employed in the study and is at the GS—l2 level,
that which corresponds to the lowest level at which most General
Medical Officer positions are generally filled in government
service. *)

4.2.2.5 As regards the magnitude of the cost
associated with the various categories of illness , it is noted that
for GOC delivered care, the least expensive categories are those of
“Skin, General,” ($1.08 per patient) and “Eye” ($1.30 per patient).
At the other end of the range, it is the “Skin, Regional” cost at
$2 .22 per patient which is the highest for  GOC delivered care . For
AMIC delivered care , the extremes are readily identifiable, i .e. ,
the category “Musculo—Skeletal, Spine” at $3.14 per patient is the
highest , and the category “Othe r” at $1.38 per patient is the lowest.
(The corresponding values for care delivered by COC physician and
by ANOSIST can be determined from Appendix I.)

*It is possible to hire physicians at the CS—il level, but as of
5 May 1978, less than one percent of the full—time civilian
phy s ic ia ns working within HSC were employed at this level. At
the GS— 12 level , the situation is not drastically d i f f e r en t , for
only about seven percent of the full—time HSC civilian physicians
we re employed at the GS— 12 level.
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4.2.2.6 The cost analyses according to the category
of illness are presented in another format in Figure 15 for all
levels of physician care/consultation cost considered in the study.
Exclusive of the summary comparisons presented in the lowermost two
lines of the figure, it is apparent that GOC delivered care cost
less than ANIC/ANOSIST delivered care at the lower level of physician
care/consultation costs for most categories of illness. The reverse
is true at the upper levels. The most blatant exception to this
trend is for the category “Other,” which shows significant differences
in favor of ANIC delivered care at all levels of costs.

4.2.2.7 The last column of Figure 15 gives the number
of patients involved in each comparison. As before, the reader is
cautioned that the replicability of the means cited for these data is
related to the sample size evidenced ; and that the values cited for
several of the GOC subsamples, in particular, are small——as is the
Al-tIC subsample for the “Musculo—Skeletal, Spine” category.

4.3.2 Disposition—Adjusted Findings

4.2.3.1 The effects of adjusting the average cost—
per—patient to include a recognition of the additional physician—
related costs for patients who are referred to specialty clinics for
further evaluation/treatment are depicted in Figures 16 and 17. The
amount of the adjustment (i.e., the amount to be added to the cost—
per—patient for each referred patient) is $2.53. This corresponds
to the cost—per—patient for care by a Major earning full VIP and PSP
fo r a period of 8.44 minutes (the amount of t ime used in making the
previously described disposition adjustments to the physician care
requirements data, re paragraph 4.1.2.3).

4.2.3.2 Figure 16 addresses the cost data from those
patients whose illnessess were classified among the eight specifically
included in the study. The figure shows the mean cost per patient
and trends evidenced in the previously presented non—adjusted analyses
(Figure 12) are evidenced here, too.

4 .2 .3 .3  The principal ef fects  of the disposition
adjustments is to increase the cost—per—patient at all levels of
cost. The amount of the increase was $1.06 per patient for GOC
treated patients and $O.93 per patient for Al-tIC treated patients.
(The amount of the increase for patients treated by GOC physicians
and ANOSIST, per se, was $1.11 and $0.80 respectively.) Since the
amount of the increase was larger for GOC—treated patients, the
differences between GOC and Al-tIC treated patients, too, was increased
at and above the third level of physician care/consultation. As a
result , the difference in costs between GOC and Al-tIC treated patients
is now nearly a statistically significant one (p = .615) at the third
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level of physician care/consultation cost, $14.29 per hour. The
results, Figure 17, of a similar series of analyses performed
upon patients treated by principal care providers for each of the
two types of clinics (i.e., GOC—physician and AMOSIST) yielded
even larger differences. (The dotted lines shown therein depict
the “system—wide” comparisons.) Additionally, when the patient
sample is expanded to include those suffering illness categorized
as “Other,” all possible su~ nary comparisons (i.e., for both GOC
versus AMIC and COC physician versus ANOSISTs at all 1”-~ls of~ physician
care/consultation costs), except one, evidenced statistically signifi—
cant differences which shown ANIC/ANOSIST delivered care to be
less costly. The single exception is at the lowest level of cost.
Therein, AMOSISTs delivered care is still less expensive than GOC
physician delivered care, $2.70 per patient versus $2.56 per
patient; but the difference is not statistically significant (p
.1285). (The two lowermost segments of Appendix J provides parti-
culars regarding these analyses.)

4.2.3.4 Figure 18 depicts the relative differences
in disposition—adjusted costs for each of the categories of illness
addressed in the study. Due to the marked increase in statistical
variance which results from the introduction of such a sizable all—
or—none adjustments, one of the principal effects is to eliminate
much of the statistical significance associated with the differences
which exist within the individual categories. The only statisti-
cally significant difference which remain are found in the “Res-
piratory” and “Other” categories, and these are both for differences
which favor ANIC/AMIC delivered care. However, non—significant dif-
ferences favoring GOC/GOC physician delivered care evidenced through-
out the range of cost considered f or eye—related ailments. The
reverse is true for the category “Skin, Regional” category, i.e.,
all comparisons non—significantly favor ANIC/ANOSIST delivered care.

4.2.4 Reanalysis With BANC—Cited Levels of Cost

4.2.4.1 Prior to addressing the present cost—
effectiveness analyses more generally , one additional set of care
provide r costs will be considered . These were derived from the
cost—related data which has recently been published from the
clinical validation study which is ongoing at BANC (Tompkins, et al,
1977). These analyses were predicted upon different care provider
costs than those utilized in the present study. The annual salaries
employed therein were set at $9,500 per year for ANOSIST and

_
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$36,000 per year for physicians. (These figures correspond roughly
to AMOSISTs in the grade E4.7,* i.e., somehwat less than the average
rank , E5 of those encountered in the MEDDACs in the present study, and
physicians in the grade of 04 (Major) who were drawing full variable
incentive pay of $12,000 per year.) Additionally, the investigators:
(a) define their work—year as being comprised of 250 eight—hour man—days,
and (b) on the basis of prior calculations by Nelson, et al , 1975,
increased the individuals’ annual salaries by a factor of 58% to
account for overhead expenses.** Accordingly, these salary levels,
man—year definitions, and overhead adjustments were used to recal-
culate the care provider cost associated with the care addressed in
the present study. In doing so, the hourly rates which resulted
were the following: Physician = $28.44; Physician Assistant (PAs)
$12.43; Nurse Practitioner = $16.01; ANOSIST = $7.51. As before, the
Nurse Practitioner was assumed to be an 03 (Captain) and the PA, a
CW2 (Chief Warrant Officer).

*A hypothetical grade, equivalent in salary to a value (via linear
interpolation between the values of grade E—4 and E—5) .7 of the
way from E—4 to E—5; hence, E4.7. The values employed for grades
E—4 and E—5 were those cited in the previously referenced DA message
(re p. 42).

**As cited previously, the cost analyses performed in the present
study purposely excluded overhead factors. It is, nonetheless,
questioned whether or not the 58 percent used in the Tompkins, et
al, study is applicable to data generated from a US Army AMIC
since the figures were computed from a sample of but 12 MEDEX
graduates (physician assistant level personnel trained in the use
of algorithms) employed as full—time , salaried primary care pro— :1
viders in private, fee—for—service practices (Nelson, et al, 1973).
Additionally, among these 12 individuals and their assoc’ated
practices, the percent overhead varied substantially (from 33% to
120% of their salaries using the method of calculation employed to
arrive at the 58% figure previously cited).
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4.2.4.2 The results of the re—analyses are shown
in Figure 19. It is clear that a comparative analysis, using
the BAMC—cited levels of care provider costs, yielded a marked
cost—advantage f or AMIC/ANOSIST provided care regardless of the
comparisons selected. All comparisons evidenced differences which
are significant at or beyond the .0000 level of confidence.
Depending upon the specific comparison/patient sample selected in
the magnitude of the difference in cost per—patient ranges from a
low of $0.81 to a high of $1.61 more per patient for GOC/GOC phy-
sician delivered care. A more detailed presentation of these
findings are included in Appendices K and L for non—adjusted and
disposition adjusted data.

4.2.5 Additional Discussion

4.2.5.1 In summary, the cost analyses which have
been performed, (using the fixed non—physician care provider costs
as cited) have been reasonably consistent in portraying the AMId
ANOSIST delivered care to be cost effective vis—a—vis GOC/GOC
physician delivered care, particularly at the upper levels of
physician care/consultation costs which have been examined. When
considering both nonadjusted (Figure 13) and disposition—adjusted
data (Figure 17) , it is observed that the “break—even” point (in
terms of level of cost for physician care/consultation activities)
is somewhat more that thirteen dollars per hour. Levels of
physician care/consultation costs higher than this favor AMId
ANOSIST delivered care.

4.2.5.2 The last cited BANC findings of Tompkins,
et a]. (1977), with its use of different methods, of computing care
provider costs for all types of care providers Included in the
present study, add some small measure of generality to the basic
findings as they apply to the clinics addressed herein.

4.2.5.3 It is reiterated that the present find-
ings can not be generalized to the ANOSIST program at large. The
AMId cited were purposely not selected at random. Rather, they
were chosen because, at the time of the Phase I, on—site evalua-
tions, they were judged to be among those which (a) were being
most effectively run, and (b) were operating in greatest accord
with the operational guidelines then available (i.e., Health
Services Command ’s Ambulatory Patient Care Model I~l3 with its
associated Implementation Packet).

60



F- 
- 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

i—I
U 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  C) Z
U o

Cl) - -  .
~~ U)z ~~. CI

T ~~~~

_ _ _ _ _ _ _ _ _ _ _

154 1-4

1z)
0’.
—4 — —

1-4

itt ~~
_ _ _ _ _  

~~~~~
L) — L) ~~D CO

I
0 0 0 0 0 0 0 0
0 0 0 0 0 9 9 9

..0 in -~~ cm C’) .-4 0

(s~ivTroa) ~u~ iivi ~~a

61

- - - -- - - -~~~-~~~~~~~ - - --~~~rn--  ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 



_________________

4.2.5.4 Two points were made regarding the
implications of this selection process. The first is that the
present findings are likely to be rather conservative as re-
gards the extent to which the present ANIC/ANOSISTs have been
found to be cost effective. The criteria employed in making
the A1IIC site selections makes it highly likely that the sites
chosen are also among those which provide the greatest degree of
physician supervision/monitorship of their AMOSISTs. As a re—
sult, the cost—per—patient (as well as the amount of physician.
care/consultation time required per patient) associated with the
patients treated In the ANICs presently included are likely to
be somewhat higher than those encountered in most other ANICs
in the program.

4.2.5.5 The second implication of the selection
process Is that the findings of this study, while not generallz—
able to other contemporary AMICs, are likely to represent more
reasonable approximations to the type of operation described in
existing RSC guidelines than would have been possible if the
sites had been randomly selected.

4.2.5.6 In sum, while it may be that the present
ANIC/AMOSIST costs—per—patient are likely to be somewhat higher
than those encountered in the majority of ANICs now in operation ,
it is also likely that they are more representative of what costs
would be like in ANICs which are operated in accordance with HSC
Model #13.

4.2.5.7 The results of the present cost analyses
are, therefore, viewed as indicating that the AMOSIST Program has
the potential to provide less costly care (at least to the popu—
lation it is designed to serve) than can be provided in GOCs.
The word “potential” is used not only to reflect the generaliza-
tion related considerations just described , but also to emphasize
that the present study has been intentionally designed to mini-
mize focus upon the direct patient care related behaviors of the
care providers working in the two types of clinics addressed.
It was not possible, therefore, to determine whether or not per-
sonnel had been fully or most efficiently utilized at each site.
Nevertheless, as previously indicated , it is fully recognized
that local management practices and policies (e.g., those con-
cerning patient scheduling practices, duty rosters and work sched-
ules, and hours of operation) can have a marked impact upon the
overall efficiency and effectiveness of a clinic ’s operation .
Therefore, the present care provider related findings indicate
that the ANIC has the potential to be operated in a more cost
effective manner than the GOC; and suggest that if these clinics
are managed in sinilarly ef fec t ive  and ef f ic ient  ways , such
“potential” could be realized .
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5. CONCLUSION

As regards the clinics included in the present study, it is
concluded that:

5.1 ANIC and ANOSIST delivered care requires less physician
time than does GOC and GOC physician delivered care.

5.2 AMIC and AMOSIST delivered care is less costly than GOC
and GOC physician delivered care at the levels of physician care/
consultation costs which are likely to exist within most clinics.

6. RECOMMENDATION

No recommendations are made as a result of the present findings.
Concern has been previously expressed (Schopper , 1978) regarding
other facets of the ANOSIST Program not herein addressed, and the
data have not yet been analyzed regarding the more important issues
of “safety and effectiveness of care.” Final recommendations will
appear in an executive su ary to follow.
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APPENDIX A

INITIAL LETTER OF NOTIFICATION TO SITE
(Sample)



~w~~~~~r -

$-tEADQUA.t ~~~~ uN$ ~~EO SI M ~~~ ..n,, , ~i~~#.~.I Pi ~~~~~~~ ~~~~~~f l... -#
TORT SAM HOUSTO!4. TEXA S 78Z34

HSPA-A

SUBJECT: Phase II Instructions for Project APFE (AMOSIST Program
Field Evaluation)

Comma
tTSAM~DDAC
(Site designation)

1.- Your medical activity (~~~DAC) has been designated to be one of the
six sites to be included in Phase II of the current study of the AHOSISI
Program, the AMOSIST Program Field Evaluation (Project APFE). This phaseof the study will collect data from both AMOSIST—staffed Acute Hi-nor Illness
Clinics (AIIICs) and physician—staffed General Outpatient Clinics (GOCs) .
It is to be conducted during the third quarter of if 77. During this period,on-site visits of two weeks duration will be made by two members of a
Project APPE study tean at each of the selected study sites. Additional
information concerning the visits to • your facility during 5—18 June 1977will be provided in the near future . At the present time, however, it isrequested that the actions described below be implemented at your facilityin preparatj o)~ for their- visit.

2. As part of the approved requirements for Project APPE it is asked thatduring the period 25 Apr—13 Nay 1977 the medical record of each individualtreated -in the General Outpatient Clinic (GOC) of your facility be markedby the clj~j c’s receptionist on the upper left hand corner of the rear of themedics.], record ja cket in accordance with the example and instructions providedat Incl.osure 1. Note that the word “treated” is emphasized above. It is in-tended that the records be marked for on~~ those patients who are examinedand treated for a medical problem at the time they present themsevies at theclinic, i.e., the records of patients who appear at the clinic for the pur-pose of obtaining refill prescriptions are -not to be marked.

3. It is further requested that (a) each entry to whatever patient log iskept in the clinic be annotated with a T (for treatment) or P. (refill) toreflect which of the two broad categories of care was provided , and (b) atthe close of business each day of the indiâated period a total be computedfor each of these two categories of patients seen that day and
~aO~
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NSPA-A
SUBJECT: Phase II Instructions for Project APFE (AY OSIST Progran Field

Evaluation)

that those totals be entered into the log in a single line entry fol lowing
the entry for the last patient treated that day . (If a suitable patient
log is not maintained within the clinic, it is requested that one be
initiated to indicate the date , name, SSN , and patient category , i.e., T
or R, for this test period.) These data vi].], be requested by the Proj ect
APPE team members when they arrive .

4. If there are question s regarding the above , they may be directed to
the Project Officer , ~4A3 Schopper , Autovon 471—3331/4541.

FOa THE CO~NA~DER:

1 m c i
as

I
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APPENDIX B
FOLLOW-UP LETTER TO SITE
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ZSPA—A 7 ~ ~?R Wr

SUBJICT: Support ~ equir-emeets for Phase II , Project APi~E CC\�~OSIST
Program Pield Evaluation)

US Ar~xy N~~DtC
(Site designation)

1.. Refere~ice: Letter, ESPA—A , DA, EQ US Ax~y Eeaith Services Co~~nand,
21 Narch 1977, subject:- Phase II 3nstrmctio~.s For Project P~P~~ (~~oSisi
Program Field Evaluation)

2. The - referenced letter imdic~te3 that your facility will be visited by
two meibers of a study teen during the period 15—28 Y~ay 1977 to coUec~t
data for use in Project. APPE (ANOSIST Progran ?ieid Evaluat ion) - The senior
individual who is to visit your facility is the following:

(Name and Rank of visiting team chief)

The above n~~ed individual will be acco panled by an enlisted assistant in
the grade of E4. Request that appropriate billeting arrangements be made.

3.. In order .for these persor.rtel to acccr=plish their assigned objective
and collect the data required in an efficient , timely manner, it is necessary
that the following support be pr-ovided for the duration of their visit:

a. Two E—4sfGS—3s or above to assist in the distribution and collection
of questionnaires and the performance of Other ds.ta collection procedures as
requested by the senior ua ber of the study tean.. Although it is desirable
that these personnel be the sa~~ individuals throughout the period of the
visit, it is recognized that such may be impractical in zone instances .
Should this be the case at your facility , it is requested that no more than
four separate individuals be utilized and that each be involved for at least
fi’~’e consecutive workdays. (Persormel in the “medical hold” status—or other
suitable personnel in transient status—arc acceptable as long as the grade
requtre~iezt t cited above is met.)
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~nSPA—A, 1 1 APR ~77
SUBJECT: Support Requirements for Phase II , Project APFE (A}~3�IST

Prograz z Field Evaluation

b. Access to the Acute 1{inor Illness Clinic (ANIC) on Suaday , the
initial day of arrival of the Project APPE team, for the purpose of setting
up the autou~atecI time clock apparatus which is to be used in the study.

C. Opportunity to brief personnel for one hour regarding the study.
(It is necessary that tbis occur at the beg4~~~-ng of the two—week study
p~riod, prior to the initIation of the data collection effort on the first
day of the study. Subsequent telephone coordination between EA.J Schopper
and personnel of your facility will be required to establish the most
appropriate time.)

d. Access to patient records for the purpose of obtafr..ing data to be
utilired in conducting a retrospective audit.

e. Access to a reproduction siachine (e.g., xerox copier or equivalent)
dtirlng both regular and after—duty hours.

f. Provisions for the overnight retention of -records of patients treated
during regular duty hours in the A]iTC of your facility.

4. Requirements 3d% e, end f above relate to the approved study requirement
for on—site study perao~mel to obtain xerox copies (from which the patient’s
n~~e and social eec~rity number have been obliterated) of portions of
patient records previously ~arkad for the p~n~pose of retrospective 6udit andof portions of records of patients treated in the I~’1Ic while the team
is on—site.,

5. If there are questions regarding the above, they may be directed to the
Project Officer, }thJ Schopper, AV 471—333114541.

røz TSE CO~QfANDER:

THEODORA H. W~GEL
LIC. AGC
Adjutant Generz!

R L E ~SZ.D E - -

A A ~ic’:.r~ . !~D, CQ~, Z~C
: C ~~-~
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I SCHE DULE

SATURDAY: (1st day of travel)

1. Ship as air freight (or check in as ~e~ces b~g~age”) and insure for
$4 ,200 , the Project APFE apparatus. (MM Schopper will t spert-_ tIje~ appara tus
to the airport and neet you there one hour before departure time.)

2. Obtain billeting for self and assistant.

3. Secure APFE apparatus within the hospital (either within the clinic
itself or in an area designated by the hospital duty off icer, AOD).

SUNDAY:

Unpack, set—up , and check—out time clock system.

MONDAY :

- 1. Early briefing of clinic staff.

2. Initiate data collection procedures.

3. Coordinate procedures necessary to effect required copying of medical
record entries. -

4. Meet with hospital personnel (as protocol demands, preference for late
afternoon or Tuesday rzeeting).

TUESDAY — THURSDAY: (9 days exclusive of Sat., and Sun.)

1. Duty Hours:

a. Synchronize time clocks at 15 minutes prior to opening of clinics.

b. Continue with time clock/patient satisfaction data collection.

2. After Duty Hours:

a. Secure t ime clocks (but keep plugged in).

b. Copy records of patients treated that day.

c. Obtain and copy appropriate records of personnel for retrospective
audit.

FRIDAY:

1. Continue data collection up to beginning of clinic ’s lunch hour.

— 2. Repack (very carefully) Project AFFE apparatus.
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3. Obtain any administrative statement of nonavailability (as appropriate).

4. Conduct any “exit briefings” (as protocol demands).

5. Check upon status of your return flight reservations.

SATURDAY:

1. Check out of billeting.

2. Ship (or check in and insure) Project APFE apparatus at airport .

3. Return rental vehicle. -

4. Return (selves) to San Antonio, Texas.

5. At San Antonio airport, account for APFE appara tus and arrange for
return of same to CDHCS (i.e., call MM Schopper at 822—7223).

74 

--- -~~~--~~~~~~~~~~~~ 



- - — 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ‘- .---- 
~~~~~~~~~~~~~~~~~~~ ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ~~~~~~

II DUTIES OF APFE TEAM MEMBERS

1. GENERAL. The on—site APFE team is to be made up of one officer or E—8

f rom the HCSD , one SP4 or SP5 attached to the HCSD, and two E—4s from the

local facility. Exclusive of the record—copying duties described elsewhere

(Section VI ), the principal data collection tasks to be performed by the

APFE team members are described below.

2. OIC/NCOIC.

a. General Supervisory Responsibility. The }ICSD OIC or NCOIC will

have overall supervisory responsibility for the on—site operation of the

study.

b. Specific Responsibilities.

(1) Security of Time Clocks. The OIC/NCOIC will sign a hand—receipt

for the time clocks and be responsible for their subsequent physical security

during the course of the TDY.

(2) Initial Clinic Briefing. The OIC/NCOIC will conduct an initial

on—site briefing to explain the operation of the study and the manner and

extent of participation required by clinic personnel. (Handouts are at Incis 1—4)

(3) Entrance/Exit Briefing of Hospital Personnel. The OIC/NCOIC will

brief the MEDDAC coimnander or his representative as requested. Preferably he

is to attempt to arrange that the entrance briefing (if required) be done sub—

sequent to the first day at the facility (or at least not during the morning

of the first day of the study).

(4) Copying of Medical Record Entries. There is an immediate need,

upon arriving on—site , to determine how and where the copying of the medical

75
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record entries can be made for rhe patients treated in the clinic that day

(and upon succeeding days of the study). Additionally , it will be necessary

to determine how the copying requirements for the identified “retrospective”

sample is to be met. This refers to the requirement to access the medical

records room to obtain the records of individuals previously seen in the

clinic and, thereaf ter, make copies of the entries made within specific time

periods.

(5) Distribute Staff Satisfaction Questionnaires (SSQ~). During the

second or third day on—site, distribute SSQs to all medically trained per-

sonnel. in the clinic and (for AMIC sites only) seek assistance in distributing

SSQs to a comparable group of personnel serving outside the ANIC (See lad 5 :~.
All are to be collected NLT Wednesday of the following week.

(6) Twice—A—Day Completion of ANIC or GOC Position Codin& Sheet. At

the beginning of each workday and at the resumption of duty after the noon

meal, the senior member of the APFE team will enter the names of those indivi-

duals serving at each of the time clock stations indicated on. the upper half

of the AMIC (or GOC , as appropriate) Position Coding Sheet (titcl ~) . The -

lower half of this form is to be used to record the nature of any changes in

the recorded position code assignments that may occur (as might occur if a

time clock fails or if there is a change in the number of care providers present)

and/or to record any additional observations which impact upon the clinic’s

operation on the collection of data for the study (e.g., occurence of emergency

in the clinic, alteration of clinic hours, time out for training, etc.).

C
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3. Enlisted Team Members. -

a. RE Station.

(1) One enlisted member of the APFE team will be stationed at or

near the clinic’s receptionist. There, he will perform the following sub—tasks .

(a) Complete the SITE and DAY OF WEEK entries at the top of

the time card and enter the initial time card punch upon the front of a

patient time card at the time the patient arrives at the receptionist’s desk.

(b) Record the unique 5—digit number of the patient’s time card

(it appears at the bottom of the card) on the bottom of the SF 600 or AMIC

Data Collection Sheet (DCS) which is to be used to record the clinical findings

and disposition of the patient for the clinic visit about to occur that day.

(If the SF 600 or DCS to be used for that day’s visit is not present in the

records at the time the patient is “logged in” the APFE team member is to

enter the code number in parentheses just below the last entry on the latest

SF 600 or DCS appearing in the patient’s medical record.)

- 
(c) Enter the same 5—digit number in the upper right—hand corner

of the Patient Satisfaction Questionnaire (PSQ) to be handed Out at that station.

(d) Determine whether or not the patient is there for (1) evaluation/

treatment or (2) merely to seek approval to renew a prescription. In the former

(treatment) instance, he is to enter a “1” following the 5—digit code in the

upper right—hand corner of the PSQ; if it is the latter (refill), then he is

to enter a ~t~~ t I  in the same location.

(e) Enter a second time card punch upon the patiettt’s time card.

(f) Hand the time card and Patient Satisfaction Questionnaire (on

a clipboard) to the patient with instructions to complete the questionnaire

and return it and the clipboard as soon as possible “to insure minimal delay

- of your treatment.” Additionally , inform the patient that he will retain the

time card throughout his visit to the clinic that day .
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b. LX Station. A second enlisted member of the APFE team will operate

the LX station , one of two time clock positions located near the exit of the

clinic. The tasks associated with this station are the following.

(1) Record Laboratory and X—Ray Visits. Each patient who leaves the

clinic to obtain laboratory test or x--rays will be directed by the care pro—

vider to the LX station on his way out of the clinic. The individual operating

the LX station time clock will enter the time of exit from the clinic (by in-

serting the patient’s time card into the LX time clock). Then to the right of

the time clock entry, he will write the letter L or X to denote whether the

patient was leaving to obtain Laboratory tests or X-Rays. The LX station

operator will then return the time card to the patient and direct him to

return to the LX station as soon as he returns to the clinic. When the patient

returns, the LX station operator will enter the return time on the patient’s

time ca rd and (in accordance with existing clinic policy) direct him to return

to the receptionist, care provider, patient waiting area, etc., as appropriate.

(2) Distribute Exit Patient Satisfaction Questionnaire. The second

task of the individual operating the LX station will be to pass out Patient

Satisfaction Quest ionnaire IV (PSQ LV). All patients whose treatment has been

completed (insofar as the patient has not been directed to return to the clinic

later that day) will be directed to the LX station. There, the LX station

operator ~.-i1l enter a time punch on their time cards and request that they

complete a PSQ IV (which he will hand to them on a clipboard). Prior to

h-i-:ding th€~n the clipboard , however, he will enter the 5—digit number of the

pit tent s : - ~ card in the upper right—hand corner of the Questionnaire. The

~~~~~~~ ‘~~~~~~ . - ‘ or ~iIl then indicate  to the patient that when the questionnaire

- - t~ t o  r-i ~~.’ ir and the time card to the f inal  time clock station ,

7$
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c.  FX Station. The final time clock stat j on employed in the study is the

FX (Final eXit) station. The following tasks are Involved .

(1) Collect Time Cards and PSQ IVs . The t ime cards and PSQ IVe and

clipboards will be collected from all patients leaving the clinic whose

examination/treatment has been completed for that day. (This will include all

patients who have been referred to a specialty clinic for further evaluation

and/or treatment as well as those who are leaving the clinic to obtain labora-

tory tests or x—rays and have either been instructed not to return—or are not

anticipated to return——to the clinic again that day.)

(a) As the PSQ IVs are collected , the FX station operator is to

glance briefly at the questionnaire to determine if the patient had made an

effort to complete it. If it has not been completed, he is to politely re-

quest that they fill out at least items 13 through 16 (and while making this

request, the FX attendant should make a check mark next to item numbers 13—16).

If the patient declines, he is to request (again politely) that the patient

fill out at least it’~m 13. If the patient again declines , no further requests

are to be made.

(b) The time cards and PSQ IVs are to be placed in separate

containers.

(2) Return Clipboards. The empty clipboards will be returned to the

LX station periodically (or as needed by the LX station) to insure that an

adequate, continuing supply of same is available to be handed out by the LX

station operator when the PSQ IVs are distributed.
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III TIME CLOCK SYSTEM: SET UP AND CHECK—OUT

1. UN PACKING OF TIME CLOCKS. The time clocks are to be unpacked very carefully.

All packing components must be retained by the APPE team since the APFE team

will be required to repack the clocks themselves on the last Friday of the

two-week visit.

2. SYSTEM CHECK—OUT AND SYNCHRONIZATION. Note: All clocks will have been pre-

set to the correct data (Sunday) and an approximate time of 1000. Therefore ,

once the time clocks have been checked out , as indicated below , the time clocks

must be set to the actual correct time and synchronized in order that the time

and date be appropriate for use when activated for use on Monday , the first day

of data collection .

a. Plug all clocks into the multiple plug outlet extens ions that have

been provided for your use (but do not yet plug in those multiple plug outlets

into a wall socket) .

b. When all time clocks have been plugged in, attempt to simultaneously

plug in the multiple plug outlets with available wall sockets .

- c. Using the time clock marked “RE” as the reference, synchronize the

times of all clocks. This will be done by simultaneously inserting time cards

into the RE time clock and one other and comparing the times indicated on the

time cards. If adjustment is needed, adjust only the non—RE clock as indicated

In. the pamphlet provided at Inclosure 7, NOTE: The times may be inanual~y

advanced by removing the cover of the time clock, and turning the knob indicated

in the pamphlet. They cannot be turned back in time manually. If one of the

non—RE clocks Is ahead of the RE time clock, you must simply unplug the non-RE

time clock for an appropriate period of time (until the RE timeclock is ahead

of the time clock In need of adjustment) and then manually advance the non—RE

time clock to the time required to synchronize it, (The time clocks print out

L _ 
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times in hours and hundredths of an hour, e.g., 10.78, therefore , if a tin e clock

is ahead of the reference (RE) timeclock, subtract two read ings and multiply the

difference in hundredths between them by 36 seconds to obtain the minimum amount

of time that you must unplug the faster clock in order to insure that it will read

the same as, or slower than, the reference (RE) time clock. If you err , it is

better that you leave the initially faster time clock unplugged a little longer

than necessary, for you want to insure that it will read slower than the reference

time clock when plugged in again so that you can manually advance it to the

correct time.)

d. Continue the synchronization process of each additional time clock with

the RE time clock until all time clocks have been synchronized,

3. TI}IE CLOCK PLACEMENT. Using the floor plan of the clinic (Inclosure 8) as

a ref erence, clear appropriate space upon a convenient desk or table located in

the general areas indicated on the floor plan. Where the time clocks are to be

utilized within an office , they should be placed on the care—provider ’s desk

within an arm ’s reach of his normal chair position. In instances wherein

they are to be placed in the halls between the rooms of care—providers, they

should be placed upon small sturdy tables or stands (if available) or upon

the ends of the shipping containers. (If the latter is the case , weight the

shipping container s at the bottom to Increase their stability, Use whatever

“heavy” apparatus you can borrow from the clinic to achieve this end. The

- time clocks cost $325.00 each. Place extension cords as required to provide

electricity to the time clocks. Locate the extension cords in such a way as

to minimize the likelihood of someone tripping on them or catching them on

their feet and inadvertently unplugging them (thereby requiring subsequent
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re—synchronization) or worse yet, pulling them off the stand/container and 
-

damaging them. If there is any possibility that such may occur, tape the

extension cords in place , preferably at the intersection of the wall and the

working positions on Sunday unless you are satisfied with the security arrange-

ments that are in effect. (You are signed for the clocks.) If you are satis—

fied with the security arrangements, you may place them as requi~red to begin

operation on Monday morn ing.
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Iv TIME CARD RECORDING ~,YST EM UTILIZATION

1. GENERAL.

a. The punch—card system is used to develop a description of the time

parameters which are associated with patient care. The data which results

from this sys tem can be used to provide descriptions of various categories of

patient service times , associated patient waiting time s , and various queue ing

analyses as well as computerized models to estimate the effect of hypothetically

varying some of the service parameters (e.g. , increasing the number of physicians).

b. The system that is to be employed in the present study will require that

a patient be given a “time card” at the time he* presents himself at the clinic.

Thereafter he will carry the time card with him, having the times printed upon it

at the various stations he passes through , until his treatment at the clinic has

been “completed” for that day. At that time he will surrender the card. (For the

purpose of the study, treatment will be considered to be “complete” at the time

the patient leaves the clinic with no further instructions to return to the clinic

that day.)

c. The time card of a patient who has been examined/treated itt the clinic

will involve a continuing sequence of “pairs” of entries. While it may not be

the same at all facilities, the card for a representative visit (involving a

laboratory test/x—ray and return to examiner) would be approximately as shown

in Figure 1 .

d. Insofar as the entries to be made are concerned , the point to be etnpha—

sized is that there must be a dual entry (In—Out) at each service/function point

*Thc word “he ” is intended to include the male and female gender and that
any exception to this will be so noted.
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FIGURE 1
TIME CARD WITH SAMPLE ENTRIES

- SITE DAY OF WEEK PT DISP_____

CF 1~~: :r _____  CP CATEG. 
_______

L.V~ R~Y~________ X-RAY REQL)________

Cu. J~ f.~~’~u.- R E Q D _________________

ALGORiTH~v1 (CATEG ILLNESS)___________

HEALT H PR OSR A M SYSTEMS CEN TER
I N D I AN  HEALTh SERVICE . HSl.HA

Receptionist In 0 RE11 08.62
Out 0 R.Ell 0832

Vital Signs In 0 VS11 0877
Out 0 VS11 08.80

Exam/Trtmt In 0 AB11 0~08
Out 0 AB11 0924

Lab/x—ray or In 
- 

0 LX11 1Q76
Consult Out 0 LX11 1Q76

Return to In 0 AB11 1Q84
Exam- Out 0 AB11 1Q84

EXIT pro— In 0 FX11 11~06
cedure Out 0 FX11 1110

— 
i—071e53 S:MPI.U TIME Rt ~ O,DC~ CO., ~~A~~DNCR. MASL. P.I~~y t, I. ,~,3,*.

N? 19256
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appearing on the card. The patient must be clocked itt and out at the recep-

tionist desk , at the vital signs station (if one exists) , and by the physician

or physician—extenders .

e. The system , at - the individual level is simplistic: dual entries (in—out ,

make—break) are required to record (a) each instance wherein contact with a

patient is made or broken, or (b) when consultative contact between a physician

extender (e.g., A~t0SIST) and a physician (e.g., AMOSIST MD) is initiated and

conxple ted.

(1) General IiMOSIST Requirements. The AMOSISTs retain no time cards of

their own. All entries are made upon the time cards of the patients they treat

using either their ’own designated TREATMENT tine clock (to record each instance

patient contact is made or broken) or using the CONSULTATION time clock located

in the ANOSIST MD’s office (to record the onset and completion of each consul—

tation with the ANOSIST MD.) (See Inclosure 2 and paragraph 4a.)

(2) General ANOSI ST ND Requirements. The ANOSIST MD will have the same

general requirement. Rowever, as indicated below, he will make entries not only

upon the time card of any patient he treats, but he will also make continuing

entries on a CONSULTATION time card which he, himself , retains.

(a) Patient Ti~.e Card Entries. For any patient the ANOSIST MD assumes

direct patient care responsibilities for (i.e., not consultative activities, but

care for a patient who is referred to his own exam/treatment room for care), the

ANOSIST MD will record, using his own TREATMENT time clock, each instance wherein

contact wi th that patient is made or broken. (See inclosure 3 and para 4b(3).)
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(b) CONSULTATION Time Card Entries. The AMOSIST MD will retain a CON—

SULTATION tthe card and will have a separate CONSULTATION time clock to be used

to record his consultative activites each day. The onset and completion of each

consultation provided an ANOSIST will be recorded by the ANOSIST ND on his CON-

SULTATION t ime card using his CONSULTATION time clock. (Such apply to consul-

tations which are completed within the confines of the AXOSIST ND’S office.

In insta nces wherein the ANO SIST MD must leave his office to actually ex-

amine an ANOSIST’s patient to appropriately render the consultation requested ,

two additional m t-m ediate entries (start—finish) must be made on the CON-

SULTATION time card using the AMOSIST’s time clock.) (See Inclosure 4 and para—

graph 4b(2).)
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2. RECEPTIONIST ENTRIES.

When the patient arrives at the clinic to be logged in, the designated

study assistant (or the receptionist——as locally agreed upon) will first in-

sert the card into the time clock for the first entry. It is then removed

and the patient is “logged in.” Immediately after the patient has been “logged

in,” the patient’s time card will be punched a second time prior to being sent

to the patient waiting area or to the vital signs station.

3. VITAL SIGN S ENTRIES.

These entries will be required only in clinics wherein a separate station

is employed (subsequent to being logged in at the receptionist desk) for the

purpose of obtaining a patient’s “vital signs” prior to being examined and

treated . (“Vital signs ,” for the purpose of this study , are to be considered as

measures of one or more of the following: Temperature , Blood Pressure, Pulse

Rate, or Respiration Rate.) Two entries are required. The first is to record

the tine the patient is seated at the station just prior to the time the vital

signs are actually taken.. The second is after the measurements have been cant—

pleted and recorded in the patients records and he is about to leave the station.

These two entries will be coded as “VS ’1 entries on the patient ’s time card.

4. ACUTE MINOR ILLNESS CLINIC (ANIC) ENTRIES.

a. ANIC Care—Provider Entries : ANOSISTs . An entry must be made onto the

patient’s time card from the time clock designated for use by the care—provider

at each of the following tines:

(1) Initiation. The first entry made by an ANOSIST is at the time the

examir.ationftreatment begins. (Note: This does not mean the time the patient

enters the exam room if, in fact , the care provider is not present and ready

87

_ _ _



--

to begin treatment at that time; it is meant to reflect the time ANOSIST—patient

interaction actually begins. Hence, if it is a clinic practice to direct the

patient to an exam room to await the arrival of the ANOSIST, the time clock is

not to be punched until the AMOSIST arrives and actually begins the evaluation

of the patient .

(2) Consultation,, lab/x—ray (conditional entries) . Additional entries

are required if direct patient contact is interrupted by the ANOSIST when he leaves

the patient for the puxpose of obtaining consultation from the AMOSIST MD or when

the patient leaves to obtain laboratory tests or x—rays.

- (a) When consultation is required, an ANOSIST will take the patient’s

time card with him when he leaves the exam room (after he has punched it with the -

time—clock designated for his own use) to seek the ANOSIST MD for consultation pur— - -

poses. The ANOSIST will enter a punch from the ANOSIST MD ’s CONSULTATION time

clock located in the ANOSIST ND’s exam room, at:the.time (i.e., just before) he

begins to speak directly with the ANOSIST MD regarding the patient. (It the phy-

sician is not in his office/exam room at that time, it is requested that, for the

two—week duration of the study , the ANOSIST wait at or in the AMOSIST MD’s office

until he returns.) As soon as the consultation is completed , the ANOSIST is to

enter a second punch from the CONSULTATION time clock on the patient’s time card.

(In order for the computerized calculations to be performed, it is necessary that

the second punch be obtained from the CONSULTATION time clock; hence, even if the

physician actually returns to the ANOSIST exam room to examin the patient himself

as part of his consultation , it will be necessary for the ANOSIST to return to the

CONSULTATION time clock to obtain the second , required entry from that clock prior
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to re-entering his exam room to effect further examination/treatment, to send

hth for needed x—rays or laboratory tests or to effect final disposition of the

patient. The last listed includes referring him elsewhere; e.g., to the AMOSIST

MD hirself  or to another clinic, as appropriate. If further examination/treatment

involved laboratory tests and for x—rays, see following paragraph.

(b) If it is determined that :the patient will require “name day”

laboratory tests or x—rays, the ANOSIST is to enter an “exit” time from his own

designated time clock cad return the time card to the patient. He is then to

direct him to the study support person located at station “LX.” There, that

person will punch the patient’s time card and mark thereon that the individual

was leaving for the purpose of obtaining an x—ray or laboratory tests.

(c) A “return” entry is required subsequent to any consultation or

lab/x—ray work at the time the individual AMOSIST—patient contact is reestablished.

This is an entry from the ANOSIST’s own time clock.

(3) Completion. The last entry required by an ANOSIST is rendered at

the time final disposition of the patient (from the care—provider’s jurisdiction

for that day) is completed. For an ANOSIST’s purpose ,- this will occur at the

tine he completes his treatm ent/examination of the patient and the patient exits

from his office with (a) a recommended “final” treatment program and/or pharmacy

prescription, (b) instructions to see the ANOSIST MD for further evaluation/ -

treatment (i.e., a referral to the AMOSIST ND), (c) instructions (and a referral

slip) to make an appointment with, or go directly to, another separate clinic,

e.g., specialty clinic, for further evaluation and treatment (i.e., a clinic
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refe r r al) ,  or (d) instructions to m ake an appointment for deferred x—rays or

laboratory tests or to obtain initial laboratory tests which will require a

subsequent delayed analysis (e.g., a culture). The schematicized results of

the most simplified and the most complex instances are present in Figures 2

and 3, respectively.

b. ANIC Care Provider Entries: ANOSIST MD.

(1) General. The ANOSIST MD serves in three principal roles. One is

as the primary medical~ consultant to the ANOSISTs, the second is as a referral

source to be utilized by ANOSISTs, i.e., a source of medical care to whom ANOSISTs

themselves can refer patients directly when the medical condition of the patient

is such that they, as ANOSISTs, can no longer provide the care required. The -

third principal role is that of a direct patient care provider for patients

triaged to the ANIC whose condition is such that they are referred directly to

the ANOSIST MD upon their arrival at the ANIC (or for the patient who specifically

declines treatment by an ANOSIST and requests to see an MD). At some facilities

there may be more than one ANOSIST ND in the ANIC. At these locales, one of the

ANOSIST MDs may function entirely in the role of the consultant to the ANOSISTs

while the other ANOSIST ND assumes the roles of direct patient care provider and

referral—source for patients initially examined by an AMOSIST. In most facilities,

however, there is but one AMOSIST MD present. He assumes all three roles.. The

use of the time clock/punch card system by an ANOSIST MD will be determined by

the role he is assuming. These are described below.

(2) ANOSIST MD Serves in Consultant Role. Each ANOSIST MD will retain

a separate “CONSULTATION ” time card(s) upon which he will record all consultations

~ 



ANOSIST ENTRIES : SIMPLEST CASE*

- 

SITE DAY OF WEEK P~ DISP____

CP INITIALS_______ CF CATEG. _ _ _ _ _ _ _

LAB REQD_ _ _ _ _ _  
X..RAY REQD_ _ _ _ _ _

- CONSULT ATION REQD _________________

ALGORITHM (CATEG ILLNESS)__________

o HEALTH PRDGRA M SYSTEMS CENTER
- C DE INDIAN HEALTh SERVICE. HSMHA

Receptionist In (SRi) 0 RE16 0755 
—

Out - 0 RE16 07.53
Vital Signs In (VS) 0 VS16 07.60

-

- 
Out 0 VS16 07.64

Exaxa/Trtmt In (AB) 0 AB16 07.90 >>>>>>>>>> >>AMOSIST~ Entries
- Out 0 AB16 O&02
- EXIT Pro— In (~ ) 0 FX16 O&04

cedure. Out 0 FX16 oaio

- * Neither consultation
nor lab/x—ray support
required .

•—071193 SWPI.~ T!J~E ~tCO!DtR Ce.. CA~ DN~ I. KAI ~.. P.I.V13 u~ u.s.*.

N? 19256
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A~OSIST ENTRIE S : MOST CO~~LEX CASE*

EITE DAY OF WEEK PT DISP 
—

CR IN r9ALS________ C~ CAT~~~. _______

LA~ T?.EQ r)
_ _ _ _ _ _ _  Y-R~ y flEQF)_______

CONS(J~ T.AT 1ON f~EQD _________________

ALGOMTHM (CATEG iLLNESS)_

HEALTH PR~~GRA M SYSTEMS CENTER
INDIAN HEALTH SERVICE. HSMHA 

— 

CODE

Receptionist In 0 RE16 0722 (RE)
Out 0 RE16 07.25

Vital Signs In 0 VS16 0727 :(vs)
Out 0 VS16 07.29

Initial Exam In 0 AC16 07.40 (AC)
Out 0 AC16 07.52

Consult AN ND In 0 C016 07.68 (CO)
Out 0 C0l6 07.80

Ret urn, Order Tests In 0 AC16 07.84 (AC)
Out 0 AC16 07.88

Obtain Lab Test In 0 LX16 07.80 (LX)
Out 0 LX16 09.1.0

ANOSIST Checks In 0 AC16 O~22 (AC)
Lab Results Out 0 AC16 09.30
Coasult Mt MD In 0 C016 0958 (CO)

Out 0 C016 09.66
ANOSIST writes In 0 AC16 0932 (AC)
Rx/Treatii~ent Out 0 AC16 09.84
EXIT Procedure In 0 FX16 09.88 (EX)

Out 0 FX16 1Q04

*Treated by ANOSIST, AMOSIST 
____________________ —

MD consultation required = 
~~~~~~~~ £t WPL~~ ~ I COROEJ CO.. C~~U~~N IN. EAt3.. P .s.yr . iii V.5.1. 

—

followed by reco=ended lab
test (e.g., blood count ,). N. 19256
return to ANOSIST, second
consultation required with
AMOSIST ND, final disposi-
tion rendered by ANOSIST.
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FIGURE 4

ANOSIST MD CONSULTATION CARD

AZIOSIST ND CONSULTATION CARD

MANE:___________________

DATE:_________________

HZA~~rH PRC~~ RA~9 SVSrEM9 ~cENTEn
INDIAN HZALT)+ SERVICE. HSMNA

Consult Requested 0 C026 07.40 Comments : 
—

Completed 0 C026 07.52~~~r
Consult Requested 0 C026 07.64 — ... ~Consult completed

Completed 0 C026 07.68~€J ~~within office.
Consult Requested 0 C026 07.76 —— -‘
MD Examines Patient 0 AC26 07.78 ‘~,Consult requiring
MD Cor~pletes Exam 0 AC26 07.90 

______ 
j exam of patient

Consult Completed 0 C026 07.92
Consult Requested 0 C026 08.08

Completed 0 C026 08.l2~J~ —— Initial.sof ANOSIST
Consult Requested 0 C026 08.20 ~/ / /~Requesting consultCompleted 0 co26 08.25 ~øJ
Consult Requested 0 C026 08.44

Completed 0 C026 08.56 c4~
Consult Requested 0 C026 08.96
MD Examines Patient 0 AA26 09.00
MD Completes Exam 0 AA26 C9.16
Consult Completed 0 C026 09.20
Consult Requested 0 co26 09.42
MD Examines Patient 0 AC26 09.48
MD Completes Exam 0 AC26 09.62
Consult Completed 0 C026 09.65

S—O n ~)3 s.,l~tj .x TIMC ~~~~~~~~ Co .. CA ~~~~CR. MASS.. Pis ~
y
~~ ~. u.s .s . 

—

L N9 19256
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requested of him. Consultations may involve two levels of participation on

the part of the ANOSIST ~D. Each is to be recorded in a separate fashion.

(Figure 4 illustrates the entries required for consultation activities.)

(a) Level 1 Consultations.

1. Description: Record reviews, interpretations, authori-

zations for pharmacy prescriptions. These refer to instances iherein the AMOSIST

merely requests assistance or counsel which can be rendered by the ANOSIST ND

without requiring direct, face—to—face interaction with, or examination of, the

patient and which can be completed within the AI4OSIST ND’s own office/exam room.

Such may entail requests by the ANOSIST for assistance in reviewing and de-

ciphering or interpreting previous entries in the patient’s medical records, or

authorizing the use of a drug which is being prescribed.

2. Study Requirements: For Level 1 Consultations, the

A1IOSIST ND will, at the start of the consultation, insert his own CONSULTATION

time card into the CONSULTATION time clock to record the time at which the con-

sultation begi.ns. (Such will result in a “CO” entry on the card.) Immediately

after the consultation is completed, the CONSULTATION time card Is to be re-

inserted into the CONSULTATION time clock to record the time at which the con-

sultation is finished. The ANOSIST NJ) is then to identify the ANOSIST requesting

the consultation by entering the ANOSIST’s initials to the right of the second

time—card entry. In sum, for this level of consultation, all that is required

to appear on the ANOSIST MD’s CONSULTATION time card are two “CO” entries

(beginning and ending times) and the initials of the requesting ANOSIST.
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(b) Level 2 Consultations.

1. Description: Direct patient examination required. Level

2 consultations will require more AMOSIST MD involvement. This will result when

the nature of the consultation requested is such that the ANOSIST MD will be re-

quired to clinically examine the patient himself in order to appropriately render

the assistance required.

2. Study Requirements: At the time the consultation begins,

the AMOSIST ND is to ihsert his own CONSULTATION time card into the CONSULTATION

time clock (resulting in a “CO” coded entry) to record the start of the consul-

tation. Once it is determined that a direct examination of the patient is re-

quired, the ANOSIST ND will take his own CONSULTATION time card with him and

immediately prior to the time he begins the examination of the patient, insert it

in the AMOSIST’s time clock (resulting in an A_ coded entry) to record the be-

ginning time of the consultative patient examination. When the patient examina-

tion is comple and the related consultation activities conducted within the ANOSIST’s

office finished, the ANOSIST MD will re—insert his CONSULTATION time card into the

ANOSIST’s time clock to record the termination of that portion of the consultation.

When the ANOSIST MD returns to his own office he will complete the consultation

(i.e., write out any prescriptions required or render any additional instruction

to the ANOSIST—if, in fact, either of these were not performed while in the

- AMOSIST ’s office—and insert his CONSULTATION time card into his CONSULTATION time

clock to record the time at which the consultation is finished. As in Level 1

consultations , he will then identify the ANOSIST requesting the consultation by

entering the requesting ANOSIST’s initials on the CONSULTATION time care to the

95



~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

righ t of the last “CO” entry. In sum , a Level 2 consultation requires four

time clock entries (CO , start consult; A , start  exam; A_, finish exam; and

CO. finish consult) plus the initials of the ANOSIST requesting the consultation.

(3) ANOSIST ND Serves as Direct Patient Care Provider. The ANOSIST MD ,

while serving in either the role of the initial patient care provider to a

patient triaged to the AHIC or as the secondary care provider (i.e., the reci-

pient initially examined by an ANOSIST and subsequently referred to the ANOSIST

MD for completion of evaluation/treatment ) will be required to utilize the

patient’s time care in much the same manner as an ANOSIST. Time clock entries

will be required at the time the patient enters the office and the examination!

treatment begins (the ANOSIST ND will insert the patient ’s time care into his

TREATMENT time clock) and when the examination/treatment is completed or when the

patient has to leave to obtain laboratory tests or x—rays. (See para 4a(2) (b).)

A typical sequence of time card entries required for a patient treated by an.

ANOSIST ND~who did require a laboratory test and subsequently returned f o r  com-

pletion of treatment is shown in Figure 5 .  NOTE: The entries required by an

ANOSIST MD for a patient who initially was first examined by an ANOSIST and has

subsequently been referred to the ANOSIST MD are the same as those outlined above .

The only differences would be that :several ANOSIST coded time clock entries would

appear on the patient tine card prior to the time the patient arrived at the

ANOSIST MD’s office. (See Figure 6 .)

c. AKIC Care Provider En tries : ANOSIST MD In Combined Role : Care Provider

and Consultant to ANOSIST:

(1) General. In this instance , the ANOSIST MD will have to make entries

on two types of cards . One set of entries would be those on his own continuing
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FIGURE 5

TIME CARD WITH SAMPLE ENTRIES

SITE DAY OF WEEK
• 

PT DISP____

CP~~N~ m.LS_______ CP CATEG. ______

~~~~ _ _ _ _ _ _ _  X-RAY REQD_______

C~J.~~ JLT.~ t~ O~ REQD__________________

ALGORITHM (CATEG ILLNESS)__________

HEALTH DERA M SYSTEMS CENTER
INOJAN HEALTH SERVICE, HSM14A

Receptionist In 0 RE11 08.62
Out 0 RE11 0832

Vital Signs In 0 VS11 08.77
Out 0 VS11 0880

Exam/Trtmt In 0 bEll O~ O8
Out 0 DB11 0924

Lab/x—ray or In 0 LX11 10.76
Consult Out 0 Lxii 1Q76

Return to In 0 DB1]. 1Q84
Exam Out 0 ~ B1l 1Q84

EXIT pro— In 0 FX11 1]~06
cedure Out 0 FX11 1110

~—o7Ie93 I1M PLLX TIM C UE C oRDC ~ CO.. €A~~3H C R .  WAU.. PIINTC~ ~

N? 19256
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FIGURE 6

ANOSIST MD ENTRIES FOR PATIENT INITIALLY SEEN BY AMOS 1ST
—PATIENT SUBSEQUENTLY REFERRED TO ANOSIST MD

srr~ DAY OF WEEK PT DISP~____

C? I~~tTiALS________ CF CATZfl. -
LAB R Q D ______ X-RAY REQD______

COL~3~JLTATION REQD________________

ALGORITHM (CATEG ILLNESS)
_ _ _ _ _ _ _ _ _ _

HEAt.TH PRC3RA M SYSTEMS CENTE R
INDIAN HEALTh SERVICE, HBNPIA

Receptionist In 0 RE27 15.75 
—

Out 0 RE27 15.82
Vital Signs In 0 VS27 15.88

Out 0 VS27 15.92
ANOSIST Initial Exam 0 AE27 16.44 Duration of initial

“ Seeks consult 0 AB27 16.50 ANOSIST contact
Consultation begins 0 CO27 16.58 Duration of AMOSIST

Completed 0 CO27 16.66 MD Consultation
ANOSIST sees patient again 0 AB27 16.72 ANOSIST refers Pt.

refers patient to MD 0 AB27 16.75
ANOSIST MD see patient - 0 DA27 16.78 ANOSIST MD treats

completes treatment - 0 DA27 16.82 Patient
Patient Exi t In 0 FX27 16.98

“ Out 0 FX27 17.14

,—o~~IaI3  s:,IPLLX T1MI IZCQtI 9~ * CO .. C*~~3’U~~. ~I A ;L. p I ~~t~~~ s, V.5 *. 
—

N? 19256
98



~

CONSULTATION card (upon which he enters all consultative activities) ; the other

would consist of entries which would have to be made upon the patient ’s time

card to reflect his ef for t s  in support of care provided to a patient that has

been transferred or referred to him for evaluation and treatment .

(2) Study Requirements. The entries on these two sets of cards are

the same as those discussed in the prior two sections , i.e., consultations will

be recorded by the ANOSIST MD on his own CONSULTATION cards , and for patients

treated by the ANOSIST MD , appropriate entries will be made upon patient—retained

time cards . The additional entries required as a result as a resul t of having

to serve in a dual role are those to be entered upon the ~~~~~~~~~ time cards to

denote instances wherein the ongoing examination/treatment of the ANOSIST MD’s

patient has been interrupted by a consultative activity requested by an ANOSIST.

The two required additional entries on the ANOSIST MD patient’s t ime card are

the following:

(a) When the need for consultation arises and that consultation is

provided while the ANOSIST ND’s patient remains in the examination room, the

ANOSIST MD’s patient ’s time card will be punched twice just prior to rendering the

requested consultation.

(b) When the consultation is complete , the patient ’s (the physician’s

patient) t ime care is to be re—inserted twice into the time clock to denote that the

intrusive consultation is complete and the patient ’s own evaluation/treatment has 
-

resumed . (NOTE: Following either a. or b. above , the physician is to identif y

the individual to whom he provided the consultation by writing (on his own patient ’s

card) the letters “CO” (consultation) followed by the initials of the requesting

ANOSIST immediately to the right of the second of these two consultation time card

entries.  See sample at Figure 7.)
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FIGURE 7

AMOSIST Ni) TIME CARD ENTRIES : CARE OF MD ’S PATIENT
INTERRUP TED BY I?~ ED I.ATE CONSULTATION TO AFIOSIST

SITE DAY OF WEEK PT DISP____
IMTIALS________ C? CATEG. _______

LAB R’ QD X-RAY REQD______
CO~~ U TArj QN REQD_________________

ALGORITHM (CATEG ILLNESS)
__________

HEALTH PROGRA M SYSTEMS CENTER
INDIAN HEALTH SERVICE. HSM~4A

Receptionist In 0 RE14 08.62 ‘COI-~!ENTS:
Out 0 R.E14 08.72

Vital Signs In 0 VS14 08.77
Out 0 VS14 08.80

MD Initiates Eval of Own Pt 0 DA14 09.14
Immediate Consult Req ’d Nd 0 DA14 09.22 ,>Double entry denote
leave own patient . 0 DA14 09.22 start of consult.

Consultation completed 0 DA14 09.40 — >>Second double de—
MD resi.~~es care of own Pt 0 DA14 09.40 cc>~? notes completion of
Treatment of own Pt cocpleted 0 DA14 09.62 consult for ANOSIST
Patient Exit In 0 FX14 09.62

Out OF ’~14 09 66

I—o;. I 5)  ~ s i. , ix* n-S - ~~~~~~~~~ C , .. ~~~~~~~~~~ ~~~~~~~ p....~, . u.s. a .

L _ _ _ _ _  

N? 19256
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FIGURE 8

GOC CARE PROVIDER T INE CARD ENTRIES :
NO LAB, X-RAY OR CONSULTATION REQUIREMENTS

SITE DAY OF WEEK PT DISP.____
C? INITIALS_______ C? CATEG._______

LAB R~~QD______ X-RAY REQD______

coNs~1LTArLoN REQD_________________

ALGO~UTHM (CATEG ILLNESS)~~~

HEALTH PROGRA M SYSTEM3 CENTER
INDIAN HEALTH SERVICE. HSMHA

Receptionist In O RE12 13.75
Out 0 RE12 13.80 COMMENTS:

Vital Signs In 0 VS12 13.86
“ “ Out 0 VS12 13.92

GOC Physician 
~~~~~ 

> Physician’s Entries

Patient Exit In 0 FX12 14.32
“ Out 0 PX12 14.45

1—0 71033 SIN?IZX YtNZ PI C O5 ~~fR CO.. G~~*, s I N. sAS:.. pss ..s,,, u.s. s. 
—

N? 19256
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5. GENERAL OUTPATIENT CLINIC (GOC) ENTRIES .

a. GOC Care Provider Entries : Physicians .

(1) General. The general sequential model which is assumed is that in

which a patient is logged in at a receptionist ’s desk , vital signs are taken at

a separate station (or are taken by a nurse or corpsman upon entering the exam

room while awaiting the arrival of the principal care provider) and care (exami-

nation and treatment/drug prescription or referral) is provided by a physician.

(2) Study Eaguirements. It is envisioned that two major sequences at

time—card entries will constitute the format required for the majority of the

patients treated. In the event that some form of physician extender is also

employed in the clinic, and that extender requests consultation that disrupts

the ongoing evaluation/treatment of a patient , a third sequence will also be

evidenced . These three configurations of t ime—card entries are discussed below:

(a) Treatment Without Need for Laboratory/X—Ray Support or Consul-

tation . The physician is sinply required to make two entries on the patient time

card. (See Figure 8.)

1. Initiation: At the t ime evaluation/treatment begins , the

physician is to insert the time card into the time clock in his office.

2. Completion: After  the examination is completed and all

drug prescriptions and writ ten or verbal instruction to the patient is completed ,

the physician is to re—insert the time card into the tiwe clock to record the

time at which treatment is terminated (i.e., just before the patient leaves the

exam room). NOTE : The time—card is to be returned to the patient at that time .

The physician should , at t hat time , direct the patient to return to time clock

sta t ion “LX . ”
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(b) Treatment With Laboratory Test and/or X—Rays Required. In this

instance , there will be a minimum of six entries required , four of which will be

rendered by the physician . (See Figure 9 .)

1. Initiation: Treatment/evaluation begins .

2. Exit for  Lab/X—Ray: At the t ime the patient leaves the

physicians office to obtain the lab test/x—ray. The physician is to then direct

the patient back to time clock station “LX . ” (Time—card is returned to patient.)

3. LX Out : A time—clock entry will be made at station “LX”

to indicate the time the patient left the clinic for his lab text/x—ray . (The

patient will be directed to return to station immediately upon his return to the

clinic af ter  he has obtained his lab/x—ray services.)

4. LX Return : Upon returning to the clinic , the patient will

report to station LX for another t ime clock entry to denote his’ return . 
-

5. Re—Initiation : At the beginning of the time the physician

again sees the patient to assess the results of the lab tests/x— rays , the patient ’s

time card will be punched.

6. Completion : The final entry to the patient time card will

be made inunediately prior to the exit of the patient from the physician ’s office

a f t e r  the completion of the writing of all pharmaceutical prescriptions and the

rendering (verbal and/or written) of treatment instructions to the patient (as in

paragraph 5.a . (2) (a)2 . ,  above) .

(c) Treatment Interrupted By Need To Provide Consultation. NOTE :

The following example applies in the instance wherein some sort of physician

extender is employed in the clinic to provide some level of care and that the

physician extender has occasional need for  consultation with a physician in
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FIGURE 9

GOC CARE PROVIDER TIME CARD ENTRIE S :
LABORATORY TEST REQUIRED

SITE DAY OF WEEK PT DIS?_____

CP INiTIALS________ -CP CATEG. _______

LAI3 REQD — X-RAY REQD______

CONSULTATION REQD
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

ALGORITHM (CATEG rLLNESS) —

HEALTH PROGRA M SVmTEMS CENTER
INDIAN HEALTh 5ERVIC~~. HSMI4A

Receptionist In 0 REO8 14.22 COMMENTS :
Out 0 REO8 14.30

Vital Signs In 0 VSO8 14.38
Out 0 VSO8 14.48

Initial MD Exam 0 DAO8 14.86 ~~MD’s Initial Eval
Patient leaves MD office 0 DAO8 14 .92 lab test needed
Patient leaves clinic for Lab 0 LXO8 14.98 - >>Entries by LX sta
Patient returns to clinic 0 LXO8 15.75 L_ . “L” denotes lab tes :
MD Resumes Exam 0 DAO8 15.92 >>MD completes eval/
MD Completes treatment ( DAO8 16.04 treatment
Patient Exit In ( FXO8 l6.~)6

“ “ Out—leaves clinic C FXO8 16.20

8—0710)3 S~ N?LLx TIU ~ SEC~~~.~~C* CO..  C A S 3 M 5 ~~. 88S~ .. PI’..r53 j~ U. S.A.

L N? 19256
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order to complete his evaluation/treatment of the patient he is treating

or that the physician must occasionally respond to a call for assistance from

emer gency room. The following entries are required . (See Figure 1.0.)

1. Initiation: At the time evaluation/treatment begins.

2. Consultation Started : When the need for consultation arises

and that consultation is provided while the physician’s patient being treated

remains in the examination room, the patient ’s (physician’s patient) time card

will be punched twice just prior to providing the requested consultation.

3. Consu].tation Finished: When the consultation is complete ,

the (physician’s) patient ’s time card is to be re—inserted twice into the time clock

to record that the Intrusive consultation is complete and that the evaluation/

treatment has resumed. NOTE: Following either 2. or 3. above , the physician is

to identify the individual to whom he provided the consultation by writing (on his

own patient ’s card) the letters “CO” (consultation) or “ER” (to signify response

to an emergency room call) followed by the initials of the consultee immediately

to the right of the second consultation time card entry (see sample at Figure 9).

4. Completion: The last entry is entered , as before , when the

examination/treatment is complete , just prior to the exit of the patient from the

examination room.

b. COC Care Provider Entries : Nursing Persnn~ e1

(1) General: It is anticipated that the nursing personnel working in

a General Outpatient Clinic will not be assigned to support a single, specific

examination room; but rather that they would work , as needed , in any of the

examination/treatment rooms in the clinic . As such , the nursing personnel will

have to record their involvement with the patient by using the coded time clock

that is in the exam room and annotate the entries accordingly.
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FIGURE 10

GOC PHYSICIAN ENTRIES : CONSULTATION PROVIDED TO
PHYSICIAN EXTENDER INTERRRUPTS TREATMENT OF OWN PATIENTS

DAY CF W~~EX rT Dt gp____

CP IN rI~ Ls________ C? C~TEG. 
________

LAB RI QD _______ X-RAY I~EQD_______

CONSULTATION REQD_________________

ALGORITHM (CATEG ILLNESS)___________
HEALTH PROGRA M SYSTEM~ CENTER

INDIAN HEALTH SERVICE. HSMHA

Receptionist In 0 RE17 09.55
Out 0 RE17 09.58

Vital Signs In 0 VS17 09.74
“ Out 0 VSI7 09.82

MD Initiates patient eval. 0 DAli 10.26
Immediate consult req ’d 0 DAli 10.36 >>Doüble entry de—

MD leaves own patient 0 DA17 10.36 notes start of consult
Consult completed , MD re— 0 DAli 10.54 >‘Second double de—

sumes care of own patient 0 DA17 10.54 CO-E~S notes consult complete
Treatment of MD’s Pt completed C DA17 10.78
Patient Exit In I C FX17 10.82

“ Out , C FX17 10.98
- “CO EJ ” denotes

COnsult provided
to m div with
initials EJ

8—07 1833 SfliPLL* I1IU SZC~~ DE8 CO.. C 083N51. MASS.. Pais ri, ,. U.S.a . 
—

~tJ? 19256
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(2) Study Requirement : Nursing personnel will be required to make two

entries each t ime they enter an examination/treatment room to perform a nursing

function. (See Figure ii.)

(a) Entrance : At the time the nurse enters the room, he/she will

insert the patient ’s time card into the time clock and , to the right of the time

clock entry; print the letters “NU” followed by their initials.

(b) Exit : At the time the nurse leaves the exam room, she/he will

re—insert the patient ’s time card into the •time clock to record the time at which

the direct Involverient with that patient was completed. (NOTE: If it is the case

that a nurse would }~ave to leave the exam room momentari1y~ to obtain additional

apparatus , forms , etc., that would be subsequently utilized in the direct examf

treatment of a patient , he/she should not “punch out ” and then “punch in” again

to reflect that brief (e.g., two minutes or less) absence—rather, it is to be

considered as if the contact had been. continuous and he/she retnaine4 in direct

contact with the patient throughout the entire time.)

c. General Outpatient Clinic Care Providers : Physician Extenders

(1) General. The entries required of physician extenders employed

in General Outpatient Clinics are largely the same as those required of a

physician. The principal difference is that physician extenders may require

consultation with physicians in order to complete the evaluation/treatment of

a patient. As a result , four additional entries on their patients’ t ime card (s)

are required to document the consultation . These additional entries are de-

scribed in the asterisked (*) portions of the description provided below.

(Entries required to reflect  laboratory tes t /x—ray support are the same as

those required by a physician.)
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FIGURE 11

GOC NURSES ’ ENTRIES

SiTE DAY OF WEEK PTDISP _ _
CP INITIALS - CP CATEG._______

LAB REQD_______ X-RAY REQL)_______

CONSULTATION REQD -

ALGORITHM (CATEG ILLNESS)__________

HEALTH PROGRA M SYSTEMS CENTER
INDIAN HEALTH SERVICE. HSMHA

Receptionist In 0 RE18 10.26 COI~NENT :
Out 0 RE18 10.30 -

Vital Signs In 0 VS18 10.45
Out 0 VS18 10.50

Nursing care begins 0 DC18 10.62 
~~~
, ç - >> Entries by Nurse

“ ends 0 DC18 10.74 whose initials are F
MD Evaluation begins 0 DC18 10.95
MD treatment completed 0 DC18 11.08
Patien t Exits In 0 FX18 11.12

“ Out 0 FX18 11.16

e—071a73 s;~~p~k.z T1~ q ! a,co .~ E, co.. GA~ 3Mt a. MASS.. P.H.Tt3 ~-. V.5.1. 
—

N? 19256
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(2) Study Requirements. The following entries are those which are

to be entered onto the patient ’s time card(s):

(a) At the time the examination/treatment begins.

*(b) The time at which the physician extender leaves the patient

to seek consultation.

*(c) The time at which the consultation begins. (Note: This entry

is to be mide by inserting the Physician Extender patient’s time card into the

Physician’s time clock at the time the consultation actuaily begins.)

*(d) The t ime at which the consultation ends . (Again, this entry

is made using the Physician ’s t ime clock.)

*(e) The time the Physician Extender returns to his/her own exam/

treatment room and resurnes the examination/treatment of the patient .

(f) The time the examination/treatment of the patient is completed;

Just prior to the t ime the patient exits the exam room.

6. POTENTIAL PROBLCIS AND SOLUTIONS.

a. Forgotten punches: In the event an individual forgets to enter a time

onto the card , he is to estimate the actual time (hour and minute in military

time) of the missing entry. - (NOTE: Although the entries from the time clock

appear in one—hundredths of an hour , the individual should make the needed entries

in military time rather than attempt to make the conversion tp the time—clock

representation. Study personnel will subsequently enter the appropriately con-

verted value.)

b. Enters Incorrect Punch or Multiple Punches Occur: Simply draw a line

through the incorrect or duplicate punch.

109

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ -—-- .-
~~~~~~~

—- — . -
~~~~~~

--- -
~~~~~~~~~~~~~~~~~~~~~~~~



-,. .—. - - ,,.- - . -

c. Time Card Becomes Full, No Further Room For Entries: Simply turn the

card around and use the “reverse” side. (This should not occur within the pre-

sent system when all is working correctly. It may occur during the initial days

of the study., however, if there are many erroneous entries made on the card of

a complex case.

d. More Than One Consultant is Available At an A~tIC: If there is more than

one consultant at an A~{EC , the CONSULTANT clock will have to be centrally located

among them and the A~ 0SISTs will have to annotate their cards to indicate which

consultant they utilized. (The annotation is to appear immediately to the right

of the “CO” entries on the card. The annotation should consist of some readily

interpretable , easily reme~bered two—letter code , e.g. , Dr. Jones could be “DJ. ”

(Consult the AMOSISTs to determine what seems easiest to them-—for it may be that

they refer to Dr. Jones as Major Jones , in which case you would use “NJ.”) What-

ever is agreed upon , insure that there are no duplicates among the codes employed .

e. Time Clock Fails : Request that you (the study team member in charge)

be notified promptly. Direct that the individuals temporarily make the entries 
-

that would have been made on that clock by writting in the code of that clock

followed by the military time of the entry (i.e., simply simulate the entry that

would have resulted from the time clock. Then replace the malfunctioning clock

with one of the extra clocks provided and record the time and the date that the

replacement clock was put into service , the two—letter code of the replacement

clock , and , finally, the two—letter code of the malfunctioning clock it replaced.

(NOTE: When replacing the clock , insure the newly installed clock is synchronized

with tha other t ime clocks in use in the clinics.) That evening , remove the top

of the new clock and correct its code so that it reads the same as the clock it

replaced . Re—synchronize it a f t e r  it has been re—coded.) (ADDITIONAL NOTE: If
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the number of time clock malfunctions is such that you do not have further

replacement time clocks , you will have to “double up” on the usage of available

working time clocks, i.e., set a time clock on a stand between two adjacent treat—

ment rooms and ask that both care providers use it.)

NOTE: At Inclosuxe 9 is a copy of a SIMPLEX repair manual for these time clocks .

If needed, you might ask local, medical maintenance personnel for assistance.
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V UPPER PORT ION TIME CARD ENTRIES

1. GENERAL. The upper portion of each time card will have to be completed

on—site by clinic personnel. The first two items (SITE and DAY OF WEEK) are

to be completed by the APFE team member operating the RE (receptionist) time

clock station. The remainder of the entries will have to be made by the care

provider.

2. DATA REQUIRED. The data required on the upper portion of the time cards

are shown below in the same format as they appear on the card :

SITE DAY OF WEEK PT DISP____

CP INITIALS CP CATEG.__________

LAB REQD X-RAY REQD________

CONSULTATION REQD_______________________

S 

ALGORITHN (CATEG. ILLNESS)______________

3. ENTRY CODES. The codes to be used to enter data on the upper portion of

the time cards are shown below. (At Inclosure 1 are twelve copies of a

more usable graphic presentation of these codes. The senior HCSD team mem-

ber is to distribute one of each of these “code sheets” to each primary care

provider in the clinic.)
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TIME CARD DATA ENTRY CODES

SITE: 1. Ft. Leonard Wood 4 Ft. Benjamin Harrison

2 Ft. Benning 5 = Ft Huachuca

3 — Ft. Bragg 6 Ft Monmouth

DAY OF WEEK:

1 Monday 4 — Thursday

2 — Tuesday 5 — Friday
3 Wednesday

PT.DISP: (Patient Disposition) S

1 — Evaluation/Treatment completed within clinic.

If further evaluation/treatment required, patient referred to:

2 Orthopedics 7 = Urology

3 = Physical Therapy 8 Dermatology

4 OB/GYN 9 Internal Mcd, Cen Mcd, ER Physician

5— E N T  O = O ther

6 = Ophthalmology

CP INITIALS (Care Provider’s Initials):

The initials of the care provider.

CP CATEG (Care Provider’s Category) :

1 = Physician 4 = AHOSIST

2 = Physician Assistant 5 Other

3 = Nurse Clinician
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LAB REQD (Laboratory Tests Required):

1 — None 4 Bacteriological (to include throat Culture

2 — Blood 5 = Some combination of 2 , 3, 4

3 = Urine

X-RAY R.EQD (X-Ray Required):

1 = No

2 = Yes

CONSULTATION RE~~ (Consultation Required):

l N o

2 = Yes (On a time card completed by a physician, a Yes entry would

be used only if a requested consultation interrupted the on—

going treatment of his own patient.)

ALGORITHM (CATEC ILLNESS):

1 = Eye 6 = Muscu.lo—Skeletal Extremity

2 = Respiratory 7 = Skin — Regional

3 = Gastrointestinal 8 = Skin — General

4 = Genitourinary 0 = Other

5 = Musculo—Skeletal Spine
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VI COPYING OF CLINICAL ENTRIES

1. General. A very significant part of the APFE study involves the dupli-

cation (e.g., xerox) of the medical record forms (SF 600 or AMIC Data Collection

Sheets) of patients who have been treated in the clinics being evaluated. The

requirement applies to two separate study populations.

a. A previously identified “retrospective” sample of patients who have

been treated in the clinic between the 4th and 6th weeks prior to the arrival of

the APFE team.

b. A 100 percent sample of those treated in. the clinic during the course

of the on—site evaluation.

The duplications process, in both instances , includes the requirement that

the name and SSN of each patient be obliterated from each patient record form

prior to enclosing it in the folders to be returned to RCSD for subsequent cx—

amination. For both of the above patient samples, it may be that all dupli-

cation will have to be performed after duty hours. The procedures to be employed

for each of these samples is described below. (Note: The Health Services

Command (HSC) has already formally identified these requirements to the MEDDACs,

reference Inclosure 10)

2. Retrospective Sample.

a. Location of Records. The records for these patients are to be obtained

from the Medical Records room.

b. Identification of Sample Records. These records have been makred

on the reverse side, near the top left hand corner with a black felt tip pen

to facilitate their identification (see sample, Inclosure .11). If these marks

prove to be inaccessible , the clinic will also have on hand a “log” of all
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pat ien ts  treated during the aforemention 3 week period which can be used

to identify the patients either by name or SSN (Note: Only the records of

patients who have actually been examined and treated in the clinic will have

been marked. Those who have been seen in the clinic for the sole purpose of

obtaining a routine refill of their pharmacy prescriptions will not have been.

marked. In the event patients have to be identified from the patient log

which was kept, only those patients who have the code letter “T” (treated) or

“TR” (treated referred) are of interest to the present study. Those marked with

an “R” constitute those who came in for the renewal of a prescription and are,

hence, excluded from consideration in the study).

c. Requred Sample. The desired number of patients’ records to

be included in the retrospective population is 500. (This is the number of

patients whose records are to be included in the study; the number of pages

required on each patient nay be 2 or more if the patient has made previous or

subsequent visits to a clinic for treatment within 1.4 calendar days of the

initial visit occuring during the designated three week study period. (See

following paragraph.)

d. Duplication Requirement.

(1) General. Each identified record will have to be examined to

determine the date of the initial entry to the clinic (between and

1977.) Once this clinic visit, the “referent visit,” is located,

it is to be copied. The record is then to be scanned to determine if (a) the

referent visit had been preceded by one or more visits to the same clinic

within 14 calendar days prior to the occurrence of the referent visit for the

sane or a related illness. (Note: The phrase “same or a related illness”

116

~ 

- 
j



~
-

~
- ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ - , - -~~~~~-- --~~~ -5- 5- --.-~~~~~~~~~~~~~~~ -..~~~~~~~~~~~~~~~~~~~ --- - -.-.. —~~ - .

should be very broadly interpreted. It is simply meant to exclude from con-

sideration any prior or subsequent visits which are for obviously unrelated,

different medical problems , e.g., a “cold” or the “flu” versus a “sprained

ankle.” All instances wherein the visits are not clearly and obviously different

should be duplicated and returned to the HCSD for a professional medical opinion.)

In each instance wherein a same—or—related prior or subsequent visit has

occurred, the entries for both the referent visit and the same—or—related

visits(s) will be duplicated for return to the }ICSD. It is likely that these

duplication—related requirements will have to be performed after duty hours or

on some portion of the weekend occurring during the middle of the on—site evalu-

ation. It may be possible for the Project APFE team leader (OIC or NCOIC) to

address part of this requirement during normal afternoon duty hours if after the

first few days of data collection (a) the study operations are working smoothly,

(b) access is granted to the Medical Records room to collect the records to be

copied , and (c) a duplicating machine is made available for use. (As regards

the latter two considerations , the possibility of gaining such access during

nornal duty hours may be explored by the Proj ect APFE team leader, but it is

not to be insisted upon.)

(2) Additional Limiting Criteria for GOCs. Whereas all identified

retrospective record entries for patients treated in an ANIC (per the criteria

immediately above) are to be duplicated, some of the records of identified

patients treated in a CCC are not to be duplicated (due to the need of the

study to include only categories of COC patients which would have been eligible

for treatment had the clinic been an ANIC rather than a GOC). Hence, among

“identified ” retrospective CCC patients, only the record entries of those who
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are 13 years of age or older who su f f e r  a medical complaint which is listed

in tnclosure (or a “related Illness,” usIng the same very broad interpretation

and guideline cited previously) are to be duplicated .

(3) Obliteration of Patient Name and SSN. After the duplication has

been made of the appropriate clinical record entries, the name and SSN of

the patient will be obliterated from the cuplicate copy through the use of a

black, broad tip, felt marker before the copy is inserted into the file of

duplicates to be returned to the HCSD. (Note: In the event of multiple

duplications for a given patient, as in instances wherein there exist prior or

subsequent visits for treatment of the same—or—related illness, all copies

pertaining to a single patient will be stapled together.)

3. Copy Requirements for Patients Treated During On—Site Evaluations. The

SF 600s and Data Collection Sheets completed for all patients treated during

the two—week on—site evaluation will be copied. (As before, unless access to

a duplicating machine, e.g., xerox copier, can be obtained during late after-

noon duty hours to begin the task, all such copying will have to be performed

a f t e r  normal duty hours . Such may require that the records of these patients

be retained at the clinic overnight and returned as a group to the Medical

Records room the following morning . As with the duplicate copies from the

retrospective population, the name and SSN will be obliterated from the dupli-

cate copy by marking over same with a black, felt tip marker.
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VII LOGISTICAL INSTRUCTIONS FOR PROJECT OFFICERS

1. Transportation:

a. All project officers, except A.

(1) Compact rental vehicles are authorized from airport to site,

(2) Be sure GSA contract agency is used for rental vehicles.

b. Project Officer A.

(1) Station wagon rental vehicles is authorized from 
____________

to ___________________and 
____________ 

to 
_______________

(2) Bessure GSA contract agency is used for rental vehicles ,

2. Equipment:

a. Site #1 trip:

(1) Six boxes of material and equipment are being shipped by GBL

from ____________ to ______________by American Air Lines Air Yreight,

These are to be picked up at the American Air Freight Off ice of the

_______________airpor t upon project off icer ’s arrival.

(2) Six boxes of material and equipment will be shipped from

______________ 
to 

______________ 
with the following procedure used:

(a) Prior to shipment, White DD Form 1387 (Fri 3) Military

Shipment Labels will be affixed to each box applying label directly over

blue DD Form 1387 (Pri 2) labels.

(b) These six boses will then be taken to the American Air

Freight office at 
____________ 

for shipment back to 
______________• The

freight personnel will be Instructed to ship “Collect—Convert to GBL at

Destination.” Project officer will bring copy of airbill back to
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________________with him. It is very important that the freight personnel

be told to ship “Collect—Convert to GBL at Destination.”

b. Site 02 trip:

(1) Six bases of material and equipment are being shipped by GBL

from 
_____________ 

to Supply and Services Officer at the MEDDAC site.

Project officer will pick up boxes iron the Supply and Services Officer

upon arrival at site.

(2) Within 3 days of arrival of site, Project Off icer will need

to contact Transportation Officer of site to start paperwork procedures

for shipping material to ______________at completion of project at

______________ 
Project officer will give DD Forms 1348—1, DOD Single

Line Item Release/Receipt Document to transportation officer for his prepara-

tion of shipping documents (GBL and Air Freight bills). Fund cite for GBL

are shown on DD Form 1348—1. Project officer will pick up documents from

Transpor tation Officer when documents are completed so project officer can

make shipment of material at the airport.

(3) Upon completion of project, project off icer will deliver boxes

to airport air freight office for shipment to 
_________________, utilizing

documents received from Transportation Officer. Prior to shipment, the

first and Past copies of DD Form 1348—1 will be inserted into Box #1, and

white DD Fotm 1387 (Pri 3) Military Shipment Labels will be affixed to each

box by applying labels directly over blue DD Form 1387 (Pri 2) labels.

(4) All copies of documents not used in. shipping will be turned

in to _______________by the project officer upon return to San Antonio.
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C. Site #3 trip:

(1) Paragraphs 2b(l) and (4) apply to this trip.

(2) Within 3 days of arrival at site , project officer will need

to contact Transportation Off icer at site to star t procedures for shipping

material to __________at completion of projec t at 
______________

. Remainder.

of paragraph 2b(2) applies.

(3) Paragraph 2b(3) applies, except substitute 
_____________ 

for

d. Sites #4 and #5 trips:

(1) Paragraph 2b(l) and (4) apply to these trips.

(2) Upon completion of project, project officer will deliver boxes

to airport air freight office for shipment to 
______________• Prior to ship-

ment, the first and last copies of DD Form 1348—1 will be inserted in box #1,

and white DD Form 1387 (Pri 3) Military Shipment Labels will be affixed to

each box by applying new labels directly over previous labels ,

(3) At time of shipment to 
____________, the air freight personnel

will be instructed to ship “Collect—Convert to GBL at Destination.” Project

officer will bring copy of airbill back to San Antonio with him. It is

very impor tant that the freight personnel be told to ship “Collect—Convert

to GBL at Destination.”

e. Site #6 trip:

(1) Six boses of material and equipment are being shipped by GBL

from ____________to __________ by Continental Airlines Air Freight, These

are to be picked up at the Continental Air Freight office at 
_____________

upon arrival of project officer.
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(2) Paragraph 2b(4) applies.

(3) Upon completion of project, the time clocks will be taken to

the _______________________and turned in. The remaining two boxes of

material will be taken to Continental Airlines Air Freight office at the

airport and sent back to San Antonio. Paragraph 2d(3) and 2d(2)(a) now

applies.

3. Transportation for Making Shipments : Since project officera.will only

have compact size rental vehicles, as specified in paragraph la(I), project

officers will need to coordinate with site project officers to obtain a

pick—up or van type vehicle from site for this purpose.
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LIST OF INCLOSURES

1. Time Card Data Entry Codes

2. AMOSIST Time Clock Entries

3. Consultation Time Card Entries

4. ANOSIST Physician/GOC Physician Time Clock Entries

5. Data Collection Instruments For Staff Satisfaction Questionnaire

6. Position Coding Sheets

7. Time Clock Adjustthent Instructions

8. Clinic Floorplan/Titne Clock Placements

9. Time Clock Repair Manual

10. HSC Support Requirements Letter

11. Patient Record Jacket Marking

12. LX, FX Signs

13. Algorithm Categories of Illness
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DATA COLLECTION INSTRUCTIONS FOR
STAFF SATISFACTION QUESTIONNAIRES

1. Three versions of a S ta f f  Sa t i sfac t ion  Questionnaire (one for AMOSISTs ,
one for ANOSIST MDs , and one for non—AMIC personnel) are inclosed . Attached
as the cover sheet on each of the questionnaire is a page which identifies,
by position, the category of persons who are to complete the questionnaires
which form the remainder of the inclosure. (This cover page and Part V
should be consistent by position, by category; e.g., AMOSIST MD——Part V
ANOSIST ND),

2. The following personnel are to complete only the specific Staff Satis-
faction Questionnaire designated for his/her category below:

a. Al] those working as ANOSISTs in the ANIC. (Twelve copies are
provided. Please return unused copies).

b. The Chief of the local ANOSIST Program and all additional MC off i—
cers who are assigned to work in the AMIC in the role of an ANOSIST MD as
their primary duty.

c. Non—ANIC personnel. Fifteen additional individuals are to be ran—
doinly selected from the general MOS and rank requirements outlined below
to complete the questionnaire. These persons are to be selected from the
remaining, non—ANIC ~ersonne1 who staff other outpatient clinics of the
MTF. The requirer ant for random selection is crucial. No selection is to
be based upon personal kno~1edge of the respondent. It is suggested that
selection be made from a roster(s) on t~ c basis of the last digit of Sf~s.
The personnel required are:

MOS GRADE QUANTITY

91B E3, E4 * 3
E5 or above 3

91C E4 * 3
ES or above 3

MC Any** 3

3. During the perIod of 9—19 May 1977, the above described personnel
(paragraph 2) are to complete and return the Staff Satisfactien Question—
n3ires. As indicated in the instructions or. the guescicnnaires , they are
to be completed ar.c~~-~ ouslv. Blank envelopes are attached to each gues—
tionnaire . After the ccnpletion of the questionnaire , each individual is
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to seal his quest ionna ire in the envelope and re t urn it to the locally
designated project action officer for his retention and subsequent return
to the study agency along with the other survey materials which have been
collected . The local project officer is to enter his name and location in
the space provided at the bottom of the cover sheet in order that the re-
spondent knows to whom and where the questionnaire is to be returned.

1 m c i
Packet of
30 Questionnaires

* If Impossible to meet this desired distribution , distribute as required
in order to obtain a total of twelve 91B/91C respondents.

** ~~ is desired that these questionnaires be comple ted by MCs with 3 or
less years active service in an MTF. If impossible to accomplish this
requirement, request questionnaires be completed by MCs with as near 3
years active service In an NTF as possible.
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CENERAL OUTPATIENT CLINIC
DATA COLLECTION INSTRUCTIONS FOR
STAFF SATISFACTION QUESTIONNAIRES

Fifteen copies of a STAFF SATISFACTION QUESTIONNAIRE (SSQ) are inclosed.
One copy is to be completed by each primary care provider (i.e., MD or phy—
sician extneder such as PA or Nurse Clinician) who serves regularly on at
lease a one—half time basis in the clinic.

NOTE: If there are extra copies of the SSQ—beyond those needed to
meet the primary care provider requirements outlined above—provide copies
to each of the nursing personnel who work in the clinic, to the 9lEs and
9lCs who are assigned to that clinic, and, as copies are available, to phy-
sicians who are present who serve there periodically on a “rotational”
short—term basis.
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ANIC POSIT!OX CODING Date: ________________

LOCK CDDE S NAME , RAN K , MOS OF I~~DIVIDUAL S
_________________ morning af ternoon

~ecept ion i st  (RE )

itel Signs (VS) 
- ______________________________

IlOSISTs A (~A) _______________________________ ___________________________

MOSISTs B (AZ) 
—- ___________________________

MOSISTs C (AC) 
- -  - -

MOSISTs D (AD) _______________________________ ___________________________

:octor A (DA) _______________________________ ___________________________

actor B (DB)

hanges occurring other than at noon:

CODE NATTJRE OF CHANGE (Individuals , Times)

~dditional Observa tions and Co ents:

No. patients for refills 
-

No. patients for treatment 
-

Total no. patients _____

.,_y

~

Ic.L

~ 
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SERVIC E INSTRUCTIONS*
ATTENDANCE RECORDERS

C:) CONSECUTIVE SPACING CARD RECORDER
TYPE 8400

No attempt has been made to rewrite or correct th is manual at this time Delete this item
from the page two of the co~~ents for the smaller size publ ications . Listing can be ident ified
by 35 pages . ”

SLMPLEX TIME RE CO aDER CO.

* Remainder of manual has been removed
Printed in USA
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SUBJECT: Support Requir~~~~~ts for Phase II , Project APPE (AMOSIS’r
Program Field Evaluation) -

Co~1TIarid er
US Army HEDDAC
Fort Beiming, CL 31905

1. - Reference: Letter, ESPA’-A, DA , IIQ US Army Eeal.th Services Coimsand,
21 March 1977 , subject: Phase 11 Instructions For Project APFE (M~OS1ST
Program Field Evaluation).

2. The referenced letter indicate. that your facility wili be visited by
two members of a study team during the period 15—23 May 1977 to collect 0 -

data for use in Proj eet APFZ (kMOSIST Program Field Evaluation). The senior
individual who is to visit your facility is the following:

BoweU, 3ame~ , V)J, MSC, 443—42—3925 
-

The above named individual will be accompanied by an enlisted assistant In
the grade of E4. Request that appropriate billeting arrangements be made.

3. In order -for these personnel to accomplish their assigned objective
arid collect the data required in an efficient, timely manner, it is necessary
that the foUowing support be provided for the duration of their visit:

a. Two E—4s/GS—3s or’ above to assist in the distribution and collection
of questionnaires and the performance of other data collection procedures as
requested by the senior member of the study tea n. Although it is desirable
that these personnel be the sa~~ individuals throughout the period of the
visit , it is recognized that such may be impractical in some instances. -
Should this be the case at your facility, it is requested that no more than
four separate individuals be utilized and that each be involved for at least
five consecutive workdays . (Personnel in the “medical hold” status—or other
suitable personnel in transient status—are accep table as long as the grade
requirement cited above Is met.) . - -  - - . - -

-
. . - ~IAI—sc-I
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}~SPA—A 1 1 APR ~77
SU BJECT : Support Require.euts for Phase II , Project APFE (A}~OSIST

Program Field Evaluation 
- 

-

b. Access to the Acute Minor Illness Clinic (AZ-SIC) on Sunday , the
initial day of arrival of the Project APPE t eam, for the purpose of setting
up the automated time clock apparatus which is to be used in. the study.

C. Opportunity to brief personnel for one hour regarding the study.
(It is necessary that this occur at the beg{i~v~ing of the two—week study
period , prior to the initiation of the data collection effort on the first
day of the study. Subsequent telephone coordination between MM Schopper
and personnel of your facility will be required to establish the most
appropriate time.)

d. Access to patient records for the purpose of obtaining data to be
utiliced hi conducting a retrospective audit.

e. Access to a reproduction machine (e.g., xerox copier or equivalent)
during both regular and after—duty hours . -

f. Provisions for the overnight retention of - records of patients treated - 

-
during regular duty hours in the AHIC of your facility.

4. Requirements 3d , e, and f above relate to the approved study requirement
for on—site study personnel to obtain xerox copies (from which the patient’s
n~~e and social security number have been obliterated) of portions of
patient records pre~~ously marked for the purpose of retrospective audit and
of portions of records of patients treated in the ANIC while the team
is on—site. -

5. If there are questions regarding the above, they may be directed to the
Project Officer , MM Schopper , AV 471-3331/4541. -

FOR TEE CO~1MANDER: -

- 

- 

s~gne~d
THEODOR.A H. IlAGEL

LTC. AGC
Adjutant Genera l

R~~~AsE~~~~ -

- :
A A !-iOWAflD , ~ D , COL , I~C

- ________
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1. EYE

a. Blepharitis
b. Stye
c. Chalazion
d. Conjunctivitis, bacterial
e. Conjunctivitis, allergic
f .  Conjunctivitis, non—specific
g. Subconjunctival hemorrhage

2. RESPIRATORY

a. Acute otitis media
b. Acute serous otitis media
c. Toxic l abyrinthitis
d. Furuncle
e. Acute otitis externa
f. Chronic otitis externa
g. Acute sinusitis

- h. Allergic rhinitis
i. Acute pharyngitis , possibly streptococcal
j •  Streptococcal sore throat
k. Costochondritis , non—specific
1. Rhinitis, non—specific
m. Acute pharyngit is, non—specific
n. Headache , non—specific
o. Acute laryngitis, non—specific

- 
p. Acute bronchitis, non—specific I-

3. GASTROINTESTINAL -

a. Gastroenteritis, non—specific
b. Irritable colon

4. GENITOURINARY

a. Genitourinary gonorrhea (gonococcal urethritis)
- b. Urethritis , non—specific

-

- - c. Vaginitis, trichomonas
d. Vaginitis, candida albicans
e. Vaginitis , non—specific
f .  Cystitis

5. MUSCULO—SKELETAL SPINE

a. Low back pain, non—specific

6. MUSCULO—SKELETAL EXTREMITY

a. Supraspinatus tendinitis
b. Bicipital tenosynovitis
C. Lateral epicondylitis -

d. ~*nk1e sprain

143
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_ _ _

7. SKIN — REGIONAL

a. Seborrheic dermatitis
b. Pediculosis capitis
c Herpes simplex ].abialis
d. Aphthous stomatitis
e. Acne
f. Pseudofolliculitis
g. Tinea cruris
h. Pediculosis pubis
i. Tinea pedis

8. SKIN - General

a. Pityriasis rosea
b. Tinea versicolor
c. Tinea corporis
d . Atopic dermatitis
e. Contact dermatit is, plant
f .  Insect Bite/ Sting
g. Sunburn
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E]~’LANAT LO~I OF PATU.~
i r w ~4UUtL

1. Patient enters clinic and is logged in at receptionist desk. Patient

receives entry questionnaire and tine card . Two each “RE” entries are

t~ade on the patient’s tine card to docunent the beginning and end of the

receptionist activity

NOTE 1: - Steps® (~) and® of Patient Flowchart apply to a clinic in which
- 

the patient is called to a Vital Signs-station and then returns to the patient

waiting area to await treatment. If no VS area is present , then. step (~) does

not apply.

NOTE 2: It ~ay be that in. ~~~~~ clinics , patients are called inmsdiatel.y

to the VS station after being logged in by the receptionist. If that is the

case, the patient would car~ v the questionnaire and clipboard with him

through the VS area and cor~plete the questionnaire after the Vital Signs

have been taken. The flow diagran would be modified as follows:

- 
_ _

- - ~~~~~~~~~~~~~~~~~~~~~~~TTP~~~~~~~~~~
T 
I

Il ® -

2. Patient goes to patient waiting area to complete the initial. Patient.

Satisfaction Questionnaire (PSQ) . This questionnaire asks largely demo-

graphic data.
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3. Af te r  completing the PSQ, the patient returns the questionnaire and clip-

board to the receptionist station. The patient then returns to the patient

waiting area to await being called to the Vital Signs area (or the treatment

roo~i if Note 1 or 2 above apply).

4. Patient goes to Vital Signs area (and then returns to waiting area . if a

further wait is encountered prior to treatment). Two each VS entries (In and 
-

Out) are made on the patient’s time card.

5. Patient enters the treatment -roon. The care provider makes the initial entry

(e.g., AR) on the patient’s time card just prior to beginning the evaluation/

treatment. Prior to the completion of treatment, additional entries may be required

on the patient’s time card if either laboratory tests or x—rays are required (paths

~~~ and ® through station LX) or if the care provider is a physician extender,

(i.e., not an MD) and there is a need to consult with an MD in order to effect

proper completion of treatment (paths ‘~~~~~~ and ’~~~ ) .

IConditional Entries: Lab Tests/X—Rays. I
5a. The care provider enters a time mark on the patient’s tine card from his own,

tiz~e clock just prior to sending him out of his exam room to obtain the needed lab

test/x—ray. The care provider also directs patient to pass through station LX on

his way out of the clinic where art initial LX entry is placed upon the patient ’s time

card to doc unent his exit from the clinic. (The patient is instructed by the

LX station operator to return through the LX station when he returns to the clinic.)

5b. Patient returns to clinic through the LX station (where a second LX entry

is cade on his time card to documcnt his return to the clinic). Af ter

148
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~~atient waiting area , the receptionist , or directly to the care provider to

obtain (or await) further evaluation/treatment. At the time the patient returns

to the care provider’s exan room and the care provider re—initiates evaluation/

treatment of the patient , the care provider will make an entry to the patient ’s

time care fron his own tine clock.

~~Conditional Entries (FO~ PHYSICIAN EXTE~~DERS ONLY): Consult with

5c. At the tine a care provider leaves his exam room to seek consultation he will

take the patient’s tine card and maKe an entry upon same from his own t ime clock.

Re will keep the patient ’s time card with him and when he arrives at the MD’ s office

and actually begins the consultation he will enter a time mark from the MD’ s time

clock.

3d. At the time the consultation is finished, the physician extender will.enter a

second entry from the ND’s time clock and return to his own exam room. At the

time he re—enters his exam room and resumes his own evaluation/work—up/treatment of

the patient, he will make an entry on the patient’s time card from his own time

clock .

NOTE: It may be that tntltiple consultations night be required of a single

patient. The sane four tine entries would be required for each:

(a) Physician extender exits, (b) Consultation starts, (c) Consultation finished,

(d) Physician extender return and resunes treatment.

6. When the evaluation/treatment of the patient is complete (insofar as

the care provider is concerned for that day), the care provider will make a final

entry on the patient’s tine card from his own time clock and direct the patient
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to the LX station. (This would be the second time to that station for those

patients who had previously required lab tests or x—rays.)

- 7. At the 11 station , the patient will receive a time card entry , a “post—

treatment” questionnaire, Patient Satisfaction Questionnaire IV (PSQ IV) on a

clipboard , and instructions to take everything (PSQ IV, clipboard, and time card)

to station FX prior to e~d.ting the clinic.

8. After completing PSQ IV, the patient returns it and the àlipboard to the FX

station operator and surrenders his t ime card . PX operator inserts the patient

t ime card into his clock for the final entry on that card .
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A~p.ndix S

SYST D1—WIDE AND CARE PROVIDER COMPARISON S OF PHYSICIAN CARE/CONSULTATION
TIME REQUIREMENTS PER PATIENT ACCORDING TO CATEGORY OF ILLNESS

COMPARICnN S
CATECOP.Y SYSTF2I-WIDE CARE PROVIDER

0? CLINIC! Ti~ce No. Sig. Tine No. Sig.
ILLNESS CARE PROVIDER (Mm .) PTS ( p — ) (Mm .) PTS ( p — )

Eye COC/Ph ysician 3.46 32 .2500 6~.13 18 .0006

(1) AMIC/AMOSIST 2.37 45 2.46 56

Respi-
ratory GOC/Physician 6.76 113 .0000 8.73 87 .0000

(2) AMIC/AlIOSIST 1.74 423 1.81 524

Gastroin-
testinal GOC/Physician 8.23 69 .0000 8.74 65 .0000

(3) AMIC/AMOSIST 3.52 96 3.28 - 113

Genitour-
m ary GOC/Physician 6.13 31 .0000 7.95 22 .0000

(4) A1IIC/AMOSIST 2.37 128 2.16 129

)6,seulo—
Skeletal GOC/Physician 7.37 48 .5695 3.63 41 .0290
Spin.
(5) AItCIAMOSIST 5.79 14 3.39 20

$uaculo—
Skele tal GOC/Physician 7.88 83 .0016 9.21 67 .0000

Rxtre~ity
(6) AMIC/ANOSIST 3.10 63 3.38 89

Skin,
Regional GOC/Physician 6.73 45 .0021 8.49 31 .0000

(7) AMIC/AMOSIST 2.49 75 1.37 82

Skin,
General COC/Physician 4.14 37 .0024 6.13 25 .0000

(8) AMIC/AMOSIST 1.79 91 1.55 134

Other GOC/Phvsician 6.10 602 .0000 8.44 427 .0000

(9) AMIc/A}tOSIST 2.32 188 1.79 177

COC/Physician 6.75 459 .0000 8.43 356 .0000
1 — S

AMIC/ANOSIST 2.25 936 2.11 1148

GOC/Phy~ician 
6.38 1061 .0000 3.44 783 .0000

All
A1IIC/A$OSIST 2.27 1124 2.07 1323

a. All conparisons are one-i~ay ANOVAS. 151
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Appendix F

SY STEN—WIDE AND CARE PROVIDER COMPARISONS OF DISPOSITION -ADJUSTED PHYSICIAN
CARE /CONSIJLTATION T IME REQUIRENENTS PER PATIENT ACCORDING TO CATEGORY OF ILLNESS

COMPARISON S”
CATEGORY SYSTDf—WIDE CARE PROVIDER

OF CLINIC! Tine No. Sig. Tine No. Sig.
ILLNESS CARE PROVIDE R (Mm .) PTS ( p ) (Mm .) PTS ( p — )

Eye COC/Physicien 6.62 32 .5581 9 4 3  18 .0102

(1) AMIC/ANOSIST 5.74 45 5.02 56

Respi-
ratory GOC/Physician 9.52 1 3  .0000 11.74 87 .0000

(2) AMIC/AlIOSIST 4.15 423 3.95 524

Gastroin .
testinal GOC/Physician 11.92 69 .0000 12.51 65 .0000

(3) A}tIC/ANOSIST 6.51 96 5.88 113

Cenitour—
inary GOC/Physician 9.12 31 .0018 9.87 22 .0005

(4) AMICIAMOSIST 5.27 128 - 4.97 129

Musculo—
Skeletal COG/Physician 12.47 48 .5559 13.98 41 .0088
Spin .
(5) £IIIC/AY.OSIST 10.61 14 6.77 20

Musculo—
Skeletal COG/Physician 11.13 83 .0241 12.23 67 .0004
Extremity
(6) AMic/AMOSIST 7.39 63 6.70 89

Skin,
Regional COG/Physician 8.79 4?~ .0675 10.94 31 .0000

(7) AMIC/AMOSIST 5.76 75 4.45 82

Skin, -

General COC/Physician 6.88 37 .0333 9.17 25 .0000

(8) ANIC/AMOsIsr 4.48 91 3.57 134

Other COG/Physician 9.82 602 .0000 12.28 427 .0000

(9) AHIC/ANOSIST 5.51 188 5.03 177

COC/Physician 9.95 459 .0000 11.75 356 .0000
1 — 8

AMIC/AMOSIST 5 0 9  936 4.56 1148

GOC/Physicien 9.87 1061 .0000 12.04 783 .0000
All

ANI C/AMOSIST 5.16 1124 4.62 13.25

a. All comparisons are one-way ANOVAs.
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Appendix C

COIWARISONS 0? PRINC IPAL CARE PROVIDERS’TOTAL PATIENT CONTACT TIME
ACCORDING TO CATEGORY OF ILLNESS

COMPARISONS
CATEGORY SYSTEM—WIDE CARE PROVIDER

0? CLINIC! Time ~ No. Sig. Time 0 No. Sig.
ILLNESS CARE PROVIDER (Mm .) PTS ( p — ) (Mm .) PTS C p — )
Eye COC/Pbysician 7.57 32 .0805 6.15 18 .0146

(1) AMICFAIESIST 11.01 44 11.81 55

Itepi— 
- _________________________ ________________________

ratory GOC/Physician 9.18 113 .0001 8.73 87 .0000

(2) AI4IC/AMOSIST 12.66 412 13.50 310

Gastroin-
testinal GOC/P hysicten 9.00 69 .0000 8.14 65 .0000

(3) AniC/A)S~SIST 15.17 90 14.79 105

Gsuitoijr—
mary GOC/Physician ~8.68 31 .0229 7.93 22 .0239

(4) mIC/~~~~sIsT 12.23 124 12.10 125

Muenulo—
Skeletal GOC/Physiciem 9.47 48 .0583 8.63 41 .0365
Spin.
(5) mxc/a.M0sIST 15.15 14 14.24 20

Musculo—
Skeletal COG/Physician 10.26 83 .0536 9.21 67 .0004

~~trenity
(6) AItIC/AMOSIST 13.81 59 14.96 85

Skin,
Regional GOC/Physician 11.89 45 .8702 8.49 31 .0903

(7) AInC/AMOSIST 12.24 71 11.68 78

Skin,
General GOC/Pltysician 6.16 37 .0000 6.13 25 .0000

(3) AMIC/ANOSIST 12.35 82 12.33 124

Other GOC/Physician 10.16 601 .0363 8.44 427 .4229

(9) AMI C/ANO SIST 9.05 183 9.01 112

GOC/Pby.ician 9.29 459 .0000 8.43 356 .0000
1 — 3  

-

AJ4IC/A2t~SIST 12.83 897 13.25 1103

GOC/Physician 9.79 1060 .0000 8.44 783 .0000
All

MIIC/ANOSIST 12.19 1080 12.68 1215

a. All co.parisons are one-way ANOVAa.

b. Tim. per patient. 153 
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Appendix H

C~~~AR1SONS OF TOTAL ACCOUNTAHLE CLINIC CAR E PROVIDERS ’ TIME-PER-PATIENT
ACCORDING TO CATEGORY OP iLLNESS

COMPARIS01~SCATEGORY SYSTEM—WIDE CARE PROVIDER
OF CLINIC/ Tine b No. Sig. Tine b No. Sig.

ILLNESS
__-

_CARE PROVIDER (iiin.) PTS ( p — ) (Mm .) PTS ( p — )

Eye GOC/Ph ysician 7.57 32 .0000 6.15 18 .0000

(1) AItIC/AMOSIST 20.78 44 13.44 55

Respi— -

ratory COC/Physician 9.21 113 .0000 8.73 87 .0000

(2) AMIC/AM OSIST 17.10 412 17.66 510

Gastroin-
testinal COC/Physician 9.02 69 .0000 8.76 65 .0000

(3) AMIC/A}fOSIST 23.28 90 22.69 105

Osmitour—
m ary GOC/Thysicmau 9.31 31 .0004 7.95 22 .0009

(4) AI1IC/A}1OSIST 19.10 124 18.85 125

Nusculo— -

Skeletal GOC/Phy sician 9.47 48 .0000 8.63 41 .0002
Spin.
(5) ANIC/AMOSIST 26.68 - 14 21.60 20

Musculo—
Skeletal COG/Physician 10.72 83 .0000 9.21 67 .0000
bttrenity
(6) A34IC/ANOSIST 22.14 59 22.30 85

Skin, 
-________________________ —-

Regional COG/Physician 11.39 45 .0135 8.49 31 .0017

(7) AIIIC/AMOSIST 17.55 71 16.64 78

Skin ,
General COC/Physician 6.16 37 .0000 6.13 25 .0000

(8) AMIC/AMOSIST 18.18 82 17.23 124

Other GOC/Physician 10.32 601 .0003 8.44 427 .0000

(9) MIC/L’oSIST 13.53 183 13.76 172

COG/Physician 9.38 459 .0000 8.43 356 .0000
1 — 8

AInC/AMOSIST 18.82 897 18.76 1103

GOC/ Physician 9.91 1059 .0000 8.44 783 .0000
All

AItI C/AMO SIST 17.92 1076 18.08 1268

a. All comparisons at. one—way ANOVA ,.

b. Time per patient. 154
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A~peudix X

C0MPAP.ISOt~S OF CARE PROVIDER COSTS-PER-PATIENT USING
BA14C—CIT!D LEVELS OF CARE PROV IDER COSTS

COMPARIsoN S”
SYSfl24—WIDE CARE PROVIDER

OP CLINIC! Cost Per No. Sig. Cost Pet No. Sig.
ILLNESS CARE PROVIDER Patient 

- 
PTS ( p — ) Patient PTS ( p )

Eye COC/Physician 2.72 32 .2057 2.92 18 .4040

(1) AIUC/AMOSIST 3.44 44 3.48 55

Respi-
ratory GOC/Physician 3.85 113 .0002 4.14 87 .0003

(2) ANIC/API OSIST 2.78 412 2.88 510

Gastroin-. -

tesUnal. COG/Physician 4.12 69 .9182 4.14 65 .8165

(3) Mu c/AX0SIST ~4~ l7 90 4.02 105

Cenitour—
m a r y COG/Physician 3.75 31 .3934 3.77 22 .3471

(4) AXIC/AMOSIST 3.24 124 3.13 125

Nusculo-
Skeletal COG/Physician 4.06 48 .2114 4.09 41 .6636
Spine
(3) AKIC/AMOSIST 5.94 14 3.89 20

Nusculo—
Skeletal COC/Physician 4.48 83 .4222 4.37 67 .5775
Eztreaity
(6) AMIc/AM0SIST 3.84 59 3.97 ~~

SkIn,
Regional GOC/Physician 4.80 45 .0294 4.02 31 .0335

(7) *IIIC/MIOSIST 3.09 .71 ~2.56 78

Skin ,
General COG/Physician 2.50 37 .2690 2.91 25 .6282

(8) AMIC/AMOSIST 2.96 82 2.72 124

Other COC/Physician 4.01 601 .0000 4.00 427 .0000

(9) AXIC/AN0SIST 2.54 183 2.36 172

GOC/Physician 3.93 459 .0001 4.00 356 .0000
1 — S

AXIC/ANOSIST 3.18 897 3.11 1103

COC/Physician 3.98 1060 .0000 4.00 783 .0000
All

AMIC/AMOSIST 3.07 1080 3.01 1275

a. All compari sons are one—way AXOVAs. Amount. are expressed in dollars per patie nt.

157

L ~~~~~~~~~~~~~ 
..
~~~~~~~~~~~~~~~~ ~~~



- - _________

Appendix I.

COMPARISON OF DISPOSiTION—CORRECTED CARE PROVIDER COSTS-PER—PAT IENT
USING BANC—CITED LEVELS OF CARE PROVIDER COSTS

COMPARXSONr
CATEGORY SYST~~-WIDE CARE PROVIDER

OF CLINIC1 ost per No. Sig. Cost per No. Sig.
ILLNESS CARE PROVI DER Patient PTS C p — ) Patient PYS C p — )

Rye GOC/Physician 4.86 32 .3515 5.13 18 .9222

(1) A}IIC/ANOSIST 5.76 44 5.24 55

Rasp
ra tory COC/Phy sician 5.71 113 .0039 6.17 87 .0002

(2) AIUC/ANOSIST 4.44 412 4.39 510

Gastroin-
testinal GOC/Physician 6.59 69 .4114 6.68 65 .1417

(3) AM1C/APIOSIST 6.01 90 5.64 lOS

Genitour—
inary COG/Physician 5.76 31 .4487 3.06 22 .9074

(4) AMIC/ANOSIST 5.12 124 4.95 125

Musculo-
Skeletal COG/Physician 7.49 48 .3184 7.70 41 .2903
Spine
(5) AMIC/ANOSIST 9.19 14 6.16 20

Musculo—
Skeletal COC/Physician - 6.67 83 .9657 6.40 67- • 7267
~~tremity
(6) AKIC/ANOSIST 6.63 39 6.11 85

Skin ,
Regional COC/Physician 6.19 45 .3363 5.68 31 .2276

(7) AMIC/ANOsIST 5.26 71 4.61 78

Skin ,
General COC/Physician 4.34 37 .6224 t,.96 23 .1752

(8) *nIc/ANostsr 4.70 82 4.00 124

Other COC/Physician 6.51 601 .0000 6.59 427 .0000

(9) AMic/ANosls? 4.66 183 4.51 172

COG/Physician 6.09 459 .0001 6.23 356 .0000
1 — 8

ISNICIAJIOSXST 5.06 897 4.73 1103

COC/Physician 6.33 1060 .0000 6.43 783 .0000
All

A1IIC/AMOSIST 4.99 1080 4.10 1275

a. All comparisons are one—way AXOVA,. Amount, are expressed in dollars per patient.
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