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Abstr act

Concerns about tinely access to health care have
driven many mlitary health system (IVHS) beneficiaries to
question the way in which the MHS operates. The open access
appoi ntnent system based upon a net hodol ogy of doing
today’s work today, will allow Keller Arnmy Comrunity
Hospital to address this core aspect of patient
sati sfaction. Purpose: The purpose of this study was to
provi de a framework for open access inplementation within a
small Arny Community Hospital while concurrently exam ning
the effect a phased inplenentation approach had on
physi ci an satisfaction, provider continuity, and
appoi ntment availability. Methods: This study is both a
gualitative and quantitative, exploratory, descriptive,
cross-sectional study of the requirenents needed to
i npl enent an open access system and the effect a phased
i npl ementation has on clinical practices. Results: The
requi renents for inplenenting an open access system center
around controlling appointing practices within the
facility, effective tenplate managenent, and effective
space utilization. Mean | evels of provider satisfaction
i ncreased and both provider continuity and appoi nt ment wait
time inproved at statistically significant rates (p<.01 for
each). Conclusions: This study indicates that open access
has benefited KACH, its staff nenbers, and its beneficiary
popul ati on.
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The Open Access Appoi ntnent System A Transitional Model
for the Mlitary Health System
| nt roduction

The health care industry today is faced wi th numerous
conpl ex and unprecedent ed chal | enges. Backl ash fromthe
negative publicity that many heal t h mai nt enance
organi zations received in the 1990s, coupled with grow ng
consunerismin health care, caused many health care
organi zations to shift their organi zational focus froma
cost-contai nnent net hodol ogy to one that was centered on
patient satisfaction (Kilo, Horrigan, Godfrey, & Wasson,
2000). As health care organi zations slowy began to adopt
these nore patient-centered business practices it was
qui ckly seen that access to care was the nost inportant
el enent in determ ning patient satisfaction. However, nost
heal th care organi zations were, and still are, operating
wi th access systens based upon fee-for-service principles
(Murray & Tantau, 2000).

Concerns about timely access to health care have
driven many mlitary health system (MHS) beneficiaries to
guestion the way in which the MHS operates (Meyers, 2003).
The MHS nust address these concerns. The open access

appoi nt nent system based upon a net hodol ogy of doing
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today’s work today, will allow the MHS to address this core
aspect of patient satisfaction.

This research project is designed to produce an
i npl enentation franmework, evaluation criteria, and an
overall assessnent of the value that the open access
appoi ntment systembrings to the Departnent of Primary Care
at Keller Arny Community Hospital (KACH), West Point, New
York. This study first determ nes the overall requirenents
for inplenmenting an open access appoi ntnent system at KACH.
Included in this is a qualitative analysis of
i nfrastructure, manpower, and operational resources. The
aimof this study is to determ ne the requirenents
generated by adopting an open access appointing
nmet hodol ogy; the inpact inplenmentation has on current
clinical and business practices, and what clinical
efficiencies are devel oped through a phased inpl enentation
of the system The information provided in the research
will enable the hospital |eadership to decide if additional
departments within the facility would benefit from open
access appoi ntnent scheduling. Atertiary benefit of the
research is providing the North Atlantic Regi onal Medica
Command (NARMC) and the Armmy Medi cal Command ( MEDCOM) a

pil ot study that both commands can use to ascertain the
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feasibility of instituting the open access systemat |ike-
sized facilities.
Conditions that Prompted the Study

Giffith (1999) states that the ideal health care
organi zati on woul d be one that provides sound,
conprehensive, and quality care to all of its patients at a
cost affordable to its conmunity. The ideal health care
organi zation, in reality, does not exist in today’'s nodern
health care setting. This is due to the fundanental nature
of the iron triangle of cost, quality, and access. Any
attenpt to change one corner of this triangle has a
di ametrical effect on the other two areas. However, if
access is the sine-qua-non of quality, then it is possible
to inprove the quality of patient care by increasing or
streanl i ning access to needed nedical care within the
heal th care organi zation

Under KACH s current TRI CARE nmanaged care support
contract, acuity level descriptions for appointnent types
drive how and when a patient is slotted for medical care
within the facility. This nmethod of appointing is an
exanple of the traditional nodel that is wi dely recogni zed
as the de-facto standard within health care organi zati ons.

The result has been an increase in the anmount of patients
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who are unable to see their regular prinmary care manager
(PCM. A graphical representation of this is seen in Figure

1. As shown, KACH s average provider continuity rate is

trendi ng downward

70.0020
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. § S0.00% 1 mimtnln Contnainy o
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) 0O.00%%06 >
year average is PV A G
51.99% Figure 1. By month percentage of patients able to

access their individual PCM for primary care visits
at KACH.

Murray, Bodenhei nmer, Rittenhouse, and G unbach (2003)
indicate that a great source of beneficiary dissatisfaction
with the health care systemstens froma | ack of provider
continuity. Faced with the dilemm of seeing one’s own
primary care provider in tw to three days or seeing a
di fferent provider today, many people choose the latter.
Boel ke, Boushon, and |Isensee (2000) indicate that this
often leads to disarticulate and | ower quality care that
ultimately results in higher nmedical costs due to increased
fol |l ow up appoi ntnents. Recogni zi ng these factors, the
NARMC Commander tasked each of the nedical treatnent
facilities (MIFs) within the region to |l ook at alternative
access systens and their potential effectiveness within

each organi zati on. The open access appoi ntnment systemis
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KACH s attenpt to inplenment a solution to an ongoi ng and
growi ng problemw thin the MHS.
Statement of the Management Questions

This study asks two questions. The primary question
is what is the required framework for successful
i npl enentati on of an open access systen? After determ ning
the answer to that question, the study then seeks to answer
t he secondary question of; to what extent does a phased
i npl ementation effect physician satisfaction, appointnent
wait tinme, and provider continuity? A phased approach to
open access inplenmentation and the evaluation of its
effectiveness will allow KACH senior |eaders to validate
i npl enentation strategies and busi ness practices. This w ||
benefit not only prinmary care operations, but operations
across all clinical areas of the hospital. As the MHS
continues to transforminto an increasingly outpatient and
anbul atory care oriented health system this open access
pil ot study has the potential to serve as a transitional
nodel not only for NARMC and MEDCOV] but also for the

entire mlitary health system
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Literature Revi ew
Background on Appointment Systems

The Traditional Mdel of Appointing: The traditional

met hod of appointing is currently being used by over 75% of
primary care practices in the United States and is
characterized by saturated schedul es coupled with a |arge
demand for care (Murray & Tantau, 1999). This appoi nt nent
systemis designed around category descriptions of illness.
Patients who call in to the physician’s office for a same-
day appoi ntment conpete agai nst other patients for the
appoi ntment sl ot. Those deened “| ess-sick” or who do not
neet the strict definition of acute care are pushed back on
t he appointment |ist or bunped to another day. This | eads
to saturation of appointnment schedul es as those who cannot
obtain a same-day appoi ntnent take the next avail abl e
appointment. This leads to a lengthy inventory of acute and
sub-acute appointnents that slowy elimnate routine and
wel | ness appoi ntnents fromthe physician’s schedul e
(Meyers, 2003).

The willingness of providers to devel op an inventory
of schedul ed appoi ntments was based upon the fee-for-
service rei nbursenment systemthat domi nated health care up

to the early 1990’s. An appoi ntnment schedule that was fully
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booked, often nonths in advance, ensured financial security
for a provider. The nore patients in the inventory, the
nore guaranteed incone is generated for the provider. Wile
provi di ng financial security, the traditional nodel
dramatically reduces the capacity for care within health
care organi zations. Schedules fill quickly and there is
little roomto see an acutely ill patient today. The |arge
demand for care quickly fills any future appoi ntnments and
prevents tinmely scheduling of any non-acute appoi ntnents
(Murray & Tantau, 1999).

Qui ck saturation of appointnents | eads many
i ndi viduals to bypass the primary care facility and instead
seek care in urgent care clinics or enmergency departnents.
U nmer and Troxler (2002) indicate that this ultinmately
| eads to increased health care costs and consuner
di ssatisfaction. The unique factor that is comon anong all
these areas is that the traditional nodel is provider-
driven and physician centered. It doesn’t account for the
reality of the consuner’s daily schedule and only serves to
maxi m ze the revenue potential of the physician (Kil o,
Horrigan, CGodfrey, & Wasson, 2000). Increasing
di ssatisfaction with the traditional nodel and the

evol ution of the managed care industry in the early 1990 s



Open Access 16

spurred the devel opnment of a new access system the carve-
out nodel .

The Carve-Qut Model: The carve-out system was

devel oped around the prem se that demand for health care
was predictable. This concept was at odds with the fee-for-
service belief that demand was finite and potentially
scarce and the managed care belief that demand was
i nsatiable. While polar opposites, the central tenet around
each belief is that demand is unpredictable (Murray &
Tantau, 1999). Kilo, Triffletti, Tantau, and Murray (2000)
indicate, that health care is a service industry and as
such nust follow the prem se that denmand is predictable.
Smol l er (1995) indicated that health care
organi zations could systematically account for daily and
seasonal variations in denmand for service and adj ust
staffing and resources to cover the anticipated demand.
Based on this, health care organi zati ons began to carve-out
acut e appoi ntnents based on the predicted demand. Seeing
the utility of this nodel, the MHS and Keller Arny
Community Hospital have adopted the carve-out system for
primary care appointing. Wile a drastic inprovenent in
ternms of access and patient satisfaction over the

tradi tional nodel, the carve-out nodel falls short of true
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patient-centered access in a nunber of areas. As seen in
the traditional nodel, the carve-out nodel continues to
defl ect patients to alternative care sites once the

provi der’s schedul e becones saturated. The difference
between the nodels is that in the carve-out nodel this
usual |y happens later in the day thereby reducing, but not
elimnating, increased costs and consuner dissatisfaction
due to the inability to get a tinely appointnment (Mirray &
Tantau, 1999). An additional shortcomng in the carve-out
nodel is that it often tines fails to match the patient to
their primary care provider. The primary concern i s booking
patients into avail abl e appoi ntnent slots and if possible
mat ching that to a uni que provider. However, filling the
avai | abl e appoi nt rent al ways takes precedence over provider
pref erence.

Many issues unique to the carve-out nodel have al so
been found that detract to its overall effectiveness. The
first of these issues is demand nanagenent. The const ant
struggle to bal ance the appropriate nunber of acute and
routi ne appointnments within a facility has proven to be an
i npossi ble mssion. Patients that are know edgeabl e of the
appoi ntment system often m srepresent their condition to

gain access to a provider, subverting the appoi ntnment



Open Access 18

system and pl acing other patients at risk. This leads into
t he second uni que issue of the carve-out nodel: nultiple
appoi ntment types (Norbut, 2003).

Oten a patient’s nedical condition does not easily
fit into a definition of acute or routine. In order to neet
the demand for health care that arises fromthese sub-acute
patients, many health care organi zati ons devel op
i nt ernmedi ate appoi ntnent types. These appoi ntnments are for
those patients too ill to wait for a routine appoi ntnent
yet not ill enough to bunp their way into an acute
appoi ntnment or who are unwilling to accept an offered
appoi ntnment for the day they call. Wen this happens in a
carve-out systemextensive tinme and effort is expended in
trying to “fit” a patient into a category. This not only
| eads to patient frustration but to staff and provider
frustration as well. It also decreases both patient and
provi der satisfaction wth the health care system As
access to acute appointnents beconmes nore limted due to
mul ti pl e appoi nt ment types occupyi ng future appoi nt nent
slots, the carve-out nodel ceases to provide functional
utility over the traditional nodel (Mirray & Tantau, 2000).

Carve-out nodel s quickly succunb to the sane constraints as
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traditional nodels and their failure is just as
predi ct abl e.

The Open Access System Based upon the prem se that

all of today’s work can be done today, Dr. Mark Murray and
Ms. Catherine Tantau devel oped a second-generation
appoi ntment systemthey terned open access. Applying the
tenet of predictable denmand, Murray and Tantau (2000) found
that the demand for all types of health care within an
organi zati on could be accurately predicted. They then found
t hat between 75-80% of patients needing an appoi nt nent
woul d rat her be seen on the day that they call with the
remai nder seeking care the foll owi ng day. These two
principles are the cornerstones of the open access system
By knowi ng historical demand for care and the percentage of
patients who will want to be seen on the day they call, it
is sinple to devel op an accurate demand projection for any
gi ven day (Meyers, 2003). In this nontraditional
appoi ntment process only two appoi ntnent types exist, those
that will occur today and those that will occur other than
t oday.

The open access system shows many benefits over the
traditional and carve-out systems. The first benefit of the

open access systemis that it creates capacity. The
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traditional and carve-out nodels were shown to reduce
capacity as acute appointnent slots continually reduce the
anount of routine or wellness appoi ntnents avail abl e on any
gi ven day. This prevented providers from expandi ng
appoi ntnments or creating new capacity. By elimnating
appoi ntment types, the open access systemallows a provider
to do today’'s work today in lieu of putting it off into the
future. This in turn allows the provider to expand or
contract capacity to neet demand, a |uxury not avail able
under the carve-out or traditional nodels (Asher, 1997).
The second benefit of the open access systemis that
it matches patient to provider. In doing today’'s work
today, providers free thenselves to see their patients when
they want to be seen. Deflections to other providers only
occur when the patient’s primary care provider is out of
the office. This leads to the third benefit of the open
access system a reduction in the anmount of held
appoi ntments. Under the open access system approxi mately
20- 25% of appoi ntnments are held for future booking. These
appoi ntnents are held to neet the patient’s needs, either
frompreference or clinical necessity (Mirray & Tantau,

1999) .
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The final benefit of the open access systemis an
increase in both patient and provider satisfaction with the
delivery of health care. Andrews and Croes (1999) indicate
t hat open access systens increase a patient’s access to
their specific primary care provider, thus increasing their
| evel of satisfaction wth the care provided. Primary care
provi ders were al so shown to have increased | evels of
satisfaction under an open access system This was
attributed to devel oping a nore personal relationship with
their patients, having a nore stable and predictable
schedul e, and having the ability to nore accurately
di agnose and treat their patient’s illness (Carlson, 2002).
Wil e the open access system has many advant ages over the
traditional and carve-out nodels it is not easily
i npl enented. Barriers to effective use of the systemare
numer ous and overcom ng those barriers takes a defined
systemati c approach.

Requirements for Successful Implementation

Droste (1999) delineates four steps that organi zations
need to take to ensure successful inplenentation of an open
access appoi ntnent system The first of these steps is
wor ki ng down the backl og of appointnents. Under both

traditional and carve-out systens a trenmendous backl og of
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appoi ntments devel ops over tine. In order to inplenment an
open access systemthat does today’'s work today, backl og
nmust be elimnated and future appoi ntnments nmade avail abl e.
The second step is to set an appropriate panel size for
each provider and estimate demand. This will vary from one
organi zation to another but an appropriate panel size wll
el i m nat e unnecessary backlog that will cripple an

ot herwi se effective system An appropriate panel size
coupled with an accurate estimte of demand ensures that
capacity is available and today’s work will be done today.
The third step is devel opnment of the appropriate
infrastructure. Kolata (2001) indicates that a robust phone
system and staffing mx is necessary to ensure success of
the system The last step is to ensure organizati onal

| eader and physician buy-in to the system Jacob (2001)
states that the greatest barrier to successful

i npl enentati on of an open access systemis |ack of
physi ci an support. The open access systemis not an
intuitive one and runs counter to the way appointing has
traditionally been done in both the civilian and mlitary
setting. It renoves many of the barriers that have been

t hought necessary to ensure equity of access anong

beneficiaries and by doing so raises skepticism anong many
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physicians. A full commtnent to the system nust be driven
fromthe top down to ensure full and unequi vocal support
fromthe physicians within the organization (Meyers, 2003).
The open access system provides a nethod to i nprove patient
sati sfaction, provider satisfaction, and streanline the
provi sion of care within the MS.

Keller Army Community Hospital’s Approach Towards
Implementation

KACH seeks to inplenment the Open Access systemwi th a

t hr ee- Phased approach consisting of short-term (Phase I: 1-
2 nonths), md-term (Phase Il: 2-6 nonths), and | ong-term
(Phase Il1: over 6 nonths) goals and requirenments. |In Phase

| the primary care department will (1) nodify its

appoi ntnment tenplates to increase it’s nunber of acute
appoi ntnments and (2) develop internal primry care nmanager
(PCM teans within the departnment and CHCS. These
initiatives have three purposes, the first of which is to
reduce the anmount of backl og each provider has within his
or her panel. The priority for backl og reduction is acute,
routine, and wel |l ness appoi ntnents. The secondary purpose
is to gradually inprove provider continuity by increasing
patient access to their assigned PCM In conjunction with

this, the devel opnent of PCMteans is critical as it
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provides flexibility to appoint patients when the PCMis
unavai l abl e and provi des seanl ess patient care support in
the event of staffing shortfalls.

Phase Il requirenments consist of two focus areas: (1)
bringing primary care appointing back to KACH ( not
eval uated due to tinme constraints) and (2) education of
beneficiaries on the new system The Phase |1l requirenent
is to adjust PCM enpanel nent based on historical denmand.

St at enent of Purpose

The primary purpose of this study is to provide a
gqualitative analysis of the requirenments generated in
devel opi ng a phased approach to open access inplenentation.
This study al so has a secondary purpose of determ ning what
effect, if any, phased inplenentation of open access had on
t he dependent variables of (a) provider satisfaction, (b)
average wait tinme for appointnments, and (c) provider
continuity. Physician satisfaction is defined as an overall
feeling of contentnment or satisfaction physicians have for
t he vari ous aspects of their professional practice
(Vancosky, 1998). Average wait tinme for appointnments is
defined as the average nunber of days a patient would have
to wait to access a provider’s third avail abl e appoi nt nent .

This nmeasure is used to elimnate the triage appointing
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bias inherent in the carve out systemcurrently in place at
KACH. Provider continuity is defined as the percentage of
pati ents who see their enpanelled primary care provider
during a schedul ed appoi nt nment.

The i ndependent variable for the secondary goal of the
study is Phase | of the open access inplenentation. In this
study Phase | is defined as appointnent tenpl ate
nodi fication to the open access variant and PCM t eam
devel opment. Phases Il and Il are not evaluated due to
time constraints for subm ssion of this thesis.

To fully evaluate the effect that phased
i npl enent ati on of an open access system has on clinical and
busi ness operations the followng three null and alternate
hypot heses are proposed:

1. Hy= There is no difference in physician satisfaction
post Phase | inplenentation when conpared to the current
pre-inplenentation satisfaction rates.

H,= There is a difference in physician satisfaction
post Phase | inplenentation when conpared to the current
pre-inmplenentation satisfaction rates.

2. H= There is no difference in the average wait tine

for an appoi nt nent post Phase | inplenentation.
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H,= There is a difference in average wait tine for an
appoi nt ment post Phase | inpl enentation.

3. Ho= There is no difference in primary care provider
continuity post Phase | inplenentation.

H,= There is a difference in primary care provider
continuity post Phase | inplenentation.

These neasures are used for two reasons. First, al
i ndi cat ed dependent variables are easily collected and
guantifiable. Secondly, they were determned to be a
significant indicator of the primary care departnment’s
ability to nmeet various patient appointnent needs and were
key focus areas that the Chief of Primary Care directed to
be anal yzed during the course of this study.

Met hods and Procedures

Study Design

This study is a qualitative, exploratory, descriptive,
cross-sectional study of the requirenents needed to
i npl ement an open access system It is descriptive in
nature as it is designed to determ ne the who, what, where,
when, and how nmuch of a particular variable exists (Cooper
& Schindler, 2001). A cross-sectional design was chosen for

t he study, as conparison of variables throughout
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i npl enentati on Phases is of greatest interest. Since there
is alack of data on the requirenents needed to inpl enent
an open access systemw thin the MHS, and few MIFs have

i npl enented any formof alternative appoi nt ment systens,
the study is exploratory in nature. It is fully expected
and desired that this research be the catalyst for future
nore detailed studies on open access within KACH and the
IVHS.

Assunptions: There are two key assunptions that are

rel evant for this open access study: (1) MEDCOV NARMC
and/ or the TRI CARE Managenent Agency (TMA) will provide
Keller Arny Comunity Hospital with enough funding to
establish an infrastructure capable of neeting the
necessary requirements to inplenent an open access system
and (2) pending funding, appropriate support staff wll be
hired to neet mnimal projected staffing requirenents.

| f the above nention manpower and fundi ng constraints
are not overcone in a tinmely manner, the analysis this
study seeks to provide will not be negatively affected.
They are listed here as potential constraints to full

i npl enentati on of an open access system

27



Open Access 28

Data Sources

The data source used for the primary or qualitative
portion of this study is the collective experience of
KACH s seni or |eadership and staff nenbers. There are two
primary data sources for the secondary or quantitative
portion of the study. The first data source is KACH s
Conposite Health Care System (CHCS) database. This
dat abase, through the standard reports and ad- hoc query
capacity, wll provide nonthly data on the dependent
variabl es of interest. These variables are noted as b-c in
the statenment of purpose di scussed above. Raw data
consi sting of total appointnents by provider and third-
avai | abl e appointnment tinme will be collected prior to the
i npl enentati on of each phase to establish a baseline. Data
will then be collected nonthly and differences in the
basel i ne data and phase inplenentation data will be
anal yzed through statistical analysis to determ ne
significance. This analysis will aid in ascertaining the
ef fi cacy of each inplenmentation Phase on inproving provider
continuity and average appointnent wait tinme in the Primary
Care Departnent of Keller Army Conmunity Hospital.

The second data source is a physician satisfaction

survey created for use within this study (see Appendi x A).
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The physician satisfaction survey is a 16-item
gquestionnaire that was adapted froma 27-item questionnaire
used by Vancosky (1998). The changes fromthe Vancosky
guestionnaire were the elimnation of questions 12-19, 23,
25, and 27. These questions were elimnated as they had
[imted applicability to the primary care departnment or
providers. A five point Likert scale (1=Never Sati sfied,
2=Sonetinmes Satisfied, 3=Usually Satisfied, 4=Satisfied
Most of the Time, and 5=Always Satisfied) is used to
guantify responses. The 16 questions were sorted into four
multi-item satisfaction subscales. Questions 1-4 were

i ndicative of satisfaction with gl obal healthcare facets.
Questions 5-7 were indicative of satisfaction with the
quality of care adm nistered to patients. Questions 8-11
were indicative of satisfaction with the continuity of
practice within the primary care departnment. Questions 13-
14 were indicative of satisfaction the anmount of personal
time the provider had avail able. Questions 12, 15, &16 were
st and- al one questions that were neasured as single item
facets. A neans conparison was used to analyze the results
and ascertain the efficacy of the open access system on

i ncreasi ng provider satisfaction.
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Sampling Technique

The popul ation for this study is all of the primary
care providers enployed at KACH A self-adm nistered
guestionnaire was distributed to all of the primary care
provi ders assigned to KACH on Cctober 31, 2003. The
clinical assignnment and nanmes of all primary care providers
was cross-validated by both the Chief of Personnel and the
Deputy Commander for Cinical Services to ensure that each
primary care provider was properly identified for inclusion
in the study. Data collected for this study was obtai ned
fromall primary care providers who returned conpl eted
guestionnaires. Providers who were not on the active work
force rolls on the Cctober 31, 2003 inplenentation date
were not included in the study.

The entire questionnaire data collected in this study
was reported in a sinple report card format. Appendix B
includes a sanple of this format. This format was chosen
for its sinplicity and use in prior studies by Vancosky
(1998) and the Ofice of the Assistant Secretary of Defense
for Health Affairs. The report card format el egantly
captures the means conpari son between the two
guestionnaires and graphically depicts the overall |evel of

satisfaction wwthin the Primary Care Departnent.
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Questionnaire Data Collection

The satisfaction questionnaire was submtted to the
primary care providers on Novenber 3, 2003 and then again
on March 2, 2004. Each questionnaire consisted of the
question sheet with detail ed gui dance on how to conplete
the questionnaire, a return envel ope, and a letter signed
by the Deputy Conmmander for Adm nistration encouraging
participation in study. Including in the instructions was a
request to have the questionnaire conpleted and returned
within two weeks.

Al surveys were returned within a three-week tine
frame and upon recei pt were reviewed to ensure they were
conpl eted accurately. Upon verification that the survey net
conpl eti on guidelines, the data was input into a
Statistical Package for Social Sciences© (SPSSO)
conput eri zed database for statistical analysis. To ensure
accuracy in data input, a disinterested third-party
verified no data entry errors were nade in the data entry
process. An ANOVA was then used to conpare the baseline and
Phase | survey to determne if the differences between the
means of each question were statistically significant. This
anal ysis is used to determ ne what effect inplenenting

Phase | had on provider satisfaction.
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Validity and Reliability

A key conponent to any research is addressing the
validity and reliability of results obtained. Reliability
accounts for the accuracy of the procedures used to neasure
data and validity determ nes whether the study design
actually measures what it is attenpting to neasure (Cooper
& Schindler, 2001). Giemand diem (2003) indicate that
the cl oser Cronbach’s Alpha is to 1.0, the greater the
i nternal consistency of a survey or questionnaire’s
construct itens. The provider satisfaction survey used in
this study was determned to be reliable and valid in both
content and construct with a Cronbach’s Al pha of .86 which
exceed the threshold of .80 that is generally accepted as
the default standard for reliability (Giem& dien).
Content validity was established through a physician review
of the nodified survey. The review panel was responsible
for ensuring that all 16 questions represented an accurate
and applicabl e nmeasurenent for defining primary care
provi der satisfaction within KACH.

The provider continuity and appoi ntnment availability
dependent variable raw data is conmputer generated. The
reliability of this data is expected to be high as data

quality entry for KACHis currently at over 98% TMA and
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MEDCOM have al so approved CHCS raw data as being reliable
and valid for use in their independent studies.
Ethical Considerations

To ensure the validity of the responses generated in
t he provider questionnaire, all participants were assured
inwiting that their responses woul d be kept confidential.
The met hod used to collect the data al so ensured the
anonynmty of the respondents. No bi ographi cal data was
collected on the respondents and allowing themto return
their surveys via self-addressed envel opes protected them
fromidentification, a key concern in a snmall nedical
treatnment facility. Additionally, once the survey data was
i nput into SPSS© and val i dated, the original survey forns
were destroyed via crosscut shredding to elimnate the
possibility of identifying a provider through their hand-
witten comments.

Qualitative Findings and Results

Administrative Findings: Appointment Center Operations

The inpl enmentati on of an open access system does not
occur in a vacuum and the process of inplenentation crosses
both clinical and adm nistrative boundaries. In recognition
of this, KACH convened a nultidisciplinary action teamto

devel op the resource requirenents for inplenenting an open
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access system This teamnet a total of four tines for a
total of approximately 3.5 hours. The end state was the
generation of a requirements list that delineated the
needed resources and the projected cost for each of the
itens. This list is shown in Table 1 bel ow.

The key finding of the action teamcentered on the
need for KACH to divest itself fromthe centralized
appoi nt ment system established by the Managed Care Support
Contractor (MCSC) and inplenent a |ocal solution that would
be nore responsive to the needs of the facility. In effect,
Phase Il inplenmentation, and the requirenents generated by
i npl enenti ng an appoi nt ment center, was seen as one of the
key qualitative success factors in establishing an

ef fective open access system

Table 1. Appointment Center Resource Requirements

Infrastructure/Infrastructure Upgrades 1100 sq/ft $26,900
Personnel 9 (5x FT/4x PT) $83,496
Furniture 5 x Workstations $95,000
Computer Systems 6 x Computers/Printers $14,000
Automated Call System (ACS) 1 x ACD System $10,760
ACS Connectivity Upgrades 2 x Connection Cards $7,500
Digital Phone Systems 7 x Phone Systems $1,600
Total $239,256

The ability of a mlitary nedical treatnent facility
to change current appointing practices and devel op an

appoi ntnment center is fraught with many regul atory and
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contractual hindrances. In nost cases if the Managed Care
Support Contractor controls the appointing function, as in
the case of KACH, they will often refuse to allow the MIF
to recapture that service or will place undue financi al
requi renents on the MIF that nmakes recapture unfeasible.
Kel ler Army Community Hospital has avoided this pitfall
t hrough the fortuitous occurrence of having the current
managed care support contract transition to a new
contractor. The new contract, which goes into effect on
Septenber 1, 2004, gives the requirenent for al
appoi ntment services back to the MIF s. This change to
current practices has been the inpetus behind KACH s push
t owar ds open access. The ability to control the appointnent
function, deened critical by not only the open access
action team but by Murray and Tantau (2000) as well, wll
all ow KACH to seam essly transition into Phase Il of open
access inplenmentation within the facility.
Clinical Findings: Template Management & Space Constraints
As previously stated, transition to an open access
system does not occur in a vacuum |In addition to the
gqualitative adm nistrative findings, several observations
effecting clinical practices were noted. The primry

clinical focus area was the transition of the primary care
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provi der’ s appoi nt nent schedul es. The systemin place prior
to execution of Phase | was inefficient and | acked a
patient-centered focus. Provider tenplates, devel oped under
t he carve-out nethodol ogy, were heavy on acute appoi ntnents
to the detrinment of routine and wel |l ness appoi nt nents.
Wil e no data was being captured to quantify this result,
hence the qualitative analysis, discussion with the

provi ders indicated that they perceived that the day-to-day
appoi nt nrent demand, as classified by acute, routine, and
wel | ness, did not match the set appoi ntnent tenpl ate.

The second area of clinical concern was space
utilization. Current MEDCOM prinmary care optim zation
guidelines indicate that the optinmal facility |ayout wll
i ncl ude one office and two exam roons per provider (1x2).
This matches the current findings of Pinto, Parente, and
Bar ber (2002) that indicates that the optimal primary care
of fi ce operating under the open access systemw || consi st
of the 1x2 configuration. Keller Arnmy Community Hospital is
constrained in this area. Primary care providers are
currently operating in a 1x1 or 1x2 configuration.
Limtations on effectiveness of open access under this

configuration will be discussed bel ow.
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Quantitative Findings
Physician Satisfaction

A total of 22 satisfaction questionnaires were
provided to the Departnent of Primary Care. Eleven
provi ders were each provided the survey, once prior to
Phase | inplenentati on and one post Phase | inplenentation.
The response rate for the questionnaires was 100% w th 22
being returned within three weeks of distribution.

A 5-point Likert Scale (1=Never Satisfied and 5=Al ways
Satisfied) was used to determ ne the satisfaction |evel of
the primary care providers at KACH Prior to Phase |
i npl enentation (NOV 03), primary care providers were nost
satisfied with (1) the ability to practice according to
their best judgnent, (2) their overall professional
practice, and (3) the quality of care they were able to
provi de. They were |east satisfied wwth (1) the anount of
time spent practicing outside their specialty, (2)
continuity of patient care, and (3) the efficiency with
which they are able to practice in the facility.

Post Phase | inplenentation (MAR 04) they were nost
satisfied with (1) the ability to practice according to
their best judgnent, (2) the quality of care they were able

to provide, and (3) their overall professional practice.
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They were | east satisfied with (1) the amount of tinme spent

practicing outside their specialty, (2) the nunber of exam

Table 2. Mean Scores and Standard Deviation of Hiadhest and Lowest Rated Areas

Question # Pre-Phase 1 N Mean SD

Highest Rated Areas

Your ability to practice according to your best judgment? (Q6) 11 4,182 1.079
Your overall professional practice? (Ql) 11 4. 000 0. 447
Qual ity of care you are able to provide? () 11 4.000 0.894
Potential to achieve your professional goals? (Q4) 11 3.818 0.874
Lowest Rated Areas

Anount of time you spend practicing outside your specialty? (QL6) 11 2.909 0.701
Continuity of patient care you area able to provide? (QL1) 11 2.909 1. 044
The efficiency with which you are able to practice in your facility? 11 3. 000 0.775
Nunber of exanination roons avail abl e? (QLO0) 11 3. 000 1. 265

Question # Post-Phase | N Mean SD

Highest Rated Areas

Your ability to practice according to your best judgment? (Q6) 11 4. 455 0.688
Quality of care you are able to provide? (Qb) 11 4,273 0. 647
Your overall professional practice? (QL) 11 4.000 0. 447
Extent to which your current practice has net your expectations? (@3 11 4. 000 0.632
Lowest Rated Areas

Anount of time you spend practicing outside your specialty? (QL6) 11 2.909 0.701
Nurmber of examination roons availabl e? (QLO) 11 3. 000 1.265
Your ability to help formpolicies within your facility? (QL5) 11 3.182 0.751
The efficiency with which you are able to practice in your facility? 11 3. 364 0.674
Continuity of patient care you area able to provide? (QLl) 11 3. 364 0.674
The non-sal ary benefits of being a mlitary officer? (QL2) 11 3. 364 0.674
Anount of time you have for your famly and your personal life? (QL3 11 3. 364 0.924

roons available, and (3) the ability to form policies

wi thin the organization. Table 2 bel ow sunmari zes the nean

and standard deviations for the highest and | owest

areas pre and post Phase |. Refer to Appendix D for a

r at ed

conplete listing of mean scores and standard devi ati on of

all 16 itens in the questionnaire.

A nmeans conparison was used to anal yze the i ndividual

itemresponses fromboth surveys. The statistic used was
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anal ysis of variance (ANOVA), which utilizes an F-ratio for
the test of statistical significance. Appendi x B contains
the results of the ANOVA and the F-ratio and significance
each survey item It is interesting to note that the

di fference in responses between the surveys was not
statistically significant for any item Therefore while it
can be said that the nean for individual itemresponses

i ncreased in sonme cases, the increase cannot be
statistically attributed to the open access protocols but
instead nust be attributed to both the inplenentation of
Phase | activities as well as random chance. In this case,
as predicated by the study design, the alternate hypothesis
is rejected and the null hypothesis is accepted. There is
no difference in physician satisfaction post Phase |

i npl enent ati on when conpared to the current pre-

i npl ementation satisfaction rates,.

In addition to the Likert-Scale responses, primary
care providers were invited to include witten conments on
their survey fornms to allow themto nake any conments that
they felt were pertinent to their satisfaction |evel within
t he organi zation. No conments were received on the first
survey; however, many coments were included in the second

survey. Interestingly, although over 91% of all providers
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consi dered thensel ves “Always Satisfied” or “Satisfied Mst
of the Time” wth their overall professional practice (Ql),
the majority of the coments included on the second
guestionnaire were negative. Wile unable to quantify
witten coments, it is noted that the majority of the
negati ve comments centered on continuity of care and space
utilization, issues that are germane to the topic of open
access. Appendix E includes the full listing of all witten
comment s received.
Physician Continuity

Physi cian continuity data was captured from Cct ober
2002 t hrough March 2004. The data was captured in a
percentage format indicating the percent of patients that
provi ders saw that were currently enpanelled to them
t hrough the nanaged care support contractor. The continuity
percent ages were anal yzed through the use of ANOVA. This
anal ysis was chosen due to the fact that the percentages
coul d be conpared both pre and post Phase |. The anal ysis
resulted in an F-ratio of 24.626 with the critical val ues
for F(1,197) at 3.912 (al pha at the .05 level) and 6.831
(al pha at the .01 level). The F-ratio exceeds the 3.912
val ue needed for statistical significance at the p<.05

| evel and exceeds the 6.831 value need for statistical
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significance at the p<.01 level. Therefore, it can be
determined with 99% confi dence that changes seen in
provider continuity after the inplenentation of Phase |
open access system were not due to random chance but to the
protocol s thensel ves. The full results are shown in
Appendi x F.

After determ nation of statistical significance, a
Pearson Correlation (r) was conducted in order to anal yze
t he magni tude and direction of the change that Phase |
i npl ementati on had on provider continuity. The full results
are shown in Appendix F. The analysis resulted in an r-
val ue of .334 and a 2-tailed significance of 1.51x10° % The
r-value indicates that there is a positive linear
rel ati onship between provider continuity rates and Phase |
i npl enentation. The above two anal yses indicated that there
is a statistically significant relationship between
provider continuity and Phase | inplenmentation. Therefore
the null hypothesis is rejected and the alternate
hypot hesis; there is a difference in primary care provider
continuity post Phase | inplenentation, is accepted.
Average Wait Time for Appointments

Third avail abl e appoi ntnent data was col |l ected from

January 2003 through March 2004. The data was captured as
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t he nunber of days until a provider’s third avail abl e
appoi ntment. These val ues were then averaged to get the
primary care department’s third avail abl e appoi ntnment. The
data was then anal yzed through the use of ANOVA. This
anal ysis was chosen due to the fact that the data could be
conpared both pre and post Phase |I. The analysis resulted
inan F-ratio of 22.806 with the critical values for
F(1,59) at 4.004 (alpha at the .05 level) and 7.085 (al pha
at the .01 level). The F-ratio exceeds the 4.004 val ue
needed for statistical significance at the p<.05 | evel and
exceeds the 7.085 value need for statistical significance
at the p<.01 level. Therefore, it can be determned with
99% confi dence that changes seen in the third avail abl e
appoi ntnment tine were not due to random chance but to
i npl enentati on of Phase | protocols. The full results are
shown in Appendi x G

After determ nation of statistical significance, a
Pearson Correlation (r) was conducted in order to anal yze
t he magni tude and direction of the change that Phase |
i npl ementation had on third avail abl e appoi nt nent days. The
full results are shown in Appendix G The analysis resulted
in an r-value of -.531 and a 2-tailed significance of

1. 258x10°°. The r-value indicates that there is a negative
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linear relationship between third avail abl e appoi nt nent
days and Phase | inplenentation. The above two anal yses
indicated that there is a statistically significant
rel ati onship between third avail abl e appoi ntments and Phase
| inplenmentation. The null hypothesis is rejected and the
alternate hypothesis; there is a difference in third
avai | abl e appoi ntrent dates post Phase | inplenentation, is
accept ed.
Di scussi on

The intent of this study was to provide the command
group of Keller Arnmy Conmmunity Hospital an outline of the
key qualitative and quantitative factors that have been
di scovered as the hospital slowy noves toward a full open
access appoi ntnent system The need for this information is
critical at this time as KACH is posturing itself for
transition to the next generation of TRI CARE contracts. The
i nformati on gathered and presented in the study will be
used by the command to make wel | -i nfornmed deci si ons about
the strategic direction that KACHw Il take, not only in
appoi nt nent net hodol ogi es but al so i n managenent strategies
as a whole. Wile KACHis a mlitary medical treatnent
facility, which makes it significantly different froma

civilian for-profit or not-for-profit hospital, the
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under | yi ng managenent principles are the same: providing
tinmely access to high quality healthcare at an affordable
cost is the key to success in the healthcare industry. The
nove toward an open access systemis KACH s attenpt to neet
t hese goals now and in the future.
Qualitative Impacts

As nmentioned in the introduction, one of the goals of
this study was to provide a qualitative analysis and a
framework for inplenenting an open access system The basis
of the findings were detailed in the qualitative results
section covered previously. Wiile certainly not al
enconpassi ng, the factors discussed are the true drivers of
success in fully inplenmenting an open access system 1In
order for KACH to be successful in an open access system
it nmust control the appointing process. KACH has postured
itself to gain this functionality on Septenber 1, 2004 when
the transition to the new MCSC t akes pl ace. However, two
additional factors not discussed as resource requirenents
i n devel opi ng an appoi ntnment center are key. The first of
these is that the personnel detailed to work the
appoi ntment center need to be contract enployees. Wiile a
di scussion of the nerits of governnent service enpl oyees

vs. contract enployees is beyond the scope of this study,
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the action teamfound the flexibility to add or reduce
personnel in the appointnent center to be key to the
overall financial success of the hospital.

A second factor that was instrunental in the
devel opment of the appoi ntnment center requirenents was
space utilization. Keller Army Community Hospital, |ike
many MIFs, has limted space to expand operations of any
type. The addition of an appoi ntnent center to the
hospital’s footprint was an unpl anned event. As no space
existed within the facility to house the appoi nt nent
center, space was carved out of a satellite building
| ocated of f canpus. Wiile not the optimal |ocation, the
space was found to be adequate and the financial resources
were commtted to upgrading the building to neet the needed
requirenents. It is recommended that any facility that
seeks to undertake an open access systemfully explore the
space utilization requirements needed prior to commtting
to the program

The second qualitative area that was discussed in the
results section revolved around clinical efficiencies. As
noted, the current examroom and provider office footprint
i s inadequat e under the optim zed design nodel. This was

noted prior to conducting this study and was seen as a key
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area of concern. In order to address this concern while
concurrently noving forward on the open access project,
KACH invited two groups of United States MIlitary Acadeny
cadets mpjoring in operational and systens research to
study this problem The two groups conpleted their
prelimnary analysis in Decenber 2003 and currently a

foll ow-on group of cadets is conducting an additional

anal ysis on the Primary Care Departnent. Their
recommendati ons are due to be presented to the commander in
May 2004. If any of the recomrended efficiency solutions is
accepted a follow on study will be conducted to see how it
m ght inpact the open access system The key reconmrendati on
fromthis area is that concurrent study of all inpact areas
nmust be conducted to ensure success of an open access
system Keller Arnmy Community Hospital did not have the
time or resources to conduct sequential studies of al

areas inpacted by open access. Therefore the decision was
made early in the project devel opnment cycle to maxinm ze the
resources avail abl e at West Point and conduct parall el

anal ysis on key areas. This has postured the conmand to
make wel | -i nformed deci sions on the scope and direction

that KACH s open access systemw || take.
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Quantitative Factors

The results of the quantitative analysis on Phase |
i npl ement ati on has been presented above. | w Il discuss
each area: provider satisfaction, provider continuity, and
appoi ntnent availability, in turn.

The study of provider satisfaction was conducted in
order to ascertain if the physicians were commtting
t hensel ves to the concept of open access. |In essence, the
provi der satisfaction survey was used as a proxy for
corporate buy-in to the open access project. Wile publicly
prof essi ng support for the program many of the providers,
when di scussing the issue privately, questioned the
ef fectiveness of such a programin the MHS. The | ack of
support staff and exam space was the key concern, w th many
provi ders echoing the sentinent that the MHS is not a for-
profit civilian organization. This area still remains
nebul ous after quantitative analysis. Wth no question item
having a statistically significant difference when the two
surveys were conpared, it is inpossible to ascertain
whet her or not the providers are enbracing or rejecting the
system However increases in the means of Questions 7
(efficiency), 8 (time spent with patient), and 11

(continuity of care) are positive indicators that the
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i npl enent ati on of Phase | processes has had a positive
effect on both provider satisfaction and possibly clinical
outcones. In its study, the Institute for Heal thcare

| mprovenent (2003) indicates that open access |eads to nore
satisfied providers and increased clinical outconmes. Wth
just the initial inplenentation of an open access process,
it seens that KACH is benefiting fromthose predicted
results. It is recormended that further study on clinical
out cones and provider satisfaction be conducted as the open
access systemis fully inplenmented to ascertain if the
noted increases in the above areas are sustainable over
time.

Provider continuity has been shown to be instrunental
in not only inproving clinical outconmes for patients, but
al so for maxim zing revenue within a healthcare
organi zation. This premse is founded on the belief that if
providers spend nore tine with their patients a nutually
synergistic rapport will develop in which the patient and
provider freely share information. This in turn allows the
provider to becone fully know edgeabl e about the patient
and in turn nake nore conpl ex di agnoses which leads to
hi gher revenue generation (Schneck, 2001). While not profit

driven, the MHS is still driven to increase clinical
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out cones and maxi m ze wor kl oad per provider. Increasing
provider continuity through open access is one way that
MIFs can acconplish this goal

As seen in the above results, Phase | inplenentation
was shown to have a statistically significant inpact on
provider continuity. This correlates nicely with the
findings in the provider satisfaction survey that showed
t he nean score of Question 11 (continuity of care) rising
from2.919 to 3.364. This correlation supports the argunent
t hat open access is beneficial for KACH and the serviced
popul ati on.

Utimately, the goal of open access is to inprove
access to care for serviced beneficiaries. The preceding
anal ysis, while beneficial froman educational standpoint,
i s nmeani ngl ess unl ess an actual increase in access to care
is seen under the open access system The results of
appointment wait tinme indicate that that the open access
system as inplenented at KACH, has inproved access to
care. As shown above, the nunber of days until a provider’s
third avail abl e appoi ntnent dropped froma nean of 3.69 to
3.11. This indicates that access is inproving as open
access procedures are slowy starting to shape the denand

for appointnments within the facility. It is expected that
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third avail abl e appoi ntnent days will continue to drop as
Phase Il and Il are inplenented.
Recommendat i ons and Concl usi on

This study provided a qualitative analysis of the
requi renents generated in devel opi ng a phased approach to
open access inplenmentation. In addition, it provided a
guantitative analysis on how inplenentation affected
physi ci an satisfaction, provider continuity, and wait tinme
for appointnments. In |ooking at inplenenting an open acces
systemfroma qualitative standpoint, the open access
appoi ntment system just makes sense. The ability to
i ncrease access, generate nore workl oad and revenue, and
i ncrease clinical outcones are goals that any nedical
treatment facility should strive to neet. Commitnent of
resources will vary fromfacility to facility based upon
current infrastructure and avail abl e personnel. Control
over the appointnment system clinical tenplates, and the
footprint of the treatnent areas are germane to al
| ocations and are the linchpin to success of the program

Wi | e soundi ng easy in theory, undertaking the
transition to an open access systemis conplex. Proper
pl anni ng and di scussi on nust be made at all |evels of the

organi zation. This planning and di scussi on nust cross

50
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adm ni strative and clinical boundaries in order for the
transition to be successful. The main reason that KACH has
been able to successfully initiate the transition to open
access is that constant communicati on between the clinical
and adm ni strative staff takes place. This allows ideas to
be di scussed and anal yzed prior to comm tnent of resources,
streanmining the process and ensuring that all efforts are
pl aced toward the ultinmate goal of providing tinely access
to high quality healthcare at an affordabl e cost.

In order to achieve this goal, KACH nust be able to
nmeet each of the three corners of the iron triangle of
cost, quality, and access. The first area, cost, is not
applicable to KACH Under the current TRI CARE system
TRI CARE Prime beneficiaries have no cost associated with
their care. There is no associated co-pay for primary care
visits so the beneficiaries are shielded fromany financi al
burden that healthcare m ght inpose. As such, KACH has no
real ability to affect the cost of healthcare to the
consuner

The neasurenent of quality in healthcare is nebul ous
at best; however, the healthcare industry often uses the
Joi nt Conmi ssion on Accreditation of Healthcare

Organi zati ons (JCAHO survey results as a proxy for
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determining if a nmedical facility provides quality care
(Umer & Troxler, 2002). Keller Arny Community Hospital’s
JCAHO score of 98 out of a possible 100 (DEC 2004) pl aced
it inthe top 10% of all healthcare organizations in the
country and enphatically showed its commtnent to quality
heal t hcar e.

The comm tnent of KACH to an open access systemis the
continuation of nunerous steps it has nade to becone the
MHS s | eader in providing world-class health care for al
beneficiaries. Wth the qualitative and quantitative
results indicating that open access has had a positive
i npact on the organization it is recommended that KACH

continue with the phased inplenentation plan and actively

support transitioning to Phase Il in Septenber 2004. This
will bring the appointing function back under the
facility’s control and allow for the full inplenmentation of

t he open access system It is recommended that follow up
studi es be conducted to ascertain the full inpact of 100%
transition to open access at KACH. It is anticipated that
future studies will show even greater positive inpacts of
the system and the continuation of healthcare excell ence at

Keller Arny Comunity Hospital
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Directions for Completing the Physician Satisfaction Survey

(1) Carefully read each question listed below.

(2) Decide how satisfied you are with that particular aspect of your professional situation.
(3) Indicate your answer by circling the number in the corresponding row that best describes how you feel.

Example: Read question number one. If you are “Always Satisfied ” with “Your overall professional practice ”, then you should

circle the number “5 ™ in the row to the right of question number one.

Please answer all 16 questions and feel free to make comments in the space provided at the end of the survey. All the information

on this survey is important and your responses will be kept confidential.

Question |How satisfied are you with.... Never Sometimes |Usually |Satisfied most] Always Not
Number Satisfied |Satisfied Satisfied |of the time Satisfied |Applicable

1 Your overall professional practice? 1 2 3 4 5 0

2 Your current work setting? 1 2 3 4 5 [¢]
Extent to which your current practice has

3 met your expectations? 1 2 3 4 5 0
Potential to achieve your professional

4 goals? 1 2 3 4 5 0

5 Quality of care you are able to provide? 1 2 3 4 5 0
Your ability to practice according to your

6 best judgment? 1 2 3 4 5 0
The efficiency with which you are able to

7 practice in your facility? 1 2 3 4 5 0
Amount of time you are able to spend with

8 each patient? 1 2 3 4 5 0
The number of patients you see on a

9 typical day? 1 2 3 4 5 0

10 Number of examination rooms available? 1 2 3 4 5 0
Continuity of patient care you area able to

11 provide? 1 2 3 4 5 0
The non-salary benefits of being a military

12 officer? 1 2 3 4 5 0
Amount of time you have for your family

13 and your personal life? 1 2 3 4 5 0
Amount of time you are required to be on

14 call? 1 2 3 4 5 0
Your ability to help form policies within

15 your facility? 1 2 3 4 5 0
Amount of time you spend practicing

16 outside your specialty? 1 2 3 4 5 0

This space has been provided to allow you to make any comments that you feel are pertinent to your satisfaction level
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Appendi x B Provider Satisfaction Report Card Baseline

Keller Army Community Hospital Physician Satisfaction Survey Pre-Phase | !

Overall Satisfaction with Professional Practice (Q1)

Overall Satisfaction with Current Work Setting (Q2)

Mean Score Reported (5=Always Satisfied, 1= Never Satisfied)

Overall Satisfaction with Professional
Practice

Higher is s LA} | 4.000

Better

OPhase |
EPhase ll

Phase of Implementation

N/A Significantly Different From Pre-Implementation

N/A Not Significantly Different From Pre-Implementation

Mean Score Reported (5=Always Satisfied, 1= Never Satisfied)

Satisfaction with Current Work Setting

Higher is o
Better

3.818 OPhase |

|| BPhase |

3.455

1

Implementation Phase

N/A Significantly Different From Pre-Implementation

N/A Not Significantly Different From Pre-Implementation

Satisfaction Questions from
Questionnaire

Comparison To:

Change From (5=Always Satisfied, 1= Never
Previous Period Satisfied) Mean Score BaseLine Phase |
Quality of Care
Quality of care you are able to provide? (Q5) 4.000 | —— | | N/A |
Your ability to practice according to your best judgment? (Q6) 4,182 | - | | N/A |
The efficiency with which you are able to practice in your facility? (Q7) 3.000 | - | | N/A |
Global Facets of Healthcare
N/A Your overall professional practice? (Q1) 4.000 | e | | N/A |
Your current work setting? (Q2) 3.455 | - | | N/A |
Extent to which your current practice has met your expectations? (Q3) 3.727 | - | | N/A |
Potential to achieve your professional goals? (Q4) 3.818 | — | | N/A |
Continuity of Practice
 Amount of time you are able to spend with each patient? (Q8) 3.364 | | | N/A |
The number of patients you see on a typical day? (Q9) 3.455 | I | | N/A |
N/A Number of examination rooms available? (Q10) 3.000 | I | | N/A |
Continuily of patient care you area able to provide? (Q11) 2.909 | - | | N/A |
Personal Time
Amount of time you have for your family and your personal life? (Q13) 3.364 | ‘ | | N/A |
Amoum of time you are required to be on call? (Q14) 3.364 | - | | N/A |
Single Item Facets
The non-salary benefits of being a military officer? (Q12) 3.364 | - | | N/A |
N/A Your ability to help form policies within your facility? (Q15) 3.182 | - | | N/A |
N/A Amount of time you spend practicing outside your specialty? (Q16) 2.909 | — | | N/A |

; Lower

Your Rating is:

|—|Same
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Appendi x C Provider Satisfaction Survey Post-Phase |

N
A

Keller Army Community Hospital Physician Satisfaction Survey Post-Phase |

Overall Satisfaction with Professional Practice (Q1)

Overall Satisfaction with Current Work Setting (Q2)

Mean Score Reported (5=Always Satisfied, 1= Never Satisfied)

Overall Satisfaction with Professional
Practice

Higher is ]| 4.000

Better :w

OPhase |
B Phase Il

Phase of Implementation

Significantly Different From Pre-Implementation

Not Significantly Different From Pre-Implementation

Mean Score Reported (5=Always Satisfied, 1= Never Satisfied)

Satisfaction with Current Work Setting

Higher is *=
Better

OPhase |
B Phase Il

1

Implementation Phase
N/A Significantly Different From Pre-Implementation

N/A Not Significantly Different From Pre-Implementation

Satisfaction Questions from
Questionnaire
(5=Always Satisfied, 1= Never

Comparison To:

Change From
Previous Period Satisfied) Mean Score BaseLine Phase |

Quality of Care

0.273 Quality of care you are able to provide? (Q5) 4.273 | 4 | | N/A |

0.273 Your ability to practice according to your best judgment? (Q6) 4.455 | * | | N/A |

0.364 The efficiency with which you are able to practice in your facility? (Q7) 3.364 | 4 | | N/A |
Global Facets of Healthcare

0.000 Your overall professional practice? (Q1) 4.000 | — | | N/A |

0.364 Your current work setting? (Q2) 3.818 | 4 | | N/A |

0.273 Extent to which your current practice has met your expectations? (Q3) 4.000 | 4 | | N/A |

0.000 Potential to achieve your professional goals? (Q4) 3.818 | | | N/A |
Continuity of Practice

0.545 Amount of time you are able to spend with each patient? (Q8) 3.909 | 4 | | N/A |

0.000 The number of patients you see on a typical day? (Q9) 3.455 | — | | N/A |

0.000 Number of examination rooms available? (Q10) 3.000 | I | | N/A |

0.455 Continuity of patient care you area able to provide? (Q11) 3.364 | * | | N/A |
Personal Time

0.000 Amount of time you have for your family and your personal life? (Q13) 3.364 | | | N/A |

0.182 Amount of time you are required to be on call? (Q14) 3.545 | 4 | | N/A |
Single ltem Facets

0.000 The non-salary benefits of being a military officer? (Q12) 3.364 | | | N/A |

0.000 Your ability to help form policies within your facility? (Q15) 3.182 | | | N/A |

0.000 Amount of time you spend practicing outside your specialty? (Q16) 2.909 | | | N/A |

Your Rating is: [ w |rower |same [ & ] Higher
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Anal ysi s of Variance (ANOVA)
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Basel i ne Descriptive Statistics
Descriptive Statistics
N Range |Minimum |[Maximum Mean Std. Variance
Statistic | Statistic | Statistic | Statistic | Statistic [Std. Error| Statistic | Statistic
Ql.1 11 2.00 3.00 5.00 | 4.0000 | .13484 | .44721 .200
Q2.1 11 1.00 3.00 4.00 | 3.4545 | .15746 | .52223 .273
Q3.1 11 3.00 2.00 5.00 | 3.7273 | .27273 | .90453 .818
Q4.1 11 2.00 3.00 5.00 | 3.8182 | .26348 | .87386 .764
Q5.1 11 3.00 2.00 5.00 | 4.0000 | .26968 | .89443 .800
Q6.1 11 3.00 2.00 5.00 | 4.1818 | .32525 |1.07872 1.164
Q7.1 11 2.00 2.00 4.00 | 3.0000 | .23355 | .77460 .600
Q8.1 11 4.00 1.00 5.00 | 3.3636 | .36364 | 1.20605 1.455
Q9.1 11 4.00 1.00 5.00 | 3.4545 | .34015 |1.12815 1.273
Q10.1 11 4.00 1.00 5.00 | 3.0000 | .38139 |1.26491 1.600
Ql1.1 11 3.00 1.00 4.00 | 2.9091 | .31492 |1.04447 1.091
Ql2.1 11 2.00 2.00 4.00 | 3.3636 | .20328 | .67420 .455
Q13.1 11 3.00 2.00 5.00 | 3.3636 | .27872 | .92442 .855
Ql14.1 11 1.00 3.00 4.00 | 3.3636 | .15212 | .50452 .255
Q15.1 11 2.00 2.00 4.00 | 3.1818 | .22636 | .75076 .564
Q16.1 11 3.00 1.00 4.00 | 2.9091 | .21125 | .70065 491
Valid N (listwis 11
Phase | Descriptive Statistics
Descriptive Statistics
N Range Minimum_ | Maximum Mean Std. Variance
Statistic Statistic Statistic Statistic Statistic | Std. Error | Statistic Statistic
QL1 11 2.00 3.00 5.00 4.0000 .13484 44721 .200
Q2.1 11 2.00 3.00 5.00 3.8182 .18182 .60302 .364
Q3.1 11 2.00 3.00 5.00 4.0000 .19069 .63246 400
Q4.1 11 2.00 3.00 5.00 3.8182 .26348 .87386 764
Q5.1 11 2.00 3.00 5.00 4.2727 .19498 .64667 418
Q6.1 11 2.00 3.00 5.00 4.4545 .20730 .68755 AT3
Q7.1 11 2.00 2.00 4.00 3.3636 .20328 .67420 455
Q8.1 11 2.00 3.00 5.00 3.9091 .25062 .83121 .691
Q9.1 11 2.00 2.00 4.00 3.4545 .24730 .82020 673
Q10.1 11 4.00 1.00 5.00 3.0000 .38139 1.26491 1.600
Q11.1 11 2.00 2.00 4.00 3.3636 .20328 .67420 455
Q12.1 11 2.00 2.00 4.00 3.3636 .20328 .67420 .455
Q13.1 11 3.00 2.00 5.00 3.3636 .27872 .92442 .855
Q14.1 11 1.00 3.00 4.00 3.5455 .15746 52223 273
Q15.1 11 2.00 2.00 4.00 3.1818 .22636 .75076 .564
Q16.1 11 3.00 1.00 4.00 2.9091 .21125 .70065 491
Valid N (listwise) 11
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Tot al Response Dat aset
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Appendi x E Witten Comments

My lack of satisfaction is derived from having too nuch
responsibility without any control over nonetary or
per sonnel choi ces.

More tinme is needed in the day to follow up with patients
and actively manage their care.

More tine is needed to effectively nanage the care of our
patients. Are we operating under a managed care system or
not ?

Wiy can’t KACH optim ze the primary care departnent? Every
ot her departnent is getting renovated, why can't we.

Too nmuch focus on non-essential “training” takes away from
good patient care. No focus on continuity.

| wish there was one standard for autonmation. Learning a
new system every year is getting old.

More support staff is needed to maxim ze efficiency.

What departnment does the Commander support? Certainly not
famly practi ce.

| wwsh | had nore tine to spend with patients and | ess
adm nistrative functions to attend.



** Correlation is significant at the 0.01 level (2-tailed).
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Appendi x F Provider Continuity Results
Continuity Descriptive Statistics
Descriptives
Continuity Percentage
95% Confidence Interval for
Mean Between-
Component
N Mean Std. Deviation | Std. Error | |ower Bound | Upper Bound =~ Minimum | Maximum Variance
0 143| 525608 1684409 0140857 497764 553453 .0000 1.0000
1 55| 652236 1388148 0187178 614709 689763 4740 1.0000
Total 198 | 560783 1701949 = 0120952 536930 584636 .0000 1.0000
Model Fixed
Effects 1608242 0114293 538243 583323
Random
Effecs .0688200 -.313658 1.435223 .0076918
Anal ysis of Variance Results
Continuity Percentage
Sum of
Squares df Mean Square F Sig.
Between Groups .637 1 .637 24.626 .000
Within Groups 5.069 196 .026
Total 5.706 197
Pearson Correl ation
Correlations
Phase |
Continuity Implement
Percentage ation
Continuity Percentage Pearson Correlation 1 .334(*)
Sig. (2-tailed) 000
Sum of Squares and
Cross-products 5.706 5.030
Covariance 029 026
N 198 198
Phase | Implementation  Pearson Correlation .334(*) 1
Sig. (2-tailed) 000
Sum of Squares and
Cross-products 5.030 39.722
Covariance 026 202
N 198 198
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Means Plots

0.6600

0.6400

0.6200

Percentage

10.6000—

0.5800

0.5600 -

Mean of Continuity

0.5400 -

0.5200

Phase | Implementation
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Appendi x G Appoi ntrment Wait Tine Results

Descriptive Statistics

N Minimum | Maximum Mean Std. Deviation | Variance
Third_Avail 60 2.50 5.10 3.4983 52124 272
Appt_OA 60 .00 1.00 .3333 47538 226
Valid N (listwise) 60
Anal ysis of Variance Results
Third Avail
Sum of
Squares df Mean Square F Sig.
Between Groups 4,524 1 4,524 22.806 .000
Within Groups 11.506 58 .198
Total 16.030 59
Pear son Correl ation
| Third Avail | Appt OA
Third_Avail Pearson
Correlation 1 -531(%)
Sig. (2-tailed) .000
Sum of Squares
and Cross- 16.030 -7.767
products
Covariance 272 -132
N 60 60
Appt_OA Pearson ) -
Correlation -531() 1
Sig. (2-tailed) .000
Sum of Squares
and Cross- -7.767 13.333
products
Covariance -.132 .226
N 60 60

** Correlation is significant at the 0.01 level (2-tailed).
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