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¢ific medical capabilities was obtained through the use
of a gquestionnaire completed by training personnel at
Sheppard Air Force Base. Another questionnaire was
used to compare the opinions of doctors and independent
duty techmicians on the corpsman's ability to perform
48 medical tasks at varying degrees of independence.
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Findings and Conclusions: The results of the survey from
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perceptions about the degree of independence with which
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ADVISER'S APPROVAL

/



A STUDY OF THE FEASIBILITY OF USING
A DOCTOR'S ASSISTANT

IN RURAL AREAS

Report Approved:

/ Z;;/f W////W

M\f e

MW

ii



PREFACE

This study investigated the economic feasibility of
using a physician's assistant in doctorless rural areas.
The information presented here describes a particular pro-
gram which proposes separate facilities for a doctor's
assistant. Such an arrangement would enable the assistant
to provide limited medical service to a doctorless community
in the area of a supervising doctor's practice. The high
acceptance of the doctor's assistant in the rural areas
surveyed has indicated the potential utility of this study.

Many persons contributed significantly to this study.
Drs. John Shearer and Kent A. Mingoi of the College of
Business at OSU, provided background information and guid-
ance for the author through the more difficult early stages
of the paper. Dr. Thomas Points, (MD, Ph.D) of the Univer-
sity of Oklahoma Medical School, provided the author with
advice on the feasibility of many of the matters associated
with medical practices. The study of acceptability around
which this research was designed was conducted by Fred Fry
and Doug Allen, MBA candidates at Oklahoma State University.

The author would be amiss if he did not thank those who
helped to design the questionnaires and those who provided
information for parts of this study by completing them,

Dr. Ronald Sanders (MD), of Stillwater, made a valuable
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contribution by devoting a great deal of his time perfecting
the questionnaires. Colonel John Veit (MD), director of the
medical installation at Sheppard Air Force Base, also con-
tributed greatly by providing information, via the question-
naire, concerning the training and capabilities of the
independent duty medical technician. Dr. Robert Hoffman
(MD), of Oklahoma City, also provided valuable assistance by
administering a questionnaire to a number of his colleagues,
Finally, vaould like to thank my wife, Marla, who
spent many long hours typing and helping me prepare the

paper for its fimal printing.
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CHAPTER T
INTRODUCTION

The purpose of this study was to determine whether or
not an independent duty medicapl technician, upon retirement
from the Armed Forces, could operate a medical care facility
in rural Oklahoma. This medical care technician (MCT) would
function separate from, but under the supervision of, a
medical doctor. The actual focus of the perect.is to
determine whether or not such health manpower innovation
could be financially self-supporting.

The research conducted was designed to answer the
following questions:

1. What medical training has an independent

duty medical technician received?

2. What medical tasks could he be”expeqted to

perform and with what degree of
independence?

3. What‘ﬁould be the approximate cost of the -

facilities and equipment needed to perform
the above tasks?

4. How large a population is mneeded to support

an individual medical éare technician?

For the purpose of this study the corpsman, referred



to as the Medical Care Technician (MCT), will be assumed to
be located 20-30 miles from the doctor. The MCT will be
able to ask the doctor's advice or request his direct
assistance for any or all cases by telephone. For emergency
cases the patient may be transferred from the scene of the
accident or illmness to the doctor's clinic or the nearest
hospital by an ambulance operated as part of the MCT's

services.
Background

Why propose such a program when it is almost certain
that the local population would prefer the services of a
doctor to those of an assistant? At the same time, why
should a doctor be expected to spend his time training and
supervising someone who would be taking part of his
business? These questions can be best answered by analyzing
the need for a program such as the one proposed. This study
stems from the anticipated rapid increase in the demand for
medical services which is expected to grossly outstrip the
increase in the supply of medical doctors, as well as the
uneven distribution of the doctors presently practicing in
the. United States.

Although there have been some questions raised as to
whether or not a doctor shortage is now or will be a problem
in the United States, the problem does not arise rom a

shortage of doctors alone, but the career choices of these



d@ctarsmj The present emphasis in most medical schools is
on specialty fields, leaving a marked shortage of MD's in
the general practice or family practice area.

According to Dr. Thomas Points of the University of
Oklahoma Medical School, 80 percent of the medical needs of
the public today could be filled by the skills of general
practitioners. At the same time, 80 percent of the medical
school graduates go into some type of specialty field. It
is not the purpose of this paper to suggest changes in the
present medical education system, but rather to suggest a
possible means of enabling those doctors in general or
family medicine to treat a greater number of patients
through the use of an assistant. The MTC can.help relieve
this physician shortage by working in the role of the
assistant in the early detection and prevention of disease.

In the past, the first places to suffer the impact of
the doctor shortage have been the poorer rural areas, where
low population concentration and low income made it unfeasi-
ble for a MD to set up a practice. The problem is even more
acute in Oklahoma where, in 1967, there was one doctor for
every 51 persons, and only one—-third of these doctors were

general practitioners, thus one family doctor for every

1W0 Lee Hansen, "An Appraisal of Physician Manpower

Projections," A paper, University of Wisconsin, September,

1969,
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3,074 persons.” These figures are more meaningful when
they are compared to the national average of one family
doctoy for every 1,050 pel"sons.li The program developed in
this paper was proposed because it was felt that lower over-—
head may allow the MCT to provide medical services to low
income, sparsely populated areas and still economically
break even. Most important, the MCT would provide medical
services where they have not been readily available for
some time, thereby improving the health standard in these
areas.

Those familiaf with the health manpower areas are
aware of other proposals similar to this one. As is the
case with the Duke and MEDEX programs, the personnel to fill
the positiom of a Medical Care Technician would be recruited

5, 6 The

from the Medical Service Corps of the Armed Forces.
difference in the programs arises from the amount of mili-
tary training that the man has received. As was emphasized

on all questionnaires used in this study, the corpsman will

be a senior specialist who has received training as an

2CQVNm Theodore, J. N. Haug, Selected Characteristics
of the Physician Population, Special Statistical Series,
American Medical Association (Department of Survey Research),
Chicago, Yllinois, 1968, p. 168.

3

Ibid., pp. 169-171.

! : '
jt“People Etc.,”" The Tulsa World (Sunday, December 14,
1969), Your World, p. 2.

5”Physician"s Assistant Program 1969~1970,” Bulletin
of Duke University, V. XLI (June, 1969).

6Richard A, Smith, "MEDEX," Washington State Medical
Association Bulletin (November 6, 1969).




independent duty medical technician and haé from 8 to 20
years of experience with the military in hospitals and at
remote clinics.

:Emphasis is placed on the fact thaf the individual is
an independent-duty medical techniciagn, not é field aid man.
This distinction isAvery important because the program is
designed to provide high guality medical aid to the rural
communities involved,- with minimal delay for additional
education for the MCT. For this reason the corpsmen select-
ed for the program would receive litfle formal medical
training. This can be contrasted to the Duke and MEDEX pro-
grams in which the former requires two years of @edical
schooling and the latter from 12 to 15 months.

Although it is not assumed that the MCT is as profi-
cient as a physician when it oomeé to providing medical
care, it is true that a number of the tasks performed by\a
doctor do not require a high degree of training, and that!
these tasks could be performed by a physician's assistant,a
allowing the docton additional time'for the more specialized
work. Through their concentrated training progfam the Armed
Forces have created techniciahs who, with a limifed amount
of training in geriatrics and pediatrics and a familiariza-
tion with the procedures used in civilian practices,
could perform many of the physiciansﬂtasks and maintain a
high level of guality demanded in the fie;d of medicine,

Oklahoma law lends itself particularl& well to the use

of doctors' assistants, and for this reason makes



implementation of the program proposed here legally feasi-
ble. The Medical Practice Act of Oklahoma contains the
following statement: w;;

But nothing in this article shall be so construed

as to prohibit the service in case of emergency,

or the domestic administration of family remedies;

or services rendered by a physician's trained

assistant, a registered nurse or a licensed prac-

tical nurse if such services can be rendered un-

der the direct supervision and control of a

licensed physician, ....

The MCT would be acting in the role of a physician's
assistant by providing medical care, and/of referral to the
doctor's patients in his area. The doctor will be able to
supervise and control this assistant by direct telephone
contact or through the unse of a two-way radio. The MCT
could use these same communications facilities to consult on

a diagnosis about which he is uncertain, or to ask the

doctor's advice on the treatment of a spécific'iilness.
Organization

The body of this paper is divided into three main
parts. The first gives a comprehensive View of the training
which an independent duty medical techﬁiciah reééives in the
military and how this training qualifies an individual to
£ill the role of the Medical Care Teéhhiéian and function
as a doctor's assistant. Emphasis is placed on the inde-

pendent duty training’to point out‘theﬁééppsmanjs ability to

v "Medical Practice Act of Oklahoma, 59 0.5, 1961,
pp. 481-518, Paragraph 2, Section 1k. o



function in isolated areas without the need to contact a
medical doctor for advice or assistancé. This part of the
paper also contains a comparison of fh§ tasks performed by
the MCT, as perceived by the doctor aﬂd'functioning military
independent duty technicians.

The second part of the paper Contaihs an estimate of
the customer usage based on the percent of the population
which may be expected to make use of the facilities provided
by the MCT and the number‘of visits per year for each
patient expected to participate. This section alsc includes
a list of the equipment and a descriptiop of the facilities
necessary to provide the quality of services required of
medical personnel, as well as the additional equipment
needed to provide the special services necessary for the
successful operation of this type of program.

The third part shows the expenses involved in providing
the necessary equipment and faoilities, plus additional
administrative expenses, and the economic fee structure to
be used ih the program. From this informatioﬁ a break-~even
analysis will be developed, and this information will in
turn be used to determine the minimum size population nec-—
essary to generate the break-even income for the MCT.
Finally, this portion of the paper‘willvcpntain a section,
with suggestions as to the additiona%_use; of the MCT and
alternate sources of equipmént, in‘the,event that the pro-—
gram was economically unfeasible.

Although this study is based on information related to



the implementation of an MCT program in rural Oklahoma,'
it can, with few modificafipps,~be applied to commuﬁities
of rural America or even‘injpfban‘areas where;a;dqét°r’s

services are in short supply. .

Limitations

. Due tobthe nature of the:stﬂdy.this paper‘ié nbt devel-
oped in the usual style of a master's thesis. mMost of the
information needed in the development of thié‘WOrk could not
be obtained in complete form for use here.” For this reason,
a number of assumptions wére»made to enable the author to
arrive af solutions to the froblems which so ffequently
arose, These‘assumptionslwere made with tﬁe'ConCurrence of
the author's:adviSOrs,.and athers who'aré deeply involved in
the organization aund impléﬁéqtation of,fhe program.  The
assumptions were not made fo allow the:author to;draw
erroneous conclusions about the feasibility of the program.
A limited amount of the infarmation used in this study was
gathered by the uée of questionhaires, No atfempt'was made
to draw a random sample of the respondenté due toe the lim-
ited access to the population to be tested. Again, the
author attempted to remain‘objective in the'analySis and
presentation of results, and although a random and larger
sample_wquld have produced more répréSentative:outbome, it
is felt that the results presented in this ?éﬁéf are accu-—

rate and representative qf'thé_actual situafion.



CHAPTER ]I
REVIEW OF LITERATURE

Most of the literature reviewed_;n preparation for the
writing of this paper dealt with different aspects of gen-
eral medical practice, It was felt'thét the information
whiph might be provided by reéearch.of»this nature would be
helpful in implementing a program which would aliow the in-
troduction ofa.dooﬁor”s assistant sﬁch‘as the Medical Care
Technician (MCT) igto the field of medicine, especially in
rural, doctorless;éreaso

There has beeﬁ 1it{ie research done to determine if
this type of physitcian's assistant Would be alloﬁed to per-
form in the cépaciéy suggested in this study. Céyle and
Hansen surveyed Wisconsin doctors.by.the size of ‘the popula-
tion in the area of their practice, their professional ac-
tivity, the type of practice and the yeérs sincejtheir
graduation to determine the type of tasks these doctors
would allow an assistant to perform.l. The results sug-
gested that the physicians would allow the assistant to

function in two capacities. They would let him work either

1R. D. Coyle, M. F. Hansen, "The Doctor's Assistant, A

Survey of Physicians' Expectations," Journal of the American
Medical Association, V. CCIX, No. QV(July,‘19€§),
pp. 529-533. '
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as a surgical technician or as a helper working with the
patients generally seen by a family phyéician. Neither of
these two levels of performance permitted the assistant the
degree of independasnce or the amount of responsibility
allowed the MCT in the proposed program.

The problem of a shortage of health facilities can be
easily identified in rural Oklahoma communities. Two recent
articles in Oklahoma newspapers relate situations where
proper medical carzs is mot readily available to rural fami-

2, 3

lies due to a shorﬁage of doctor's. The situation is

described more specifically by the following statement:

Focusing upon the rural areas, in Oklahoma there
are 23 counties with a combined population of
approximately 195,000 encompassing 19,775 square
miles, each w’th 1l#ss than 5 active physicians.
In this area there are a total of 57 active phy-
sicians (one .o 34%5 peopie). This amounts to
one physiciar per %47 square miles. The conse-
quences of cciditicas such as this are that many
people do not receive adegquate medical services.

A report dated Juls 10, 1969, on the Health of the Nation's

Health Care System, defined the problem on a national

2David Graham; "Smzll Tovms in Oklahoma Just Can't Keep
Doctors," The Dail~ Oklahoman (Monday, August 18, 1969),
P. 21.

3Pat Crow, "Latimaix County Has a Problem; 7,900 People,
Lk Doctors,' The Tulsa Daily World (Wednesday, July 23, 1969),
Section B, p. 1.

4T9 C. Points, J. C. Shearer, K. A. Mingo, "The Use of
Former Military 'lIndependent-Duty Medical Technicians' in
'Doctorless Rural aand Urban Areas,'" A Paper, Oklahoma State
University (Januarv 9, 1970), p. 3. '
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levelw5 This repcrt by Secretary §f Health, Education and
Welfare Robert Fimnch, and Assistant Secfefary Designate of
Health and Scientific.Affairs Robert Egehperg, p1aces the
blame for incfeasihg medical cOStszon incfeased]demand on
the already overburdened medical facilities. The MCT could
be of service in the medical profession today because, by
working in remote@rural areas, he could provide the ''preven-
tion and early café_ofvillnesé which muéfjbe the first line
of attack on our healthkproblemSJﬁ' By so deing, he could
ease the workloaabéf thé 1Qca1 doctor and suppdrting hos~-
pital and improve;the ééonomic efficiehcy bf thé‘primary
health care éystemé F”

In an ihtervféw in January, 1969, Dwight Wllbur, 1968
President of the American Medical A55001at10n, proposed the
following soilutiox. to thé doctor shortage:

ees Welll haQé forsét up -a Structure:in which phy-

sicians-in cities and medical centers will super-

vise the work of speciall; trained a551stants

stationed in rural areas.

One good source of‘such personnel,.according_to Dr. Wilbur,
would be from the fhousands of medics released from the
Armed Servicesbeach year. Super?ision Would be conducted

by telephone and wccasiocmal direct Visit§ by the doctor in

SR. H. Finch, F. O. Egenberg, "A Réport on the Health
of the Nation's Health Care System;" A Paper, Department of
Health, Education and Welfare (July 10, 1969)

6Ib1d., p. 2.

7"Dwight Wilbur's Rx for Doctorleés Areas; A Special
Report," Medical Economics, V. XLVI, No. L (January 6,

1969), pp. 21-31. .
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charge of the assistant.

A report on Allied Health Personnel'by the National
Academy of Sciences on the use of military.medical training
programs as a model for use in non—militéry health care pro-
grams, not only found that:

The educatioral and training technidues used for

military corpsmen (medics), as well as the ways

in which thei+w skills are used, are worthy of

consideratior. for_the allied health professions

in civilian life.S
The report adds that if this same person is willing to stay
in the health services field, he can "..,.be developed as a
(health) manpower resource on his return to civilian life.n?
When the quality ¢f medical service in the military was
compared to simile ~ situations in e¢ivilian life, the commit-
tee said:

eee 1in genefal, moszt imstitutional and out-patient

care by the wilitary is as skillful as that fur-

nished in nor -military medical institutions and

clinics with “ull-itime c¢iosed staffg, 10

These article¢s show the meed for mere paramedical
personnel, point c 1t how they might be used, explore the
military medical service corps as a possible source, and

present a comparison of the product of the military medical

educational wyster with his civilian counterpart.

Sp11ied Health Personnel, National Agademy of Sciences,

Omid., p. 3.



CHAPTER' III "

CORPSMAN'S TRAINING AND ADAPTABILITY

Introduo,ioﬁf‘

The question could-he‘aSKed‘ih”relétionhto the medical
feasibility Of'a“program'ofﬁthefﬁatﬁre’of,the one proposed
in this study: "What medical training has the independent

duty medical;techmiCian recei?ed7ﬂ"Perhapsftwo'questions

”How does th;s tralnlng

which are more imrbrtaht arej 1

qualify the corpswan to‘perform_V the role of a Medical

Care Technlclan?”fand “How does the quallty Qf h1s medlcal

education compare Nlth tnat ef non—mllltary personnel°”

It is not th de51fe of thls program to flood the
health serv1ce fizld w1th low quallty medlcal care. It’is
known, however, twat some of the 1ndependent duty medlcal
technicians, w1th a wide range of experlence in health care
can, with a minimum of additional traiqing, provide medical
care in isolatedArhral areasEITThis poiﬁt'is‘besed on the

military tralnlng program Wthh these men must complete in

the course of their progress through mllltary medlcal
careers, not on the legal and educatlonalﬁrequlrements of

the civilian medical educatlonal system.‘j~f

The purpose of thls chapter is to descrlbe the general
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and specialized training received by a man pursuing a career
as an independent duty medical technician in the Air Force
throughout the perioed of his normal education and work
experience in the service, and then;suggestthow this train-
ing makes him eligible to function in,the role of the MCT.
The final section of this chapter contains adcomparison of
the doctor's and corpsman's perception of the tasks that the
Medical Care Technician should?perform‘in the role described
for him.

The training'the independent,duty technician receives,
coupled with his wide range of experience, makes him well
qualified for the job of Medical Care Technlclan. Part of
his formal tra1n1WQ is compared to the tralnlng of his
civilian counterps "t in the follow1ng statement:

.«. the arme( serVLces medlcal departments have

demonstrated hat by the use of relatlvely short,

intensive, and carefully structured educational

and training programs, they can graduate a corps-

man with sufficient basic knowledge and skills to

be placed, under supervision,. in a situation in-

volving the direct delivery of patient care.

With continuing, supervised, on-the-job instruc-

tion programs, they can produce in a few more

months a corIwman with. adequate’ skllls to . per-—

form many basic nursing and other procedures,

The special service schools develop skills and

abilities cowmmensurate with his civilian counter-—

part performing similar types of tasks.1

A 51mple outiine of the tralnlng recelved by a corpsman
does not alone mean a great deal. Many argue that an inde-

pendent duty man deals primarilY"WithrheaitnyﬂYoung men and

thus is not truly qualified to work with the older

lpallied Health Personnel, p; 6.
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population of the rural areas. The actual range of the
corpsman's experience is much broader, as is witnessed by
the fellowing:

The armed forces furnish complete health care to
some 3.5 million service personnel on active
duty. They also furnish health care to retired
personnel, dependents of active and retired per-
sonnel, dependents of active and retired service-
men, their widows, and other declared eligible by
Congressional or other competent authority. In
the aggregate, the military medical departments
have a major degree:of responsibility feor the
health care of about 10 million persons.

General Training

The USAF Medical Servicé has an extensive training pro-
gram which reaches inte every phase of airman activity
through the following trainingAcourses:

*Basic military training
Required of all airmen.

Basic medicai traihing
Training in subjects needed by all medical
personnel.

Apprentice specialist training courses.
Training in formal classes at medical train-
ing centers in a medical career field
specialty prior to assignment to a medical
facility.

Specialist, supervisor and technician level on-—
the-job training. -
Individual training, at the airman's duty
statiox, which prepares him for the 5 or
7-=level military classification structure.
The emphasis is upon applying skills already
learned, and upon improving job proficiency.

®Tbid., p. 4.

*Not a direct contribution to the airman's medical
career.
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Supervisor and technician training courses.
Training in formal courses in preparing for
sepior medical airman duties.
*Collateral training.
Training by the unit training section at
medical facilities. This training encom-
passes military training required for all
airmen. »
*Unit training.
The primary mission of all Air Force Medical
facilities is to furnish medical support to
Air Force Units in time of war. In unit
training the medical facility is trained to
function as a team in accomplishing its
wartime mission.3
Before a corpsman isveligible for training as an inde-
rendent duty medical technician he must complete intensive
training in other areas of medical care. In the Basic
Medical Service Course the airmanblearns emergency care,
treatment of trauma and hemorrhage and similar first aid
procedures reguired to save lives under adverse conditions.
This course is three to four weeks in length and deals pri-
marily with basic médical'procedures. The next step in the
pursuit of a medical career leads the airman into formal
training as an apprentice specialist. There are a great
number of different fields in which an airman may choose to
specialize, but the one which leads to training as an inde-
pendent duty. technician is the basic medical service course.

After completion of this course the airman is assigned to

work first as an apprentice medical service specialist and

IMedical Airman's Manual, AFM 160-34 (1 April 1961),
pe 18"’19 ‘ -
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later as a medical service specialist. It is at this point
in his career that the airman receives the extensive on-the-—
job training described earlier. This period of traiming
lasts from 48 to 53 weeks and covers a wide range of duties
in the medical field.

After completing this portion of his training, the air-
man may receive training in the Advanced Medical Service
course which would qualiff him to funétion in the role of a
Medical Care Technician. It is through the Advanced Medical
Service Course that the airman is taught basic and advanced
nursing procedures. Amn outline of the Blocks of Instruction,
with their major units of curriculum and time allotted for
each section is contained in Appendix A. This training con-
sists of 390 hours divided approximately in half between
class work (lecture) and performance. The performance por-
tion ranges from actual treatment, to.cases and problem
solving, depending on the design of the instructiomal unit.

The USAF Medical Service School plan of instruction for
the medical care technician contains the following course
description:

oes training in high levels of téchnical nursing

and supervisory skills concerned with the direct

care and treatment of patients in Air Force

Medical Treatment Facilities. A secondary objec-—

tive is to provide Phase I training for the

MedicalQService Technician (Vocational Nurse)
Course.

Plan of Imnstruction (Technical Training), Medical
Sexvice Techmician, Sheppard Techmical Training Center
(21 April 1969), p. i.
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Upon completion of his training as a medical care
technician, the airman will have speﬁt a minimum of six
vears in the Air Force, most of which will have been spent
either training or workimg in the field of medicine. Before
he is fimally eligible to receive training for and work as
an independent duty technician, the airman must spend two
vears working as a medical service technician, to improve
his skills and better prepare himself for the additional

responsibility that indepehdenfFdﬁty”involveso
Specific Capabilities

The following is a brief. descriptien of the duties and
responsibilities of an independent duty technician function-
ing as the sole source of medical aid at- a remote site.

The medical airman assigned to remote sites is the
sole source of immadiate medical attention for the
site personnel. He can get competent medical at-
tention for the site personnel. He can get compe-
tent medical assistance fyrom military officers at
medical facilities and frem civilian doctors and
facilities in the area. He is provided with the
tools and support he needs to do his job. He is
supervised by personnel.in the support unit and
the air diviSionnuvHe;is given aceesssto methods
of evacuation from the sites and is instructed in
all special procedures. -

The orgamizatien, duties and responsibilities of the
independent duty airman are very similar to those that
would be assigned to the Medical Care Techniciamn. The main

difference is that the MCT would be in closer contact with

JAFM 160-34, p. 17-7.
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his supervising doctor through telephone and radio
communication.

As a result of his military medical training, the MCT
could be expected to perform a number of tasks under the
doctor's supervision, such as:

«o. Specially defined physical examinations, the

treatment of minor illmnessess and injuries,; appli-

cation of casts and traction fellowing fractures,
collection of blood for transfusion and/or analy-

sis, imtravenous treatment with blood and blood

derivatives, the administration and supervision

of drug treatments, and immunizing procedures.

Most important of all in terms of adapting the

medical program of the Armed Forces to civilian

medical are is the participation of the medical

corpsmen in the care of civilian dependents of

the Armed Forces.,

In addition the MCT could be reasdnably expected to
perform the tasks as outlined by the categories in Appendix
B. This information was obtained by the use of a question-
naire (Appendix C) which was filled out by the officers in
charge of the independent duty airman's school at Sheppard
Air Force Base and their senior enlisted instructors,
through the cooperation of John P. A, Veit, Colonel, USAF
Medical Corps, commander of the installation. In addition
to the personnel mentioned above, five students who had
completed the independernt duty technician®s course were each
asked to complete a questionnairé."This information is an
important prerequisite in determimning the type of facilities

and the type and aimount of equipment needed to set the MCT

up to function separately from his supervising doctor. This

National Academy of Sciences, p. 8.
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data will be comsidered to be an accurate representation of
the capabilities of the independent.dufy:fechniciane

Equally as importanu as the treatmeht’capability 6f the
MCT, is his ability tovperform and interpret certain labora-—
tory tests, operate an X-ray maChine and read the X-rays.

If the MCT is to provide complete médical‘care he must have
at his disposal, and be able to succeésfully operate, equip-
ment which could make such;caré péséible. The information
as to the independent duty airman”shcapabilities in these
areas was obtaimned from Sheppard'Air'Fdrce‘Baéea This in-
formation is presented in Appendix D.

From this description of the laboratory procedures and
through the cooperation of Dro‘Thomas'Points of the Univer-
sity of Oklahoma Medical School, anveétimate of the cost of
the mnecessary laboeratory equipmenf.wasv@édeo At the same
time using the list of laboratory‘proCédures from Sheppard
Air Force Base, an estimate was made of“the volume of labo-
ratory work that could be expecfed'at the iselated facility.
From this, an estimgte was made as to the amount of income
which could be generated by the uée.of Such laboratory
facilities.

It alse was decided that an X—ray machine would be an
important part of the service thaf the MCT should provide.
The rural areas have a high.incidénce of accidents which
result in fracturéd or breoken bones, as well as other inju-
ries which might require X-ray work.v EVen though the infor-

mation from the Air Force indicatedvthat the MCT would not
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be qualified to read complicated X-rays, he would be able to
forward the X-ray te his supervising doctor and immobilize
the suspected facture while he awaited the doctor's analysis.
If the facilities such as these were mot available, the
MCT's services to the comMuﬁity would be incomplete because
any injury which might require an X-ray would autoematically
force evacuation to the doctor's office or a hospital.

The information contaimned in Appendices B and C define
the specific capabilities of the independent duty techmni-
cian. The combination of the information in this and the
preceding section show that the training and experience of
the independent duty medical technician qualify him to £ill
the civilian role of the Medical Care Techmician with little
additional formal training. The most important qualifica-
tion is this man's experience as a sole medical resource in
an isolated area, a zituation szimilar to the omne which an

MCT would be expected to face in a civilian context.
Use of the MCT in Rural Medical Care

There may be some question as to the rationale behind
assigning a doctor's assistant to work im a rural area when
health problems may be more severe in ghettos and crowded
urbamn areas. There also may be some gquestion as to the
wisdom of setting the MCT up in facilities separate from a
doctor, especially when this doctor is acting in the capac-
ity of the MCT's supervisor and is responsible for his

actions.
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Why emphasize rural doctorless areas? A brief explana-—
tion of the need for improved health conditions in rural
areas is cqhtéined in the introduction and review of litera-
ture of this §aper. No attempt will be @ade here to compare
health conditions or the need for healfh services in crowded
urban areas with those in rural. areas. The rural locations
were selected because it was felt that less opportunity
existed for ' medical care in these afeas‘due to the distance
the patient had to tra?el for a doctér’s serfices, In addi-
tion, a number‘of factors makejfﬁ;’prqbability of usage and
acceptange Qf'the MCT higher iﬁ?;ﬁral areas,vwhich is an
imporfant consideration for the pilot program. This asSser-—
tion concerning the feelings «f ths pppulation about the use
of a doctor's assistant which is used in this report is
faken-from a survey conducted by two ‘researchers at Oklahoma
State UniVersity who sought to ideatify medical. and demo-—
graphic variables which affeét;acéeﬁ%ability of MCTsm7

The functionihg of thg MCT in facilitiés‘separate frem
those of his supervising doctor also presents a unique prob-
lem. The physician's assistants produced by the Duke pro-
gram were not assigned am indepeﬂdent role due to the legal
implications in the states where tnese men would work. An
excerpt of the Medical Laws of Oklahoma relating to the use

of a doctorlg_assistant is containred in the introduction of

’F. Fry, D. Allen, "A Study of the Acceptability of a
Former Military Corpsman as a Medical Resource in Rural
Communities," Masters of Business Administration thesis,
Oklahoma State University, 1969.
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this paper. This law can be interpreted in such‘a way as
to allow varying degrees of independernice for the doctor's
assistant. The interpretation contained in this paper is
quite liberal but the medical isolation of the rural areas
points out the need for separa“te‘f’aci‘litiese One of the
most important duties of the ductor's assistant will be the
early detection and prevention of disease. By living and
working in the rural community the MCT can provide this
service through a more comprehensive medical care program.
Even though the MCT would not be working with the doctor in
his office, it could be expected that he would eventually
ease the doctor's workload, thus allowing the doctor more

time for special tasks or for professional development.
Level of Tasic Pericrmance

As pért of the current giudy, =« survey was coﬁducted to
determine if there was any simﬂlafity in the perception of
~task performance between the d@ctor{and‘fhe independent duty
techniqiaﬁ. Due to limitatioms of 7ime and financial re-—
sources, no attempt was made t¢ draw a random sample of the
doctors and corpsmen requested to answer the questionmaire.
Instead, a limited number from each group was selected to
fill out the questionnaire, comtained in Appendix E. The
questionnéire was designed to determime the amount of dele-
gation of duty and responsibility generally felt possible by
the doctors and to determine if the independent duty techni-

cians willingness to accept responsibility was similar.



24

The daoctors who completed the guestionnaire were young
MD's who had served in the Medical Corps of the Armed
Services. Ne attempt was made‘te differentiate these
doctars by branch of service (Army, Navy, or Air'Foree)-nor.
was any attempt.made to determine whether or mnot they had
worked directly with the independent duty medical techni-
cian. The information on the cover sheet of the question-
naire emphaeized the fact that the man being rated was an
independent duty techmician amd not a field aid man. An
attempt also wes made to eiplain the high degree of compe-
tence and the_broad range of experience of this individual
so as to give the doctors an idee of the type of persoh that
they would be rating.
independenf dufy medical teéhﬁicia&s stationed at Tinker AFB
in Oklahoma City, Oklahoma.

The scores used to assess - a vaiue to each questiounaire
were derived by assigning the values of 1, 2, 3, or 4 to the
columns A, B, C, and D, respectively (see Appendix E). The
total of the question values.wmuld then be the questionnaire
score. Thus, the scores could range from 48 for completely
independent action by the MCT to 192 for those persons who
would allow no independent actiomn. |

The null hypothesis for the test was:

H0 = There is no difference between the per-—
~ceptions of docters and independent duty

medical technicians as to the degree of
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independence of performance of certain
tasks by a doctor's assistant.
The questionnaire scores were evaluated through the use of
the Mann-Whitney U-test.

The results indicated that the doctors and independent
duty technicians had similar feelings about the degree of
independence with which the MCT could perform the medical
tasks listed on the questionnaire. ’Full analysis of scores
and the results of the test are contained in Appendix F.

The problem ofrhow a local‘ciVilian population, those
who would be able to receive medical care from the MCT,
would respond to such a program is dealt with at length by
Fry and Allen, who surveyed the population of a nwmnber of
doctorless Oklahoma towns. A summary of the results of
their research is contained in the mext chapter.

This information is combimed with specific data on the
expected volume of visits and with information about the
specific capabilities of the independent duty medical tech-
nician contained in this chapter. It provides a basis for
determining the type of facilities, and type and amount of
equipment needed by the MCT to provide adequate medical care

to the community he serves.



CHAPTER IV

USAGE AND ORGANIZATION OF THE

MEDICAL CARE FACILITIES
Introduction

Assuming the MCT is qualified to administer medical
care in facilities separate from his supervising doctor,
some estimate of the sizes and types of facilities is needed
to insure that he is able to provide high quality medical
services. The size and type of f%cilities required depend
on the frequency of use by the locai population,; as much as
it does on the capabilities of the MCT. For this reason, it
is necessary fo arrive at a figﬁre Yor population usage of
medical facilities in rural areas, in terms of an estimated
percent of usage and the number of visits per year.

The first part of this requirement is filled by infor-
mation derived from the Fry and Allen study mentioned
earlier while the second portiom is provided by iunformation
from a national survey on the volum= of physiciansv vigits
in different éreas of the United States. These two figures
act és‘a baéis for an assumption concerning the volume of
visits to the MCT.

‘This iﬁformation should providé insight as to the

amount and type of equipment needed to provide medical care

26
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to a community and the manner in which the facilities may
have to be organized to insure that the MCT is able to func-

tion properly.
Potential Clientele

The study by Fry and Allen is the basis for many of the
assumptions made in this section. For this reason a summary
of the results of research will be presented here.1 The
study was conducted in eight rural Oklahoma communities each
with a population of about 500. A random selection of five
percent of the community's residents wére asked to partici-
pate in the study. vAn exception to the randomness was made
through a special attempt to reach 1pca1 community leaders,
such as mayors, school principals, &tc., to determime if a
position of this nature had amy efifsct on the individual's
accéptancé of the MCT.

The interviewers briefly ecxplained the capabilities of
the MCT as well as his working relationship with the doctor
and then asked whether or not'khe person would go to the MCT
for treatment of a numbexr of Sﬁecifié symptoms. FEach ques-
tion was answered for three sgepsrate situations, each repre-
senting a different level of iumdependence of the MCT from
the doctor's supervision. |

The results of the study which are particularly

1F. Fry, D. Allen, "A Study of the Acceptability of a
Former Military Corpsman as a Medical Resource in Rural
Communities," Masters of Business Administration thesis,
Oklahoma State University, 1969, pp. 40-41.
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important in this report are:

1.

Estimated percentage usage was 35 percent imn
a community that had a practicing osteopath,
compared to 79 percent for a_towﬁ which waé
30 miles from the nearest competent medical
resource, showing the affect of distamce
from a doctor on acceptance,

The estimated percentage usage when the MCT
worked in the office with his supervising
doctor was 60%, indicating a preference to
see the doctor when possible.

The acceptance of the MCT by sex of the
patient is reflected Hy thas estimated per-
centage usage of 75% for males and 74% for
females in the.isolated rural areas
surveyed.

The variables of age, education, and income
had 1ittle effect on the acceptance of the

MCT.

The average estimated percentage usage for all communi-

ties surveyed was about 70%. This is the figure that will

be used as the estimated percentage usage for the rest of

this report.

Volume of Visits

Next, the number of visits per person per year was

determined. Since there is only sparse information



29

available dealing directly with visits to a physician's
assistant, the figures relating to the physician himself
will be used.'

The information presented here is taken from a survey
of the volume of physicians' visits by the National Center
of Health Statistics,2 Two definitions are given at this
time to provide a clearer understanding of what is meant by
a physician's visit:

A physiqian is a doctor of medicine or an osteo-

pathic physician. A visit is defimed as a comsul-

tation with a physician, either in person or by
telephone, for examination, diagnosis, treatment

or advice. Service provided directly by a phy-

sician or by a nurse or other person acting under

a physician's supervision is considered a phy-

sician wvisit.

The information provided by thisg survey is broken down
into areas similar to those tested by the hypothesis of the
Fry and Allen study of estimated percentage population
usage, age, sex, income, and education. Since all of these
areas were shown to have had little effect on the acceptance
of the MCT ih the particular area under consideration, it
will be assumed that any variation im the volume of visits
caused by these factors are of minor importénceo The fig-

ures quoted are based on residence and for the purposes of

this study, represent an average of physicians' vizits of

2Volume'o'f Physician Visits, United States - July 1966-
June 1967," National Center for Health Statistics Series 10,
Number 49, U. S. Department of Health, Education and Welfare,
Public Health Service, Washington, D. C., November 1968,

3

Ibid., pp. 2-4.
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the farm and non-farm population outside of the standard
metropolitan statistical area.

The number of visits were 4.1 and 3.3 visits per person
per year for honrfarm and farm residents, respectively. The
average of these figures is 3.7 visits per person per year.
Additional information shows am increase in visits with an
increase in age, and although the majority of the residents
of the communities surveyed were over 40 years old, the Fry
and Allen study indicated that as age increased,bthe use of
the services provided by the MCT were likely to decrease.
However, since the test of the actual effect of age on esti-
mated percentage usage showed no significant difference in
usage, fhe figure of 3.7 visité per person per year will be
considered accurate for the purposes of this study.

One assumption ﬁhich must be made at this time is that
visits to the MCT, working in the role described earlier,
would be the same as the visits to a physician working in
that rural area. That is, the people living in the communi-
ty where the MCT is located will each require medical care
3.7 times per year and 70% of thesse visits would be made to
the MCT, or, as explained later, 70% of the population will
visit the MCT‘3.7 times per year.,

The infoermation summarized in this section serves as
the basis for a number of important assumptions concerning
the use of tﬁe services provided by the MCT. The 70 percent
usage figure given earlier will, for the sake of simplicity,

be assumed to mean that 70 percent of the population of the
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area will use the services offered by the MCT each year. It
also will be assumed that this 70 percent of. the population
will average 3}7 visits per person per year.

When thg‘figures for the estimated percentage of usage
and the numher of visits per year are combined,kit is possi-
ble to arrive at.a figure of 2.6 visits to the MCT per unit
of population per year. As part of the Fry and Allen survey
of rural commﬁnities summarized in the preceding section,
each person interviewed was asked how many times he has
visited a doctor or medical facility in the last year. The
average for the 200 respondents was eight 'Visiz‘bcsa[i It was
felt that this figure may have been inflated by the inter-
viewee in the hope that ﬁﬂé high démand in his community
would result in a health care program being established,

For this reason, it is assumed that 100 people im the aver-—
age rural Oklahoma community will make 260 visits to the MCT
in the first‘year of his service. Any significant increase
or decrease in that figure after the first year obviously
depends upon the amount of comfidence that the local populia-

tion has devel@ped in the MCT's medical ability.

Services and Facilities Needed to

Provide Medical Care

The extent of the independent duty technician's

1p. Fry, D. Allen, pp. 40-41.
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training and experience, as well as the estimated number of
visits per year, serve as a basis for determining the size
of the facilities and the type of equipment needed te pro-
vide medical services to the full extent of his capabili-
ties. Although the services which would be provided are mnot
as extensive as those provided by a medical doctor, it is
felt that the facilities and equipment should be very simi-
lar to those of a general practitioner practicing under
similar circumstances. The possiﬁle exception to this might
be the amount ¢of laboratory equipmeﬁt and the size of the
X-ray machine used by the doctor. The doctor may be more
qualified to analyze the results of lab tests and be better
able to read X—raYS; therefore, he may need more extensive
laboratory and X-ray equipment in his practice. The labora-—
tory and X-ray equipment used by the MCT, on the other hand,
is‘subject to the constraints of his training and skills as
presented in Appendix D. It is difficult to identifyvspe—
cific laboratory and X-ray procedures to be performed by
the MCT as part of his medical service to the rural commu-~
nity. However, it is obvious from the informatiom in
Appendix D that there is a definite role to be played.

A list of furniture and equipment (less lab and X-ray
items) needed for independent practice was taken from a

publication which outlines some of the requirements for
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5

office organization of a family practice,

This information, complete with two sets of cost data
for office furniture is contained in Appendix G, Analysis
of cost data is presented in the next chapter. The items
are only those felt to be necessary under the hypothesized
circumstances, Additions to or subtractions from the lists
méy be possible as circumstances permit.

The size and Qrganizationvof the office also depends on
expected usage of the MCT. After reviewing literature on
medical practjce, however, space should be allowed for:

1. Reception room

2. Examination and treatment room

3. Consultation room

4. Business office

5. Toilct facilities

6. Storage and utility area

7. Léboratory

8. X-ray facilities.

It may be possible to combine a number of activities in
a single room, but for the most part, ample space should be
allowed for all anticipated activities. The reception room
should be large enqugh tc accommodate from six to ten
patients.> The»examination, treatment and consultation rooms

could be easily combined and contained in the MCT's office

5Organization and Management of Family Practice,
Committee on Medical Economics, American Academy of General
Practice, Volker Boulevard at Brookside, Kansas City,
Missouri (1968).
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with a screen provided for visual separation or division of
the room. The laboratory and X-ray facilities should be in
separate rooms, away from the MCT' s office. The final
arrangement depends upon the facilities available as well as
on the feelings of the supervising doctor about requirements
for the particular area. | |

The only full-time assistant that the MCT needs in the
operation of his facilities is a secretary who would perform
certain office functions such as typing, answering the
phone, arranging appointments, etc. This secretary, whose
presence is important if the MCT.is to see female patients9
should be hired from the local community. She would not be
trained, mnor expected, to perform any medical tasks: This
is to prevent undesirable situations of an "assistant's
assistant" which would place additional burden of 1iiability
on the supervising doctor. ”

The MCT will have an ambulance (described in Appendix
H) at his disposal to enable him to provide mofe complete
medical service to the community. The ambulance will be
used to evacuate the more critical patients from the =scene
of an accident or place of illimess to the nearest hospital
or clinic, or to the supervising doctor's office. In order
to enable the MCT to render assistance to the patienmt during
the journey, it  will be necessary for the local community to
have a qualified ambulancevdriver available at all times.
This service may be provided on the same basis as the volun-

teer fire department or a similar community organization.
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It is assumed that the community, working with the doctor
and MCT, couid work out any problems with regard to Oklahoma
law governingnthe training of ambulance drivers.

The purpdsé of this chapter has been to arrive at an .
approximate patient workload which, when combined with the
information about the MCT's medical capabilities described
in Chapter III,‘served as a basis,fér fhe estimation of the
size and type of facilities and equipment needed to provide
full medical care to a rural community. The cost of these
items and the manner in which they will be depreciated is

presented in. the next chapter.



CHAPTER V
ECONOMIC CONSIDERATIONS
Introduction

This chapter contains a discussion of the cost of es-—
tablishing the facilities and initiating the servicesgs of the
MCT, applying a fee structure to the patiént work load and
comparing the costs and income to arrive at a break-even
point. Both_the cost and ihcomé figures are only estimates
of what might be expected under actﬁal demonstration condi-
tions. In evaluating costé,»whenrsome—doubt existed as to
which cost figure to use when several were available, the -
highest cost was selected to allbﬁ:for any contingemcy which
might arise. FQr this reason, the cost figures are slightly
higher than those that should be encountered when such a
program is actually implemented.

The break-even information a#d the manner in which it
is presented represent an attempt to answer the questions
concerning the cost of the program and the population size
required for the support of thé_MCT. It also will point out
any major financial obstacles which might arise with regard
to the economi¢ feasibility of the program.

IFinally, some alternate uses of the MCT are suggested

as a means of generating additional income, and other sources

36
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of equipment and facilities are identified in an attempt to

reduce costs.
Cost Structure

A list of the furniture and equipment needed in general
practice is contained in Appendix G. Two separate price
lists are given for the items in the Appendix, the first
shows the costs estimates for setting up an offjice for
family practice, these prices are quofed from a manual
designed to assist doctors interested in establishing such a
practice.1 The second list is made up of costs of the same
items taken from other sources. The second list of this
appendix was 6ompiled in an att;mpt to show that the same
furniturevcould be purchased‘at a lower cost, The items are
of good qﬁality'and,»in the author's opinion will be of
service to the'MCT for a minimum of 10 years. Thefefore,‘it
will be assuméd that the items can be procured for the total
cost of $2,870. These items will be depreciated on a
straight line hasis over a period of 10 years.

The laboratory equipment needed by the MCT to prbvide
full service to his patients costs an estimated $900. The
approximate cost of this equipment and the X-ray machine and
facilities described below was provided by Dr. Points, of

the 0O, U. Medical School, on the basis of the information

Organization and Management of Family Practice, Comit-
tee on Medical Economics, American Academy of General Prac-
tice, Volker Boulevard at Brookside, Kansas City, Missouri

(1968), pp. 36-38.
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contained in Appendix D. The cost of the X-ray facilities
was set at $3,000. Both the laboratory equipment and the
X-ray machine Wi¥l be depreciated on a straight lirne basis
over a period of 15 yeérs.

Salaries and risk premiums involved in the operation of
the health care facilities represent a sizable portion of
the yearly expenses. Based on the information available on
the starting salary of the graduates of the Duke Program
($8,000 to ﬁlé,QOO per year) and the-salary and benefits
that an independent duty technician receives in the military,
it was feit that a yearly salary of $10,000 would be meces-—
sary to attract the qﬁality of independent duty techmnician
desired to fill the role of the MCT. The fixed salary might
be lower if an agreement COuld be‘reached between the MCT
and his supervisor as to the use of some type of imncemtive
plan.

The secretary's salary was based on an estimate of the
average wage in the areas where the medical care facilities
would be established, and the type of work that she would be
doing. For the‘purposes of this study, it will be assumed
that competent secretarial help can be secured for $300 per
month.

Perhaps the.most ambiguous fee which must be paid is
that of the compensation top the supervising doctor for his
additional effort and added responsibility. The figure of
$5,000 per year was arrived at after conferring with Dr.

Points, of the University of Oklahoma Medical School,, and
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Dr. Kent Mingo and Dr. John Shearer, of the Oklahoma State
University College of Business. It was felt that this
amount would be sufficient compensation for the doctor’s
time and trouble. This fee is in effect a fisk compensatioh
fee and does ndt encompass the total possible remuneration
that a supervising physician could receive from ﬁ@rking in
conjunction with an MCT.

The total of the salaries and compensation fee present
an interesting problem as far as the expense of the proposed
program is concerned. The $18,600 of anticipated salaries
represents a sizable cost for an operation of this size and
may present a formidable obstacle to the financial, success
of the program.

The cost_of a fully equipped ambulance described in
Appendix H is $6?O99. Due to the type of vehicle necessary
to provide service needed by the community and its surrouﬁd—
ing area the deqisioﬁ was made to build an ambulance using a
four-wheel drive Chevrolet carry-all as a base vehicle. ITn~
formation as to the additional equipment needed to convert
the vehicle to an ambulance and the approximate costs of
these items was obtained from Touny Smith, of Stillwater,
Oklahoma, who had performed a similar conversion on a
carry-~all to be used in his ambulance service. It is
assumed that the ambulance will have a five»year life. It
will be depreciated on a straight line basis With a salvage
value of $1,000; The cost of opération of the ambulance

will be covered in miscellaneous expense mentioned below.
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A number of minor expenses such as rent, utilities,
taxes, insurance (excluding malpractice insurance), medical
and office supplies, maintenance and other expenses should
also be considered in the operation of the services. No
exact figures are available for those expenses but it is
estimated that they would total about $4,0001per year.

No set figure can be given for the increase in the
supervising doctor's malpractice insurance. It is kunown
that one doctor supervising a graduate of the Duke program
has not had his malpractice insurance rates raised. How-
ever, this particular doctor's assistant is working in very
close contact with the physician. Due to geographical sepa-—
ration of doctor and assistant, it will be assumed that the
insurance companies will treat the supervising doctor as
though he was working in partmnership, as is the case with
the midwife program in Celorade. In this particular case; a
doctor in charge of a midwife assistant would pay twice the
premium normally required. It is hoped that the amecunt
allowed for the supervising doctor's risk premium would also
cover the additional malpractice insurance.

Summary of Expenses

Item ~ Total Expected Salvage Cost Total

Cost Life Value Yearly
Furn. & Equip. $2,870 10 yrs. $ 870 $ 200
Ambulance 6,099 = 5 yrs. 1,100 500
Lab. Equip. S 900 15 yrs. 0 60
X~ray Equip. 3,000 15 yrs. 300 - 180

Total Depreciation Expense $ 940
Salaries o $13,600
Ri sk Premium 5,000

$18,600

Miscellaneous Expense 4,000

TOTAL YEARLY EXPENSES $23,340
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Fee Structure

The fee charged for the MCT's services is an important
factor in the prdposed program. If the fee is less than
that charged by the physician, it may leave the impression
with the patient that the medical service is of lower qual-
ity than that provided by the doctor. On the other hand, if
the fee is the same and the patient has to be referred to
the MD after Being examined by the MéT, he might have to pay
a double fee, and more than likely would'go to the doctor
for the initial examination.

In an attempt to resolve these problems, Dr. Points,
Dr. Shearer, and Dr, Mingo devised a fee structure for the
MCT. The purpoée of the plan is to allow the patient a
choice between paying a set fee for examination by the MCT
or a slightly higher fee for examination by the dector. If
the patient chose to see the MCT and is subsequently re-
ferred to the doctor his total fee would be slightly higher
(by 10 to 20 percent) than if he would have gone directly
to the doctor. However, if by examination and consgultatiomn
the MCT and the doctor decided that the patient would not
require further treatment fee for the office call would be
approximately 40 percent less than if the patient would have
gone directly.to‘the doctor. The purpose of this proposal
is to allow the pétient to save money by seeing the MCT.

The problem of the feeling attached by clients by different
levels of quality of service resulting from the differeunces

in the fees still exists but hopefully could be eliminated
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by the supervising doctor's open approval of the services
provided by the MCT. |

Tn an attempt to establish an exact figure for these
two fees, informéiion on the median office visit fees for
general practitioners in the southern portion of the United
States was Obtained.2 The fee of $5 for the first office
visit is from a 1965 nationwide survey, and will be consid-
ered the average fee charged by doctors in the areas under
consideration. Based on this figure, the fee for a visit to
the MCT was set at $3.50 and the charge by the doctor for a
patient referred by the MCT would be $2.00; When these
figures are applied to the fee structure proposed above, the
patient might bé expected to pay from $3.50 to $5.50 for
examination and treatment depending on whether or mnot he is
referred to the doctorvafter the initial examinatiomn.

The question might be asked, !'"How éan the $2 fee be
justified as far as the doctor is concerned?" The assump-—
tion is made'here that the MCT will be able to do the pre-
liminary history and narrow the po;sible cause of the
illness or perhaps positively identify it and forward this
information with the patient, thus saving the doctor counsid-
erable time in the final diagnosis and treatment.

In order to insure control and maintain.the clear un-

derstanding by the patients that the MCT is the doctor's

2"Fees Charged vs. Time Spent on Office Services,"
Medical Ecomomics, V. XLI, Part 1 (January 10, 1966),
p. 92. -
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assistant, it is felt that the actual billing for the serv-
ices rendered should be handled throcugh the supervising
doctor's office. This will also provide the doctor with a
means of confrol in that he will have information as to the
exact number of pgtients seen by the MCT and the services
for which the patient was charged. This billing techunigue
also eliminates any duplication of efforts in the case of
patient referral., Finally, it leaves the clear understand-
ing that the MCT works for the doctor and dependé on him and
his office for certain services essential in the operation
of his fag¢ilities., Billing through the doctor's office may
also minimize dollection problems or avoid conflicts re-
sulting from changes in billing procedures.

An alternate fee structure is proposed by the author in
the last sectidn of this chapter. Under this sytem, the
billing procedure will remain unchanged, but the fee charged
by the MCT will be different, hopefully eliminating some of

the problems of the ahove system.
Break-Even Analysis

Lack of information concerning the expense created by
each patient visjit precludes the possibility of applying the
conventional break-even analysis to the cost structure which
has been developed. For this reason, all expenses will be
considered fixed expenses on a yvearly basis. Income will
be determined on fhe basis of population and from this in-

formation the population size necessary to cover the expense
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of operation of the facility will be esfimateda

This approaqh is designed to determine the amount of
income generatedypér 1OO people. It shdulqmbe.helpful in
selecting a commﬁnity forbthe pilot prégrém aﬁd later for
determininé the econémic feasibiiity of the project in other
areas. Using the information formulated earlier, one can
find the income generated pér 100 éeople who could be ex-—
pected to make use of the facilitieéiprovided by the MCT 70%
of the time with an average of 3.7 Yiéiﬁs per year at $3.50
per visit, or (100 g .70 x 3.7 x $3.50). This gives a fig-
ure of $910 pef 100.personsbper year. o

Additional income may be earned through the use of the
laboratory and X-ray equipment, althbugh no exaét figure
could be found as to the exact amount of this income it will
be assumed that it will amount to 10%yof the amount earmned
through office:visits, or $90 per 100vpeop1e per year. When
these two figures are combined fhe total yearly income gen-—
eration potential per 100 units of population is approxi-
mately $1,ooo.

When this informétion is Qoupledbwith the yearly cost
of operation approximation of $23,340, the break-even point
in terms of population is 23,340 divided by 10 or 2,334
people living in'or,near the community»where_the MCT's
facilities wpuld_pgtlécated.z Since a;city of this size
would more than likely be able to attract aﬁd support a
medical doctor, and the size of thé towns considered in this

study had an average population of SOQ, the program as it is
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proposed would not be financially self-sustaining and,

therefore, economically unfeasible.

Suggestions for Improving the Feasibility

of the Program

The'broad range of training received by the independent
duty medical techhician'and the alternate sources of the
facilities and much of the equipment needed to provide medi-—
cal care permit a number of alterations to be made in the
proposed program. These changes, many‘of which amount to no
more than assigning additional duties or changing the pres-
ent duties, Will bring the program closer to a break-even
situation.

The first possibility is the reduation,qf many of the
costs involved ipn the establishment and operation of the
facilities. Although there seems to be few altermatives to
lowering the major expense, that of the salaries and the
risk premium, much’can be done tqvlerr or eliminate the
cost of equipment. In 2 number of the rural towns which are
presently without a doctor, complete sets of medical equip-
ment are available. This equipment wgs‘donated to the
community by the local doctor upon his death. Other commu-
nities have complete clinigcs which are either closed or are
open only part of the Weék because doctofs éré naot available
to staff them“full.time, With little additional expense in
either situation, the MCT could use these facilities to see

patients and administer health care.



46

Another expense which may be partially or fully absorb-
ed by the local community is that ofvthe‘puruhase and opera-—
tion of the aﬁbulange. »ThevpgssibilitynalsQ;gxists that
ambulance serviceiig'alreadyiproviued'fo the éommunitya If
this is the case, thé service may be moré feasible since the
MCT could act as the attendant, comforting and caring for
the patient being evacuated. The responsibility for provid-
ing the ambulance driver would still fall on the local
community and nay be provided‘as described earlier.

Purchasing used furniture and equipment would be an-
other means of reducing the initial capital ekpenditureﬁ
This could nean a significant cost reduetidn>provided that
this equipment or furniture is in guod condition and could
be used for a nuﬁbér of years.

The final proposal for cost reducﬁion may not be feasi-
ble in the’early'stages of the program but may become more
so as the program'is accepted, and the MCT is alleowed to
take on additionul duties applying his skills to a wider
range of activities. The additidnal.duties-may not directly
generate income but could be of éréuf.enouénrbenefit to the
community or supervising doctor to justify absorbing the
difference between the income and expense of the total serv-
icés. It may algq be possible to reduce the amount paid to
the supervising qugtor_in the form of riék premium once a
good working reiétipnship has been_estabiished with the MCT.
This reduction may.also be highly dependent on the risk

experience of insurance companies that provide malpractice
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insurance for the doctor.

The next propeosal for improving the economic feasibil-
ity of the proposed pfogram is the alternatgyfee gtructure
mentioned earlier. The original fee strugcture proposed
different fees fdr the MCT and the doctor with sepérate pay~-
ment to each if the patient is referred to the doctor after
examination by the MCT.‘ This plan may place the stigma of
low quality medicine on the servicés pro&ided by the MCT and
may cause confusion és»toithe actual role of this assistant.
Under this plan, the MCT would charge the same fee as the
doctpr; in this casé, $5.00 per visit and if the patient was
referred to the doetor no additional charge would be made.
It is the author'svbelief that this might encourage the
.local population to make use of the services provided by the
MCT. This payment pattern assumes that the disutility of
traveling from $ixty,to eighty miles to see a physician is
greater than the quality imagery of the MD's services.

Payment. to the doqfor for seeing the referred patient
could be handled in two ways. The firét would be similar
to the earlier plan';n that all fees would be paid to the
doctor and the MCT would be paid on a salary basiz. Under
the second plans_the risk premium to the doctor could be
increased bj some fixed‘émount. For purposes of simplifying
net result, the latter solution will be used to show the
change in the feasiﬁilit& of the program..

It will be as§umed that an increase in the risk/premium

of $3,400 will adeQuateiy»cover the supervising doctor's
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compensation under the new fee structure. Thié raisesg the
total cost of salaries ta $22,000 and the total yearly cost
of the entire sefvicq fb $é€,900. Aséumiﬁgbng.changes in
demand for the Mcf*s Sqrvices, the inqome genefated under
the new fee struéture is 100 x .70 x 3.7 x 5 or $1,295, plus
the 10 percent used egrlier which gives an income of about
$1,400 per 100 people. This lowers the population require-
ment by one-fifth from 2,330 to'1,925. Although the program
is still nat economically feasible a significant reduction
can be realized. |

Any combination of the cost reduction, ipcome increas-
ing proposals presented here may he used to make the program

more feasible.



 CHAPTER VI
SUMMARY AND CONCLUSION

The doctor éhoftage in the United States is particularly
acute in isolated rural areas. The focus of this paper was
not to determine thé_qause of this shortage, but to explore
possible solutiéns to it by usingva physician's assistant.
The proposal is ﬁhatithis assistant, called a Medical Care
Technician (MCT) work‘under a doctor's superfision? but in
a clini¢alAsetfing, located invén outlying rurél community.
This geographic Separation would be‘necessary if the MCT is!
to providé the early detection and prevention of disease as
part of his basic medical care. The supervision would be
provided by the responsible doéﬁbr thfough frequent tele-
phone contact and occasioﬁal visits to theiclinic operated
by the Medical Care Te¢hnician. 'The Medical Practice Act of
Oklahomé cah be interpretgd_td allow such aﬁ arrangement
between a physicién'ana his assistant, and for this reason,
doctorless rural Oklahoma areas were considered for the
purposes of analysis.

The military independent duty medical technician is
trained to work.iﬂ:a folé similar to the oneﬁ?roposed for
the MCT. Based én hié tréining and ekperience, it was

assumed that the';ndepehdent duty technician, as typified

L9
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by Air Force independent duty medical techmnicians, could
assume the role of the bhysicién's assistant in rural °
doctorless areas gfiqklahgmgfwith a minimu@;of;additional
training. o | | R

Recognition:of the*indepondent duty teonnician“s oapa—
bilities by doctors who are familiar with hio role in the
military and the acceptance by_the population of such rural
doctorless areas of Oklahoma that would be.served by such a
>doctor's assistant greuindic#tions of the potential success
of the MCT program. vSpooific information ooncorning the
estimated percentége-usoge of the MCT in such'rural communi-—
ties and the number of Qisifs anticipated pef’person each
yvear indicated that it would bhe feasible tg assume that the
average patient in a doptorless rural community would visit
the MCT 2.6 times per year.

When this estimated number ofIVisits wasboombined with
a fee structure, tho income generated could easily be ex-
pressed in terms of'population size;

The rural communities under con51deration for the MCT
program had a populatlon of about 500, Based.on the infor-
mation about the expectod‘percentage usage:of £his rural
population, and the information concerning the capabilities
of the 1ndependent duty technlclan, it was assnmed that the
MCT should have at his disposal facilitles anqaéquipment
similar to those needed by a famlly doctor\pnéoticing under
a like set of101rcumstances, In addition toithe standard

equipment requirementiandvin’recognition_of the MCT's
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limited medical capabilities, it was assumedithat the MCT
wouid also need to have an ambulance at his‘disposal to
evacuate serious‘éases‘t@;é%eas‘Where morg\iﬁﬁgnsive care
could be administered;“-“ | o

The‘variabig operaﬁing costs and the cost of the furni-
ture and equipment, depreciated on a straight line basis,
are not formidable'obsﬁaqles in the financial operation of
the program. The economicbétumbling blqck'apégars to be the
salaries allowed fof,thelM§T gnd hi's secretéry.and the risk
premium paid the supgr&isihé déctor, Thé risk premium was
assumed to be neceésary fo”compensate for thg_additional
responsibility and atténtion requiréd of the doctor to in-
sure successful operation of the program. It ié this
author's conalusion; basea ¢n'the informatipn.presented in
this papef, that the phograﬁ,a$.it is propOséd:is not finan-—
cially feasible, and if'iffis in;tiated in this form a sub—
stantial subsidy wiilzbe required. A numbér aof changes
could be made to lowef the breékfeven point.ifThese include
additional duties fof thé MCT, such as‘presenting health
classes in the'localfSphOols, a¢tiﬁg as dnbéﬁerafing rdom
assigtant for his supervising doctor one day a>Week, or cost
reduction plans gueh as purchasing_uSed equipmgnt, The in-
come from the presentvwork load could alsq bé;increased if a

different fee structur?iWerevused.
'Limifations

The researéh conducted for this study represents only
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the most basic field resear@h.» The_@lqﬁ%#?ééptqach usedbin
presenting the topiec has gqused_several'aréésuﬁhich merify
further study. The survejﬁpyéée#£§é ggg§ﬁ§pfériIII compéres_}
the attitudes of doctérs;aﬁaiésrbgﬁéﬁié§ﬁ§é#ﬁiﬁ;>the pefé..
formance of certain medigélatgéké.by aﬁ1§$siét%£t. A simi-
lar survey of doctors Who”haﬁg differing:déé%ééé of
experience or no experience wo#king With‘miiitéfy corpsmen
might expose problems With;feégethtoWdQCthg;Jécceptance of
the medical tasks to.Bé’pefformed by an aésisténta

A more detailed eéondmic_énalysis glsd gp@ld be per-—
formed on the expected cos£s aﬁdffe#énueé Qf:the‘MCT

program,




BIBLIQGRAPHif”

Allied Health Persqnnel. Natlonal Academy of Sc1ences,
Washington, D. C, (1969) v _ _

Coyle, R. D., Hansen, M. F,. kﬂ"Thg Do¢tor'$ As§lstant A
Survey of Physicians' Expectations," Journal of the
American Medical Associatxon, V. CCIX, No.;& (July,
1969) . :

Crow, Pat. '"Latimar County Has ‘a Problem, T‘QQO People, 4
Doctors," The Tulsa Dally World (Wednesday; July 23,
1969) .

"Dwight Wilbur's Rx for Doctorless Areas, A Spe¢1a1
Report,'" Medical Economlcs, V XLVI No. k' (January 6,
1969). . .

"Fees Charged vs, Time Spent an Offiqe Servicés,” Medical
Economics, V. XLI, Part 1g(January 10.,1966)9

Finch, R. H., Egenberg, F. 0, "A Report on the Health of
the Nation's Health Care System," A Paper, ‘Department
of Health, Education and Welfare (July 10, ©1969) .

Fry, F., Allen, D. "A Study of the Acceptabillty of a
Former Military Independent Duty Medical Technician as
a Medical Resource in Rural Communlt;es " ‘Masters of
Business Admlnlstratlon thesis, Oklapoma State
University, 1969. o

Graham, David. ”Small Towns in’Oklahémé Just C%n”t Keep
Doctor's," The Daily Oklahoman (Monday, August 18,
1969) . S T T

Hansen, W. Lee. "An Appraisalvof PhYSiqian_Manﬁower Projec-
tions,'" A Paper, University of Wisconsin (September,
1969). ST S

Medical Airmen's Manual, AFM 160-34 (1 April 1961).

Medical Practice Act of Oklahoma, 59 O; S- 196i, pp- 481-
518. B BT

s



sy

Organization and Management of Family Practlce._ Committee
on Medical Economics, American Academy of General
Bractice, Volker Boulevard at Brookside, Kansas City,
Missouri (1968).

"People Etc." The Tulsa World (Suhday?:Décembéf 14, 1969).

"Physician's Assistant Program 1969- 197Q,*" Bulletin of Duke
University, V. XLI (June, 1969).

Plan of Imstruction (Technjcal Training) .Medlcal Service
Technician, Sheppard Technical Training Center
(21 April 1969).

Points, T. C., Shearer, J. C., Mingo, K. " A. "The Use of
Former Military 'Independent-Duty Medical Technicians'
in Doctorless Rural and Urban Aneas," A Paper, Oklahoma
State University (January 9, 1970).

Siegel, Sidney. Nonparametric Statistics for the Behavior-
ial Sciences. New York: McGraw-Hill, 1956.

Smith, Richard A. "MEDEX " Washlngton State Medlcal Associ-
ation Bulletin (November 6, 1969). ‘

Thecdore, €. N., Haug, J. N,  Selected Characteristics of
the Physician Population, Special Statistical Series,
American Medical Association (Department of Survey
Research), Chicago I1linois, 1968.

Volume of Physician Vlslts, United States - July 1966—June
1967, National Center for Health Statistics Series 10,
Number 49, U. S. Department of Health, Education and
Welfare, Public Health Serv1ce, Washlngton, D. C.,
November 1968. :




APPENDIX A

MEDICAL SERVICE TECHNICIAN

COURSE CONTENT

55



Block

L

Block II

Biock IIT

Block IV

Block

Block

v

VI

Introduction to Nursing Service

1. Nursing Services

2. USAF Responsibilities and
Relationships :

3. Ethics and Interpersonal
Relationships

4, Hospital Safety Practices

5. Publications and Material

Personal, Family, and Community Health

1. Personal, Family, and Community
Health Principles

2. Causes, Prevention, and Signs of
Illness

3. Nutrition

Scientific Rrinciples of Nursing

Needs of People
Nursing Approaches
Records and Charting
Team Nursing, Plan of Care,
and Goals of Team Nursing
. Aseptic Techniques v _
Administration of Medications
Oxygen Therapy and Resucitation
Nursing Care of Chronically and
Seriously I1l Patients

@

=0 DO
E} L]

O~ O\

Care of Mental Health Patients

1. Principles of Psychiatric Nursing

2. Patterns of Mental Health Care
3. Meeting and Nursing Needs of
Mental Health Patients

Care of Mothers, Obstetrics; Care of
Newborn

?

Prepartym Care

. Labor and Delivery

Postpartum Care

« Principles of Care of Newborn and
Premature Infants

B0 IO
I}

Care of Medical Patients, Caré of
Children; Pediatrics

1. Nursing Care of Patients with
Cardiovascular, Lymphatic,
and Blood Disorders B

12

W =\ W

12

~ ¢

12

[exNerNen

O

12
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hrs.
hrs.
hrs.

hrs.
hrs.

hrs.

hrs.
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hrs.
hrs.
hrs.

hrs.
hrs.
hrs.
hrs.

hrs.

hrs.
hrs.

hrs.

hrs.
hrs.
hrs.

hrs.

hrs.



Block 1V
Bloclk VII
Bloock VIIL -
Blocok TX

Continued)
2. Wursing Care of Patients with
Gastrointestinal and

Metabolic Disorders 5
3. Nursing Care of Patients with

Neurclogical Disorders 3
4, "Nursing Care of Patients with

Pulmonary Disorders 4

5. Nursing Care of Patients with
Infectious and Parasitic

Disorders 3
6. Nursing Care of Geriatric Medical

Patients \ 4
7. Aeromedical Evacuation 2

8. Nursing Care of Patients with
Dermatological Disorders 3
9, Care of Children 16

- Care of Surgical Patients

1. Principles of Care of Surgical

Patients 10
2. Nursing Care of Patients with

Chest Surgery 5
3. Nursing Care of Patients with

Abdominal Surgery 5
4, Nursing Care of Patients with

Orthopedic Disorders 10

5. Nursing Care of Patients with

Surgical Infections 2
6. Nurging Care of Burned Patients 3
7. Nursing Care of Chronically and
Seriously Ill Surgical Patients 6
8. Aeromedical Evacuation 2
9. Nursing Cars of Patients with
Urological and Neurological
Disorders 4
10. Nursing Care of Patients with
Maxillofacial and EENT Injuries 7
Outpatient Clinmic Nursing
1. FPrinciples of OQutpatient Clinic
Nursing v 18
2. Emergency Care of Patients ' 10
- Practical Nursing Management Techniques
1. Disaster Nursing f 6
2. Principles of Management 3
3., Personnel Management 12
4, Mamagement of Patient Care 3
5. Team Leadership 3
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hrs.
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hrs.
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hrs.
hrs.

hrs.

hrs.

hrs.
hrs.

hrs.
hrs.
hrs.
hrs.
hrs.
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Each Block of instruction is followed by a peridd of Meas-—
urement and Critigque. Total for this course of study is

40 hrs.
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Due to the small_size of the sapple (four instructors
and fiwve studente) and the lack of randomness df seleetien
of respondents, it wes felt thatne;test_forttheesignificance .
of questionnaire scores would not provide meaningful results;
However, by examinjing the questionnaire results, it is
possible to visualize a trehdthWard one or;kat the most, a
combination of two of the levels ef treatment deemed possi-
ble first by the personnel in‘eharge of inetruetion and by
the students themselves.

These actlons will Be deeerlbed in classes by type of
disorder or treatment requlred not by spec1f1c dlsorder or
treatment. If the reader so desires, he may draw his own
conclusions as to the‘acfion taken for a specific dieorder
from the informetion in:Appendix C. The blpck.eheeked by
the respondent will be{marked with either an ”iv:or‘an ”su
(instructor or student). The actions ﬁill.be suﬁmarized by

subsection in the order presented om the questiennaire.

Idenﬁifiqqtion and'Management'of_f1E

Patient Disorders

Dental Disorders - The action jndicated for this type
of disorder was generallyftreat.with consultation and treat
and refer. In two inﬁtanees,-lacerations and application of
post-extraction hemofrheée packs, treat and releése was con-
sidered acceptable actipn,

Respiratory Disordere - §Qmplete independent action by

the MCT for disorders of this mnature is considered



undesirable. Emergency treatment and referral With minimalu
delay was the recommended actlon for the maJority of- dls—
orders in the resplratory system. dThe only_exeept;onebwerev'
asthma, pneumonia, and bronChltlS, which conldebe treated
after consulting the doctor. ‘

Eye, ear, nose and‘throat disorderebelTheimajority of
patients with disorders in.this category couldrbe treated
and released by the MCT. 'Thedrespondents indieated that
lacerations of the eye and chalazion would requlre referral -
after initial treatment by the a551stant.

Genltourlnary dlsprders T In_th;s areetthere wae a
slight disagreement between'instructors and etndents.as to
the action to be. taken. Wlth the: exceptlon of renal in-
sufficiency, the 1nstruetors 1ndlcated that the ‘MCT should
be able to treat the patlent and release h1m elther on their
OWH. judgmentior, at the most 'after consultlng the‘doctor.
The students, on the other hand 1nd1cated thatfreferral
would be necessary for most of the dlsordere llsted

Cardlovascular dlsorderi- Comnlete independent action
was not allowed for any of the disorders in this category.
The level of treatment of each disorder varied‘among the
remaining four choices_depending.on the)severity‘of the
disorder listed. | | | B

Abdominal and gaetrointestinal dieordersg;”With'the
exception of the ingestion of drugs, gaétroenteritis and
hernia, the MCT could be expected to perform emergency

treatment and refer or refer only for the dlsorders in this
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category. Of the three mentioned disorders, the resp§ndents
indicated the MCT could treat the first two aftér conéulfa_
tion while refgrral would be necessafy'iﬁ;cgsé”gf a hernia.
Neurological and psyéhiatric disordéfs - Vérying de-
grees of treatment and referral were felt necessary by the
majority of respondents for the disorders in this category.
Skin disorders - With the expeption_of_511¢rgic reac—
tion and cellulitis, thé resp0nden£s indicated that the MCT
could treat and release éatients ﬁith these'diSprders; The
instructors felt thgt ﬁhe two*abové mentionéd exceptions
required some consultafion with the ddétor?lwhiie the major-

ity of students saw the need for referral in thése cases.
Poisonous Plants and Animals

Animal related disorders - Thefinétrpctofs indicated
the need for comsultation for snake and spidef;biteé while
the majority of the students again felt referral would be
necessary. |

Plant related disdrders‘~ The majorify gfffespondents
agreed that the MCT could treat and releaﬁe‘pafiénts with

disorders of this nature,

Identification and Management of Fractures

and Dislocations

The respondents‘indiqated a high preference for emer-
gency treatment and referral for the d%ﬁorders?in this cate-

gory and in all cases referral was-indicated.
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Physical Examination om All Systems

There was a marked disagreement between the instructors
and students as to the MCT's capabilitiee in this area..- The
instructors indicated that no contact with the doctor was
necessary, while students indicated that at least consulta-

tion and possibly referral would be necessary.
“Public Health

Rables control program - A hlgh degree of 1ndependent
action was percelved p0551b1e by the 1nstructors while the
students preferred referral after treatment in most of the

situations described;‘*
' EmergenCnyedicai’Proqedures :

The title of thls category of dlsorder 1ndlcated the
_type action most commonly prescrlbed the.except10ns:11thls
case are the constructlon of nasal paeks1 closing of a minor
wound and the 11t1gat10n of Vessels, -.For theee disorders,
the respondents 1ndlcated that the MCT could treat and re—
lease the patlent. Flnally,.treatlng heat and cold injuries
and performing lavage and.gavage shduld require some level
of consultation or referralito the doctor, but not on an

emergency basis.
.Bandages and Splints

For all types of bandages andvsplintsﬂlisted, the

respondents indicated that referral would be necessary.
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Summary

The purpose of this Appendix has been to point out the
level at which the MCT is trained to work and the level at
which he feels capable of perférming certain tasks. It
should be guite clear after reviewing the questionnaire that
the independent duty technician, acting in the role of the
MCT, can perform certain’basic medical procedures and treat
the more common disqrders'indépendent of the doctor's direct
supervision. Althoqéh thié, alone, will not serve as justi-
fication for the prpQSéd;pfégfam; the fact that the MCT
would work in the cémmﬁnity'ahd through his.training and
experience would be qapable of detecting more serious dis-
eases in their early stages and effecting their prevention
through réferral to his superviéing doctor, acts as a strong

argument in favor of the program.
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What amount of supervision do you feel Be required for
the independent—duty corpsman to ‘treat. the follow1ng symp—
toms or perform the tasks described? he-corpsman, in this
case, 1s a senior specialist.who: ha's ' Jtraining as an
independent—-duty man and has: had b ol Q 20 years experi-
ence with the military. In order t or the
independent—-duty training, the corpsman must ‘be. highly pro-
ficient in the performance of the -tasks prescrlbed in his
earlier training. For this reason, you are’ "to ‘assume that
the corpsman is a highly competent ‘well=~ trained individual.
Make all ratings as though the individual’ involved is an
independent— duty medical technlclan,‘pot a field aid man.
For the disease or symptom assume that the proper diagnosis
has been made, : R BT R i

The amount of independence llstedfat'the head of the columns
is further described as: S SRR

Treat and Release - patlent should requlre no fur-
ther treatment (an office revisit may be necessary
in order to check the progress of convalescence)

Treat with Ceonsultation - corpsman performs diagnosis
and consults physician either: in person or by tele-
phone for recommended treatment.. ;_N,‘

Treat and Refer - carpsman dlagnoses, performe pre-—
liminary treatment, and refers patlents to doctor
for more definite therapy ‘ .

Refer Only - corpsman examlnes and refers patlent
to doctor for treatment. R .

Emergency Treatment and Referral (Mlnlmal Delay) -
corpsman performs basic llfe—g1v1ng procedures and
arranges for immediate contact w1th doctor for
further care. - SR o :




H

Instructors

Students

Treat and release

Treat with consultation

- Treat and refer

Refer only

Emergency treat and
refer (minimal delay)
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1 2 3 L 5
Identification and Management
of Patient Disorders
a. Dental disorders
(1) Toothache, unknown is Lhs
origin 21 21
2s is 23
(2) Abscess 2i ii ii
3s is 1s
(3) Cellulitis 3i 1i
3s 2s
(4) Lacerations 3i ii
. b4 1s
(5) Broken and loose teeth § 3i ii
(6) Ulcerations and ; 23 s
bleeding ? hi |
(7) Apply a temporary 3= is is
filling 3 11
(8) Apply post-extraction 2s is 2s
hemorrhage packs P 34 ii
2s 31
(9) Pack dry sockets ii 21 ii
b. Respiratory disorders
is 28 2s
(1) Airway obstruction L3
28 3s
(2) Pneumothorax 1i 34
is ‘is 3s
(3) Flail chest i
5 2s 3s
(4) Sucking chest wound 4i
is 4s
(5) Respiratory arrest Li
is hg
(6) Pulmonary embolism . L1
is 4g
(7) Hemothorax 1i 3i
{ is | 1s | 1s | 1s | is
(8) Asthma 2i :
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1 2 3 4 5
- 1s 2s is 1s
(9) Pneumonia g 44
(10) Bronchitis and 3s is 1
tracheobronchitis 44 3i. '
c. Eye, ear, nose and throat
(EENT) disorders |
I 3s is is
(1) Laryngitis P44
D hs E is
(2) Pharyngitis i4i !
is : 2s is is
(3) Tonsillitis 4
DA is
(4) Rhinitis Phio |
Vg 1s
(5) Nosebleeds L3 1i
b3 ts 1s
(6) Sinusitis b
' ’ is is
(7) Sty ' ’
f » » 25
(8) Conjunctivitis C 4
; s L 3s s
(9) Otitis ' 43
(10) Foreign kodies of ' kR T 1s
eye and ear B Sooa2d 2y
- o iz *| 1s | 3s
(11) Lacerations of the eve. . . . 4i ] 4i 1i
i is U 2s 2s
(12) Chalazion o i | oad
. j
d. Genitourinary disorders ; ‘ :
; ig ] is
(1) Cystitis f 24
i is 1s 3
(2) Hemorrhage 4 33 4 4d
: is 1s 38
(3) Remal stones 3i 14
28 is 2s
(4) Kidney infections 3i ii
1s 2s is is
(5) Renal insufficiency " 1i ii 21
, i ‘ clls 2s is 1s
(6) Venereal disease B 2i
§ is is 13 2s
(7) Prostatitis Lo 23 21
: is is is 23
. (8) Non-specific urethritis [2i 1i 1i



@

Cardiovascular disorders

(6)

Abdominal and gastrointesti-

Acute pulmonary edema

WA
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[N
7]

21

Hypertension

Thrombophlebitis

Chest pain

Peripheral vascular
disease

1i

25 is 25

11 1i 1i 14

is 28 1s | 19

] A4 1i 7 24
ﬁ .

: is 3s 1s

Cardiac arrest

RN N
@ |-

nal disorders

(1)

(2)
(3)
(&)
(5)
(e)
(7)
(8)

Acute abdomen

is
ii

£

LS
ii

ii
1i

Hemor'rhaging

is
1i

3
31

Obsfructioﬂ

[
2]

TR

21

1s
21

Penetrating wound

is

3s
L

Evisceration

W

4i

Gastroenteritis

Hernia

Neurological disorders

(1)

(2)

{(3)

(4)

(5)

i
o rr 1g
Ingestion of drugs R
=
L.-d!b
28 s
]
1s 28

Coma

Seizures

Head injuries

Cod
Spinal injuries

Infections

Psychiatric disoirders

(1)
(2)

Acute anxiety

Acute depression

1= 3

34

is 2s 1s

21 14 14
28 3s

14 1 di 1
2s 3s

21 1i

ii
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(3) Gross stress reaction

11,

{(4) Acute psychosis

28
14

(5) Alccholigc hallucinationsf
and delirium tremens ;

(D.T.'x)

o If

[Py
[

- 28

14

Skin disorders

o PR
2

b

ii

(1) Acne

(2) Impetigo

ke

fedo

1i

(3) Herpes simplex

PRl k2l
o

A

s

(4) Scabies !

A

(5) Fungal infections

s

e

U:': [

(6) Allergic reactiouns

e

(7) Cellulitis

Poles N2

0

:
(8) Abscesszes !
' is o ds | 38
(9) Lymphangitis 34 i
1s 1
(10) Pediculosis
Poisonous Plants aznd Animals )
Signs and syvmptoms and : :
management of : :
Fls 1 ds. is 28
(1) Snake bites a L4 ii
o Cds is S8 1e
(2) Spider hites C4l 1 3d

Identification and Management of
Fractures and Dislocations /

[

b.

(3) Poison Oak }

s

i

(4) Poison Ivy

| 35

Ly

(53} Poison Sumac

3s
44

Maxillo~facial

[
28

i

is

2s
3i

Upper extremities and

ii

Is

is
31i

shoulder




e
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o

Per
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Pub
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1 2 3 4 5
; 2s 1s 2s
Lower extremities and pelvis | 1i 3i
form Physical Examination on
Systems Using
28 3s
Inspection L
! 2s I8
Palpation K5
l 28 3s
Ausgcultation L4
! 2s t 3s
Percussion Pl
I
]
lic Health |
i ;
Rabies control program ’E |
i
(1) Control of rabies E P is 23 2s
suspects P31 1 4i
5 :
(2} Immunizations of |28 is is is
animals b3iob44
| ! .
. : I
(3) Post exposure treatment ; Pis 28 o8
of patients | ' 3d 1d
" 25 | is 2s
(L) Shipment of specimens 21 1 2i
i i |
rgency Medical Procedures | ]
i
Administer external cardiac i ; 3 2s
massage ) 5 Li
‘ | 2 3s
Perform a tracheotomy 45,
Administer mouth-to-mouth 28 3sf
resuscitation 4j
Use resuscitators (to include
28 3s
(1) Stephenson Minuteman Ly
2s 38
(2)  AMBU 4i
3s is is
Construct nasal packs 34 ii
Treatment of heat and cold 4s 1s
injuries 21 21
is 1s 2s 1s
Perform gavage and lavage 21




=

Tio

Lo

Perform closing of a wound
(minor)

s
bi

Perform ligation of vessels

Bandages and Splints

&on

Apply bvandages

(1) Velpeau

1s

21

2s
14i

1s

by
31i

(2} Barton

1i

Lg
3i

(3) Figure of eight

11

Ly

Apply splints

(1) Thomas leg

[ SV A S NON S

3i

3s
3

(2) Wire ladder

3s
3i

(3) Basswood

T

{(4) Phneumstic

58

3i

iversal

Ty

3s
31

- ——

Care

Physical preparstion of the

10 e
]

o8

-

2s
ii

=
[7)]

of page ifT n@aegs”ry)

“Ts as to other capabilities
hils questionnaire (use
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1. Should be able to perform the complete blood count and
platelet count. There is some doubt about the sickle cell
study. The questions involve: What would be the purpose?
How much equipment would the MCT have? What would we give
him in refresher training before putting him in' the situa-
tion where the tests would be required? The technique is
relatively simple, and this individual should have no trou-
ble becoming proficient in performing the test. The
interpretation of the results of both the urinalysis and
CBC is in question. Our technician would be able to collect
the data and refer it via phone or radio to the supporting
physician.

2. Our technicians should be able to perform the gross
gualitative screening test available in kit form. The
interpretation he would place on this would depend on what
the supporting physician had requested the tests for; i.e.,
screening, follow-—up for control of a particular patient,
etc.,

3. The technician should have no trouble in determining
urinary bilirubin. The blcod bilirubin determination would
require equipment and time that would probably be beyond
that routinely found in the independent duty technician's
office.

4, This is much like footnote 3. If the MCT were provided
with the equipment and given time to perform the tests,
there is no question about him being able to '"cookbook! the
proecedure.

5. Many of the enzyme determinations come in kit form and.
require only the solutions and glassware to complete the
determination. The procedure would be, to use the phrase
above, '"cookbook'" procedure. The need to perform such a
test would depend on the requesting physician; that is,
would he want the technician to perform an amylase test
before making the decision to have the patient sent in to
the regional hospital or does the physician want periodic
SGO0T determinations done for follow-up after possible
coronary occlusion or overt occlusion before deciding to let
the patient return to moderate activity, etc. The techni-
cian could do this, thus saving the patient hospital time,
saving the trip into the supporting medical center or phy-
sician's office or save the physician the trip to the rural
area of the technician's practice.

6. This is going to be determined by patient's acceptance
and by how much of an umbrella will protect the individual
medicolegally. In the Air Force the technician's part in
this would be limited to providing the female patient with
the aspiration equipment necessary to secure a specimen from
the vagina, then once the patient had secured the specimen
herself, the technician would be able to recover the
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specimen from the collecting pipette, spatula or swab,
innoculate the media or further prepare the specimen for
shipment to a lab.

7. The independent duty technician can collect the specimen
and prepare it for shipment. ' If he had the culture media

or broth, he would be able to streak or innoculate the media
and ship this to a lab. If he had the incubator, he could
be trained to recognize the varieus colonies, but at the
present time, we should assume that he would only collect
and prepare specimens for shipment to someone else.

8. This is the simplest of all the procedures listed on the
page. If the medical technician prepared a urine culture on
a plate, he would need only to continue his sterile tech- '
nigue and drop the sensitivity discs on to the culture
media. Independent duty technicians are not routinely in-
structed to, nor expected to know how to culture, read and
evaluate the culture, nor run sensitivity tests.

9, This would only apply if there were a physician present.
The ccllection of spinal fluid for cell count or culture
would have been done by a physician. This is fairly well
established medicolegally (a nurse anesthetist is prohibited
from giving spinal anesthesia for the same reason). If the
specimen were drawn by a physician, the technician should
have no trouble using a procedures manual and performing the
count.

10. There would be no difficulty in the technician learning
to perform a VDRL; however, to perform one, he would have to
prepare enough dilutant for 60 tests, thus this would be

. impractical. ‘ :

11. Sputum studies would probably have to be limited to Gram
stain for pneumococci, strep and staph. He could prepare
adequate acid-fast strains, but the time involved and the

problems with the technique would probably make it more
sensible for him to collect specimens in case of possible
tuberculosis, tumor, etc., prepare them correctly for ship-
ment, and forward them to his supporting laboratory.

12. This footnote applies to all of the x-ray procedures,
especially to B1, B2, B5, B6, and B9. He should be able to
take these films with sufficient correctness to permit
demonstration of gross defects. He should not be expected
to perform these procedures with the finesse of a radiology
technician. His use of these procedures would be limited to
the collection of gross information for his own use or the
supporting physician in trying to decide whether the patient
should or should not be referred to the supporting medical
center. As examples, in the case of the chest, is there, or
isn't there gross pneumothorax, pneumonia, or fractured rib?
In the extremities, is there a definite fracture or some
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complication. He should not be expected to demonstrate the
hairline fractures, etc., that lead to so many compensation
problems because they are overlooked or misread by very
experienced physicians. This same applies to films of the
vertebrae, the pelvis and the skull. He would be able to
use x-ray to demonstrate an opaque paranasal sinus, but
should not be expected to go further than this. He could
perform the flat films and the KUB, but the interpretation
of these films must be left to the experienced eye and
judgment of the surgeon.

13. There is no question of the technician's ability to do
electrocardiography. He should not be expected to read
(except for measurement) or interpret the electrocardiogram.
It is possible to transmit the electrocardiogram by tele-
phone and radio, thus, the technician could correctly poesi-
tion the patient and attach him to the EKG/Telewriter
machine and send the information directly to the supporting
medical center or physician.

If the thyroid function studies are confined to the BMR, he
would have no difficulty performing this test. The inter-
pretation and the results would be left to the consulting
physician. The same applies to the pulmonary function test
and tonometry.
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The following pages contain a list of corpsman duties.
Check the column or columns to indicate the amount of ‘
independent action that you feel the corpsman should take in
each instance.

The actions described in each column are further
defined as:

A, Corpsman examines, diagnoses, and treats
entirely independent of the physician.

B. Corpsman examines, diagnoses, and consults
physician by telephone for recommended
treatment. ’

C. Corpsman examines and refers the patient to
physician for confirmation and definitive
therapy.

D. Corpsman administers emergency treatment and
refers patient to physician.

The corpsman, in this case, is a senior specialist who
has received training as an independent-duty man and has had
from 8 to 20 years experience with the military. In order
to qualify for the independent-duty training the corpsman
must be highly proficient in the performance of the tasks
prescribed in his earlier training. For this reason you are
to assume that the corpsman is a highly competent, well-
trained individual. Make all ratings as though the individ-
ual involved is an independent-duty medical technician, not
a field aid man.




CORPSMAN DUTIES

Diagnoses and Treats C = Examines and Refers
' Patient to Physician
Diagnoses and Consults
Physician D = Administers Emergency
Treatment and Refers
Patient to Physician

79

10.

11,

13.

14.

15.
16.

Treats maxillo-facial injuries

Does blood grouping and transfusion
reaction

Administers oxygen

Immobilizes fractures and dislocations

Treats common diseases of the digestive
system

Treats and handles the-unconscious
patient S .

Inserts rectal tubes

Treats injuries of the eye and external
ear and drum

Tf
&
-y

Applies bandages, minor dressings and
hot and cold packs '

Takes and records temperature, pulse,
respiration and blood pressure

Catheterizes patients and irrigates
catheters

Calculates the amount of a drug to be
given to obtain the proper dose

Evaluates and treats common respiratory
diseases

Administers subcutaneous and 1ntramuscular
injections

Gives enemas and backrubs

Treats chest injuries




17.

18.
19.

20.

28.

29.
30.

31.

32.

33.
34,
35.

36.
37.

Administers first aid for various oral
conditions

80

Treats head injuries

Constructs and administers diets

Treats certain parasitic infections:

Makes up patient?!s individual medication
cups by checking medical cards or with
physicians

Does simple emergency room procedures
(e.g., suture small lacerations)

Calculates the amount of a drug to be
dispensed

Treats malaria and TB 'y

Removes sutures

Performs cardio-pulmonary resuscitation

Performs on-the-spot treatment of
emotional injuries

Immobilizes and cares for traumatic
amputees and spinal cord injuries

Performs tracheotomy

Treats shock and control of hemorrhage

Treats skin diseases

Performs gastric lavage and gastric
suction

Treats heat and cold casualties

Extracts teeth and gives injections

Treats common diseases of the
genitourinary system

Inserts levine tubes

Administers blodd and other
intravenous solutions




38,
35.
4o.
.
ha,

b3,

44,

45,

46.
7.

4§,

Administers barron pump
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Treats infected wounds

Performs local care of burns

Treats minor wounds

Administers local anesthetic injections

Calculates the dose of a drug on the
basis of body weight in kilograms

Obtains medical history of patient

Treats common diseases of the
muskloskelital system

Treats certain parasitic infections

Treats injury by poisonous plants
and animals

Performs mouth-to-mouth resuscitation
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Scores
Doctors Corpsmen
70 80
73 80 N = 15
gg g; nms 6 - Corpsmen
95 103 ny=:- 9 - Doctors
98 114
101
102
139

Scores arranged in increasing order of magnitude
70 73 79 80 80 80 95 97 97 98 101 102 103 114 139
b b b b ¢ ¢ bD C C D D D C C D

1 2 3 4 5 6 7 8 910 11 12 13 14 15
5

The purpose of the test is to determine if the two samples
are from the same'population, or from equal populations,
i.e., if the perceptions of doctors and corpsmen concerning
the level .of task performance are the same. To do this the

mean of the ranks must be determined:

=9

5 +5+8+9 + 13 + 14 54
M1 = 6 =z

. 1 + 2 + 3 +5 + 7 ; 10 + 11 + 12 + 15 _ %? - 7.33.

The higher mean of the ranks of the corpsmen scores indi-
cates that they occupy the higher ranks. It must now be
determined whether this is significant or whether it may be
attributed to chance,

The following formula is used in this determination:

n, {ng + n; = sample size for doctors
U - mny B2l g e p o
. n, = sample size for corpsmen

R, = sum of the corpsmen's

rankings
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U= 9.6 + 2200 46

54‘+ 45 ~ 66

33

1l

or equivalently

1
\J1
g
+
|
I
pd

il
\v)
e

The smallest U is selected and compared to table K

U peng nl na - U‘Vl U = 21
21 = 54 - 33 U/ = 33
21 = 21.

By using the tables of critical values of U in the Mann-

Whitney test where ny = 6 and n, = 9, the value for U from
the two populations tested here is greater than the U given
by the table at every level of significance and, therefore,

the null hypothesis cannot be rejected.,1

1Sidney Siegel, Nonparametric Statistics for the
Behaviorial Sciences, New York: McGraw-Hill, 1956,
pp. 119-120 and Table K.
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Office Equipment

Family
Other o Practice
1. Consultation Room
a. Desk $ 179.95
b. Desk chair 67.95
c. Bookcase 54.95
d. Armchairs (2) 89.90
e. Lamp 20.00 Approx. ,
$ L432.75 $ 900.00
f. Examination table
g. JInstrument and
supply cabinet
h. Waste receptacle
i. Stool
j. Examining light
k. Chair and writing
surface
i. Equipment stand or
table Approx.
$1,000.00 $1,000.00
2. Business Office
a. Secretarial desk $ 99,95 300.00
b. Secretarial posture
chair 49,95 75.00
c. Side chair (1) 34.95 20.00
d. File cabinet (1) 64.95 150.00
e. Electric adding machine 87.95 225.00
f. Electric typewriter 197.98 400.00
$ 535.73 $1,170.00
3. Reception Room
Approx $50.00/chair (6) $ 300.00 $ 600.00
TOTAL COST FURNITURE AND $2,268.48 $3,670.00

EQUIPMENT
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Item Description Cost
Vehicle:
4 wheel drive - Chevrolet*

Carry-all $3,980.00
free-wheeling hubs 76.90
350 cu. in. V-8 engine 36.90
four—-speed transmission 94,80

$4,188.60%*
Additional Equipment:

Light bar $ 350.00
Bunks 300.00
Cabinets (built in) 50.00
Portable oxygen equipment 75.00
Built in oxygen equipment 135.00
Resusitator 275.00
Suction equipment 80.00
Two radio-vehicle and

base station 646,00

$1,911.00%**%*

$6,099.60

*Vehicle and related equipment prices are General
Motors factory retail for the 1970 model, and were obtained
from Vincent Chevrolet in Stillwater, Oklahoma.

**Total price does not include tax or transportation
charges.

**%*Cost of additional equipment based on estimates pro-—
vided by Tony's Ambulance Service, Stillwater, Oklahoma.
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