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COMMANDANT INSTRUCTION 6000.13 

Subj:   MEDICAL PRACTICE MANAGEMENT 

Ref: (a) Coast Guard Medical Manual, COMDTINST 6000.1 (series) 
(b) Access to Care for Beneficiaries, COMDTINST 6000.18 (series) 
(c) Obtaining Personnel Resources to Meet Surge Requirements, COMDTINST 5400.1 

(series) 
(d) Workforce Competency Management System (CMS), COMDTINST 5300.2 (series) 
(e) Health Services Deployment Competency Management, COMDTINST 3501.14 

(series) 
(f) Health Services Change Request, COMDTINST 6000.12 (series) 
(g) Defense Health Agency Procedures Memorandum 18-001, “Standard Appointing 

Processes, Procedures, Hours of Operation, Productivity, Performance Measures and 
Appointment Types in Primary, Specialty, and Behavioral Health Care in Medical 
Treatment Facilities (MTF) 

(h) Air Operations Manual, COMDTINST 3710.1 (series) 
(i) Performance Training and Education Manual (PTEM), COMDTINST 1500.10 

(series) 
(j) DoD Health Record Life Cycle Management, DoDI 6040.45 (series) 
(k) Aviation Medical Program, COMDTINST 6410.3 (series) 
(l) Coast Guard Health Promotion Manual, COMDTINST 6200.1 (series)  

1. PURPOSE. This Instruction provides policy for health care services in Coast Guard Clinics. 
Health services provided are collectively described as the Patient Centered Medical Home 
(PCMH). This Instruction supports the optimization of our clinics with new, efficient and 
effective standards. 

2. ACTION. All Coast Guard unit commanders, commanding officers, officers-in-charge, 
deputy/assistant commandants, and chiefs of headquarter directorates must comply with the 
policies contained. 

3. AUTHORIZED RELEASE. Internet release is authorized. 

4. DIRECTIVES AFFECTED. None.
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United States Coast Guard 

U.S. Coast Guard Stop 7907 
2703 Martin Luther King JR Ave SE  
Washington, DC 20593-7907  
Staff Symbol: CG-CMO-2 
Phone: (202) 475-5156 
HQS-DG-lst-CG-CMO-2@uscg.mil 

mailto:HQS-DG-lst-CG-CMO-2@uscg.mil


COMDTINST 6000.13 

2 

5. BACKGROUND. The foundation of Coast Guard Health Services is outpatient clinic services. 
By aligning and standardizing medical services to best practices, we ensure consistency of 
care, access, and service across Coast Guard Clinics. Heightened operational tempo, 
community staffing shortfalls, personnel turnover, and other issues challenge our ability to 
provide continuity, timely access, and other key components of effective medical 
management. 

6. DISCLAIMER. This guidance is not a substitute for applicable legal requirements, nor is it 
itself a rule.  It is intended to provide administrative guidance for Coast Guard personnel and 
is not intended nor does it impose legally-binding requirements on any party outside the 
Coast Guard. 

7. ENVIRONMENTAL ASPECT AND IMPACT CONSIDERATIONS. The Office of 
Environmental Management, Commandant (CG-47) reviewed this Commandant Instruction 
and the general policies contained within, and determined that this policy falls under the 
Department of Homeland Security (DHS) categorical exclusion A3. This Commandant 
Instruction will not result in any substantial change to existing environmental conditions or 
violation of any applicable federal, state, or local laws relating to the protection of the 
environment. It is the responsibility of the action proponent to evaluate all future specific 
actions resulting from this policy for compliance with the National Environmental Policy Act 
(NEPA), other applicable environmental requirements, and the U.S. Coast Guard 
Environmental Planning Policy, COMDTINST 5090.1 (series). 

8. DISTRIBUTION. Electronic distribution in the Directives System Library. Intranet/Pixel 
Dashboard: Directives Pubs, and Forms - PowerApps (appsplatform.us). If Internet released: 
Commandant Instructions (uscg.mil), Coast Guard Forms (uscg.mil). 

9. RECORDS MANAGEMENT CONSIDERATIONS. Records created as a result of this 
Instruction, regardless of format or media, must be managed in accordance with Records & 
Information Management Program Roles and Responsibilities, COMDTINST 5212.12 
(series) and the records retention schedule located on the Records Resource Center Microsoft 
SharePoint site (https://uscg.sharepoint-mil.us/sites/CG611_HUB). 

10. FORMS. None. 

11. REPORTS. None. 

12. SECTION 508. This policy is created to adhere to accessibility guidelines and standards as 
promulgated by the U.S. Access Board with consideration of Information and 
Communications Technology (ICT) requirements. The customer experience (CX), plain 
language, and service delivery improvements were considered. If modifications are needed 
for this artifact, please communicate with the Section 508 Program Management Office 
(PMO) at Section.508@uscg.mil. Concerns or complaints for non-compliance of policy 
and/or artifacts may be directed to the Section 508 PMO, the Civil Rights Directorate 
(https://www.uscg.mil/Resources/Civil-Rights/) for the Coast Guard, or to the U.S. 
Department of Homeland Security at accessibility@hq.dhs.gov.  

https://play.apps.appsplatform.us/play/e/default-369ba0d5-02cb-4d2f-94fd-9212cc24b78c/a/449d74ad-9685-44e3-934b-46c72a05e1a2?tenantId=369ba0d5-02cb-4d2f-94fd-9212cc24b78c&source=portal
https://www.dcms.uscg.mil/Our-Organization/Assistant-Commandant-for-C4IT-CG-6/The-Office-of-Information-Management-CG-61/About-CG-Directives-System/Commandant-Instructions/
https://www.dcms.uscg.mil/forms/
https://uscg.sharepoint-mil.us/sites/CG611_HUB
mailto:Section.508@uscg.mil
https://www.uscg.mil/Resources/Civil-Rights/
https://www.uscg.mil/Resources/Civil-Rights/
mailto:accessibility@hq.dhs.gov
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13. REQUEST FOR CHANGES.  Units and individuals may recommend changes via the chain 
of command to: HQS-SMB-CG-Medical-Program-Managers@uscg.mil. 

 
 

/PAUL I. JUNG/ 
Rear Admiral, U.S. Public Health Service  
Chief Medical Officer, U.S. Coast Guard 
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CHAPTER 1.   TERMINOLOGY 

A.  Definitions. 

1. Advanced Practice Providers (APPs). A medical professional that is not a physician but 
has special medical training and is licensed to diagnose, treat, and manage common 
medical conditions. Examples of APPs include nurse practitioners and physician 
assistants. 

2. Coast Guard Clinic Type. Coast Guard clinics are categorized in four categories according 
to empanelment size. 

a. Medical Clinic (Large): A Coast Guard Medical Clinic (Large) provides medical 
services to a total empanelment of 1101 or more beneficiaries. 

b. Medical Clinic (Medium): A Coast Guard Medical Clinic (Medium) provides medical 
services to a total empanelment of between 551-1100 beneficiaries. 

c. Medical Clinic (Small): A Coast Guard Medical Clinic (small) provides medical 
services to a total empanelment of between 1- 550 beneficiaries. 

d. Satellite Medical Clinic: A Coast Guard Satellite Medical Clinic is a medical services 
facility that is under the operational control of another Coast Guard Medical Clinic 
but is located offsite. Size for Satellite Medical Clinics will use the same 
empanelment formulas as Medical Clinic (Large, Medium, and Small). 

3. Direct Empanelment. Includes those active-duty members within a Regional Practice’s 
(RP) catchment area who receive medical services from that clinic. At training centers 
and accession points, the average number of trainees present at any given point in time 
will be incorporated into the direct empanelment calculation. 

4. Facility Cancellation. A facility cancellation occurs when the facility initiates then 
cancels an available/open or booked appointment that results in a cancellation with no 
intent to reopen the appointment for booking. 

5. Health Care Service Center (HCSC RPs). HCSC RPs are the regional management 
structural element for the exercise of the operational, technical and professional authority 
and responsibilities of the HCSC. The HCSC RP leadership team is designated to oversee 
and manage all health services practice locations, Independent Duty Health Services 
Technicians (IDHSs), and the delivery of work‐life services within their Area of 
Responsibility (AOR), thus functioning as a multi‐site group practice. 

6. Indirect Empanelment. Indirect empanelment consists of active-duty members who 
receive only readiness support services from clinics, such as Individual Medical 
Readiness (IMR) services, fitness for duty exams, medical boards, waivers, and aviation 
exams, but are not directly empaneled. These beneficiaries are “white space” 
beneficiaries who receive their medical care from a TRICARE Prime network Primary 
Care Manager (PCM) or Department of Defense Military Treatment facility (DoD MTF) 
PCM. Unit department identification numbers are assigned to clinics to balance indirect 
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empanelment. Filled billets at assigned departments are equivalent to 25% of direct 
empanelment (e.g. 40 "white space" beneficiaries x .25 = 10 direct empanelment 
equivalents). 

7. “Must See” Beneficiaries. Utilization is based on historical data used to determine 
provider empanelment needed for planning PCM empanelment targets, so that clinics 
have capacity to see these must-see patients. These beneficiaries may be seen at the clinic 
in situations of special need, and they represent non-routine or non-recurring work. 
Examples may include an encounter by a visiting cutter crew not assigned to the clinic’s 
indirect empanelment. This population includes: 

a. ADSMs who are not empaneled to the clinic. 

b. ADSMs who are enrolled in TRICARE Prime Remote. 

c. ADSMs in official training/travel status. 

d. Activated Guard and Reserve forces. 

e. Eligible Non-activated Reserve Component Service members. 

f. Foreign Service members (per their applicable international agreement). 

g. Newborns less than 90 days old (120 overseas) whose parent(s) is/are empaneled to a 
Coast Guard clinic. All Service members are encouraged to promptly register children 
in Defense Enrollment Eligibility Reporting System (DEERS). Dependents need to be 
registered in DEERS to enroll in a TRICARE health plan. Including newborns on this 
list of “Must See” allows them access to care in the event they can’t receive care 
elsewhere due to TRICARE-eligibility. 

8. No-show. A no-show is defined as a patient who has an appointment with a Coast Guard 
clinic who neither uses the appointment nor notifies the clinic of their inability to keep 
their appointment.  

9. Primary Care. Primary care is an integrated, comprehensive, continuous way of meeting 
the health care needs of our beneficiaries by a PCMH team. This care includes, but is not 
limited to, readiness, prevention, wellness, behavioral health, and disease management. 
All aspects of care are coordinated by a privileged health care provider who is also a 
member of a health care provider team. That team is responsible for the care of their 
beneficiaries. Measures of success in the Primary Care environment include quality of 
care, continuity, enhanced access, improved and sustained readiness, and satisfaction of 
patients and staff. 

10. Primary Care Leadership Team. These following positions comprise a Primary Care 
Leadership Team and are described in Chapter 1.B of Reference (a).  
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a. Regional Practice Level. 

(1) Regional Practice Manager (RPM) 

(2) Senior Medical Executive (SME) 

(3) Senior Dental Executive (SDE) 

(4) Senior Independent Duty Health Services Technician (SIDHS) 

(5) Regional Pharmacy Executive (RPE) 

b. Clinic Level. 

(1) Senior Health Services Officer (SHSO) 

(2) Health Services Administrator (HSA) 

11. Primary Care Manager (PCM). A provider with a panel of assigned beneficiaries who are 
assigned to a Coast Guard clinic. PCMs may be active duty, contractor, or federal Civil 
Service civilians. PCMs include physicians and APPs. 

12. Patient Centered Medical Home (PCMH). The model or philosophy of primary care with 
the following core principles: personal provider, team-based care, whole person 
orientation, coordinated, comprehensive, and integrated care, quality and safety, 
enhanced access and payment reform. In addition, medical homes consistently measure 
and seek to improve performance within these core principles though innovation and 
continuous quality improvement initiatives. 

13. PCMH Team. Physician-led team responsible for the care of their team’s empaneled 
beneficiaries. The team will consist of two to four privileged providers and supporting 
staff. The PCMH team can span multiple clinic types within a HCSC Regional Practice 
where a physician can be the PCMH lead for a remote clinic with an APP. 

14. PCMH Standardization. The development of processes to conform with PCMH 
standards. Alignment with PCMH enhances access, care quality, outcomes, readiness, 
and overall patient satisfaction, while enabling more accurate future resource requirement 
projection. Deviations from standards and practices set forth in this policy are not 
authorized. 

15. Referral Management Coordinators (RMCs). Reference (b) defines RMCs as individuals 
assigned to a Coast Guard clinic who are responsible for managing and tracking referrals 
(through the proper MHS Genesis (MHSG) workflow) generated by a Coast Guard clinic 
until closure. 

16. Template Schedule Manager (TSM). A Coast Guard clinic staff member who helps create 
and manage schedules for medical providers. TSMs shall be designated in writing by the 
RPM. 
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17. Total Empanelment. Consists of all enrolled beneficiaries and the direct empanelment 
equivalents calculated using indirect enrollment. 

18. Late Patients. A late patient is defined as a patient who arrives more than 10 minutes after 
their scheduled appointment time. Coast Guard clinics will make reasonable efforts to 
accommodate patients who arrive late to their appointments without causing undue delay 
to other patients reporting on time.  

19. Patient Cancellation. A patient cancellation is defined as an appointment that was 
scheduled but was canceled (initiated) by the patient and documented in MHSG. 
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CHAPTER 2.  ROLES AND RESPONSIBILITIES 

A.  Commandant (CG-CMO). 

1. Serves as the Health Services program Director and provides policy and resources that 
guide and support clinic operations. 

2. Provide policy to HCSC for the selection of standardized clinical and business metrics. 

3. Ensures HCSC  develops and publishes technical guidance compliant with this policy. 

4. Outlines IDHS and Designated Medical Officer Advisor (DMOA) responsibilities for 
indirectly empaneled Service members. 

5. Credentials and privileges providers. 

6. Manages and ensures currency and competency management required for providers and 
staff in Coast Guard clinics per References (c) through (e). 

7. Approves which beneficiary groups are eligible for care and services in Coast Guard 
clinics. 

B.  HCSC. 

1. Collaborates with Commandant (CG-CMO) to provide feedback and input into 
standardized policy for clinic operations. 

2. Updates procedures, technical directives, and other guidance annually (at minimum) 
in accordance with this policy. 

3. Establishes uniform processes, standards, and accountability for adjusting clinic 
empanelment and capacity in accordance with this policy, accounting for TRICARE 
funded PCMs and standard empanelment adjustments for assigned duties and 
establishes standard processes and criteria for empanelment assessment and any 
associated recommendation(s) for resource reallocation. 

4. Determines the level of experience necessary and regulations governing which APPs 
can work independently in Coast Guard clinics. 

5. Provides guidance on medical readiness requirements and changes to readiness 
requirements. 

6. Monitors Coast Guard clinic performance to facilitate and address process 
improvement. 

7. Monitors access to care for Service members enrolled in TRICARE and Department of 
Defense PCMs, in accordance with Reference (b).  
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8. Regularly monitors and optimizes access to care in Coast Guard clinics, ensuring an 
optimal supply of appointments by: 

a. Ensuring maximal appointment utilization through active template management. 

b. Evaluating staff capacity, patient demand, and mission requirement relationships. 

c. Ensuring clinic staff are appropriately trained and work at the maximum capability 
of their skill set and training to maintain clinical currency. 

d.  Supporting the provision of appropriate facilities, resources, and staffing to meet 
the PCMH model. 

e. Creating PCMH standardization across all Coast Guard clinics. 

9. Enforces the request for changes to Coast Guard clinic empanelment requirements and 
processes outlined in this policy. 

10. Undertakes corrective actions when Coast Guard clinic metrics, key performance 
indicators, and other performance measures are not achieving quality 
standards/benchmarks or otherwise trending unfavorably. 

11. Develop Standard Operating Procedures (SOPs) and other technical guidance to execute 
the requirements of this policy. 

12. Ensures adequate resources are allocated for Coast Guard clinic operations. 

13. Manages clinic staffing in accordance with the standards outlined in this policy and 
collaborates with Commandant (CG-CMO-2) to request modifications to the Personnel 
Allowance List (PAL) as required. 

14. Oversees account provisioning for Health Information Technology (HIT) systems. 

15. Ensures staff are adequately trained to use HIT systems. 

16. Facilitates support to staff experiencing issues with HIT systems. 

17. Communicates the coordination of watch/duty schedules with their respective Coast 
Guard installation leadership/command authority. The merging of duties (i.e. HS duty on 
a PCMH team and duty as a gate guard) is subject to oversight and approval of the 
HCSC as technical authority. 

C.  Medical Care Leadership Team. 

1. Regional Practice Managers (RPMs) shall: 

a. Monitor and track medical practice management implementation and performance 
metrics at clinics in their region. 
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b. Inform HCSC regarding staffing, access, operational, and equipment challenges. 

c. Execute Coast Guard clinic operations within their respective AORs, to include 
staffing, implementing and sustaining processes, PCMH business and clinical 
performance metrics, and outcomes for the beneficiaries enrolled to their respective 
clinics. 

d. Ensure clinic teams accomplish daily huddles using a standardized huddle tool to 
improve communication amongst team members, review the day’s scheduled 
patients, identification of proactive and preventive tasks to be accomplished, and 
addressing administrative tasks, staffing issues, and identification of potential process 
improvement activities.  

e. Ensure clinics in their AOR provide the appropriate number of appointments on their 
schedules in accordance with this policy and supporting technical directives. 

f. Ensure contracts, civilian, and military personnel become familiar with and abide by 
the contents of this policy. 

2. Senior Medical Executives (SMEs) shall: 

a. Ensure compliance with the standards and processes in in this policy and supporting 
technical directives across their HCSC RP. 

b. Provide clinical leadership and guidance of PCMH operations across their HCSC RP 
including development, implementation, execution, monitoring, and evaluation. 

c. Ensure compliance with requirements of provider templates and schedules outlined in 
this policy and technical guidance across the HCSC RP. 

d. Ensure provider team panels are acuity-based, leveled, and matched to individual 
provider capabilities and competencies to provide quality, safe patient care. 

e. Ensure compliance with care coordination meeting requirements at the Coast Guard 
clinic level, including meetings are convened and attended on a regular basis by all 
appropriate staff. 

f. Ensure the focus of care coordination meetings is on discussion of specific patients 
and their health care needs. 

g. Ensure timely adoption, training, and use of evidence-based Clinical Practice 
Guidelines (CPGs) across the HCSC RP. 

h. Require that clinical messaging with empaneled beneficiaries is executed solely 
through approved Coast Guard HIT or other IT (i.e., telephony/telemedicine) systems. 

i. Review PCM-level performance metrics with individual teams and review clinic-
level performance metrics with HCSC RP clinic staff at least quarterly. 
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j. Ensure PCMH performance metrics are tracked and presented to HCSC leadership 
monthly in collaboration with the HSA and RPM. 

k. Ensure new providers receive the appropriate supervision, mentorship and guidance 
to allow for a safe and successful transition to full clinical practice. “New” includes 
experienced providers who are new to the Coast Guard Health Services enterprise as 
well as providers who have recently completed training. 

l. Ensure PCMH metrics are available for clinic staff, patients, and visitors to review if 
desired. 

m. Ensure all clinically privileged staff maintain their licensure, understand their scope 
of practice and role, and utilize provided tools as directed in this policy and 
supporting technical directives. 

3. Senior Dental Executive (SDE) shall: 

a. Ensure compliance with the standards and processes in in this policy and supporting 
technical directives across their HCSC RP. 

b. Provide clinical leadership and guidance of dental operations across their HCSC RP 
including development, implementation, execution, monitoring, and evaluation. 

c. Ensure compliance with requirements of provider templates and schedules outlined in 
this policy and technical guidance across the HCSC RP. 

d. Ensure provider team panels are acuity-based, leveled, and matched to individual 
provider capabilities and competencies to provide quality, safe patient care. 

e. Ensure compliance with care coordination meeting requirements at the Coast Guard 
clinic level, including meetings are convened and attended on a regular basis by all 
appropriate staff. 

f. Ensure the focus of care coordination meetings is on discussion of specific patients 
and their health care needs. 

g. Ensure timely adoption, training, and use of evidence-based Clinical Practice 
Guidelines (CPGs) across the HCSC RP. 

h. Require that clinical messaging with empaneled beneficiaries is executed solely 
through approved Coast Guard HIT or other IT (i.e., telephony/telemedicine) systems. 

i. Review PCM-level performance metrics with individual teams and review clinic-
level performance metrics with HCSC RP clinic staff at least quarterly. 

j. Ensure PCMH performance metrics are tracked and presented to HCSC leadership 
monthly in collaboration with the HSA and RPM. 
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k. Ensure new providers receive the appropriate supervision, mentorship and guidance 
to allow for a safe and successful transition to full clinical practice. “New” includes 
experienced providers who are new to the Coast Guard Health Services enterprise as 
well as providers who have recently completed training. 

l. Ensure PCMH metrics are available for clinic staff, patients, and visitors to review if 
desired. 

m. Ensure all clinically privileged staff maintain their licensure, understand their scope 
of practice and role, and utilize provided tools as directed in this policy and 
supporting technical directives. 

4. Senior Health Services Officer (SHSO) shall: 

a. Enforce the requirements for all SME roles and responsibilities for their assigned 
clinic. If a particular requirement is outside of the SHSO’s training, education, or 
experience, they shall consult with their cognizant local or HCSC RP staff (SME in 
most cases) for guidance. 

b. Regularly review reports and data from MHSG and other health informatics tools to 
assess and monitor the performance of their clinic against the PCMH requirements 
outlined in this policy. 

c. Report to the SME and other HCSC RP staff to communicate needs or other 
important information. 

5. Health Service Administrators (HSA) shall: 

a. Comply with the standards and processes in this policy and supporting technical 
directives. 

b. Manage Coast Guard clinic facilities, resources, and staffing in support of Coast 
Guard clinic operations. 

c. Submit requests for contract clinic staff to support Coast Guards clinics. 

d. Facilitate effective communication and coordination of clinic patient care activities 
with the cognizant TRICARE Managed Care Support Contractor (MCSC) in support 
of PCMH team processes (examples include discharge planning, referral tracking, 
empanelment rules, and network urgent care availability). 

e. Work in conjunction with providers and clinic staff on initial development and 
ongoing modification of provider templates and schedules, to provide an adequate 
supply of appointments through management of templates, schedules, appointing 
procedures and utilization of access enhancing tools. 

f. Leverage standardized reporting through MHSG and historical data to project needs 
as part of demand analysis. 
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g. Collaborate with and advise clinic leadership, HCSC, and local commands on space, 
information systems and other logistical requirements necessary to successfully 
accomplish Coast Guard clinic operations. 

h. Understand business rules and booking protocols for use of appointments within the 
clinic and referrals to the civilian network to manage patient demand in accordance 
with Reference (b) and this policy. 

i. Ensure booking protocols are kept current and provided to all staff who book 
appointments in accordance with this policy and supporting technical directives. 

j. Assist SHSOs in standardizing processes, exam rooms, workflows and other clinical 
process improvement activities. 

k. Train office staff on template and schedule maintenance duties. 

l. Serve as the Access to Care Manager in accordance with Reference (b). 

m. Supervise RMCs and referral management operations. 

n. Utilize the Patient Advisory Committee (PAC) meetings and TRICARE regional 
support to communicate access to care and related changes to their patient population.  

o. Ensure all staff are appropriately provisioned regarding their MHSG account 
permissions. 

p. Ensure all Past Due Arrival work queue items have been actioned.  

6. Senior Independent Duty Health Services Technician (SIDHS) shall: 

a. Ensure every IDHS is assigned a DMOA from the cognizant HCSC RP. 

b. Create and enforce requirements for IDHSs to facilitate transitions in care, to include 
PCS for Service members in their AOR. 

c. Ensure IDHSs identify and remedy IMR deficiencies at patient check-in and conduct 
at least monthly IMR reviews for indirectly empaneled beneficiaries in their AOR. 

d. Function as the local MHSG resource advisor on proper utilization, reporting and 
documentation. 

e. Under the PCMH model, ensure that the IDHS serves as the conduit to the HCSC RP. 

f. Work with assigned DMOA to oversee Independent Duty Health Services 
Technicians (IDHSs) in the performance of their duties. 

7. Independent Duty Health Services Technicians (IDHSs) shall: 

a. Provide a variety of medical services in consultation with the DMOA (or Flight 
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Surgeon on call), particularly if the unit is underway. 

b. Become the medical link for indirectly empaneled members assigned to civilian/non-
Coast Guard medical providers and provide readiness services and ad hoc medical 
care to these active-duty members in consultation with the DMOA. 

c. Manage the care of their patients 24 hours per day, 7 days per week, and 365 days per 
year. At a minimum, the IDHS should have 24/7 phone access with direct DMOA 
backup. 

d. Cultivate strong working relationships with non-Coast Guard practices to facilitate 
coordination of care and currency of medical records. 

e. Monitor access to care for their patient population and work with the HSA to ensure 
access to care standards are met. 

f. Coordinate appointments for indirectly empaneled beneficiaries with the 
DMOA/PCMH team at the cognizant clinic when required. IDHSs should have access 
to MHSG to schedule appointments. 

g. Create information packages for their local and remote indirectly empaneled 
beneficiaries that provide information on IDHS contact information for both during- 
and after-duty hours (for patients and unit commands), access-to-care policy, and 
urgent care/emergency room contact information (or related resources) to include 
appropriate utilization. 

h. Utilize MHSG as follows: 

(1) For direct care, the IDHS shall electronically document patient vital signs, chief 
complaint, history of present illness, physical examination, assessment and plan, 
and recommended duty status disposition, and shall ensure compliance with 
documentation standards and IMR standards. Guidance for IDHS health care 
delivery can be found in Chapter 9 of Reference (a). 

(2) Ancillary laboratory or radiology studies related to an evaluation will only be 
conducted upon orders or standing orders of the HCSC RP or DMOA. For 
beneficiaries with a non-Coast Guard PCM, required laboratory or radiologic 
testing will be referred to their PCM. Laboratory procedures required for 
readiness (i.e. HIV blood draws) may be performed by the IDHS in accordance 
with current policy/protocols. 

(3) Prescribe medications within the scope of IDHS training and in accordance with 
Chapter 9 of Reference (a). 

(4) Referral coordination will generally be handled by the originating clinic/source. 
However, the IDHS should be prepared to assist the Care Coordinator/Case 
Manager with referral coordination, appointing, and tracking for referrals 
generated by both non-Coast Guard PCMs and Coast Guard HCSC RP clinics. 
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(5) Monitor referral reports and/or information in MHSG regarding the fitness for 
duty of indirectly empaneled patients. Notify the DMOA of any such patient that 
may have a condition that does not meet medical retention standards as per 
Reference (a) and applicable Coast Guard-specific medical retention standards, if 
any. 

(6) Document clinical communications with patients and the DMOA in an approved 
Coast Guard HIT system and maximize the use of telehealth for patient care. 

(7) Coordinate the scheduling of special appointments for his/her patients with the 
DMOA when services are required such as Waivers, Temporary Limited Duty 
(TLD), and Medical Evaluation Boards (MEBs). Additionally, the IDHS shall 
ensure all pertinent medical documentation, ancillary results, consultation reports, 
etc. are obtained and available for review prior to the scheduled appointment time. 
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CHAPTER 3.  MEDICAL PRACTICE MANAGEMENT REQUIREMENTS 

A.  PCMH Practice Management Requirements. 

1. Empanelment Management. The following outlines requirements for patient 
empanelment within Coast Guard clinics: 

a. Empanelment standards and authorized offsets are found in the Staffing section of 
this Instruction and are generally limited to Coast Guard ADSMs. Commandant (CG- 
CMO) determines and approves which beneficiary groups are eligible for care and 
services (e.g., pharmacy, ancillary services, etc.) in Coast Guard clinics within the 
scope of his/her authority. All beneficiaries enrolled to a clinic shall be empaneled to 
a PCM by name; empanelment by clinic/facility/Defense Medical Information 
System (DMIS) identification number is not authorized. Empanelment adjustment 
recommendations are made by the HCSC Director. Empanelment adjustments should 
be limited and based on standard objective criteria as follows. Adjustment requests to 
empanelment shall be made via a Health Services Change Request, in accordance 
with Reference (f), to CG-CMO. The following factors should be reviewed by HCSC, 
with accompanying justification(s), to ensure the clinic is meeting PCMH 
requirements to maximize access to care: 

(1) Adequate access is defined via established Access to Care (ATC) measures such 
as Patient Demand (met and unmet), Average Days to Care, Third Next Available 
Appointment (3NAA), 24-Hour and Future Appointments, Primary Care Leakage 
(Non-Urgent Care Center (UCC)/Emergency Department (ED)), and certain Joint 
Outpatient Experience Survey (JOES) results. 

(2) Documented quality improvement studies and activities that have been exercised 
to improve access to care. 

(3) Provider availability. 

b. Calculating Empanelment Capacity. Maximum empanelment per one clinical full 
time equivalent (1 cFTE) is 650 total empanelment beneficiaries (Reference (g)). 
cFTE may be offset by other duties reducing the maximum empanelment per 
provider. As required, empanelment capacity may be offset by ‘must see’ beneficiary 
workload. 

2. Appointing Standards. Appointing standards follow Reference (g). Schedules for all clinic 
providers should normally be open on at least a 180-day rolling basis. 
Virtual/Telemedicine (VIRT). Clinics may adjust the proportion of VIRT appointments 
to face-to-face (F2F) appointments based on local demand. The suggested proportion is 
80% F2F and 20% VIRT appointments. Patients will be encouraged to utilize electronic 
self-appointing with the MHSG Patient Portal for 24HR, Future (FTR), and/or VIRT 
appointment types for routine or acute care. At least 10% of routine care appointments 
shall be bookable online by patients through the MHSG Patient Portal; other appointment 
types may be added as necessary as approved by the HCSC RP SME. 
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a. Empaneled beneficiaries will be able to schedule follow-up and wellness 
appointments for up to 180 days in the future at all Coast Guard clinics. Appointment 
types used in clinic operations will be within 24 hours (24HR) or in the FTR. Coast 
Guard clinics will actively balance 24HR and FTR appointments to maximize their 
ability to meet access standards. Future appointments for follow-up care, wellness 
needs or when the patient requests to be seen beyond 24 hours in the future will be a 
combination of FTR and VIRT appointment types. 

b. The suggested appointment mix for appointments is 60 percent 24HR and 40 percent 
FTR; however, clinics may adjust the appointment mix based on local demand, as 
needed. The Coast Guard clinic will ensure all providers template all approved 
appointment types 180 days in the future or until the provider’s projected 
reassignment. 

c. Coast Guard Clinics are authorized to use only the following standard appointment 
types in MHSG: 

(1) 24HR. 24HR appointments are used when the patient wants to be seen within 24 
hours. The clinic will ensure a minimum of three appointments are available 
within 24 hours per patient care team to meet access goals. Three appointment 
time lengths are authorized: 1) 20 minutes; 2) 40 minutes for complex patients; 
and 3) Embedded specialists are authorized for 30-minute appointments. 

(2) FTR. FTR appointments are used for follow-up care, wellness care, or when the 
patient requests care beyond 24 hours in the future. Clinics will ensure a 
minimum of three 3NAA for each clinical provider per day are available within 
one weekday per patient care team to meet access goals. Three appointment time 
lengths are authorized: 1) 20 minutes; and 2) 40 minutes for complex patients; and 
3) Embedded specialists are authorized 30- minute appointments. Follow-up 
appointments will be made based on patient preference and the patient’s 
diagnosis, condition, care plan, and the clinical judgment of the provider. 

(3) Specialty (SPEC). SPEC appointments are used for specialty care delivered in an 
outpatient clinical setting. Three appointment time lengths are authorized: 1) 20 
minutes; and 2) 40 minutes for complex patients; and 3) Longer appointment 
lengths are also used for complex patients requiring additional time. 

(4) Group (GRP). GRP appointments are 40 or 60 minutes in length. 

(5) Virtual (VIRT) or Telephone Visits. Virtual appointments are used when 
clinically appropriate based on the judgement of the provider. VIRT or telephone 
visits will use a SPEC appointment type with a House Call (HC) detail code. The 
SPEC HC appointment length is 10 minutes. In MHSG, the VIRT appointment 
type will be used in lieu of the SPEC HC appointment type. VIRT appointments 
may be 10 or 20 minutes in length. 

(6) Procedures (PROC). PROC appointment types are used for procedures delivered 
in an outpatient clinical setting. Authorized appointment lengths are 30 minutes 
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for minor procedures and 60 minutes for complex procedures warranting 
additional time. 

B.  Appointment Template/Schedule Management and Control. 

1. Template Control and Authority. All Coast Guard clinics are required to have an 
obligated or shared professional TSM. Only TSMs and ATC Managers (identified in 
Reference (b)) are authorized to create, edit, modify or delete templates and open, block, 
adjust, cancel, or freeze appointment slots on schedules. 

2. Appointment Auto Configuration to Maximize Supply and Access. Coast Guard clinics 
will auto-reconfigure unused FTR, SPEC, and PROC appointments to 20-minute 24HR 
appointments 48 hours in advance of the appointment time to ensure an appointment is 
fully bookable by the MHSG Patient Portal. Schedules should be reviewed manually 48 
hours in advance to ensure all unused appointments are converted to 24HR. 

3. Demand-based Appointment Templating and Unused Appointments. Coast Guard clinics 
will balance their appointments and target a range of 10-15% unused appointments to 
provide convenient times for patients booking appointments. If appointments are 
routinely unused, templates should be adjusted to provide appropriate appointments at 
days and times convenient to patients (i.e., late in the afternoon to accommodate requests 
for care). 

C.  Schedule Review for Supply and Patient Experience Optimization. 

1. The TSM or ATC Manager will review and scrub appointment schedules at least 2 
business days in advance to identify patient needs which can be appropriately met 
through a telehealth appointment or via a 10-minute telephone call for established 
patients. 

2. Unused FTR/SPEC/PROC slots auto-convert to 24-HR at T-48 h; the TSM or ATC 
managers confirms during the T-48 review.” On a monthly basis, HSAs will run and 
review appropriate Electronic Health Record reports on access to care and no-show rates. 
Additionally, RPMs/HSAs will review the results of JOES Surveys regarding access to 
care. 

D.  Appointment Cancelling, Freezing, and Blocking. 

1. Facilities Cancellations. Coast Guard clinics will not cancel more than 3% of 
appointments each month except for cancellations due to weather, operational or 
compliance contingencies. HCSC will monitor the 3% freezing limit and adjust if 
necessary due to the requirement to book FTR appointments up to 180 days in advance. 

a. When a booked appointment must be canceled by the facility, the clinic will contact 
the patient to reschedule and will document the results of that contact in MHSG for 
each facility canceled appointment. Any facility canceled appointments will ensure 
that the new appointment meets the original access standard of the original 
appointment request. A facility canceled is not to be removed and/or deleted from the 
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schedule. Coast Guard clinics will take all necessary actions to minimize facility 
cancellation. 

b. A facility cancellation will be annotated in MHSG by selecting “Resource 
Unavailable” when a provider calls out abruptly and available providers cannot 
facilitate the appointment or by “Resource Requested” when the facility, clinic 
management, and/or provider cancel the appointment with no intent to reopen the 
appointment for booking. 

2. Appointment Freezing and Blocking. Coast Guard clinics are discouraged from freezing 
appointments; however, if required due to operational uncertainty, frozen appointments 
will either be cancelled or released 48 hours in advance for booking. Prior to releasing 
appointments, template managers shall coordinate with the clinic to confirm provider 
availability. Walk-in care clinics will accept walk-in care for urgent reasons to the 
greatest extent possible. 

3. Managing Patient Cancellations and No Shows. Guidance is as follows: 

a. If a patient contacts the Coast Guard Clinic two hours prior or earlier to the 
appointment time to cancel, their appointment will not be considered a no-show.  

b. HCSC shall develop requirements for appointment reminders and how to manage no-
shows (e.g., consequences for repeat no-show patients and scheduling follow up 
appointments with no-show patients). HSAs and Clinic Supervisors are responsible 
for following HCSC processes and procedures in managing no show patients. They 
shall review no-show data to identify trends/patterns of no-shows within the 
schedules (e.g., data shows 0730 appointments notoriously no-show). 

c. Adjust schedules to minimize no-show time slots. Where clinically indicated or 
appropriate, the PCMH Team will contact all patients that fail to keep their 
appointment (they are a “no-show”) and document that contact within MHSG. 

d. To reduce patient cancellations, Coast Guard clinics will leverage technology tools to 
ensure communication with patients is optimized. Clinics can maximize the patient 
experience by employing these tools to their maximum extent to include capabilities 
such as early call notification, appointment reminders, texting, and messaging where 
available. Clinics will utilize the MHS approved methods to allow for easy 
cancellation of appointments to include: 

(1) Clinic Phone. 

(2) MHSG Patient Portal.  

(3) In person cancellation (F2F). 

e. Where clinically indicated or appropriate, the patient care team will contact all 
patients that cancel their appointment and document that contact within MHSG.  
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E.  Booking Protocols. 

1. Acute/Urgent Care Needs. Patients will be scheduled for appointments in the Coast 
Guard clinic to which the beneficiary is empaneled; however, Coast Guard ADSMs on 
leave or on official business away from the PCM to which they are empaneled may 
request a 24HR appointment at the nearest Coast Guard clinic. If a patient calls for an 
acute/urgent care need, the authorized procedures are, in order, as follows: 

a. Book the patient an appointment. 

b. If there is no 24HR appointment available, offer to book outside the booking window. 

c. If the patient refuses the appointments, direct transfer to medical clinic for walk-in 
care or deferral to the network at the discretion of the clinical provider. 

d. If the direct transfer fails, the clinic will offer the patient a 2-hour window for a 
telephone consult (T-Con) or telehealth appointment, if the clinic is open. 

2. Routine Medical or Follow-up Needs. Patients will be scheduled for appointments in the 
clinic to which they are empaneled; however, Coast Guard ADSMs on leave or on 
official business away from the PCM to which they are empaneled may request an FTR 
appointment at the nearest clinic. If a patient calls for an FTR appointment and only 24HR 
appointments are available on the requested day, the scheduler (ACs) will: 

a. Change the 24HR appointment on the requested day to an FTR and book the patient 
(preferred). 

b. Book the patient into an available 24HR appointment on the requested date with a 
note in MHSG that the appointment was booked based on patient preference. 

c. If no appointments are available for the patient within seven days, the clinic will offer 
to defer the beneficiary to the Managed Care Network. 

d. Asking a patient to call back on a preferred day to see if appointments are available is 
not authorized. 

F.  Staffing. 

1. Minimum Staffing Requirements. It is recognized that smaller Coast Guard clinics, 
typically at operational units, will have an actual empanelment well below the calculated 
target empanelment. While these clinics serve critical operational functions, they are still 
obligated to meet the same PCMH requirements as larger facilities. In consideration of 
these factors, balanced with "economies of scale," Coast Guard facilities empaneled 
below the calculated target will ideally have minimum staffing standards as found in 
Appendix A (Table 1). Reference (h) details the minimum number and type of Aviation 
Medicine Providers required at certain clinics supporting Air Stations. Aeromedical 
services are an important part of the Coast Guard’s overall aviation safety program and 
are captured in the standard offsets in Appendix A (Table 2). Registered nursing support 
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may be provided when there is an insufficient number of HSs to meet minimum staffing 
standards and/or when nursing capabilities are needed to assist with work such as case 
management, disease management, and direct care support. Justification for nursing 
positions should include the potential for the nurse to also support other RP clinics in 
these patient management areas. Under-empaneled clinics shall adhere to the following 
requirements and HCSC shall develop technical directives supporting these activities: 

a. Providers at under-empaneled clinics should be available to see patients via virtual 
appointments (for appropriate care) at other Coast Guard clinics who may have 
difficulty meeting patient demand or meeting access to care standards. 

b. Ancillary services will be limited to basic lab (CLIA waived testing and specimen 
draw for send out). Pharmaceuticals/services (whether limited or full pharmacy) shall 
not be provided unless authorized through the process outlined in Reference (f). 

c. Additional staffing support from a health promotions coordinator, etc., may be 
leveraged through the RP virtually or in person when practical. RPMs should 
leverage talent at other Coast Guard clinics and Work-Life offices whenever possible 
to cover gaps in care, access problems, and other challenges among/between Coast 
Guard clinics in an RP. 

d. Excess capacity will be leveraged to augment Commandant (CG-CMO)/HCSC 
programmatic requirements and to enhance PCMH delivery of services within the RP. 
Excess capacity will be measured through Access to Care metrics such as 3NAA, 
Avg Days to 24Hr, Unused Appointments, PC Leakage (Non-UCC/ED), etc., 
managed by the HCSC in concert with RP leadership. 

e. Excess capacity is an opportunity to improve beneficiary access to care and prevent 
illness/injury. All assigned activities will have a clear value proposition which 
ultimately contributes to the health, safety, and well-being of beneficiaries. Examples 
of excess capacity utilization may include virtual appointing of beneficiaries 
elsewhere empaneled (for appropriate care), peer review, case management, quality 
assurance reviews, quality improvement initiatives, and "white space" quality 
reviews. 

f. Every effort shall be made to match personnel and activities commensurate with their 
level of training. 

g. Make available virtual appointments to provide care for beneficiaries empaneled to 
other clinics within the HCSC RP who may have higher empanelment and/or have 
difficulty meeting patient demand or access to care standards. This should also be 
considered for Coast Guard clinics outside of an RP who may be facing difficulty 
meeting patient demand or access to care standards. 

h. Interim guidance on aligning Public Health Service (PHS) physician rank with unit 
type and expected responsibilities: the rank of O-6 for physicians has been 
determined necessary in the billet outlay to identify positions where (1) multiple 
providers reside in one location requiring clinical supervision, (2) critical operations 
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such as Air Stations where a Flight Surgeon is required and other locations where a 
specific experience or rank is viewed as a requirement. PHS physician positions with 
the rank of O-5 are important operational billets where experience is needed for the 
tasks and the span of activities are sufficient to not be seen as attractive locations for a 
first assignment or for less experienced physicians. PHS physician positions of O-4 
and below are billets where a physician can get broad experience and support systems 
are in place to guide development and learning while also supporting commands with 
technical advice and medical services. 

G.  PCMH Team Composition. 

1. PCMH Team composition will be determined based on the total empanelment offset by a 
provider clinical cFTE calculation (see Table 2). The target empanelment for a single 
clinical provider is 650. Empanelment deductions are cumulative with the maximum 
deduction being 0.5 cFTEs (325 beneficiary panel). Each PCMH team will consist of one 
to four privileged providers. When the PCMH team comprises a privileged provider at 
another clinic within the HCSC RP, then the lead physician should not normally exceed 
two providers on their PCMH team. Where possible, the PCMH physician lead should be 
the APP’s supervising physician. PCMH staffing recommendation for team composition 
is: 

a. Physician (0.5 - 0.9 FTE). 

b. 1-3 APPs, if assigned (0.75-0.9 per military or civil service cFTE); (1.0 per cFTE if 
contract provider). 

c. 4 Health Service Technicians (HS) per on-site physician (or independent APP) and 
1.5 HSs per additional on-site APP or physician. Up to one team nurse may fill the 
role of an HS if the PAL does not support this ratio. 

d. Front desk clerk (may be uniformed or civilian). 

2. Team Construct direction includes: 

a. At facilities with a single physician, a single team will be employed whether or not an 
APP is assigned to the facility. 

b. For facilities with more than one physician, the number of physicians will determine 
the number of teams established. More than one APP may be assigned to a team; 
however, this will not be construed to mean that they would replace another team. 
Central to PCMH is the concept of a treatment team and patient continuity. When a 
beneficiary enrolls with one clinic providers, that beneficiary enrolls for care by all 
the members of the PCMH team of which that provider is a member (though 
enrollment will still be by name, not by team).   

c. Physician-led teams will include APPs assigned as the sole provider at a Coast Guard 
clinic within the HCSC RP. As noted in 3.G.1 above physician who serves as the 
PCMH lead for APPs assigned to other Coast Guard clinics shall not exceed two 
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APPs on their team. Nursing support as part of this team, including remote nursing 
support, is considered indispensable and a necessary component, though one nurse 
may be employed to support multiple teams. 

d. On-site teams will be assigned closely located work areas (office space, exam rooms) 
when practicable and will observe a minimum space assignment as outlined in Clinic 
Infrastructure Requirements Catalog (IRC).   

e. Teams should work diligently to embrace patient flow which prevents prolonged wait 
times, particularly in the exam rooms. 

f. Each practice site will maintain a minimum staffing of three Health Services 
Technicians (HS) (or nursing support) per team during routine clinic hours. HSAs 
shall proactively coordinate leave, temporary duty, and training, etc., to ensure this 
requirement is met. When local command duty requirements prevent this minimum 
staffing, a report shall be forwarded to the RPM and to HCSC Field Operations for 
the situational awareness of HCSC Command, and intervention if necessary. 

g. The PCMH team is responsible for the care of their empaneled beneficiaries’ 
comprehensive health and healthcare needs during the normal workday. For after- 
hours beneficiary healthcare needs, PCMs shall provide written instructions to their 
beneficiaries on how to obtain after-hours care in public facing forums and media 
(e.g. website, patient portal, new patient packages, clinic bulletin board et al). 

h. The MHS Nurse Advice Line (NAL) will also be available to all beneficiaries and 
will integrate with the PCMH for directly empaneled beneficiaries. The nurse will 
perform a "warm hand-off' of PCMH patients to their duty HS or Medical Officer 
(per contractual agreement). 

i. Lead HS: the senior HS of a team will manage patient flow, optimize provider 
utilization, and oversee/ensure the medical readiness of the team's empanelment. 
Management of team HS staffing and availability for provider support will be a 
critical function of the Lead HS. For single team clinics, the Clinic Supervisor will 
serve as Lead HS. For clinics with two or more teams, each team leader (in 
coordination with the HSA) will designate a Lead HS that will be managed by the 
Clinic Supervisor. 

3. Staffing Adjustments. Staffing adjustments may be considered as empanelment dictates, 
recognizing that empanelment represents the maximum number of patients that a 
provider can reasonably be expected to provide care to without impediments of access to 
care and operational mission support requirements. 

4. Exceptions to PCMH Standards for Different Patient Populations. All Coast Guard clinics 
are under the PCMH model and shall practice PCMH principles in their operations. 
However, some clinics may not be able to always function as a PCMH; examples include 
cadet clinics and Training Centers. These non-traditional clinics shall submit Health 
Services Change Requests, in accordance with Reference (f), when they cannot meet the 
requirements of this policy and shall propose how they might alternatively meet PCMH 
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requirements. Commandant (CG-CMO) adjudication on these requests may result in 
temporary relief from specific requirements, process improvement to help meet specific 
requirements, and/or changes in staffing standards or other resources. 

5. This Instruction does not address total clinic staffing. Subsequent policies will outline 
staffing and other standards for additional service lines. Until released clinics will 
continue to operate with the positions on their personnel allowance lists (PAL). 

H.  Clinic Operating Hours and Patient Access. 

1. Coast Guard clinics should normally operate on an eight-hour schedule plus a one-hour 
lunch break. The start and end times should be established to meet expected patient 
demand. Lunch breaks should be staggered to maintain access during scheduled hours. 
Time shall be allocated (and staggered as necessary) for mandatory activities such as for 
physical fitness in accordance with listed in Reference (l). Permanent deviations from the 
nine-hour requirement may be authorized by the CO of HCSC; for example, some clinics 
may need 12- or 16-hour operations to meet ATC requirements. 

2. Temporary Clinic Maximum Degradation. The clinic may temporarily reduce access due 
to training, exercises, or other operational requirements. Regularly scheduled training 
periods shall be outlined in Clinic Business Plans and posted for the awareness of 
beneficiaries and supported commands. Staff training should not normally exceed 2 hours 
per week, Additional ad hoc degradation periods shall be approved by the RPM.  

3. After-Hours Care. PCMs shall provide written instructions to their beneficiaries on how 
to obtain after-hours care in public facing forums and media (e.g. website, patient portal, 
new patient packages, clinic bulletin board et al).  

4. Access to Care (ATC) Standards. The ATC standards established by TRICARE remain 
unchanged regarding the timelines for available appointments. Clinics are reminded that 
not every appointment type must be utilized - access will be appraised only by 
availability of utilized types of appointments. See section 3.A.2. of this policy for clinical 
appointing standards and section 3.A.2.c to see authorized standard appointments to be 
used in MHSG. Reference (b) outlines policy and required procedures for managing 
access to care for Coast Guard beneficiaries. 

I.  Referrals Management. 

1. RMC responsibilities are outlined in Reference (b). RMC PCMH requirements include: 

a. Coordinating patient referrals with PCMH teams as needed. 

b. Assisting the patient given a referral by providing a briefing on expectations or 
directing patient to the correct information source such as the MCSC. 

c. Obtaining referral reports from network providers when needed and route to the 
appropriate PCMH provider. 
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d. Scanning referral reports or results into MHSG and notifying the provider by 
telephone consultation or per designated MHSG process. 

e. Obtaining paper copies or routing the referral results to the PCM when the PCM is 
not the ordering provider. 

J.  PCMH Facility Requirements. 

1. When spaces are configured and team members co-located to optimize patient flow and 
staff efficiency, communication and coordination of care are improved. Unit COs shall 
ensure clinics have sufficient space and an adequate location to optimize efficiency and 
follow the facility requirements of the IRC for Coast Guard Medical Clinics. The IRC 
establishes and documents operational requirements for Coast Guard clinics. This 
document develops standards for configuration control and operational requirements for 
the Coast Guard’s various facilities to support and improve the shore planning process. 
This may require moving other functions or offices, consolidating personnel into the 
same location/office, or other space-saving or space-generating moves. Likewise, some 
facility modifications may be required to optimize spaces after review by local 
facility/civil engineering units and staff. COs should take all necessary steps to complete 
modifications as soon as reasonably possible. Resource requests should be submitted 
through normal processes. 

2. Space requirements and calculations for exam rooms, acute care spaces, offices, 
conference rooms, parking, clinical service type (e.g. behavioral health) and other facility 
requirements are determined by the IRC for Coast Guard Medical Clinics. Factors such as 
direct and indirect empanelment and expected utilization will shape clinic facility 
requirements. 

K.  Health Informatics (HI) in the PCMH. 

1. HI tools (which include MHSG) are important for providing the breadth of services 
needed for quality care as well as for achieving external accreditation and 
measuring/showing outcomes. How HI applications are used in Coast Guard clinics is 
subject to review by accrediting bodies and by health services staff assigned to the 
HCSC, CG-CMO staff, and Coast Guard clinic staff/leadership. 

2. Health Information Technology (HIT) System Access. HCSC facilitates and manages 
account access to all HIT systems used for documentation of patient care, patient 
communication, and medical readiness to include but not limited to MHSG, the 
Reporting Portals, the Joint Legacy Viewer (JLV), readiness systems, (e.g., the Medical 
Readiness Reporting System, or MRRS)), and other legacy and associated analytics 
platforms. For staff requiring clinical credentials and/or privileges, credentials and/or 
privileges are verified prior to granting access to MHSG. A loss of clinical credentials 
and/or privileges triggers the deactivation process that prohibits access to MHSG. 

3. HIT system training. HCSC shall ensure staff are adequately trained on all HIT systems 
necessary to provide and document medical and medical readiness requirements. 
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4. HIT System Issue Resolution. HCSC shall: 

a. Provide guidance to support staff experiencing issues with HIT systems by assisting 
as needed in the closing of a CGFIXIT ticket for the issue and by working to 
understand the issue and its root cause to recommend the best solution. 

b. Develop and coordinate supplemental guidance and/or training as appropriate on 
newly arising issues. 

c. Advocate for resolution of the issue in both internal CG IT governance boards (e.g. 
CRB and CCB) and external governance boards, e.g., Defense Health Agency Health 
Informatics Steering Council). 

5. Documentation of Clinical Care. Care provided to patients by Coast Guard staff shall be 
documented in an approved Coast Guard HIT system – usually MHSG. Exceptions are 
permissible for (planned or unplanned) downtime in accordance with established 
downtime procedures. HCSC shall develop downtime procedures. 

6. Ensuring that patient care is documented in MHSG is critical to deliver safe, high-quality 
patient care; to support timely delivery of orders, results, and referrals; to support 
accuracy of medical coding and reports including workload reports, access to care 
reports, medical readiness reports, and public health reports, and to comply with 
accreditation, standard of care, and statutory requirements. 

7. Documentation outside of an approved Coast Guard HIT system (e.g., on paper) is 
restricted to downtime, except for pre-hospital/field care (until such a system is fielded). 

8. All clinical staff (including reservists, Auxiliary staff, visiting providers, and students in 
training) document care provided in an approved Coast Guard HIT system. 

9. Medical providers will code encounters in the MHSG based on the care delivered and 
documentation supporting the level of care. This shall include: 

a. An accurate International Statistical Classification of Diseases and Related Health 
Problems (ICD) Code per diagnosis addressed, and subcodes as needed, using the 
most current ICD version. 

b. One or more Evaluation and Management (E&M) Codes that are supported and 
justified by the provider’s documentation, including level of detail of clinical history, 
level of physical examination and review of test results, and complexity of medical 
decision-making. 

c. Appropriate Current Procedural Terminology (CPT) codes for any procedures 
performed. 

d. Healthcare Common Procedure Coding System (HCPCS) Codes, as appropriate.  
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10. HCSC shall develop and publish documentation process guidance for encounters that are 
in alignment with accrediting bodies. 

11. All clinical staff will review, and document recommended preventive medical screening 
services to provide high quality care according to established standards. This 
documentation is critical for tracking of clinical quality metrics. 

12. All clinical staff will ensure that IMR data are entered into the appropriate clinical and 
readiness HIT systems. 

13. Patient Administration in HIT Systems. HCSC shall: 

1. Provide guidance for clinical staff for patient verification and initial system 
registration and registration for appointments. 

2. Provide guidance for the management of clinic and provider schedules and booking 
of appointments (including telehealth) to be conducted in accordance with this policy 
and Reference (a) using the MHSG (Revenue Cycle). 

3. Provide guidance on the tracking of Release of Information requests in MHSG Health 
Information Management (HIM) applications. 

14. Patient Portal. HCSC shall: 

a. Provide guidance to Coast Guard clinics on use of the MHSG Patient Portal Message 
Center for communications between clinic staff and patients. 

b. The Patient Portal shall be used for asynchronous communication and coordination 
between patients and providers. 

c. The Patient Portal shall be used for results distribution, preventive healthcare 
communication, broadcast messaging/announcements, and prescription information. 

d. Provide guidance for direct booking requirements through the Patient Portal. 

e. Provide guidance for patient appointment requests from the scheduling team through 
the Message Center. 

15. Referrals Management Functionality. HCSC will provide guidance on the use of MHSG 
to facilitate the management and tracking of referrals by RMCs and to communicate 
referral information between patients and clinic staff. 

a. Referral information should be available on the Patient Portal and, if referred to the 
TRICARE network, referral information should be available through the MCSC. 

b. HCSC will provide guidance for referrals management in accordance with this policy 
and Reference (b).  
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16. Clinical Informatics Tools. There are many clinical informatics tools that can better 
support the provision of patient care and enhance management of medical clinics. 

a. The PCMH team should utilize these tools as available. An example of such tools 
includes but is not limited to: MHS Population Health Portal (Navy Population Health 
Navigator); MHS Insight; and TRICARE Operations Center Template Analysis Tool. 

b. Staff may monitor performance and track diseases and conditions, etc., through the 
available electronic reporting portals. 

c. HCSC will provide guidance on access procedures for, and use of, the four reporting 
portals (e.g., Cerner Advance, Lights On Network, Discern and DXOne). 

17. Telehealth. Virtual appointments increase access to care by enabling patients to visit a 
credentialed and/or privileged provider without physically going to the clinic to get 
healthcare. 

a. Virtual appointments are non-F2F appointments using a phone or video to address 
patients’ medical matters punctually. 

b. These scheduled patient-provider meetings differ from phone meetings in that they 
are for a precise objective, which may involve a substantial medical evaluation but 
does not require a physical exam. 

c. Virtual appointments should follow the guidance in Chapter 3.A.2 of this policy. 

d. To the fullest extent possible, preference should be given towards video visits (over 
phone visits) to promote high quality patient-provider interactions. 

18. Laboratory. HCSC will provide guidance in laboratory ordering and resulting through 
MHSG. 

19. Records Management. Health Record Life Cycle will be managed in accordance with 
Reference (j). HCSC shall issue guidance on processes for obtaining and managing 
outside records. For care received outside of a Coast Guard clinic (e.g. in the network, at 
the VA, etc.), clinic staff utilize the JLV to obtain documentation of that care. 

20. Readiness. 

a. HCSC will provide guidance for providers to update IMR status and document duty 
status recommendations for patients seen in Coast Guard clinics. 

b. HCSC will provide guidance for providers on documenting encounters for Periodic 
Health Assessments, Deployment Health Assessments, and Mental Health 
Assessments in MHSG.  
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c. Some IMR data flow from MHSG to MRRS. HCSC will provide guidance on manual 
entry of all other readiness factors into MRRS-004. Staff shall periodically validate 
information relay from MHSG to MRRS. 

d. Providers shall continue to utilize the Aeromedical Electronic Resource Office 
(AERO) for documenting Aviation Medicine as per Reference (k). 

e. Forms generated in AERO will be uploaded into MHSG. 

L.  Measuring Clinic Performance. 

1. Commandant (CG-CMO)’s health strategy will drive performance measures and key 
performance indicators to assess medical practice performance in Coast Guard clinics. 
CG- CMO will issue a technical guidance memo to HCSC at least annually on core 
metrics that shall be monitored in accordance with the CG-CMO strategic plan.  

a. Access to Care. Per Reference (b) the responsibility of monitoring access to care is a 
responsibility of the ATC Manager. ATC Managers are required to monitor 
accessibility of care for Coast Guard clinics and referrals generated by the clinics. 
The ATC Manager, in collaboration with clinic leadership, will make improvements 
to ensure ATC standards are met. The HCSC shall provide the following access, as 
well as improvement efforts if outside of standards/benchmarks, to care 
KPIs/Measures monthly to CG-CMO for all Coast Guard clinics: 

(1) 3NAA 

(2) Avg Days to Care 

(3) PC Leakage 

(4) Provider Availability 

(5) Provider Efficiency 

(6) Enrollment 

(7) Empanelment 

(8) Appointment Inventory/Supply, etc. 

b. Areas/clinics found to have improvement opportunities (when measure values are 
outside of standards/benchmarks) will have clinic or system quality improvement 
studies created within a quality improvement framework. Tools such as FMIS, NRT, 
HeA, HeReg, LightsOn DISCERN, Advance, and other data sources shall be used to 
assess ATC. 

c. Other medical care operations include patient intake and registration, scheduling, 
clinical care delivery, disease management, preventive care, referrals management, 
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HIT utilization, administrative work, and other areas are indicative of the quality of 
medical care delivered in Coast Guard clinics. 

M. Provider Staff Sourcing. 

1. In order of precedence, sourcing for Coast Guard clinical provider staff includes Coast 
Guard officers, United States Public Health Service (USPHS) officers, federal Civil 
Service personnel, the multidisciplinary health services contract, and TRICARE clinical 
support agreements. 
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Appendix A. Clinic Staffing Models 

TABLE 1. Minimum Staffing Requirements for Coast Guard Clinics 
MEDICAL OFFICER 

4.0 FTE health services staff comprised of one (1) HSC, one (1) HS1 and two (2) HS2/3s 
Front desk clerk (HS or contractor) 
0.5 - 1.0 FTE registered nursing support if insufficient number of HSs or nursing capabilities are needed 
 
Note: Max empanelment per cFTE medical officer: 650 

 
TABLE 2. Clinical Full Time (cFTE) 

PROVIDER TYPE BILLET OFFSET 

PHYSICIAN 
SENIOR/SINGLE FLIGHT 
SURGEON (FS) AT AIRSTA 0.2 

   

PHYSICIAN 
SENIOR/SECOND FLIGHT 
SURGEON (FS) AT AIRSTA 0.15 

   

PHYSICIAN 

SENIOR MEDICAL 
EXECUTIVE (SME) >= 3 
PRACTICE SITES 0.15 

PHYSICIAN 

SENIOR MEDICAL 
EXECUTIVE (SME) < 3 
PRACTICE SITES 0.1 

PHYSICIAN 
DESIGNATED MEDICAL 
OFFICER (DMOA) > 2 SITES 0.1 

   
AVIATION PHYSICAN 
ASSISTANT (APA) AIRSTA 0.2 
PA OR NURSE 
PRACTITIONER (NP) DMOA > 2 SITES 0.1 
   

Notes: Physician cFTE offsets shall be cumulative, not to exceed 0.5 
PA/NP cFTE offsets shall be cumulative, not to exceed 0.3 
Regional Practice Director offset shall be 0.4 
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