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ABSTRACT 

Madigan Army Medical Center (MAMC), TRICARE Region 11 and the VA Puget 

Sound Health Care System (VAPSHCS) formed a task force in September 2001 to 

determine ways to increase the level of sharing between the organizations. Their efforts 

lie in the wake of increased fiscal scrutiny the President of the United States and 

Congress are giving their respective parent organizations, the Military Health System 

and the Veterans Health Administration (VHA); the country's two largest health care 

systems. The U.S. General Accounting Office has reported on numerous occasions that 

these two health care systems are not doing enough to increase the sharing activity 

between them and that millions of dollars of taxpayer money could be saved if the two 

systems collaborated more. 

This critical look at DODA/A sharing at MAMC uses retrospective descriptive 

analysis in an attempt to more accurately portray Fiscal Year 2001 sharing activity 

between MAMC and the Department of Veterans Affairs, VHA, the Veterans Benefits 

Administration, and the VAPSHCS. The analysis finds that MAMC's level of interaction 

with these agencies, as measured by number of services provided and dollar amount of 

care provided, was significantly higher than previously reported. 

The project documents MAMC's and TRICARE Region 11's efforts to form new 

agreements and increase the overall level of sharing in the Puget Sound Area between 

September 2001 and March 2002. The researcher uses the United States Army's 

Business Case Analysis Tool, scenario analysis and breakeven analysis to analyze the 

financial implications, benefits and disadvantages of the two proposed new agreements 

and makes recommendations on their implementation. 
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Department of DefenseA/eterans Administration Sharing Initiatives 

At Madigan Army Medical Center 

The Departments of Defense (DOD) and Veterans' Affairs (VA) had a combined 

annual health care budget of approximately $34 billion for Fiscal Year (FY) 1999. The 

DOD spent about $16 billion to provide care for approximately 5.8 million beneficiaries, 

while the VA spent about $18 billion to provide care for approximately 4.1 million 

beneficiaries (General Accounting Office, May 17, 2000; Department of Defense, 2001). 

The DOD's health care arm, otherwise known as the Military Health System (MHS), is 

comprised of the Assistant Secretary of Defense for Health Affairs (ASD/HA) and the 

medical departments of the Army, Navy and Air Force. Likewise, that portion of the 

Department of Veterans Affairs responsible for health care is known as the Veterans 

Health Administration (VHA). 

The DOD provides healthcare to its beneficiaries via a program known as TRICARE. 

TRICARE is a "regionally managed health care program for active duty and retired 

members of the uniformed services, their families, and survivors" (DOD, 2001). 

TRICARE was developed to improve access to health care while maintaining the DOD's 

medical readiness posture. It is comprised of the health care assets of the Army, Navy 

and Air Force, and is supported by networks of civilian health care providers through 

various TRICARE contracts. It provides beneficiaries with three options for care: 

TRICARE Prime, TRICARE Extra, and TRICARE Standard. 

TRICARE Prime is similar to a civilian Health Maintenance Organization (HMO). In 

this option, beneficiaries are assigned a Primary Care Manager (PCM) and receive the 

majority of their care either within a Military Treatment Facility (MTF), or from one of the 
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network providers. There are currently no beneficiary out-of-pocket costs associated 

with this option and is the only option available for active duty military personnel. 

TRICARE Extra is similar to a Preferred Provider Option (PPO). Beneficiaries 

choose their providers from a network list of participating providers. Users must pay a 

deductible and copayment, but the copayment under this option is 5% less than that 

under TRICARE Standard. This option gives users greater provider choice than 

TRICARE Prime, but costs the user less than TRICARE Standard. Also under this 

option, providers file all claims paperwork, alleviating beneficiaries of an additional 

burden. Users have the option of receiving care within the MTF on a space available 

basis or they can use TRICARE Standard. 

TRICARE Standard is a Fee-For-Service (FFS) option. This option allows the user to 

choose any health care provider, giving the user the greatest amount of choice. This 

option is also the most expensive option for the beneficiary, as the user must pay 

deductibles and copayments when he wishes to obtain care. Also, the user may be 

"balance billed" under this option. This occurs when the provider used is not a member 

of the network arid the bill exceeds the maximum charge allowed by TRICARE. The 

user is then responsible for that amount above the maximum allowed charge, not to 

exceed 15 percent. Beneficiaries with this option can use TRICARE Extra and can also 

obtain care in an MTF on a space available basis. 

As noted earlier, TRICARE is regionally managed. As such, there are 16 regions 

total: 11 regions in the continental United States, one in Europe, one that includes 

Alaska and Hawaii, one that covers the Western Pacific (Korea, Japan, etc.), one 

covering Canada and Latin America, and one for Puerto Rico and the U.S. Virgin 
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Islands. Madigan Army Medical Center (MAMC) falls within TRICARE Region 11, also 

known as TRICARE Northwest (NW). The region includes the states of Washington, 

Oregon, and six counties in Northern Idaho in close proximity to the MTF at Fairchild Air 

Force Base, near Spokane, Washington. 

Madigan Army Medical Center (MAMC) is a level III, 414-bed Military Treatment 

Facility (MTF) at Fort Lewis, situated just south of Tacoma, Washington. The hospital 

had a FY01 budget of approximately $153 million, and provided care to over 175,000 

beneficiaries (Madigan Army Medical Center, 2001). This budget figure does not include 

salaries for military personnel. The hospital, as well as belonging to TRICARE Region 

11, also falls under the Army Medical Department's Western Regional Medical 

Command (WRMC). 

The Western Regional Medical Command is one of the Army's six Regional Medical 

Commands (RMCs), responsible for providing command and control over all Army 

Medical Department (AMEDD) units within each particular region. The WRMC span of 

control encompasses the states of Alaska, Washington, Oregon, California, Idaho and 

Nevada, and also provides support to the Army Reserve and National Guard units 

within those states. 

Madigan maintains a staff of over 3000 personnel, and has 27 different physician 

training programs and two nursing programs. Of its roughly 1100 military personnel, 672 

are designated to fill medical positions within 58 different units during time of war, that 

are vacant on a normal day-to-day basis. This system is known as the Professional 

Filler System or "PROFIS" system. Most active component and reserve component 

units do not have the medical personnel they would have in time of war. These medical 



DODA^A Sharing   9 

personnel are assigned to a medical treatment facility, such as MAMC. Other occasions 

during which these medical personnel can be "pulled" from MAMC are when these units 

deploy to conduct various training exercises, or for other training requirements. When 

MAMC loses these personnel to other units, reserve component medical personnel can 

be called to active duty to fill their positions. Many times however, there is a time lag 

between when MAMC gives up its personnel and when it gets replacements for them. 

Also, there may not be replacements for all of the positions given up. Another challenge 

for military hospitals is that a replacement from the reserves may not have all of the 

particular skills or be of the same specialty as the person who left. These factors have 

the potential to impact MAMC's ability to deliver of care by causing the hospital to 

possibly reduce the level of services it provides, or at a minimum, by creating some 

turbulence and inefficiency in the normal flow of operations due to personnel turnover. 

One way to reduce the impact is to send the patient to a network provider. TRICARE 

is set up in such a way, that if the MTF cannot provide care within established access 

time standards, the patient has the option of being seen by a civilian provider who is a 

member of the preferred provider network. Network provided care typically costs the 

MTF more than if it is provided in-house. 

Another option available to DOD that could reduce the financial impact and 

"turbulence" could be through well coordinated sharing agreements with Department of 

Veterans Affairs (VA) health care facilities. In fact, according to a United States General 

Accounting Office report, MTF's saved money when VA provided care was used, as 

compared to what it would cost if patients were sent to civilian network providers (GAO, 

April 1995, May 17, 2000). 
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In the Puget Sound area, the VA has two medical centers proximal to MAMC. The 

American Lake VA hospital, which started out as an Army neuro-psychiatric facility in 

the 1920's, is approximately 6 miles from MAMC, while the Seattle VA hospital is about 

45 miles away from MAMC. These two facilities, or campuses as the VA calls them, 

operated independently until 1995 when the VA reorganized into 22 Veterans Integrated 

Service Networks (VISNs). These VISNs were organized on a regional basis for much 

the same reason that the TRICARE regions were organized. Under this reorganization, 

the two campuses combined to form the VA Puget Sound Health Care System 

(VAPSHCS) and became part of VISN 20. VISN 20 includes the states of Alaska, 

Washington, Oregon, and Idaho. 

In FY99, VAPSHCS maintained an annual budget of 220.6 million, providing 

services to almost 46,500 beneficiaries during that time (VA Puget Sound Health Care 

System, 2001). The VAPSHCS specializes in spinal cord injuries, bone marrow 

transplantation, cardiovascular surgery, mental health care, cancer care, and blind 

rehabilitation. The VAPSHCS also fosters an active academic affiliation with the 

University of Washington, training over 500 students and residents in various 

specialties, and maintains the VA's fourth largest research program (Department of 

Veterans Affairs, 1999). 

According to Debbie McVey, Support Agreement Manager for the WRMC, MAMC 

and VAPSHCS have 12 active sharing agreements (See Appendix A). Ten agreements 

cover various Graduate Medical Education (GME) and other education programs. Under 

these agreements, medical interns and residents from both systems receive training 

and provide care in each other's facilities. There is no exchange of funds associated 
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with these agreements. One agreement covers Emergency Response, whereby the VA 

would provide back up medical support to MAMC in the event of war or national 

emergency and activation of the National Disaster Medical System (NDMS). Currently, 

there are no fund transfers associated with this agreement. The last agreement is the 

only one of the 12 where funds are exchanged. This agreement covers several inpatient 

and outpatient services that MAMC staff provide to VAPSHCS for which MAMC 

receives reimbursement. Under the agreement, VAPSHCS also provides MAMC with 

the service of a Geriatric Fellowship Director for which MAMC reimburses VAPSHCS for 

a portion of the director's salary and benefits. This was not discovered initially based on 

the information's absence from the document in Appendix A. The $52,000 MAMC paid 

VAPSHCS and the $175,000 of worth of services MAMC staff provided VAPSHCS yield 

a combined amount of $227,000 in service provided between MAMC and VAPSHCS. 

This amount gives an indication of the amount of sharing the two organizations did in 

FY01. To put this amount into perspective however, consider that this accounts for less 

than two tenths of one percent of Madigan's budget alone for that year. For most 

sharing agreements, monetary figures alone cannot normally give a true picture of the 

extent of sharing, due to "bartering" that generally occurs between facilities. Using the 

numbers of episodes of care in addition to a dollar value for bartered services would 

help provide a more accurate picture, but are currently not tracked very well by either 

DOD or VA medical facilities. In Madigan's situation however, there appeared to be no 

bartering agreements therefore, the percentage given was indicative of the level of 

sharing at that time. 
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Conditions which prompted the study 

The Military Health System (MHS) and the Veterans Health Administration (VHA) 

are both coming under increased scrutiny, particularly in the area of fiscal management. 

The "draw-down" of U.S. military forces during the 1990s came with an associated 

reduction in the military budget. But, although the number of military personnel was 

significantly reduced, the number of health care beneficiaries and amount of health care 

workload did not decrease at an equivalent rate. Programs such as TRICARE Senior 

Prime, now known as TRICARE Plus, gave thousands of patients over age 65 

guaranteed access to care within a Military Treatment Facility. This access was 

previously granted on a space available basis only. Granting this group guaranteed 

access came with a corresponding increase in MTF workload. And just like their civilian 

health care counterparts, the MHS and VHA were feeling the financial impact of the 

soaring costs of health care. In the face of reduced funding, increased workload, and 

rampant inflation, terms such as balanced scorecard, business plan, optimization, re- 

engineering, and return on investment quickly became part of these organizations' 

vernacular. - 

The AMEDD is currently implementing a management tool known as the "balanced 

scorecard." Dr. Robert Kaplan and Dr. David Norton developed the process, which 

basically helps an organization translate its strategic plan into measurable goals and 

objectives (Balanced Scorecard Institute, 2001). The tool provides managers concrete 

data with which they can monitor the organization's processes and progress. On The 

Surgeon General of the Army's (TSG) balanced scorecard, one of the strategic themes 

regarding AMEDD internal processes is to "Implement clinical and best business 
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practices." The underlying objective for this theme is to "systematically identify and 

implement... best business practices". As it applies to this paper, if we cannot provide 

all necessary care within the MTF, we should then seek health systems that will: provide 

care of a quality equal to or greater than that provided in the MHS, meet or exceed our 

access standards, and do all of this at the lowest cost to our organization and its 

stakeholders. Another of the Surgeon General's strategic themes regarding the 

AMEDD's financial processes is to "operate within budget." The MTF commander 

needs to utilize his funds as efficiently and effectively as he can, and needs to have a 

monitoring process in place to track how well his organization is performing. The draft 

version of Madigan's balanced scorecard (BSC) is a reflection of the AMEDD's 

balanced scorecard, reiterating the importance of doing what makes good "business 

sense." 

Additionally, the GAO has addressed ways to make better use of our funds through 

several reports on the subject of DODA/A sharing initiatives. These reports highlight 

millions of dollars of cost avoidance due to initiatives already in place, but emphasize 

that hundreds of millions of dollars could be saved each year through additional sharing 

agreements (GAO, January 2000, May 17, 2000, May 25, 2000). These reports also 

indicate the "VA and DOD need to increase joint activities to maximize federal health 

care resources" (GAO, January 2000), and if they cannot agree on how to do this 

"within a reasonable amount of time. Congress should consider providing direction and 

guidance that clarifies the criteria, conditions, roles and expectations for...collaboration" 

(GAO, May 17, 2000). This is a fairly strong signal that if we, the MHS and VHA, 
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VAPSHCS and MAMC, cannot recognize and act on sharing opportunities, it is likely 

someone else will dictate when, how, and how much sharing will occur. 

Another "signal" indicating that DODA/A sharing needs reevaluation is the issuance 

of an Executive Order establishing the Presidential Task Force to Improve Health Care 

Delivery for Our Nation's Veterans on May 31, 2001. The task force's charter is to 

develop recommendations "for how to improve health care to U.S. veterans and military 

retirees through increased coordination between DOD and VA" (Butler, July 2001; The 

White House, 2001). This task force must report back to the President within nine 

months, but has up to nine additional months to formulate recommendations. The task 

force seems to be moving quickly, as it held its first meeting October 10, 2001 and was 

already visiting multiple sites in Alaska during the very next week to obtain the 

perspectives of various stakeholders involved in the Alaska Federal Health Care 

Partnership. 

In April of this year, Stephen P. Backhus, Director of Health Care - Military Health 

Care Issues, United States General Accounting Office, sent a letter and questionnaire to 

MAMC Commander. The letter stated, "Based on general criteria including proximity to 

a VA or DOD hospital, current sharing arrangements, and medical education programs, 

we identified Madigan Army Medical Center and the VA Puget Sound Health Care 

System—American Lake as a potential site for additional sharing." The letter asked the 

MAMC Commander to provide information regarding current sharing activities and other 

information that would be used by GAO to gauge opportunity for future sharing 

activities. 
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On July 27, 2001, the Honorable Christopher Smith, Chairman, House Veteran's 

Affairs Committee, United States House of Representatives, introduced the Department 

of Defense-Department of Veterans Affairs Health Resources Access Improvement Act 

of 2001 (HR 2667)(House Committee on Veterans' Affairs, 2001). This bill, if passed, 

will in effect "require" DOD and VA to share resources. This is yet another powerful 

signal to DOD and VA, one that not only beats the same drum, but amplifies the 

message thaj progress in sharing needs to happen quickly, else it may be forced upon 

us. 

The leadership of VISN 20, the WRMC, and TRICARE Region 11 received the 

message sent by GAO, the President, and Congress. They brought MHS and VHA 

personnel together at a DODA/A Health Care Summit on September 6, 2001 and 

directed the formation of a local DODA/A task force. Dr. Les Burger, Network Clinical 

Manager for VISN 20 and former Commander of MAMC, and Brigadier General Farmer, 

Lead Agent for TRICARE Region 11 and the WRMC Commander, chose co-chairmen 

for the joint task force and gave them the mission to identify and make 

recommendations on how to improve DODA/A sharing in the Puget Sound Area. Dr. 

Gordon Starkebaum, VAPSHCS Medical Director, represents the VA as one co- 

chairman and Colonel Tony Carter, Deputy Commander for Clinical Services (DCCS) at 

Madigan Army Medical Center, represents the MHS as the other. Individuals 

representing the various service lines of each organization comprise the task force. The 

goal for these "teams" was to individually identify any need and/or excess they may 

have, whether it is personnel, procedures/services, space, access, or equipment. 

Individuals were to communicate this information with his or her counterpart to 
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determine where sharing could occur, given the current resources. A formal process for 

evaluating each proposed initiative was not established at that time. That is where this 

investigator entered the picture: to monitor the individual teams progress, collect 

information from each service line team, and if a potential worthwhile initiative was 

identified, to formally evaluate those potential initiatives in order to determine the impact 

on MAMC, VAPSHCS and the patient. 

Statement of the problem or question 

The questions that need answered are: What is the current sharing baseline for 

MAMC and VAPSHCS? In what areas do opportunities to improve sharing between 

VAPSHCS and MAMC exist? Of the opportunities identified, which ones should MAMC 

leadership pursue, which ones should it not pursue, and why? How will MAMC staff 

measure, monitor, and tracl< the "level" of sharing. How will increased sharing impact 

the overall delivery of health care at MAMC and how can MAMC staff measure this? 

Literature Review 

In May of 1982, Congress enacted Public Law (PL) 97-174, the VA and DOD Health 

Resources Sharing and Emergency Operations Act, promoting DODA/A sharing. The   . 

original impetus behind the Act was to give the VA and DOD the vehicle necessary to 

create sharing initiatives on their own, with the ultimate goal of containing their rapidly 

increasing health care costs (House Committee on Veterans' Affairs, July 27, 2001). 

Public Law 97-174 "dramatically facilitated sharing arrangements between VA and 

DOD health care facilities. Virtually all VA medical centers and nearly all military 

treatment facilities (MTFs) have been involved in sharing agreements under this 

authority" (Testimony, 2000). 
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In 1995, legislation allowed VA facilities to participate as providers as part of the 

TRICARE Network (Testimony, 2000). A telephone conversation with Ms. Sally Knower 

of Health Net Federal Services (HNFS), the TRICARE Region 11 Managed Care 

Support Contractor (MCSC), on October 11, 2001, confirmed that several VA facilities in 

the Western Regional Medical Command's area of responsibility are sub-contractors of 

HNFS, to include the American Lake Campus. In essence, one agency of the Federal 

Government, DOD, is paying a third party, HNFS, to arrange health care and services 

from another agency of the Federal Government, VAPSHCS. Even a layperson could 

recognize that this was probably not the smartest way to do business. 

According to Ms. Gail Eck, Administrative Officer for VAPSHCS, during FYOO 

VAPSHCS submitted $564,517 in bills to Health Net Federal Services for medical care 

provided to DOD beneficiaries. The VAPSHCS collected only $188,827. A similar 

situation existed for FY01 also. That year VAPSHCS submitted bills totaling $669,876 to 

Health Net Federal Services. As of December 2001, VAPSHCS had only collected 

$34,658. Ms. Eck said that according to the contract VAPSHCS has with Health Net 

Federal Services, the rate for reimbursement is 80% of the Champus Maximum 

Allowable Charge (CMAC) rate. The reimbursement rate for MAMC's agreement with 

VAPSHCS is 100% of CMAC. 

In 1997, VA and DOD agreed on a national policy, creating a joint program directed 

at separation physical examinations for individuals separating from active duty military 

service. This policy in effect, eliminated the need for two separate exams: one 

conducted by DOD prior to discharge and the other conducted by the VA when a former 

service member filed for disability compensation. This single "streamlined" process 
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saved time and effort for both the departments and the individual service member, while 

saving money for DOD and the VA. This process also reduced claims processing time 

by over two-thirds (Department of Veterans Affairs, December 4, 1997, US Army 

Medical Command, August 21, 1997). 

In 1999, Pubic Law 105-261, the Defense Authorization Act was passed. This law 

"strongly endorsed ongoing VA and DOD efforts to share resources and encouraged 

expansion of both health resource sharing and VA participation in the TRICARE 

program" (Testimony, 2001). Additionally in 1999, the Congressional Commission on 

Service Members and Veterans Transition Assistance recommended that DOD and the 

VA health care systems form "a closer partnership" in order to maximize economies of 

scale purchasing efforts (GAO, February 12, 2001). 

Although progress has been made, the General Accounting Office (GAO) and 

members of Congress feel that the DOD and the VA have not done enough over the 

last 20 years to implement sharing initiatives. A GAO report entitled "VA Challenges", 

stated "VA and DOD need to increase joint activities to maximize federal health care 

resources in an effort to save federal dollars". Another GAO report published in 

February of 2001, goes so far as to say that the "VA and DOD must move towards a 

true partnership if they are to continue to succeed." Yet another GAO report from May 

2000 said that for FY98, the amount of reimbursements reported by the DOD and VA 

were "less than one percent of their combined health care budget of $34 billion." This 

same report also noted that the vast majority of sharing occurred at only a small number 

of facilities. 
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The most damaging comments come from Representative Smith, Chairman of the 

House Committee on Veteran's Affairs. In testimony to Congress, he stated, "the 

modest scale of these efforts, even twenty years later, continues to beg several 

questions; why hasn't more been done? What impediments stand in the way of more 

resource sharing? Why are the Departments not more fully exploiting apparent resource 

sharing opportunities? This is particularly troubling when we are all working to fully fund 

both the Defense and Veterans health programs." Representative Smith's thoughts on 

DODA/A sharing are so strong, that in May of this year, he introduced H.R. 2667, the 

Department of Defense-Department of Veterans Affairs Health Resources Access 

Improvement Act of 2001. Congress has not yet enacted this legislation, but the bill has 

strong support and even stronger implications. Whereas other legislation "permitted" or 

"encouraged" sharing, leaving execution to the DOD and VA, this piece of legislation 

directs the DOD and VA to choose five sites for a demonstration project, where Military 

Health System and VA medical resources will be fully integrated. The bill would require 

a "unified management system", to include "budget and financial management...staffing 

and assignment; and, medical information and information technology systems" (House 

Committee on Veterans' Affairs, 2001). 

The Honorable Mr. Smith, the GAO, and others indicate that there are significant 

benefits associated with sharing between the DOD and VA, several of which are already 

noted throughout various portions of this paper. With few exceptions, almost every 

reference listed at the conclusion of this paper address the benefits of sharing. Rather 

than list every benefit attributed to each and every reference, most of them redundant, 

findings of the GAO Report "VA and Defense Health Care: Evolving Health Care 
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Systems Require Rethinking of Resource Sharing Strategies", May 17, 2000, speak 

very well for the volume of literature. The report is an assimilation of information from 

surveys sent to every DOD and VA facility listed by their respective Departments as 

having some sharing relationship. Not an exhaustive list, the benefits that were most 

often reported include increased facility and resource utilization, increased revenue, 

increased staff medical proficiency, reduced costs, improved access, and improved 

patient satisfaction. Another GAO report, focusing on pharmaceutical purchases, notes 

that while joint efforts in that arena have already resulted in some savings, further joint 

efforts have the potential to save as much as $300 million every year (GAO, May 25, 

2000). 

Though sharing obviously has its advantages, it normally does not come without its 

share of challenges. One significant barrier to full integration is the difference in the two 

cultures. One officer at Bassett Army Community Hospital in Fairbanks, Alaska, 

participating in the Alaska Federal Health Care Partnership (AFHCP), observed that the 

differences in DOD and VA organizational cultures keep the facility from truly 

integrating. Other barriers identified at a VA/DOD Summit conducted at McCord Air 

Force Base, WA September 6, 2001, include difficulties with reimbursement of services 

provided and lack of common medical information and information technology systems. 

The results of the GAO's 1998 survey of VA and DOD health care facilities indicated 

that the most commonly given barrier was distance between facilities. This is not the 

case in the Puget Sound Area. Here, it is not uncommon for the VA to send patients 

living within a 20-mile radius of DOD facilities ah additional 20-60 miles to the VA 

Seattle Campus for care. The entire process of driving to Seattle, receiving care, and 
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returning home, can easily encompass an entire clay's worth of time. It would be much 

more convenient for the patient to be seen in the DOD facility and would most likely 

improve patient satisfaction. Two additional barriers given in the report are policies 

governing reimbursement and budget and processes for approving sharing agreements 

(General Accounting Office, May 17, 2000). One example of this is that VA guidance 

calls for the use of incremental costs when calculating reimbursements, but some VA 

facilities continue to use total cost of care when billing DOD facilities. Another example 

is that in some locations, DOD and VA facilities try to shift responsibility to each other 

for treatment and payment of dual eligible beneficiaries (GAO, May 17, 2000), which 

impedes efforts to form sharing agreements. Dual eligible beneficiaries are those 

individuals who are entitled to veterans' benefits and also eligible for TRICARE benefits. 

These are typically military retirees who have some form of service-connected disability. 

One additional, more recent barrier, stems from a DOD legal opinion on policy and 

guidance concerning TRICARE support contracts. It seems that DOD policy "prohibits 

military treatment facilities (MTFs) from using sharing agreements with VA for direct 

medical care" (GAO, May 17, 2000). This barrier in particular has the potential to be the 

most problematic. Much confusion still surrounds the policy though, so much so, that 

the GAO recommended that DOD reevaluate the policy and its stance regarding it. 

Apparently there are enough barriers and challenges to sharing, that one of the 

newly formed Presidential Task Force's goals is to specifically look at those barriers that 

impede DODA/A sharing coordination, and make recommendations on how to 

overcome them (Butler, July 2001). Additionally, one of the mandates in the proposed 

bill, H.R. 2667, is to identify the challenges to integrating co-located military and VA 
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health care facilities. Another way that the bill seel<s to eliminate barriers is to empower 

each Department's Secretary to waive regulations and administrative policies that 

impede the purposes of the demonstration project. One can see that challenges and 

barriers do exist, but that should not prevent DOD and VA health care facilities from 

trying to find ways to improve current sharing efforts. 

Purpose 

This purpose of the project was to: (1) accurately depict the level of sharing as of 

September 2001, to be used as a baseline from which to measure changes in the level 

of sharing, (2) document the progress that occurred toward developing additional 

sharing initiatives in the Puget Sound area between September 2001 and March 2002, 

(3) identify those areas (service lines) that hold promise for future sharing opportunities, 

(4) analyze those prospective sharing opportunities that are most developed and closest 

to implementation using the United States Army's automated Business Case Analysis 

(BCA) Tool, to determine each initiative's financial viability and any other benefits and 

risks associated with the initiative, and (5) make recommendations to the MAMC staff 

regarding the outcomes of the analyses. The analyses and recommendations 

incorporate the tenets of cost, quality and access, healthcare's "iron triangle," not only 

from the perspective of MAMC and its beneficiaries, but also that of VAPSHCS and its 

beneficiaries as well. 

METHODS AND PROCEDURES 

Ethical Considerations 

The researcher considered ethical issues throughout the development of this 

project. Although the researcher viewed patient specific data in an attempt to identify 
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Specific beneficiary categories, i.e., for dual-eligibles versus "pure VA" patients, none of 

tinis information is presented. The researcher made every effort to be objective in his 

research and to avoid allowing the biases of those interviewed to influence the 

discussion, recommendations, or conclusions given. 

Assumptions 

The researcher made several assumptions with regards to this project. First, the 

researcher assumed that both organizations would actively participate in the process 

and work together in the spirit of teamwork and collegiaiity. It was assumed that those 

who were asked for information would provide the information as requested and that the 

information given would be accurate. The researcher also assumed that he would be 

able to obtain the information necessary to accurately depict the organizations' baseline 

level of sharing. 

Data Sources 

The primary sources of data for establishing the baseline level of sharing were the 

WRMC Support Agreement Manager, the financial analyst from MAMC's Resource 

Management Division (RMD) responsible for billing VAPSHCS for the services that 

MAMC provides, and the personnel from the individual departments that were listed as 

having sharing activity with VAPSHCS. Secondary sources of data for this information 

include the Ambulatory Data System (ADS) for outpatient visits, Standard Inpatient Data 

Record (SIDR) files via the All Regional Server (ARS) Bridge and the World Wide 

Workload Report (WWR) for inpatient data, and the Medical Expense and Performance 

Reporting System (MEPRS) Executive Query System (MEQS) III and the Expense 

Assignment System IV (EAS IV) for cost data. The researcher obtained military pay 
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data from the U.S Army Personnel Command (PERSCOM) Medical Corps web site and 

civilian pay from MAMC's Human Resources (HR) Department. 

Primary sources of information for the ongoing efforts towards finding and 

establishing new sharing opportunities were the various MAMC and VAPSHCS team 

members and work groups who emerged from the task force organization. The 

researcher used MEPRS, MAMC's Personnel Administration Department (PAD) staff, 

CPT codes, and the 2002 CMAC rates based on MAMC's zip code to derive the cost 

data for the business case analyses. Secondary sources of data included the DODA/A 

Project Officer for TRICARE Region 11 Lead Agent's Office, MAMC's Chief of Clinical 

Support Division, and Madigan RMD staff. 

Reliabilitv and Validity 

Most of the data presented in the original FY01 Sharing Summary Worksheet (See 

Appendix A) is not valid or reliable. The reason for this is that the data reflects what 

VAPSHCS agreed to be billed for rather than what actually occurred during the year. It 

is impossible to determine what the numbers in the Frequency of Service Provided 

Column stand for, although they most closely reflect the number patients seeri for each _ 

service. The dollar values are correct, but as indicated previously are a reflection of 

what VAPSHCS agreed to pay rather than what was actually billed. Also, the sharing 

agreements presented on this worksheet are supposed to be active agreements. This is 

somewhat misleading, as they are considered active only by virtue of their expiration 

date if any, rather that by actual participation in the agreement. An additional indication 

of the lack of reliability and validity of this worksheet is that not all of the interactions 

between MAMC and VAPSHCS are displayed nor all data elements present. In defense 
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of this worksheet however, given the tracking mechanisms during that time frame, it 

would be difficult to provide better data. 

The data presented in Appendix B, the Revised FY01 Sharing Summary Workbook 

presents more data than its predecessor, but the values for Number of Patients and 

Number of Visits/Services are also of dubious quality. The researcher sought data from 

numerous sources, but was unable to reconcile the data between any of the sources. 

Two examples of this are in reference to the number of VA patients seen and 

number of visits. The Madigan staff member responsible for collecting the VAPSHCS 

issued authorization statements for VA patients receiving care at MAMC is the primary 

source for the information presented in Appendix A. The researcher also presents much 

of this same information in Appendix B. Appendix B indicates that a MAMC staff saw a 

total of 203 VA patients during FY01, but does not provide complete data for number of 

visits. Madigan's data systems on the other hand, indicate that MAMC staff saw 332 VA 

patients and show a total of 964 visits. Part of the problem lies in distinguishing between 

dual eligible patients and those who are "pure" VA. Another problem is that some VA 

patients show up at Madigan without authorization from VAPSHCS, but are seen 

anyway. Many of these patients present through MAMC's emergency room. 

The workbook does present all MAMC sharing interactions with the VA during 

FY01 and provides accurate numbers for MAMC residents/students trained at a 

VAPSHCS facility. The dollar values for the training agreements are rough estimates 

based on regular military compensation and any special pays for residents at the rank of 

Captain with 5 years of service, and Instructors at the grade of Lieutenant Colonel with 

12-14 years of service. Actual residents and instructors will vary in rank and time in 
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service. The researcher did not intend to present exact figures, rather estimates in a 

quest to present more quantifiable information pertaining to the level of sharing. 

This information serves as a call to develop better mechanisms for tracking 

MAMC's sharing agreement activity. However, every service line within Madigan that 

has any interaction with VA patients needs to track the numbers of patients and 

services provided before data reliability and validity at the aggregate level will improve. 

The methodology presented in the Business Case Analyses is valid, but the data 

used is based only on the past experience and assumptions of those subject matter 

experts for each of the initiatives. Since there is no way of knowing exactly how many 

patients each service line will see under the proposed agreements or what conditions 

those patients will present with, the resulting values of the analyses are not accurate. As 

such, the researcher used a range of values In the analyses to include minimal, 

maximal and most likely values. The researcher also used conservative values through 

out the analyses so as not to overly inflate of deflate the final results. The analyses do 

however, give a valid indication of the each initiative's financial viability and provide 

valuable information for decision-making purposes. 

Methods and Procedures 

The first step in this study was to capture the FY01 baseline amount of sharing for 

the two organizations. At first this seemed like it would be a relatively easy task. The 

WRMC Support Agreement Manager already had a spreadsheet that was capturing the 

information. Upon further examination, the researcher found that there were missing 

data elements from the spreadsheet and that the services each organization provided 

and their associated reimbursements did not match what was presented in the actual 
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agreement. The researcher also discovered that not all of the agreements were "active." 

Several of the agreements, particularly those involving Graduate Medical Education and 

other training, are listed as active in that the end date for the agreement has not 

passed, but in reality have no students participating in them. These findings caused the 

researcher to seek additional sources of information. 

The most likely candidates for this information, which was hopefully more accurate, 

were the actual clinics who provided the services to VAPSHCS. The researcher found 

however, that there were varying levels of tracking from clinic to clinic. On one extreme, 

there was no tracking performed by clinics such as the Department of Radiology and 

Ophthalmology, two of the largest providers of services to VAPSHCS. On the other end 

of the spectrum was the Department of Pathology and transfusion services, which had a 

very detailed itemized list of by patient, by CPT code, per visit information to include 

accurate dollar amounts with which to bill VAPSHCS. 

For each of the medical services, the researcher obtained data for the number of 

patients who utilized the service, the total number of services provided, and the dollar 

amount billed for services provided base on the prevailing reimbursement rate. Since 

some patients utilized various services on multiple occasions, the researcher included 

total number of services provided because it gives an additional dimension and more 

accurate depiction of the amount of sharing activity. 

For those agreements considered as "bartering agreements", e.g., GME and other 

training agreements, the researcher obtained the number of residents/students involved 

in training during FYOIand the number of days each spent at a VAPSHCS facility. The 

researcher also calculated an hourly rate for services provided by each of the residents 
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and associated staff members to generate a value for the time spent providing patient 

care and for the instruction given. This rate was based on 50% of the individual's time 

being involved in the learning process and the other 50% being devoted to patient care 

activities. The researcher used regular military compensation figures only for enlisted 

soldiers and added any applicable specialty pay amounts for the officers (Office of the 

Secretary of Defense, 2002; U.S. Army Medical Corps Branch, 2002). 

For nev^^ sharing agreements, the researcher utilized the capacity versus need matrix 

that the local DODA/A Sharing Task Force developed to identify those purely medical 

service lines where potential sharing agreements could develop (Chronister, September 

16, 2001). The input of the various service line managers from both MAMC and 

VAPSHCS served as the basis for the matrix's development. The matrix showed the 

medical service lines in which a particular organization had excess capacity to perform 

additional services and those service lines in which each organization had a need for 

additional services. By matching one organization's excess with the others needs, three 

medical service lines emerged where potential sharing arrangements could form. These 

service lines are for otolaryngology services, obstetric and gynecology services, and 

mental health services. In addition to these three service lines, task force members 

identified five additional areas where additional sharing opportunities were likely to 

develop. These five areas include pharmacy, regional contracts, information 

management/information technology, nursing services, and laboratory services 

(Chronister, Octobers, 2001). 

The managers for these service lines then communicated more detailed information 

regarding each other's needs and capacities to determine whether an amicable 
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arrangement could possibly form. The researcher monitored the progress of each 

service line by direct contact with the service line managers and through attendance at 

numerous sharing coordination meetings. To date, two service line's efforts have 

progressed to the point that new sharing agreements are being made. These two 

service lines are otolaryngology and OB/Gyn. The researcher conducted business case 

analyses for the two proposed ventures to determine their viability and presents 

additional advantages and disadvantages associated with the proposals. The 

researcher also utilized breakeven analysis and scenario analysis techniques in 

developing the values used in the business case analyses in order to present MAMC 

leadership with the entire spectrum of possibilities. The researcher discusses not only 

these two initiatives, but also the overall sharing efforts to date and makes 

recommendations concerning the two initiatives and the overall sharing process herein. 

THE RESULTS 

The first objective was to more accurately depict the full extent of interaction that 

MAMC has with the VA. Though the researcher succeeded in presenting a more 

accurate depiction, he fell far short of his naive goal of 100% accuracy. Given the 

current tracking and reimbursement mechanisms, the researcher believes that obtaining 

100% accuracy for the retrospective data is impossible. 

The spreadsheet at Appendix A is the original spreadsheet and information that the 

WRMC Support Agreement Manager used to report sharing activity during FY01. The 

researcher presents a revised version of this spreadsheet in Appendix B, which is a 

more accurate and detailed depiction of the sharing activity for FY01, but as highlighted 

earlier is far from perfect. A comparison of these two spreadsheets shows the following 
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changes: the addition of number of patients and number of visits or services' provided, 

the number of students and hours spent at one of the two VAPSHCS facilities, a dollar 

amount indicating the value of services provided by each organization for the "bartered" 

agreements, and additional status columns indicating whether or not a particular 

agreement is active, the expiration date for the agreement, whether or not the 

agreement is under revision, and if under revision, the status of the revision. One sees 

that the revised version of the spreadsheet presents a completely different picture of 

MAMC's sharing activity. 

Also included are data for contracts and agreements that MAMC is participant in with 

various VA entities other than VAPSHCS. These include the Department of Veterans 

Affairs, Veteran's Benefits Administration, and the Veterans Health Administration. This 

information serves to provide a picture of MAMC's total involvement with the VA. 

The second objective was to monitor MAMC's and VAPSHCS's efforts to identify 

and implement new sharing opportunities. Local DODA/A Sharing Task Force members 

identified seven areas that would most likely yield new sharing opportunities and it is in 

these areas that they have concentrated their efforts. These efforts areas include 

Medical Services, Nursing, Pharmacy, Laboratory, Regional Contracts, Mental Health, 

and Information Management/Information Technology (IM/IT). 

From these areas, two service lines have developed definitive proposals for new 

sharing agreements. These two service lines are otolaryngology and 

obstetrics/gynecology. This is not to say that this is the only progress made thus far, 

rather that these two service lines are the only ones that are presently beyond the 

discussion phase and are ready to implement their proposals. As such, the researcher 
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presents information pertaining to all service lines other than otolaryngology and 

OB/Gyn in the discussion portion of this paper. 

The researcher conducted business case analyses of the otolaryngology and 

OB/Gyn proposals. These are found in Appendices C and D respectively. Highlights of 

the analyses are presented here. 

The otolaryngology proposal involves MAMC providing a staff physician and resident 

to see VAPSHCS patients at the American Lake Campus for one half day per week. 

Madigan physicians estimate that they will see 25-30 patients per week in the half-day 

clinic. The Chief of Staff for VAPSHCS estimates that approximately 25 VA patients 

seen per year in the clinic will require surgery. The MAMC staff physician in the clinic 

will refer those patients seen who require surgery to MAMC for their procedures. Total 

estimated dollar value of the inpatient care based on MAMC's cost to provide that care 

is approximately $112,000. Based on current reimbursement procedures, VAPSHCS 

will most likely pay MAMC approximately $75,000 for that care. The benefit to GME, 

benefit to the patient, and benefit to VAPSHCS outweigh the $37,000 negative return on 

investment for Madigan. This proposal is currently in written form and awaiting approval 

of VAPSHCS leadership in Seattle. The researcher presents more detailed information 

in the discussion portion of the paper and also in the business case analysis in 

Appendix C. 

The proposal for OB/Gyn sen/ices involves American Lake Campus physicians 

referring those VA patients requiring OB/Gyn care to MAMC. The American Lake 

Campus has no OB/Gyn physicians. The Chief of OB/Gyn at MAMC estimates that his 

department will see approximately 2-5 new VA patients per week. These patients will 
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require multiple visits and most likely multiple outpatient procedures. A minority of the 

patients will also require inpatient procedures. Total estimated dollar value of the care 

based on MAMC's cost to provide the care is approximately $40,000. Based on current 

reimbursement procedures, VAPSHCS will most likely pay MAMC approximately 

$151,000 for that care. The patient, MAMC and VAPSHCS benefit from this proposal. 

Again, more detailed information regarding this proposal is given in the discussion 

portion of the paper, as well as in Appendix D. 

DISCUSSION 

The summary document that MAMC uses to keep track of annual sharing data does 

not accurately depict the total amount of collaboration that MAMC has with the VA (see 

Appendix A). The researcher identified one glaring example of this while comparing the 

scope of agreed upon services and the associated reimbursement with information 

presented in the summary spreadsheet. The researcher assumed that when he began 

this project, that VAPSHCS was providing no reimbursable services for MAMC 

beneficiaries. The researcher based his assumption on the information presented in 

MAMC's FYOO and FY01 sharing summary spreadsheets. According to those 

documents, only MAMC provided any form of reimbursable services; VAPSHCS 

provided none. 

Within the agreement document however, there was a provision by which the 

VAPSHCS would provide the services of a Geriatric Fellowship Director. The 

reimbursement for this individual was based on 2/5 Full Time Equivalent (FTE), 

meaning that the director would be at MAMC for two full days of every week. Based on 

the director working at MAMC 40 percent of the time, MAMC would reimburse 
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VAPSHCS for 40 percent of the director's salary and benefits. Given the conflicting 

information between the sharing agreement and the summary spreadsheet of sharing 

activity, the researcher consulted with MAMC resource management (RMD) personnel 

to determine if MAMC was indeed paying VAPSHCS for the services described in the 

sharing agreement. The researcher determined that MAMC has paid for such services 

since 1989 and continues to pay for the services. However, MAMC RMD personnel 

could not verify if the director had actually worked two days each week at MAMC. 

Further investigation led the researcher to MAMC's Adult Primary Care Clinic 

(APCC), where the director worked while at MAMC. The APCC staff verified that the 

fellowship director worked there, but indicated that she worked at MAMC for one 

morning, or a half-day each week, not two full days. She worked the remainder of the 

time at VAPSHCS facilities. The director stated that the original plan was for the 

fellowship director to spend 2 full days at MAMC, but that it never materialized. The 

current director has occupied the position since 1994 and cannot verify any activity prior 

to assuming the directorship. 

Sharing documents from 1989 indicate that the service was a part of the agreement 

at that time, and that MAMC has paid for what appears to be 2 days of services per 

week at MAMC. Based on MAMC records of payment to VAPSHCS and on the 

comments of the current fellowship director, it appears that VAPSHCS over-billed 

MAMC between $250,000 and $500,000 for the fellowship director's services, 

depending on when the half-day at MAMC work schedule first started. Madigan's RMD 

staff is currently investigating to determine if MAMC was overcharged and if so, by how 

much. This particular service and its associated cost is now a part of the MAMC FY02 
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sharing summary worksheet and is also presented in the researcher's revised FY01 

worksheet in Appendix B. 

Another area of collaboration with the VA that MAMC is not tracking is that of pre- 

separation physical examinations. The reason for this is probably due to the fact that the 

arrangement is based on an agreement at the national level formed in 1997. Under this 

agreement, soldiers who are separating from the military who expect to file a claim for 

veteran's benefits receive a single physical examination that covers DOD's 

requirements for a physical exam as well as the VA's requirements. This streamlines 

the process for filing a claim and saves both the DOD and VA time, money and effort. It 

also spares exiting service members the hassle of two separate examinations, most 

likely in two separate, distant locations and a claims process that may span months. An 

explanation of the general process of obtaining the joint physical examination here at 

Fort Lewis follows. 

The process is initiated at the Fort Lewis Consolidated Welcome/Out-processing 

Center in Waller Hall. One of the areas within Waller Hall the soldier must visit is the 

Veteran's Service Center. If after receiving a briefing at the service center, the soldier 

thinks he or she may be eligible to file a claim for veteran's benefits due to some service 

connected disability. Veterans Benefits Administration (VBA) staff assist the individual to 

determine if the service member is truly eligible. When VBA personnel have established 

that the service member is eligible, they instruct the service member to schedule the 

Part 1 portion of the physical examination at MAMC. When the results of the Part 1 

portion of the exam are complete, the service member takes a copy of the results along 

with his or her medical record back to the Veteran's Service Center in Waller Hall. VBA 
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Staff then schedule an appointment for Part 2 of the physical examination process at the 

VAPSHCS American Lake Campus. There are a few more steps involved, but the 

remaining steps are omitted, as they do not have an impact on the theme of this paper. 

According to Ms. Mary Davis at the Veteran's Service Center, MAMC and the 

VAPSHCS conducted 384 exams during FY01. Madigan does not track the number of 

persons utilizing this service and therefore, does not track any associated cost 

avoidance. 

This arrangement benefits the patient, MAMC, VAPSHCS, and the VBA. The patient 

benefits from the streamlined process, Madigan benefits by not having to perform Part 2 

of the service members' separation physical exam, VAPSHCS benefits by not having to 

conduct Part 1 of the physical exam. The VBA benefits in that it is the organization 

responsible for all veterans' claims physical examinations, and MAMC is absorbing the 

costs associated with Part 1 of the examination. The streamlined process and 

decreased time frame for filing and approving a claim also benefit the VBA in the form 

reduced workload and staff requirements. The MAMC Support Agreement Manager is 

currently staffing a draft version of a new agreement pertaining to this interaction. The 

researcher also presents FY01 data for number of exams performed and an associated 

cost avoidance figure of approximately $76,000 for MAMC based on VAPSHCS 

performing Part 2 of the exam (see Appendix B). 

Additional information the researcher provides in Appendix B includes a breakdown 

of the number of patients involved and number of services provided. The figures 

presented, though not 100% accurate, are conservative values. It is likely that the true 

values are larger, but they are not smaller than those presented. 
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Appendix B also displays data for the number residents/students trained via the 

various "bartered" sharing agreements, the length of each person's rotation, and the 

number of man hours spent at VAPSHCS facilities. The researcher also presents 

estimated dollar values for the time MAMC staff and residents give toward providing 

care to VAPSHCS patients during training rotations at VAPSHCS facilities. 

Neither Madigan nor VAPSHCS are assimilating the necessary information to give 

the complete collaboration picture within a single office. Part of the reason for this is that 

there are more DODA/A interactions occurring locally than just between MAMC and 

VAPSHCS. Other involved agencies include the Department of Veterans Affairs, the 

Veterans Benefits Administration, the Army Career and Alumni Program and various 

additional agencies. There are a lot of moving pieces, and unfortunately there is no 

policy or guidance in place delineating who collects the information, who reports the 

information to whom, which information should be collected, or assignment of data 

definitions in order to create the desired information. Either the Secretary level staffs of 

both Departments or the DODA/A Executive Council need to come to agreement on a 

common system-wide reimbursement, tracking, and reporting methodology. 

In the absence of such guidance however, MAMC needs to do what it can to 

improve its tracking and billing processes. Currently, active sharing agreements are 

tracked through a disconcerted effort on the part of various individuals in MAMC's 

Resource Management Division (RMD), Patient Administration Division (PAD), 

Department of Pathology, Pharmacy, Nutrition Care, and all other clinics that see VA 

patients. As indicated earlier, there is a wide disparity among the various clinics and 

departments regarding the degree of tracking VA patients. The current procedure by 
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which a VA patient obtains an appointment for care at MAMC and a bill for that care is 

generated follows. 

A VA patient presents with a particular medical issue at VAPSHCS that is covered 

under the MAMCA/APSHCS agreement. The VA provider contacts his or her 

counterpart at MAMC to arrange an appointment for the patient. The provider sends the 

patient to the VAPSHCS Fee Basis Section of the Medical Administration Service office 

at the American Lake Campus to pick up an authorization form. On the day of the 

appointment, the patient takes the authorization form and presents it to the front desk 

clerk of the clinic where the patient has an appointment. The clerk takes the form to an 

analyst in MAMC RMD, who is responsible for billing VAPSHCS. At the end of each 

month, the RMD analyst searches MAMC's data systems for all episodes of care for the 

particular patient. The analyst coordinates with personnel from the MAMC Patient 

Administration Department to generate a list of CPT codes for the patient's care. The 

analyst matches the codes with the prevailing CMAC rates and generates a bill. The 

analyst takes the bill to the Fee Basis Section at the American Lake Campus. American 

Lake Campus personnel review the episodes of care and verify the CPT codes. Often, 

they disagree with the codes and generate codes they feel are more appropriate. Once 

the coding issues are resolved, VPSHCS issues MAMC a check. 

There are numerous issues with the process. First, MAMC staff may provide care to 

the patient other than what is "authorized." Sometimes VAPSHCS pays for the 

additional care, sometimes not. Second, a VA patient may present without an 

authorization form. The patient slips through the cracks. Third, the form may not find its 

way back to the analyst in RMD. Another issue with the process is that there is only one 
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person at VAPSHCS who processes the bills. Likewise there is only one person at 

MAMC who processes the bills. If either of these two individuals is gone for any reason, 

the entire tracking and billing process stops. 

Based on observations made throughout the duration of this project, the researcher 

believes there are few new sharing opportunities available premised on one 

organization having a "need" of certain services and the other having a corresponding 

excess capacity of services. Both organizations operate in budget constrained 

environments and as such, are not staffed to levels that would afford either of them the 

luxury of having significant excess capacity. Minor opportunities will present themselves 

as staff levels in both organizations fluctuate, but again, most will be insignificant in the 

greater scheme of the organizations' delivery of health care. 

What has not been explored yet however, are opportunities whereby both 

organizations are lacking something, whether that be a particular service, technology, 

capability, structural need, or item of equipment. This is one area that may pay greater 

dividends. An example could be that neither MAMC nor VAPSHCS have enough 

Optometrists to adequately service each of their individual beneficiary populations. The 

individual need of each facility may not justify the acquisition of an additional 

Optometrist. However, the combined need of the two organizations may be enough to 

warrant collaboration between the two, and enough to justify jointly hiring an 

Optometrist to serve the needs of both organizations. 

Another, more daring approach, is for the two organizations to identify each of their 

respective strengths and weaknesses. Planning could center on possibly shifting 

various service line staff and the patient workload the staff would see to the location or 
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facility most capable of providing tiiat care. Various task force teams have hinted at 

examples of this, but to date no agreements have developed. One example of this 

centers on the VAPSHCS American Lake Campus performing its procedures in 

MAMC's operating rooms and clinic procedure rooms. The nursing services team raised 

the possibility of incorporating the American Lake Campus medical surgical ward into 

MAMC. Moving the American Lake Campus' medical surgical inpatient assets and 

workload to MAMC would require reallocation of space within MAMC. One possible way 

to create this space could be to move MAMC's inpatient psychiatric ward to the 

American Lake Campus. These are just the rambiings of a madman, but perhaps bold 

moves such as these are not so farfetched after all. 

The researcher now presents a compilation of the efforts made by local DODA/A 

Sharing Task Force members during the period of September 2001 through March 

2002. This will show that even though only two new proposals are at the implementation 

stage, task force members from both organizations have devoted a great deal of effort 

toward establishing new sharing agreements. 

Please note that the task force is comprised of both individual facility level personnel 

and regional level personnel. Though the title of this project is DODA/A Sharing at 

MAMC, and the predominant theme is sharing between MAMC and VAPSHCS, the 

researcher also presents regional efforts that directly affect MAMC and/or VAPSHCS. 

Medical Services 

The broad area of Medical Services has shown the most progress, at least from a 

local perspective. This includes all surgical services and medicine services, but 
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excludes mental health services, population health, nursing, ancillary services, and 

administrative services. 

The first new sharing initiative generated since forming the DODA/A Sharing Task 

Force is almost ready to implement. The VAPSHCS recently drafted a Memorandum of 

Understanding (MOD), which in general, involves MAMC providers examining and 

treating VA otolaryngology patients. The main driver behind this initiative, which comes 

with a heavy dose of local politics, is Graduate Medical Education (GME). According to 

Dr. Vincent Eusterman, Chief of Otolaryngology and Head and Neck Surgery at MAMC, 

and VAPSHCS medical staff, the number of head and neck cancer patients is 

decreasing. Both organizations have Otolaryngology GME programs, VAPSHCS's 

through an affiliation with the University of Washington (UW); therefore both 

organizations have a vested interest in this shrinking population of patients. 

Currently, if VAPSHCS determines that the patient should have surgery, the patient 

must travel to Seattle to have the surgery performed. According to VAPSHCS, there is a 

backlog of several weeks for this kind of surgery. If MAMC staff performed the 

procedure, surgical intervention would happen much sooner, and the patient and their 

family members would not have to travel as far as they would otherwise. 

The agreement involves MAMC providing attending physicians and residents to staff 

an Otolaryngology clinic for a half-day on every Friday at the American Lake Campus. 

Dr. Eusterman estimates that the clinic will see 25-30 patients per week and plans to 

staff the clinic with one attending physician and one resident. 

The agreement states "it is expected that patients encountered in the clinic will get 

their operative care at MAMC." Though not clearly stated, this implies that MAMC 
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providers will perform the procedures. The VAPSHCS adds qualifying remarks 

regarding the surgical candidates who MAMC can and cannot have to operate on. The 

VAPSHCS entered a disclaimer into the agreement that states, "exceptions...are those 

patients who are desired for participation in new or ongoing research studies," which 

has implications of "cherry-picking." 

Based on the number of head and neck cases that the American Lake Campus sent 

to the Seattle Campus during FY01, Dr. Gordon Starkebaum, Chief of Staff for 

VAPSHCS estimates that of the patients MAMC physicians would see in the half-day 

clinic at American Lake, approximately 25 patients per year would require surgery. A 

business case analysis (BCA) for this initiative is shown in Appendix C. The BCA for the 

Otolaryngology initiative shows that MAMC would most likely lose money. According to 

the current sharing agreement, reimbursement is based on the type of bed the patient 

occupies and the length of stay in each of those types of beds. The per diem rate for 

intensive care unit (ICU) beds is $1720 dollars per day. The rate for any bed other than 

an ICU bed is $900 per day. 

The calculations in the top half of the spreadsheet on page 80 in Appendix C are 

based on the average length of stay (ALOS) for the top ten Diagnosis Related groups 

(DRGs) obtained from the Army's Standard Inpatient Data Record (SIDR) via the All 

Regional Server (ARS) Bridge and on Dr. Eusterman's estimated one to two day length 

of stay in an ICU bed. The ALOS for the top 10 DRGs did not vary significantly from the 

ALOS for all Otolaryngology patients seen during FY01. The calculations with asterisks 

and in bold show the breakeven point for various combinations of length of stay in the 

two types of beds. The calculations presented on the lower portion of the spreadsheet 
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are based on Dr. Eusterman's estimate of total average length of stay from prior 

experience with VA patients. The researcher deemed the historical length of stay based 

on the DRGs to be the most accurate and used these values for input into the BCA. 

A confounding factor in all this is the amount of time that MAMC can keep the VA 

patient within MAMC's walls. According to the draft agreement, MAMC personnel will 

transfer the patient to a VAPSHCS facility as soon as the patient can be transported. 

Given the reimbursement procedures under the current agreement, the financial 

incentive for VAPSHCS is to transport the patient as soon as possible. The financial 

incentive for MAMC is to keep the patient in a bed as long as possible. 

Another, more significant factor to consider is what is right for the patient? This is 

sometimes overlooked. At the time MAMC and VAPSHCS started their renewed efforts 

at increasing sharing activity in late 2001, the wait for VA patients to obtain a clinic visit 

at VAPSHCS was 14 weeks. This sharing initiative will dramatically decrease this wait 

time if not eliminate it completely. Also, according to Dr. Eusterman, he is more likely to 

keep VA patients longer in MAMC, not for financial reasons, but for patient safety 

reasons. His justification for keeping VA patients in MAMC longer is due to previous 

experiences with transferring patients to VAPSHCS, which resulted in adverse 

outcomes for those patients. Current experience with reimbursement in these situations 

is such that if a VAPSHCS physician determines that the patient can be transferred to a 

VAPSHCS facility and for some reason is not, then VAPSHCS stops reimbursement. 

This issue of who determines when a patient can safely be transferred should be 

addressed prior to finalizing the agreement. 
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The current draft version of this agreement states that MAIVIC will be responsible for 

all costs associated with dual-eligible patients and the VA will pay for all "pure" VA 

patients. According to Dr. Starkebaum, approximately 25 percent of the patients 

VAPSHCS sees are dual-eligibles. The dual-eligibles are accessing the health care 

system through the VA, but having their needs satisfied by the VA sending them to 

MAMC. If the patients are beneficiaries of both systems, why are the costs and risks 

associated with these patients not equally divided between the two organizations? 

One last issue regarding the financial aspects of this agreement is that MAMC will 

staff the outpatient clinic at American Lake free of charge. According to the agreements 

leading up to and including FY95-96, MAMC staff conducted otolaryngology clinics at 

American Lake, but was reimbursed for the time MAMC staff devoted to the clinic. 

According to the agreement for FY 95-96, VAPSHCS would pay MAMC $22,308 per 

year to staff the clinic with a staff member and a resident at American Lake based on 

both persons being in the clinic two days per month. Providing a clinic for a half day per 

week as proposed in the pending agreement is approximately equivalent to two days 

per month. OthenA^ise, VAPSHCS reimbursed MAMC at the rate of $72.09 per hour for 

ENT staff physician services and $47.85 per hour for ENT resident physician services. 

Madigan Department of Human Resources personnel calculated that this would amount 

to approximately $26,000 for the year given current salary levels. This amount, added 

with the projected negative earnings of $37,000 for inpatient care, means that MAMC 

will lose a conservative $63,000 per year. This amount is insignificant compared with 

MAMC's overall budget, but may be worth revisiting prior to implementation. 
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Madigan Army Medical Center benefits by getting additional head and neck cases 

to help sustain its Graduate Medical Education (GME) Program. Graduate Medical 

education is obviously very important, but MAMC's leadership must make a conscious 

and well-informed decision considering all the aspects and implications of this 

agreement before giving its consent. The VAPSHCS benefits by having a reduced head 

and neck surgical backlog, by MAMC performing the surgeries rather than civilian 

facility, by MAMC providing outpatient services for VA patients for free, by MAMC 

absorbing the total cost of care for all dual-eligible patients, and by allowing the VA 

providers who would otherwise come to the American Lake Campus from Seattle to be 

more productive at the Seattle facility. Patients benefit through reduced waiting time for 

diagnosis and surgery, and through reduced travel time and distance for both 

themselves and their and family members. The increased access afforded the patient 

should also generate higher patient satisfaction (Griffith, 1999). 

A second initiative that looks promising is in the area of Obstetric and Gynecology 

(OB/Gyn) services. Currently, a general internist who has an interest in women's health 

sees female patients at the American Lake Campus. The MAMC Department of OB/Gyn 

and VAPSHCS staffs are exploring the idea of having American Lake's female patients 

needing gynecological services sent to MAMC for care. A business case analysis for 

this proposal is presented in Appendix D. The BCA indicates that this is a viable 

proposal and that MAMC would benefit from its implementation. Colonel George 

McClure, Chief, MAMC Department of OB/Gyn, estimated that the initiative would bring 

two to five patients per week into MAMC for gynecology services. He also stated that 

the department could easily absorb that number of additional patients without displacing 
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any of Madigan's normal patients. Accompanying the BCA is a spreadsheet that shows 

the financial calculations (see page D-10) used to provide input into the BCA. All 

patients would require diagnosis, catheterization, some form of cystoscopy, and one of 

multiple outpatient procedures. This would occur during several visits. Calculations 

show minimum, maximum, and mean values for the associated February 2002 

Champus Maximum Allowable Charge (CMAC) rates (TRICARE Management Activity, 

2002). According to the current sharing agreement, these are the rates that VAPSHCS 

will use to reimburse MAMC for outpatient services. Additionally, 20 percent of the 

patients would require one of several inpatient surgeries. As previously noted, the 

VAPSHCS reimburses MAMC for inpatient services based on the type of bed occupied 

and the length of stay in each type of bed. Current inpatient reimbursement rates are 

$1720 per day for occupying an ICU bed and $900 per day for occupying any bed other 

than an ICU bed. Dr. McClure stated that these patients would normally require a three- 

day stay in an "other than ICU" or "normal" bed. Final totals for all included services, 

located at the bottom of the spreadsheet, are calculated using the mean CMAC rate for 

all codes associated with each group of required services. Mean values for the rates are 

used, as there is an equal likelihood that patients will present with each code. Final 

values for cost and reimbursement entered into the BCA are those for the minimum 

number of patients per week that Dr. McCIure estimates his staff would see if the 

agreement was implemented. Benefits to MAMC include possible additional cases for 

Graduate Medical Education, a greater than 100% return on investment (ROI) seen 

within the first year, and it would help to maintain or even increase staff competency. 

The VAPSHCS will benefit by not having to send one of its providers to the American 
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Lake Campus from the Seattle Campus, which given the traffic in the Puget Sound 

area, could take the provider away from the normal care setting for an entire day. This 

in turn increases the productivity of that staff member. A potential injury or illness would 

be found at an earlier stage, thereby reducing the cost of treating the patient. The 

patient receives a higher quality of care and benefits by being seen for a problem as the 

problem arises rather than a few days or weeks later. Increased access to higher quality 

care will lead increased patient satisfaction, albeit, with VAPSHCS, but should give 

MAMC some positive press also. 

A third area discussed, considered the possibility of VAPSHCS utilizing two of 

Madigan's operating rooms (ORs) for its procedural cases. The American Lake Campus 

had engineers inspect of all of its buildings after a major earthquake in 2001 for 

structural damage and safety. During the inspection, the engineers discovered that the 

operating rooms were contaminated with mold and that some structural repairs were 

needed. The initial estimate for repairing and decontaminating the rooms came in at 

approximately $500,000. This large expense prompted VAPSHCS to look at other 

possible alternatives to the repair and decontamination. Using Madigan's operating 

rooms was one of the alternatives VAPSHCS considered. 

Madigan has 14 operating rooms, of which it uses at no more than twelve. With 

MAMC having two unutilized operating rooms and the American Lake Campus facing a 

$500,000 price tag to get its ORs in usable shape again, the idea of VAPSHCS 

personnel operating on VA patients in Madigan's ORs seemed to have merit. 

Upon further examination however, MAMC personnel found that only 25 percent of 

the American Lake Campus caseload would be complex enough that MAMC's staff 
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would perform the procedure in one of its operating rooms. For the remaining 75 

percent of the cases, the complexity was such that MAMC staff would typically use clinic 

procedure rooms to perform the procedures rather than a full operating room. 

The issue here was that the standard of care MAMC staff established for the use of 

its ORs included the presence of anesthesiology personnel. Most of VAPSHCS's 

procedures would not require an anesthesiology presence. MAMC staff suggested to 

VAPSHCS that it could facilitate American Lake Campus staff performing "clinic" 

procedures in its clinic procedure rooms as well as more extensive procedures, those 

requiring anesthesia staff, in MAMC's two unused operating rooms. 

While the two organizations were discussing the details, VAPSHCS leadership 

discovered that it would cost only $50,000 to restore the rooms so that they could be 

used as "procedure rooms" whereas they needed the $500,000 to restore/renovate the 

rooms to full operating room status. The VAPSHCS opted to spend the $50,000 to 

make its rooms suitable for use as procedure rooms and the initiative currently lies 

dormant. 

Other services whose key staff members are in a dialog with their VAPSHCS 

counterparts include Ophthalmology, Optometry, and Vascular Surgery. Madigan's 

Ophthalmology Clinic is currently VAPSHCS's most actively used service, with 104 

patients seen during FY01. Discussion is on going, but no new near-term sharing 

opportunities have developed. 

Nursing Services 

The nursing departments from both organizations have formally met on three 

separate occasions to discuss sharing opportunities. Both departments are excited 
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about collaborating in order to provide better patient care in smarter ways. Outside of 

the quarterly Task Force meetings, this is the only group that keeps formal minutes of 

its discussions. Three themes have dominated the discussions at these meetings: 

staffing, education, and the possibility of integrating the American Lake Campus 15-bed 

medical/surgical ward into MAMC. 

The first idea revolves around the shortage of nurses and the difficulty in recruiting 

them. The nurses are currently looking at conducting joint job fairs to recruit nurses into 

federal service. They are also exploring the legal and contractual implications of the VA 

hiring nursing staff under Title 38 authority and having that staff work at MAMC. MAMC 

in turn would reimburse VAPSHCS for the nursing services provided by VAPSHCS's 

staff. Though not done with nursing staff, MAMC and VAPSHCS had arrangements in 

the past for the provision of physician services and currently have an arrangement that 

provides MAMC with the services of a fellowship director. 

The second theme is that of education. Each organization provides many different 

internal Continuing Medical Education (CME) courses and each also brings in external 

agencies for additional staff educational opportunities. MAMC Consolidated Education 

Department staff is providing VAPSHCS copies of its FY02 course schedules and is 

considering VAPSHCS nurse participation in its Critical Care Nursing and Operating 

Room Nursing and other courses. In addition, the VHA has extensive on-line 

educational resources and programs. The Chief of MAMC's Consolidated Education 

Department is working with VAPSHCS personnel in order to gain access to these 

resources for MAMC personnel. Both nursing departments are also looking at each 
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Other's long-term educational needs and goals and are planning how they can 

accomplish them together. 

The third and most significant item under discussion is the concept of moving the 

American Lake Campus medical/surgical ward to MAMC. According to Ms. Frankie 

Manning, Chief Nurse Executive for VAPSHCS, the ward is currently staffed with twelve 

Registered Nurses (RNs), six Licensed Practical Nurses (LPNs), and two clerks. The 

ward has enough staffing and physical capacity for fifteen beds. VAPSHCS initially 

communicated an average patient census of "about eight" for the ward. However, an e- 

mail dated March 13, 2002 from Ms. Manning indicated that the average daily census is 

eleven patients, three of which require monitored beds. Typical patients are those with 

congestive heart failure (CHF) and pneumonia and have an average acuity of 2.8 on a 

four point medical/surgical acuity scale. Approximately 30 percent of the patients are 

from nursing homes. The average length of stay (ALOS) is seven days. 

Under the discussed proposal, the VA patients and staff would be fully integrated 

into MAMC. In other words, there would be no "carve-out" ward within MAMC staffed by 

VAPSHCS nurses to care for VA patients only. The VA staff would be distributed to 

three different wards within MAMC based on current staffing levels, staff experience 

levels, and physical bed capacity in MAMC's wards. For the most part, it would be 

transparent to the staff that they were treating a MAMC patient versus a VA patient, and 

likewise transparent to the patients as to whether a VA nurse or a MAMC nurse was 

treating them. 

The team needs to address several issues, consult other stakeholders, and develop 

a detailed plan of action before implementation is possible. The first of which is that 
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given the architecture of how MAMC's wards are currently, physically laid out, there is 

no more physical capacity or actual space to provide for more monitored beds. That 

ward. Ward 2 South, has a 20 bed physical capacity and is currently staffed and 

operating 20 out of 20 beds. There currently exists no space on this ward to put either 

VAPSHCS's three monitored beds, the patients who would occupy them, or the staff to 

care for them. 

The other two wards where VAPSHCS's patients and staff would go are Ward 6 

North and Ward 7 North. Both of those wards are currently staffed and have operating 

beds near their physical capacities also. Given the current ward organization, MAMC 

could not absorb the American Lake medical/surgical ward staff or patients. 

Colonel Nancy Hodge, MAMC's Chief of Clinical Nursing Services, suggested that 

one possible solution to the issue with space on Ward 6 North, would be to expand the 

capability of Ward 6 North into part of Ward 6 South, which consists of observation 

beds. The issue here would be that patients of two different acuity levels requiring two 

standards of care would occupy beds on within the same ward. Though a challenge, it is 

not insurmountable. That still leaves the issue with where to put the monitored beds. 

Though this would be a challenge to implement in the short-term, MAMC and 

VAPSHCS leadership could develop a solution through mid- to long-term joint strategic 

planning. 

Pharmacy 

According to Dr. David Tomich Chief, Pharmacoeconomics at MAMC, the two 

organizations pharmacy staff members have been meeting and conversing for "a long 

time." The two staffs worked together in trying get Fort Lewis chosen as the Army test 
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site for a joint DODA/A Consolidated Mail Order Pharmacy (CMOP) pilot project, but 

lost out to Ft. Hood. They are currently exploring development of regional pharmacy 

contracts, MAMC's use of VAPSHCS clinical pharmacists, and the possibility of 

establishing a joint regional level contract for the use of the drug information database, 

MICROMEDEX, and other pharmacy technologies. Dr. Tomich said most of the high 

dollar value sharing collaboration is in the area of pharmaceutical contracts, and this is 

currently being done at the national DODA/A level, so he does not anticipate much 

sharing in the form of local pharmaceutical contracts. He said that there are currently 

53 existing joint contracts for drug products at the national level and another 23 

contracts pending. 

Madigan's pharmacy is however, currently developing an MOU with the VAPSHCS, 

for MAMC pharmacy staff to provide the American Lake Campus with Intravenous (IV) 

solution services after hours. Colonel Allen Almquist, MAMC's Chief of Pharmacy, 

indicated that American Lake's pharmacy does not stay open 24-hours a day. He said 

the pharmacy at American Lake pre-mixes IV solutions for the nursing staff to 

administer to the patients known to need special solutions sometime during the night. 

There are times however, that the American Lake facility receives patients during the 

night who end up needing a specially mixed IV solution. 

The plan according to the MOU is for the staff at American Lake to fax the IV 

solution request to VAPSHCS's Seattle hospital. The Seattle hospital's pharmacy will 

verify the order and check their computer database for appropriateness and any drug 

interaction implications for the patient. After the Seattle facility's pharmacy has 

approved the request, they will fax the request to MAMC's pharmacy. Madigan 
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pharmacy personnel will prepare the solution and call the American Lake staff when it is 

ready to be picked up. American Lake staff will then call for a taxi to pick up the IV 

solution from MAMC and to deliver the solution to the American Lake staff. As the 

expected use of this service is at most one to two times per week, MAMC will not 

charge for the service, but will track utilization. 

Laboratorv 

Madigan's Department of Pathology has maintained a working relationship with 

VAPSHCS for several years. Current laboratory services that MAMC provides the 

American Lake Campus include approximately 60 lab studies per year and various 

blood transfusion services. The latter of these two services comprises the bulk of the 

current activity. According to Marta Harshbarger, Supervisor, Transfusion Services at 

MAMC, during FY01 MAMC provided 224 units of red blood cells and 4 units of fresh 

frozen plasma. Madigan charges VAPSHCS $60 for each unit of red blood ceils and 

$50 for each unit of fresh frozen plasma. She stated that the most likely supplier 

available to VAPSHCS charges $87 per unit of red blood cells. In most circumstances 

the units of red blood cells also require typing and screening tests and tests for 

crossmatching. Madigan also provides these services to VAPSHCS at prices greatly 

below those provided by the local civilian blood center. Madigan charges a bundled 

price of $19.98 for these tests on the first unit of blood any only the $6.12 charge for 

crossmatching for additional units. These compare with civilian blood center prices 

ranging from $45 to $130 depending on the difficulty of finding the particular 

crossmatch. In light of these "bargain" prices, VAPSHCS is currently trying to expand 

this service to its Seattle hospital. 
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In reference to new initiatives, team members are examining the DOD contract 

MAMC is using for referral lab services to determine if VAPSHCS would also benefit by 

using the contract. Madigan Department of Pathology staff have also offered thin-prep 

cytology services to VAPSHCS; VAPSHCS personnel are currently evaluating the 

merits of this service. 

According to Colonel James Hawkins, Chief of Pathology at MAMC, the largest 

inhibitor of progress in the area of laboratory services is inability to electronically 

transfer lab results. He feels that having this capability would greatly enhance the 

number of services his department could provide VAPSHCS. 

Regional Contracts 

Madigan is currently using the VA's Subsistence Federal Supply Schedule (FSS) 

Contract with Alliant Food Services to provide the majority of the food products that 

MAMC uses in its dining facility and food service operations. According to the FY01 

sharing summary spreadsheet, the amount of this contract was just over $1 million for 

that year. The Defense Supply Center Philadelphia (DSCP) tacks on a surcharge of 

6.1% for these items, while the VA adds only a 0.5% surcharge to purchases through its 

system. For FYOO MAMC's cost avoidance for utilizing the VA contract totaled $62,000 

(Everett, May 16, 2001). Figures for FY01 were not available. 

Regarding efforts toward developing new sharing agreements, Major Jonathon 

Branch, Chief, Western Regional Contracting Office, said that his office is currently 

working on a Blanket Purchase Agreement acquisition to provide office supplies for all 

Army MTF's within the Western Region and also for VAPSHCS. Additionally, the 

Regional Contracts Workgroup is reviewing more than 220 regional contracts. The 
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workgroup is identifying those contracts tliat the two organizations have that are for the 

same or similar items, determining which contracts present the best value for both 

organizations, and determining if the two organizations can create joint contracts to 

provide even more savings. Please note that regional entities are performing the 

majority of the work in this area, although both MAMC and VAPSHCS stand to benefit 

from this work. 

Mental Health 

This is an additional area where regional level personnel are exerting the majority 

of the effort. Dr. Jack Miller, TRICARE Region 11 Chief of Mental Health, has met on 

several occasions with mental health staff from Seattle, Portland and American Lake VA 

hospitals. Topics of discussion include education through the use of the VA's closed 

circuit tele-graduate medical education program and the possibility of sharing residents 

that attend the University of Washington and the Western State Hospital. Dr. Miller is 

also examining the Portland VA hospital's mental health program and may duplicate it 

locally in an effort to enhance bed utilization and to share expertise in the areas of drug 

and alcohol abuse and depression. Region 11 currently has tele-psychiatry capabilities 

at five of its facilities, to include MAMC, and is exploring how to expand that service to 

VAPSHCS also (Havard, December 10, 2001). 

IM/IT 

Madigan implemented the use of a new software program known as the Integrated 

Clinical Database (ICDB) in October 2001. This program extracts inpatient and 

outpatient data from the military's disparate data systems, the Composite Health Care 

System (CHCS) and Ambulatory Data System (ADS/KG-ADS), and deposits the data 
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into a centralized Oracle® database (Williams, 2001). Madigan uses the database 

program primarily as a population health tool for its primary care providers, giving them 

visibility of their individual panel of patients, and greatly facilitates their ability to actively 

managing the health care needs of their panel. For example, the program allows the 

providers to screen their panel for all those patients who are diabetic. Of those who are 

diabetic, the program will identify those patients who have not had a hemoglobin A1C 

test within prescribed timelines or whose values are out of tolerance. Another example 

is the provider can come to work in the morning and screen his or her panel of patients 

to determine if any sought care in the emergency room the night previous, if any of the 

patients were admitted into the hospital, or if any transferred out of MAMC to another 

facility. The program puts a great deal of useful information at the providers' fingertips. 

Lieutenant Colonel David Williams, Chief, TRICARE Region 11 Informatics Office is 

currently expanding this capability to other military treatment facilities in the region and 

has offered access to VAPSHCS as well. This would allow VAPSHCS providers to 

access information on those DOD patients they treat in their facilities, also, VA patients 

treated in DOD facilities within Region 11, providing for better coordinated care.. 

Madigan is also installing a new computer system called the Operating Room 

Management Application (ORMA), consisting of both hardware and software. This 

application will create a virtual operating room between MAMC and the Bremerton 

Naval Hospital. This will allow the operating room staff at both facilities to view each 

other's surgical schedule and will provide for "real-time" scheduling between the 

facilities. Other features of the application include peri-operative documentation, 

inventory management, and various executive level and utilization reports (Williams, 
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2001). Access to this system would allow the VA to view MAMC's operating room 

schedules and be able to schedule a patient for a surgical procedure if desired. 

Also under discussion are the prospects of VAPSHCS using Region 11's tele- 

dermatology and tele-psychiatry capabilities. This would require providing selected VA 

facilities with an audio/video workstation to link them to iVIAMC. This would also serve to 

increase patient access to care and decrease patient travel time to medical facilities. 

Region 11 is also currently phasing in a new software application called TRICARE 

On-line. Through this application, Region 11 facilities, clinics and providers will establish 

their own individual web pages; providing useful information about the individual facility, 

clinic, and provider to their respective patients. Clinics and providers will post a 

percentage of their routine and established (follow-up) appointments on the web pages, 

allowing the patient to schedule his or her own appointment at a time that is best for the 

patient. The region will initially provide appointments to primary care providers only, but 

is planning to expand this to specialty care providers in the future. 

Region 11 informatics personnel are working with VAPSHCS to determine if 

VAPSHCS providers are receptive to this application. The application would allow 

VAPSHCS providers to create personal web pages. It would also allow VA patients to 

schedule appointments with MAMC providers and MAMC patients to schedule 

appointments with VAPSHCS providers. The web pages are password protected, 

therefore only those patients who would have an appointment with a particular VA 

provider or VA patient with an appointment with a particular MAMC provider would have 

access to that provider's web page. A perfect example of this would be for female VA 
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patients in need of an OB/Gyn appointment. The patient could log on to the MAMC 

OB/Gyn physician's web page and set up her own routine or follow-up appointment. 

Region 11 and VAPSHCS informatics personnel are in the process of determining 

what, if any, VAPSHCS's functional requirements for each of the systems are. If the 

group determines that VAPSHCS staff want to use the systems and identifies the 

functional requirements, it can develop a plan on how to expand the capabilities of the 

systems to VAPSHCS facilities and providers. 

CONCLUSIONS AND RECOMMENDATIONS 

In reference to DODA/A sharing in general, officials at the highest levels, such as 

OSD(HA) and VHA, and at every level of command or hierarchy in between, should give 

clear vision; guidance, intent and expectations as to what they want their subordinate 

organizations to accomplish. The researcher believes that if these organizations are 

truly serious about trying to increase the level of collaboration, then staffs at all levels 

should conduct joint strategic planning sessions. The researcher indicated earlier that in 

the Puget Sound area, none of the organizations has a large excess capacity of any 

type. The organizations are not resourced, structured, or staffed to have large amounts 

of excess capacity that we can match with the other organization's corresponding need. 

The organizations need to look at other, more daring ways to increase sharing, and it is 

only through joint strategic planning that any significant gains will occur. 

Additionally, leaders at the OSD(HA) and VHA level need to establish a policy 

requiring dual-eligible patients to enroll in either the VHA system or the MHS system. 

They need to educate these patients and the various veterans' organizations that this 

will not inhibit their access to care, rather, it will facilitate their access and more 
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importantly, provide them with coordinated care. Some of these dual-eligibles bounce 

back and forth between the two systems, often times seeking the exact same care. 

They need to understand that one system does not necessarily have visibility of what 

care the other has provided the patient. This can be fatal if the patient is given one 

medication though the VA system and receives another medication through the MHS 

system with no electronic check systematic check for drug interaction. This will also 

greatly enhance the ability to track and provide appropriate reimbursement. 

The researcher recommends that the VISN 20 and TRICARE Region 11 /WRMC 

leadership invite and even more importantly, involve one another in each other's 

strategic planning efforts. The researcher also recommends that VISN 20 and Region 

11/WRMC form a jointly staffed sharing cell, in order to monitor, drive, and to especially 

facilitate ongoing and future efforts. This could be as little as one VA staff member 

sharing an office on MAMC's eighth floor with his or her equivalent regional staff 

member. Likewise, to facilitate the spirit of equity, the two could also share office space 

at VAPSHCS, most likely at the Seattle Campus on other days. This would give each 

sharing cell member better perspective and facilitate understanding the culture, 

processes, and nuances of each other's organizations, further enhancing the 

effectiveness of the cell. 

With regard to MAMC's current agreements, MAMC's leadership should ensure that 

the appropriate staff members, mainly providers and clerks, receive education on the 

procedures for tracking, treating, and billing of VA patients. This will facilitate the 

collection of information for the increasing reporting requirements that MAMC faces. 
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As with all new ventures, MAMC's leadership should require a thorough analysis of 

proposed sharing agreements. Use of tools such as the BCA will formally identify the 

advantages, disadvantages, financial implications benefits, and impact on the 

organization. 

MAMC staff should revisit the current reimbursement method, particularly in the case 

of in-patient procedures, where MAMC is not reimbursed based on the procedure, but 

on the number of days that the patient spend in a particujar type of bed. In addition, the 

leadership of both organizations may want to address the overall scheme of 

reimbursement. Does it make sense to have all outpatient care based on the prevailing 

CMAC rate? Does the organization need a positive return on investment through the 

process or does it make more sense to reimburse based on what it costs each 

organization to provide those services? Given the current fiscal environment, the 

researcher believes that neither organization should give the services at a loss to the 

other. That is unless the loss is either so insignificant that it does not affect the 

organization's delivery of care to its own beneficiaries or that overall, it saves the 

government and ultimately the taxpayer money. . 

Regarding the first initiative that is attainable and near the point of implementation, 

the OB/Gyn Initiative, I recommend that the appropriate MAMC staff members formalize 

and commence execution of this sharing agreement as soon as possible. The project 

has an immediate positive rate of return on investment and is beneficial to MAMC, 

VAPSHCS, and the patients involved. This is a win-win-win situation. 

With respect to the second of the two initiatives near implementation, the 

Otolaryngology Initiative, based on the BCA and other unsettled items in the draft MOD, 



DODA^A Sharing 60 

MAMC's leaders should forgo executing the provisions of this initiative until several 

items have been addressed to their satisfaction. In addition, the MAMC Command 

Group needs to be involved in the decision-making process with a formal business plan 

developed and briefed, as part of the required process that any other submitted 

business initiative would go through. If the initiative is approved after all of this, then 

MAMC staff should execute, but not before. To take this one step further, MAMC's 

Command Group should require that every DODA/A sharing initiative is researched, 

analyzed and presented as part of a formalized submission process before granting 

approval and obligating funds for the initiative. 

Based on the researcher's observations of efforts to increase sharing between 

MAMC and VAPSHCS since September 2001, this researcher can say that it is not as 

easy as it might outwardly appear. Remnants of past agreements and hostilities and 

current competing agendas still cloud efforts to truly make progress. Nevertheless, the 

organizations are making progress and there are many individuals within both 

organizations who are ready, willing, and even excited at the prospect of 

partnering/working with the other toward something better. 

The researcher concludes this project with a couple of excerpts from two highly 

respected gentlemen who spoke to hundreds of federal sector health care 

administrators during the 2002 American college of HealthCare Executives Nation 

Congress in Chicago, Illinois to leave the reader with some food for thought. The first 

was Mr. Anthony Principi, the Secretary of the Department of Veterans Affairs. 

Secretary Principi, during his presentation March 21,2002, said that "so much more can 

be done and should be done" with respect to DODA/A Sharing, and that the two 
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organizations are essentially "caring for one population." The second is Dr. Jacob 

Lozada, Assistant Secretary for Resources and Administration within the Department of 

Veterans Affairs. During his speech on March 20, 2002 at the Army Baylor Alumni 

dinner, he recounted his confirmation process for the attendees. He said that during his 

confirmation process. Senator Rockefeller asked him what the difference is between a 

soldier and a veteran. His reply was "one day." 
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Sam BCA TtmpMa 3.4 (BSC RaOontlizalian) 

Cover Page - Balanced Scorecard Initiative 

Initiative Name: 
Strategic Theme: 
Strategic Objective. 

MAMCA/APSHCS Otolayngology Sliarina Agreement 
Manage Direct and Network Healthcare 
Manage the healthcare system to maximize MTF capabilities 

Initiative Description: 

Initiative ROC Name/Phone/E-mail: 
Status (Select one by marking "X") 
Interdependencies: 

Initiate a sharing agreement with VAPSHCS where MAMC physicians and residents conduct a half day 
Otolayngology clinic at American Lake VA; MAMC performs surgery on surgical candidates ID'd in clinic 

MAJ Kevin Mulalley, 968-0155, kmulallevmnw.amecki.army.mil 
Developing [Pending X      \Approved \lmplemented 
N/A 

The largest benefit ia giving BUT addiUoncd cases of a higher complexity to sustain its caOE program; Sustidns/improves staff 
competency; Improves care to patients via increased accessabiUty and shortened wedt times for treatment/surgery; Decreases 
oatient/rtimihi member tavel distance; Reduces VAPSBCS sturttlcal backloa; Increases patient strttofoctioit ^ . 
Complexity Isituea: 
Issues for this InmaOoe will revolve around patient transfer to VAPSBCS. MAMC providers may want to keep patients In MAMC 
longer thtin VAPSHCS wishes. This could lead to problems with relmbursement.VAPSBCS will need to communicate/market the 
change In service to Its beneficiaries. , . . . ___—.—.—_  
IntCTdependency Issuesr 
Assumes thatDOAOS will have the appropriate staffing to support MAMCs normal caseload and this Initiatives cases €dso. Need 
to consider prioritization of surgical cases. 

Benefit Drivers: 
The number, complexity and ease ndx of the VA patients seen; Appropriate reimbursement for services provided 

Risks: 
"Cherry picking" on the behalf of VAPSBCS and Its GME program with the University of Washington. VAPSBCS may not reimburse 
us appropriately. 

Performance Measures/Metrics: 
Percent ROI; Increase In workload. Increase In number of VA patients seen; Increase In $ amount of care provided based on VA 
reimbursement rates; For VAPSHCS: Cost-avoidemce 

Fiscal "Value" S 
Budget: FY2001 FY 2002 FY 2003 FY 2004 FY2005 FY2006   FY2007 FY03-07 
Investment/Change in Direct Care 
Cost Avoidance-Savingi/MCS Contract^ 
Impact 
Net Value or Savings 
Pay-oCr (ROI) % 

T 

111,691 

(74.670) 
37,021 

#DIV/OI -33% #DIV/OI  #DIV/OI *DIV/OI   *DIV/01 *DIV/OI  #DIV/OI 

Note: Manually enter !dl out-year Direct and CHAMPUS costs/savings as they are developed and exhibited in Worksheet "Net Value". In most 
cases ttesenumte^^^ the same, if unihflated and assuming that none of your assumptions change. Please leave these dollars in a 
non-inflated'coristarit dollar^ wrillbe inflated by ASCRM as part of the validation process, bv the appropriate QI^B JnllatSIL  
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Narrative Assessment 

The narrative assessment, serves as a needed preface to developing either a business case analysis or business plan. It provides the 
opportunity for commanders and their staffs to mentally "war game" the process prior to performing the more quantitative portions of the 
business case analysis. The format walks the user through initial identification of goals and objectives as well as encouraging thought on 
how "success" will actually be measured. It continues by asking a series of questions designed to allow for articulation of process design 
opportunities and the development of alternative operational solutions. The format provides the chance for the activity to describe the 
resource requirements identified for each initiative under consideration. Finally the format allows for identification and description of all 
supporting plans needed to develop and execute each Initiative under consideration. 

In answering each question, please keep your responses as short and concise as possible. This can be enhanced through the use of 
bullet responses. You will see notes indicating when bullet responses are not only appropriate, but required for standardization and side- 

by-side comparison. 

2. What are the objectives of your Initiatives? 
Increase the number of head and neck cases seen by Otolaryngology residents In support of QME requirements 
Increase the level of sharing activity with VAPSHCS 
To have a positive return on Investment 

Business Initiative Narrative-For eachMtiative the busine^^^^ 

Daia entry In Yellow highlighted ceils. Bulletize your k^y points whenever applicable. 

1. Goals & Oblectlves: 

1. Describe how your Initiative will support Balanced Scorecard objectives of the AMEDD/RMC/MEDCOM....Why Is this Initiative required? 

This Initiative supports the VI/RMC's and MAMC's objective to "manage the healthcare system to maximize MTF capabiiites." 
Capacity exists In Otolaymgology; this initiative will help increase both Inpatlent and outpatient workload 

B. Measures of Success: (If vou cant do this • vou cannot have a business plan) 

I ■ What are the measures of success? How do they align to the goals/objectives described above? 
Any additional number of head and neck cases avaiiabie to our residents. 
An Increase In the total number of patients seen, procedures done and t amount of funds transferred as compared to FY01 
A loom or greater returun on investment 
Increased specialty care provider case mix and workload 

2. How will you Know when you've achieved these goals/objectives? (What Is the Balanced Scorecard target?) 
The target Is 100% ROI 
When VA patients have been seen, surgeries have been performed, without effecting access and care for DoD beneficiaries 

3. What are the specific benefits In terms of improving access, quality, service, cycle-time, cost and patient safety? 
Improves access for VA beneficiaries and dual-eiigibles receiving care through the VA system 
Cost to Oie VA Is less than if they would have to send the patients downtown 

4. Who are your primary and secondary stakeholders? What will "the solution" look like to the individual patient, provider, administrator, other 
stake holders? 
Primary stakeholders are VA patients and Oie staff and residents of the MAMC Otolaryngology GME Program 
Secondary stakeholders are the other patients In need of Otolaryngology services, fVl^D, DOAOS, DON 
The solution will be transparent to MAMC's other beneficiaries and staff; will give VA patients greater access, shorter wait times 

C. Identlfvlna Process Design OoDortunWes: 

1 ■ How will the solutions you develop change business & clinical practices (standards of care)? 
Otolaryngology personnel will have to adhere to the procedures, documentation, and standard of care of VAPSHCS 
In addition to those of MAMC 
Business practices will remain the same 

2. How can current practices be modified to Improve delivery of this capability? 
Through continued DoD/VA collaboration 
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D. Identifying "As Is" and Analysis of Alternatives: 

1. What are the ways you currently provide MTF services (capabilities) and what combination of people, process, and tools are employed In this 
endeavor? 
VAPSHCS providers coordinate dlrecOy with MAMC providers for appointments. 
VWSHCS Issues their patients authorization ^ receive care at MAMC. 
The patient takes the authoriiatloh statement to the clinic. The patient receives care. The statement goes to RMD. 
FO/ID looks up the record and assigns a code. RMD sends a bill to VAPSHCS. VAPSHCS reviews the coding. VAPSHCS pays the bill. 
Patient takes MAMC docurheritatfon back to VAPSHCS. VAPSHCS In 
2. What are the constraints to the current ways of providing these services/capabilities? 

Process Is time consuming, laborious, but does not prevent the process from occurring 

3. What alternative methods could be used to do the same thing, either as well or better? 
If VAPSHCS had a CHCS terminal, they could enter a referral Into the system, rather than coordinate it manually 
Billing process could go through third party collections office In PAD 
Common Information system architecture 

4. What are the constraint/limitations (process, culture, people, resources, bandwidth, money, etc) for each alternative. 
Lack of a CHCS Terminal at the American Lake Campus 
Third party collections office not familiar wlOi tracking and billing procedures for VA patients 
Cost prohibitive at a local level 

E. Identifying Preferred Solutions: 

1. Based on systematic, objective date, (If you don't have this you cannot have measures of success) what Is the preferred solution or 
combination of people, processes, and tools to remedy the problem? 
At this point In time, the preferred solution is that which uses the personnel, processes and tools already in place, 
wiO\ no additional financial burden on either MAMC or VAPSHCS. 

2. What other variables need to be considered in deciding to Implement this solution? Is there similar experience elsewhere (within DoD, 
civilian, academia. Industrvj where the solution to the problem was successfully used In similar settings? 
other examples are currentiy ongoing here at MAMC; this particular initative is one that MAMC and the American Lake Campus 
were doing up until the consolidation of American Lake and Seattie VA facilities into what is now know as VAPSHCS 
Similar examples exist Involving other MTFs and VA facilities, but every agreement Is site specific and unique 

3. Are there technology components to the preferred solution? What are they? 
A common information technology Infrastructure would greatiy facilitate the process, but is not necessary. 
In the Interest ofminlmiiing costs. It Is not part of the preferred solution. 

4. Why Is technology required? Is the technology a driver or enabler of the process? 
Technology is not required. It would be considered an enabler. 

F. Economic Analvsls/Containlna Costs: 

1. List the "things" such as people, processes, and tools required for the preferred solution. 
No additional personnel or processes are need. 
Office space, exam rooms, equipment, supplies, and computers at the American Lake outpatient clinic are being provided by VAPSHCS 
An addendum to the current staring contract which addresses this initiative is needed; It Is currentiy In draft form 

2. Are other "partnering" alternatives viable and available (either as direct on-site service providers, resource shares, remote consultants, or tele- 
health consultants, ether MACOMs or Services, etc^    If so. with whom?  
This is the other partnering alternative. 

3. How can these help reduce practice variabilities (best practices) and contain costs? 
N/A 
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4. Describe the potential benefits and savings (e.g. saves staff time, money, other resources, decreased length of stay. Improved data quality, 
etc.i. When are benefits and savings realized? 
Decreased cost for VAPSHCS; decrease in VAPSHCS surgical backlog 
Decreased travel time for VA patients and family members; decreased time for appointment/surgery; increased pat'ent satisfaction 
Increased case mix, workload for MAMC Otolaymgology stalVGME program 

G. Clinical And/Or Intangible Improvements: 

1. Briefly summarize the clinical benefits to Implementing this Initiative. 
Helps maintain/increase Otolaryngology staff competency 

2. What process or action can be used to "bridge the gap" between current performance and desired results? 

N/A 

H. Overcoming Constraints: 

1. Review the constraints Identified In question •D.2." above. Are there additional barriers/limitations not covered? Alibis? 
N/A 

2. Identify the risks for each constraint 
Personnel Involved In the tracking and billing processes perform these processes as additional duties. 
Significant Increases In sharing activity may Increase the amount of time to perform these processes and eventually require 
someone to do them full-time. The amount of additional work for Otese Individuals created by tills Initiative will not cause this to happen. 

3. Can any of the partnering options Identified help overcome any of the constrains? 
Short of creating a Joint VISN 20megion 11/WRMC 'sharing cell', no. 

4.   For each constraints, who needs to be engaged to overcome this constraint? (example: RMC/MSC, MEDCOM, ASD(HA), Legislative change, 
etc! 
VISN 20, VVRMC, TRiCAl^ Region 11 

I. Deployment Plan: 

What Is the recommended deployment strategy? Consider: 
a. Program management structure S Implementation (Department, Division, or POC) 
b. Training plan (if applicable) 
c. Communlcatlons/marlceting plan 
d. Procurement plan (personnel, equipment, facilities) 
e. Technology Implementation, testing, and integration plan 
f. Metrics plan: Balanced Scorecard Integration between objective-measure-target and your Initiative (cause and effect) 

Program will be managed/implemented by MAt/IC Otolaryngology and VAPSHCS Otolaryngology staff 
MAMC Decs and VAPSHCS Chief Medical OfUcer will monitor 
VAPSHCS staff will communicate the program to their beneficiaries 
Personnel, equipment, facilities already exist 
MAMC tVAD will monitor the ROI, number of patients seen, procedures performed, fUnds exchanged 
MAMC Otolaryngology will monitor the number and case mbc of patients seen for GME and competency purposes 

2. What is the long term life<ycle management plan or projected time frames for changes the standards of care plan for this Initiative? 

The initiative will be reviewed after S months; every year thereafter. 
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AIM BCA nmptatt X 4 0SC KatianatimHont 

Initiate a sharing agreement with VAPSHCS where MAUC physicians and residents conduct a half day Otolayngology clinic at American Lake VA; MAMC performs 
surgery on surgical candidates ID'd In clinic 
MAJ Kevin Mulalley, 9S8-0f 55, kmuialley^nw.amedd.army.mil 

Unfunded Requirements 

Current Funding Initiative Requirement 
Second Year 

Phase-In 
Third Year 
Phase-In 

Investment 
Marginal 

TPC 
Capital 

Labor 
Travel 

Resource Support/Local Contract 
Supplemental Care 

Miscellaneous _ 

Direct Care Net or Net Investment 

(111,691) 
74,670 

(37,021)  S 

Sav/nqs/Cosf Avoidance 
Change in Direct Care:      Savings (*)/Cost (■) 

MCS Contract Impact     Savings (+)/Cost (-) 

TT ♦Net Value IT" IE (37.021)1$ 
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BOMBCA TtntplaltS.I PSCRationalixalicnt 

InlUat* a Mharing agr—m*nt with VAPSHCS where ItAUC physicians and residents conduct a half day Otolayngoiogy ctinic at American Lake 
VA ; MAMC performs surgery on surgical candidates Wd In clinic 
MAJKevin Mulatley, 968-OlSS, kmulaltey®nw.amedd.arma.mil 

Rationalization and Prioritization Criteria 

Screening Cntena 
1. Discretionary or Non-discretionary 

Evaluation Criteria 
2. Strategic focus and relevance 
3. Financlals: 

Cost 
Resource availability 
Profit Impact 
Time to results 

4. Complexity to Implement 
Interdependencles 
Human resource requirements 
Sponsorsliip and readiness to change 

5. Capabilities building potential 
Models future capabilities 
Time to Impact 

•.: instructions:.Thefollowing sections assist you in the ■■'.,■. 
.V tafionalizaflon and prioritization Of your initiatives using a, ■;■,■ 

•standard AMEDD-Balanced Score Card methodology.' Please 
■■;. cornplete the foirfwvingquesttons/then use the grading■ ^.^■■ 

■■guidelines to score your initiative in accordance with the   ■ 
standardced criteria: Enter this score in the appropriate green 

..   Ixjxforeach evaluation criteria.     .. 

Criteria Scoring System 

■■\-:';'■:■ ^^ .'/'/K'■■ ■-■■'.V'/.V ■■'■■'■■ .V';. iScreeningC^ 
Grade of 
Factors 

1. Discretionary or Non-discretionary 
- Non-dlsoretlonary - initiatives which, if stopped, would cause 

business operations to be severely hampered or even cease (e.g. Y2K). 
Enter "2" points for non-discretionary initiatives. 

- Discretionary - all other initiatives. Enter only one point for 
discretionary initiatives. 

Enter score here • 
Score 

Evaluation Criteria 

2. Strategic Focus & Relevance 

Grade of Med/High 
Factors     High/High       HighflWed 

Low/IVIed 
Med/iVIed ivied/Low 
High/Low Low/Hiah        Low/Low 

2.1 Strategic rocni 
High .■••.:.;■..■.■... Significantly impacts 8 or more of the . 

ltratericob^.■^■■■^■■■ ■■.■■■■■■■■'■■■-■":■."■■■■' ■"/■ 

Medium 

Low 

Directly impact* 3 to 7 of the itrategic 
obleetjgei       ''"■'■'•-•'■^■"'■■-' ■ -■■■'-■■■- 

; Impacts less than 3 strategic objectives 

3.2 Time to Results 
High Delivered within 1 year 

Medium Delivered within 2 years 

Low Delivered in > 2 years 

Score 

. --■'.■:t 
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Evaluation Criteria 
Grade of 
Factors High/High 

Med/High 
High/Med 

Med/Med 
High/Low 

Low/lWed 
Med/Low 
Low/Hiah Low/Low 

3. Financials(2of4) Grade 4 3 2 1 « 
3.1 Financial Reionrce AvallabtUty 
High; ■;•/;■■; ;.;■.;.•;■.■ ReqnirM no Incremental funding 

Medium ■■.■■.;■.■..•.■,;;■ Requires Incremental iUndlng or ilgnlflcant   . 
budget reiUootloa. < >25Qk ■aangUT 

Low, ;v.■;;;■;:v;-- Requires major InAislon of fUnds, more than  . 

3.3 Realloeation Complexity 
High Not reqitired or highly doable without 

stynmeant risk "■ ■•■ ■' ■/.:■■■:■■■■■■■■-■- ■■'■ ■ 

Medium Doable with moderate impact of negative 
performance impact 

Low .■■-; Hot doable or Incurs significant risk of 
netfarmaiiee impact 

Score 

:iii?:;ii 

3. Financials(4of4> 
3.3 Front Impact over 3 years 
High +$500 k 

Medium $200k> and < tSOOk 

Low;-,-:■::;.■■.■.:■:; <,$200,-,-:-::;--.-.-.-:;.■;;./:-::.--,-.-,;>■■;-,■.---.>;;-.-.-:;•:,■;■,-,- 

3.4 Tlmeframe 
High 75% of profit impact achieved in < 1 year 

Medium 75% of profit Impact achieved in < 3 years 

Low ■,■.:,.;, 75% of profit Impact achieved in > 3 years X 
Score 

'}-:0M:- 
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Evaluation Criteria 
Grade of Med/HIgh 
Factors     High / High       HighrtVled 

Low/Med 
Me<MVIed Med/Lovv 
High/Low        Low/High        1-owfl.ow 

4. Complexity to Implement 
4.1. Interdependencle» 
High With propel (ovemance mnd execntlon, the 

initiative can tncceed In tt» ovrn right 

Medium Interdependence with other initiatives is 
aignlflcant. but manageable 

Low ; Requires ontpnt and sueeeat of multiple other I 
initiatlvea to aneeeed I 

4.3. Human Resource Requirements 
High Can be accomplished with existing people and 

skills •■■"■/•^•■•'■: ■;■•-•■■■"•■•>■' ■■ ••"'----■■■   •   '■■'   ■■■•■••'' - 

Evaluation Criteria 

Medium Requires the investment of high-leverage 
outside resonrceLin the short tcria 

Low  ■;,.-■;.;.;;,;;,.■. Requires a major, long-term investment in 
outside resources ''- 

Score 

^||if.i5:|| 

All Four        Any Three        Any Two 
Grade of        Boxes Boxes Boxes        Any One Box     No Boxes 
Factors       Checked Checlted Checked Checked Checked 

4.3 Quality of Sponsorship 
[Sponsor engaged 

[Sponsor Accountable 

|ProJect Manager in Place 

Critical mass of people aware Ik ready to 
participate  

Evaluation Criteria 

X 

X 

X 

X 
Score 

Low/Med 
Grade of Med/HIgh Med/Med Med/Low 
Factors High/High High/Med High/Low l.ow/Hiah Low/Low 

5. Capabilities-Building Potential 
5.1  ModeU Future Capabilities 
High Builds highly needed strategic capabilities or 

required for i\iture success  ' 

Medium Builds lower priority capabilities that will be 
reauired for future success 

Low Hal little Impact on building strategic 
capabilities 

S.2 Time to Impact 
High The capabilities developed will have 

performance Impact in FYOl "3 
Medium . The capabilities developed will have 

performance Impact within 2 years 

Low ..;.■■>--;.-^^^■;; The capabilities developed wlU have Uttle 
impact in the next 2 vears 

Score 

:S?33;--t: 
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Cover Page - Balanced Scorecard Initiative 

1                                                                                                                                                                           1 
Initiative Name: MAMCA/APSHCS OB/Gvn Sharing Agreement 
Strategic Theme: Manage Direct and Networl( l-iealthcare 
Strategic Oblective: Manage the healthcare system to maximize MTF capabilities 

100% ROI 

Initiative Description: initiate a sharing agreentent with VAPSHCS whereby VA American l^i<e OB/Gyn patients are seen 
treated by MAMC OB/Gyn physicians and residents in MAMC. 

and 

Initiative POC Name/Phone/E-mail: MAJ Kevin Mulalley, 968-0155, kmulalieY&.nw.amedd.army.mii 
Status (Select one by marldng "X") Developing   1       X       \ Pending        \              {Approved      |              [Implemented  1 
Interdependencles: N/A 

Deseriptton of Beneflt»: 
High rate of return on investment; Pctyback occurs as soon as the bill is processed; Incretxsed workload and case mix for staff and 
residents; Supports OB/Oyn GME Program; Sustains staff competency; Can be supported with existing resources; Better care for 
VA pectients: PaHents hope less travel dist€tnce/tlnie  
Complexity Issues: 
Needs coordination between MAMC OB/Gyn tmd VAPSBCS; Need to develop an addendum to the current sharing agreement; 
VAPSHCS needs to communicate/market the change in service to its paUents 

Interdependency Issues: 
N/A 

Beneflt Drivers: 
Ability of MAMC OB/Gyn to absorb the increased ptxtient visits; The nunUier of VA patients that are seen; Accuracy and UmeUness 
of the coding and billing procedures 

Risks: 
Financially, none, unless VAPSHCS does not €ippropl€ttely reimburse. If this is the case, ute can terminate the agreement. 

Performance Measures/Metrics: 
Percent ROf Increase in workload. Increase in number of VA ptMents seen; Increase in $ amount of care provided based ore VA 
reimbursement rates; For VAPSHCS: Cost-avoidance 

Fiscal "Value" Summa 
Budget: FY2001 FY2002  FY2003 FY 2004 FY2005 FY2006 FY2007 PY03-07 
Investment/Change in Direct Care 
Cost Avoldance-Savlngs/MCS 
Impact 
Net Value or Savings 
Pay-off (ROI) % 

39,370 
(151,341) 

(111,971) 
#DIV/OI 284% *DIV/OI  «DIV/OI «DIV/OI  «DIV/OI «DIV/Ot *DIV/Ot 

T 
Note: Manually enter all out-year Direct and CHAMPUS costsfsavings as they are developed and exhibited in Worksheet "Net Value". In most 
cases these numbers will remain the same, if uninflated and assuming that none of your assumptions change. Please leave these dollars in a 
non-Inflated, constant dollar state. They will be inflated by ASCRM as part of the validation process, by the appropriate 0MB inflator.  
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BanBCA Tmtplatt3.4(BSCK 

Narrative Assessmerrt 

The narrative assessment, serves as a needed preface to developing eittier a business case analysis or business plan. It provides ttie 
opportunity for commanders and ttieir staffs to mentally "war game" the process prior to performing the more quantitative portions of the 
business case analysis. The format walks the user through initial identification of goals and objectives as well as encouraging thought on 
how "success" will actually be measured. It continues by asking a series of questions designed to allow for articulation of process design 
opportunities and the development of alternative operational solutions. The format provides the chance for the activity to describe the 
resource requirements identified for each initiative under consideration. Finally the format allows for identification and description of all 
supporting plans needed to develop and execute each initiative under consideration. 

In answering each question, please keep your responses as short and concise as possible. This can be enhanced through the use of 
bullet responses. You will see notes indicating when bullet responses are not only appropriate, but required for standardization and side- 
by-side comparison. 

Business Initiative Narrative-For each initiative the busiiiess unit should explain: 

DataantfyinViiliowhlgHltflhteacells. Bull^ 

A. Goals & Objectives: 

1. Describe how your Initiative will support Balanced Scorecard objectives of the AMEDD/RMC/MEDCOiVI....Why is this initiative required? 

This Initiative supports the WRMC's andUAMC's objective to 'manage the healthcare system to maximize MTF capabllltes." 
Capacity exists In OB/Gyn; this InWaOve will help Increase case mix and outpatient workload 

2. What are the objectives of your initiatives? 
Increase the number and complexity of Gynecology eases seen by OB/Gyn residents in support ofGME requirements 
Increase the level of sharing activity with VAPSHCS 
To have a positive return on Investment 
Provide increased quality of care for VAPSHCS American Lake OB/Gyn patients 

B. Measures of Success: (If vou cant do this - vou cannot have a business plan) 

1 ■ What are the measures of success? How do thev align to the goals/objectives described above? 

/in Increase In the total number of patients seen, procedures done and S amount of funds transferred as compared to FY01 
A IIXKt or greater return on Investment 
Increased specialty care provider case mix and workload 

2. How will you Itnow when you've achieved these goals/objectives? (What is the Balanced Scorecard target?)  
The target Is 100% ROI 
When VA patients have been seen, procedures have been performed, without effecting access and care forOoD beneficiaries 

3. What are the specific benefits in terms of improving access, quality, service, cycle-time, cost and patient safety? 
improves access for VA beneficiaries and dual-eliglbles receiving care through the VA system 
Cost to the VAis less than if they would have to send the patients downtown 
OB/Gyn care and treatment Is more timely and appropriate 

4. Who are your primary and secondary stalceholders? What will "the solution" ioolc \\ke to the individual patient, provider, administrator, other 
stal<e holders? 
Primary stakeholders are VA patients and the staff and residents of the MAMC OB/Gyn GME Program 
Secondary stakeholders are the other patients in need of OB/Gyn services, RMD, Out-Patient Records 
The solution will be transparent to MAMC's other beneficiaries and staff; will give VA patients greater access, shorter wait times, 
more appropriate care      ^^____  

C. Identifying Process Design Opportunities: 

1 ■ How will the solutions you develop change business & clinical practices (standards of care)? 
Standard of care will remain urKtianged 
Business artd clinical practices will remain the same 

2. How can current practices be modified to improve delivery of this capability? 
Through continued DoD/VA collaboration 
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endeavor? 
VAPSHCS providers coordinate direcay wHh MAMC providers for appointments. 
VAPSHCS Issues Iheir patients authorization statements for Oiem to receive care at MAMC. 
The patient takes the aiithorlzatlon statement to the clinic The patient receives care. The statement goes to RMD. 
RMD looks up the record and assigns a code. RMD sends a Uii to VAPSHCS. VAPSHCS reviews the coding. VAPSHCS pays the biii. 
MAMCOikpaeenfRecoritiserids document also sends monthly utilization log for verification.  
2. What are the constraints to the current ways of providing these services/capabilities? 

Process Is time consuming, laborious, but does not prevent the process from occurring 

If VAPSHCS had a CHCS terminal, they could enter a referral into the system, rather than coordinate it manually 
Billing process could go through third party collections office In PAD 
Common Information system architecture .   „ _    . 

4. What are the constraint/iimitations (process, euiture, people, resources, bandvi>ldth, money, etc) tor each alternative. 
Lack of a CHCS Terminal at the American Lake Campus 
Third party collections oflfce not bmlllar vrith tracking and billing procedures for VA patients 
Cost prohibitive at a local level 

1. Based on systematic, objective date, (If you don't have this you cannot have measures of success) what Is the preferred solution or 
combination of people, orocesses. and tools to remedy the problem? 
At this point in time, the preferred solution Is that which uses the personnel, processes and tools already In place, 
with no additional financial burden on either MAMC or VAPSHCS. 

D. Identifying "As Is" and Analysis of Alternates: 

1. What are the ways you currently provide MTF services (capabilities) and what combination of people, process, and tools are employed In this 

3. What alternative methods could be used to do the same thing, either as well or better? 

£. Identifying Preferred Solutions: 

2. What other variables need to be considered in deciding to Implement this solution? Is there similar experience elsewhere (within DoD, 
civilian, academla. industry! where the solution to the problem was successfuiiv used In similar settings?  
Other examples are currently ongoing here at MAMC; this particular Inltative is one that MAMC and the American Lake Campus 
were doing up until the consolidation of American Lake and Seattle VA facilities Into what Is now know as VAPSHCS 
Similar examples exist involving other MTFs and VA facilities, but every agreement Is site specific and unique 

3. Are there technology components to the preferred solution? What are they? 
A common Information technology infrastructure would greatly facilitate the process, but Is not necessary. 
In the Interest of minimizing costs, it Is not part of the preferred solution. 

4. Why Is technology regulred? Is the technology a driver or enabler of the process? 
Technology Is not required. It would be considered an enabler. 

F. Economic Analysis/Containing Costs: 

1. List the "things" such as people, processes, and tools reguired for the preferred solution. 
No additional personnel or processes are need. 
An addendum to the current sharing contract which addresses this initiative Is needed 

2. Are other "partnering" alternatives viable and available (either as direct on-site service providers, resource shares, remote consultants, or tele- 
health consultants, other MACOMs or Services, etc!    If so. with whom?   
This is the other partnering alternative. 

3. How can these help reduce practice variabilities (best practices) and contain costs? 
N/A 
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4. Describe the potential benefits and savings (e.g. saves staff time, money, other resources, decreased length of stay, improved data quaiity, 
etc.). When are benefits and savings realized? 
Decreaa^ cost fbr VAPSHCS-^EIiminates need for SeaWe Campus to send provider to American Lake; Increases VAPSHCS provider productivity 
Decreased travel time for VA patients and family members; decreased time for appointment; Increased patient satisfaction 
IncriMised case mix, workload for MAMC OB/Gyn stafBGME program 
More appropriate care forVA OB/Gyn patients  . 

Helps maintain/Increase OB/Gyn staff competency 

2. What process or action can be used to "bridge the gap" between current performance and desired results? 

N/A 

G. Clinical And/Or Intangible Improvements : 

\. Briefly summarize the clinical benefits to Implementing this initiative. 

H. Overcoming Constraints: 

1. Review the constraints Identified In question "D.2.' above. Are there additional barriers/limitations not covered? Alibis? 
N/A 

2. Identify the risks for each constraint 
Personnel Involved in the tracking and billing processes perform these processes as additional duties, typically after hours. 
Significant Increases In sharing activity may Increase the amount of time to perform these processes and eventually require 
someone to da them tulUtime. The amount of additional work for these individuals created by Utis Initiative will not cause this to happen. 

3. Can any of the partnering options identified help overcome any of the constraints? 
...       ^      « ^Z.--^, I  1-.._A IMOaf ^#«/n-..;__  ^MnAJaHtr*  -t.l..%rir,/* r.tsll"    n#l Short of creating a Joint ViSN 20/Region 11/WtmC 'sharing cell", no. 

4.   For each constraints, who needs to be engaged to overcome this constraint? (example: RMC/MSC, MEDCOM, ASD(HA), Legislative change, 

etc! 
ViSN 20, WRMC, TRICAfiE Region 11 

I. Deployment Plan: 

1. What is the recommended deployment strategy? Consider: 
a. Program management structure & implementation (Department, Division, or POC) 
b. Training plan (if applicable) 
c. Communications/marketing plan 
d. Procurement plan (personnel, equipment, facilities) 
e. Technology Implementation, testing, and integration plan 
f. Metrics plan: Balanced Scorecard Integration between objective-measure-target and your initiative (cause and effect) 

Program will be managed/implemented by M4MC OB/Gyn and VAPSHCS OB/Gyn staff 
MAMC Decs and VAPSHCS Chief Medical Officer will monitor 
VAPSHCS staff will communicate the program to their beneficiaries 
Personnel, equipment, facilities already exist 
MAMC RMD will inonttor the ROi, number of visits, procedures performed, funds exchanged 
MAMC OB/Gyn will monitor the number and case mix of patients seen for GME and competency purposes 

2. What is the long term life-cycle management plan or projected time frames for changes the standards of care plan for this Initiative? 

The Initiative will be reviewed after 6 months; every year thereafter. 
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Sue BCA TertTfiaU 3 4 {SSC RaHanaliialionf 

Initiate a sharing agreement with VAPSHCS whereby VA American Lake OB/Gyn patients are seen and treated by MAMC OB/Gyn physicians and residents In 
MAMC. 
MAJ Kevin Mulalley, 968-01SS, kmulalleyQriw.amedd.army.mil 

Unfunded Requirements 

Second Year Third Year 

Based on avg of 3.5 pts/week Current Funding Initiative Requirement Phase-In Phase-In 

Investment 
(68,897) 
264,846 

Marginal 
TPC 

Capital 
Labor 
Travel 

Resource Support/Local Contract 
Supplemental Care 

Miscellaneous 

Direct Care Net or Net Investment S S                    195,949   $ - S - 

Savinas/Cost Avoidance 
hange in Direct Care:       Savings (*)/Cost (-} 

MCS Contract Impact      Savings (*)/Cost (-) 
..;.-.■.■.-Net Value 1 $..■■.;.■.■.:;■■.■>:.■■ $              195,949 1$ \±_ ■-;;.:•::;■■■.■;.■:• ..■■•;.| 

Based on min of 2 ptsMeek Current Funding Initiative Requirement 
second Year 

Phase-In 
 Ihird Vear    -' 

Phase-In          | 

Investment 
(39,370) 
151,341 

Marginal 
TPC 

Capital 
Labor 
Travel 

Resource Support/Local Contract 
Supplemental Care 

Miscellaneous 

Direct Care Net or Net Investment S $                    111,971    S - S ■ 

Savlnas/Cost Avoidance 
hange in Direct Care:       Savings (*) / Cost (-) 
MCS Contract Impact      Savings (*)/Cost (■) 

\    ;        ^.      .                 v*NetValue|$                  - $              111,971 1$ ......,.,..■.;.:■..,- » -.;:-..-^'l 

Based on max 5 ptsAveek Current Funding Initiative Requirement 
second Year 

Phase-In 
— IhirdVear  "' 

Phase-In 

Investment 
(98,425) 

378,352 
Marginal 

TPC 
Capital 

Labor 

Travel 

Resource Support/Local Contract 
Supplemental Care 

Miscellaneous 

Direct Care Net or Net Investment S S 279,927    S $ - 

Savlnas/Cost Avoidance 
hange In Direct Care:       SaWngs (*)/Cost (■) 
MCS Contract Impact      Savings (*)/Cost (-) 

:,    "Net Value S ■.■■■;■::., ■/■■:.:::■■ * ;       279,927   I $           .     .            ;;-   o * 
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BaatBCA Ttmplatt3.4 (BSCKationalixalumJ 
InitlaU a sharing agntmtnt with VAPSHCS whartby VA Amrican Lake OB/Gyn patUnta an s»m and trtaUd by UAXC OB/Gyn physicians 
and Tssidants in JlCiUfC. 
ItAJKnin UulalUy, 968-OlSS, kmutallBy(!^w>.am*dd.army.mil 

Rationalization and Prioritization Criteria 

Screening Critena 
1. Discretionary or Non-discretionary 

Evaluation Cnteria 
2. Strategic focus and relevance 
3. Financlals: 

Cost 
Resource availability 
Profit Impact 
Time to results 

4. Complexity to Implement 
Interdependencles 
Human resource requirements 
Sponsorship and readiness to change 

5. Capabilities building potential 
Models future capabilities 
Time to impact 

Screening Criteria 
1. Discretionary or Non-discretionaiy 

- Non-disoretionary - initiatives which, if stopped, would cause 
business operations to be severely hampered or even cease (e.g. Y2K). 
Enter "2" points for non-discretionary initiatives. 

- Discretionary - all other initiatives. Enter only one point for 
discretionary Initiatives. 

Instructions: The following sections assist you in the 
; _ rationalization and prioritization of your initiatives using a ■ 

standard AMEDD Balanced Score Card methodology.;. Please 
■.^.Mmplete the folIowingquesVrans,'then use the grading' ;, 

■vguideNhes toscore your Initiative in'accordance v/ith the .■. 
standardized'criteria: .Enter this score in the approjariate green 

;',   box for each evaluation criteria. 

Grade of 
Factors 

Enter score here ■ 

Score 

Scoring System 

Evaluation Criteria 

Low/Med 
Grade of IVIed/High Med/IVted Med/Low 
Factors High/High High/Med High/Low Low/Hiah Low/Low 

2. Strategic Focus & Relevance 
3.1 Strategic Focui 
High Significantly Impacts 8 or more of the 

mtrateglc obi.      ■    -'-■.'■    -       ■' 

Medlnm Directly Impacts 3 to 7 of the strategic 
objectives     '•     '-   ' "   '  '-'  '   '" ' ' ■ ■■     "'' ■     ' 

Low .:■,■;:,■,■.■.•■,.■ Impacts less than 3 strategic objectives 

'2.3 Time to Results 
High 

Medium 

Delivered within 1 year 

Delivered within 3 years 

Low •. ■ Delivered in > 3 yean 

Score 

V-a'i ^.iy 
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Evaluation Criteria 

3. Financials (2 of 4) 
3.1  rinaneial Retource Availability 

Medium Requires Incremental funding or tlgnlllcant 
budget realloeation. < t2S0kannnallT 

3.3 Reallocatlon Complexity 
High Not required or highly doable without 

algnlfleant riak ^ 

Grade of Med/High 
Factors     High/High       High/Med 

Low/Med 
Med/Med Med/Lovv 
HigWLow Low/Hioh        Low/Low:^ 

High ■■.■■,•.•.■.;■;■.■•■.. Require* no incremental funding       : 

Evaluation Criteria 

i-ow.' ■.■.■■■■:■■■'.■■.■.■■■ Requirea major infusion of funda, more than 

Medium Doable with moderate impact of negative 
performance Imoaet "■ 

Low:;..; ■;;:;:;.;;;, Not doable or incurs significant ride of     ; 
nerformance-inioact : ■' 

Score 

4 

Grade of Med/High 
Factors      High / High       High/Med 

Low/Med 
Med/Med Med/Low 
High/Low Low/Hioh        Low/Low 

3. Financials (4 of 4) 
3,3 Profit Impact over 3 years 
High t$500k 

Medium $200k> and < $500k 

Low:;:. ■::■;■:::■.: <$200 .::■::■■:::. ': 

3.4 Timeframe 
High 75% pfproflt impact achieved in < 1 year 

Medium 75% of profit impact achieved in < 2 years 

Low  ■ 75% of profit impact achieved in > 2 years 

Score 

;.;V'3;>;|;; 
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Evaluation Criteria 

4. Complexity to Implement 

Low/Med 
Grade of Med/HIgh MedJMed Med/Low 
Factors High/High Hjgh/Med HighA.ow Low/Hiah LowfLow 

4.1. Interdependencle* 
Htgli With proper governance mnd execution, the 

Initiative can encceed In Itm own right 

Medium Interdependence with other initiatives Is 
slgnincant. but manageatile      :. 

Low ; y :■..-,; V ;■• Requires output and success of multiple other 
Initiatives to succeed ..■;■: 

4.2. Human Resource Requirements 

High;- ■.:■..■■.■:■.. Can be accomplished with existing people and 

Medium Requires the Investment of high-leverage 
outside resbMceilla the ihort titm 

Lov, ■:■,■::/■:■,■: Requires a major, long-tersk Investment in 
outside resources'■■'• 

Score 

2 

4.3 Quality of Sponsorship 
[Sponsor engaged 

[Sponsor Accountable 

[Project Manager In Place 

1 X 
1 X 

1       ^ 

wmmm Critical mass of people aware (k ready to 
nartlclukte' ''■.■■:■■■':''■ X 

Score 

■ft'>^:IM 

Evaluation Criteria 

5. Capabilities-Building Potential 

Low/Med 
Grade of Med/HIgh Med/Med Med/Low 
Factors High/High HIgh/Med High/Low Low/Hiah Low/Low 

5.1  Models Future Capabilities 
High Builds highly needed strategic  eapabllltles or 

required for future success 

Medium Builds lower priority capabilities that will be 
redulred for future success 

Low ' Has little Impact on building strategic 
capablUUes ■■•■■                               

5.2 Time to Impact 
High The eapabilitles developed will have 

perfoimance Impact In FYOl 

Medium The eapabilitles developed will have 
oerfdrmanee impact within 2 Tears   ■ 

Low,-.;  .;V--, V ■■■ The capabilities developed will have little   :. 
impact In the next 2 Tears 

Score 

M3$:i 
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MAMCA/APSHCS OB/Gyn Sharing Agreement Calculations 

First Visit -       Most likely Visits/   ^ Visits/ Marginal Total cost per 
Outpatient       CPT Codes weel<    > /ear CMAC Rate Charges Cost/visit year Revenue 
E&M Codes                 99214 2 104 $ 76.79 $ 7,986.16 $ 25.42 $ 2,643.68 $ 5,342.48 

3.5 182 $ 76.79 $ 13,975.78 $ 25.42 $ 4,626.44 $ 9,349.34 
5 260 $ 76.79 $ 19,965.40 $ 25.42 $ 6,609.20 $ 13,356.20 

99215 2 104 $ 112.71 $ 11,721.84 $ 25.42 $ 2,643.68 $ 9,078.16 
3.5 182 $ 112.71 $ 20,513.22 $ 25.42 $ 4,626.44 $ 15,886.78 

5 260 $ 112.71 $ 29,304.60 $ 25.42 $ 6,609.20 $ 22,695.40 
Average 2 104 $ 94.75 $ 9,854.00 $ 25.42 $ 2,643.68 $ 7,210.32 

3.5 182 $ 94.75 $ 17,244.50 $ 25.42 $ 4,626.44 $ 12,618.06 
5 260 $ 94.75 $ 24,635.00 $ 25.42 $ 6,609.20 $ 18,025.80 

Catheterization           53670 2 104 $ 79.83 $ 8,302.32 $ $ . $ 8,302.32 
3.5 182 $ 79.83 $ 14,529.06 $ - $ - $ 14,529.06 

5 260 $ 79.83 $ 20,755.80 $ - $ - $ 20,755.80 
First Visit Totals 2 104 $ 174.58 $ 18,156.32 $ 25.42 $ 2,643.68 $ 15,512.64 

3.5 182 $ 174.58 $ 31,773.56 $ 25.42 $ 4,626.44 $ 27,147.12 
5 260 $ 174.58 $ 45,390.80 $ 25.42 $ 6,609.20 $ 38,781.60 

Second Visit - Outpatient 
Urodynamics    min - 51741 2 104 $ 56.53 $ 5,879.12 $ 25.42 $ 2,643.68 $ 3,235.44 

3.5 182 $ 56.53 $ 10,288.46 $ 25.42 $ 4,626.44 $ 5,662.02 
5 260 $ 56.53 $ 14,697.80 $ 25.42 $ 6,609.20 $ 8,088.60 

max-51726 2 104 $ 84.63 $ 8,801.52 $ 25.42 $ 2,643.68 $ 6,157.84 
3.5 182 $ 84.63 $ 15,402.66 $ 25.42 $ 4,626.44 $ 10,776.22 

5 260 $ 84.63 $ 22,003.80 $ 25.42 $ 6,609.20 $ 15,394.60 
Mean 2 104 $ 75.67 $ 7,869.68 $ 25.42 $ 2,643.68 $ 5,226.00 

3.5 182 $ 75.67 $ 13,771.94 $ 25.42 $ 4,626.44 $ 9,145.50 
5 260 $ 75.67 $ 19,674.20 $ 25.42 $ 6,609.20 $ 13,065.00 

Totals for Visits 1 and 2 2 208 $ 250.25 $ 26,026.00 $ 50.84 $ 5,287.36 $ 20,738.64 
3.5 364 $ 250.25 $ 45,545.50 $ 50.84 $ 9,252.88 $ 36,292.62 

5 520 $ 250.25 $ 65,065.00 $ 50.84 $ 13,218.40 $ 51,846.60 
Third Visit - Outpatient 
Procedure-      min - 57240 2 104 $ 393.23 $ 40,895.92 $ 25.42 $ 2,643.68 $ 38,252.24 
Outpatient 3.5 182 $ 393.23 $ 71,567.86 $ 25.42 $ 4,626.44 $ 66,941.42 

5 260 $ 393.23 $ 102,239.80 $ 25.42 $ 6,609.20 $ 95,630.60 
max-51841 2 104 $ 793.92 $ 82,567.68 $ 25.42 $ 2,643.68 $ 79,924.00 

3.5 182 S 793.92 $ 144,493.44 $ 25.42 $ 4,626.44 $139,867.00 
5 260 $ 793.92 $ 206,419.20 $ 25.42 $ 6,609.20 $199,810.00 

Mean 2 104 $ 664.95 $ 69,154.80 $ 25.42 $ 2,643.68 $ 66,511.12 
3.5 182 $ 664.95 $ 121,020.90 $ 25.42 $ 4,626.44 $116,394.46 

5 260 $ 664.95 $ 172,887.00 $ 25.42 $ 6,609.20 $166,277.80 
Totals for Visits 1-3 2 312 $ 915.20 $ 95,180.80 $ 76.26 $ 7,931.04 $ 87,249.76 
Outpatient 3.5 546 $ 915.20 $ 166,566.40 $ 76.26 $ 13,879.32 $152,687.08 

5 780 $ 915.20 $ 237,952.00 $ 76.26 $ 19,827.60 $218,124.40 
Fourth Visit - Inpatient 
Procedure - 2 21 $ 2,700.00 $ 56,160.00 $1,511.48 $ 31,438.78 $ 24,721.22 
Inpatient 3.5 36 $ 2,700.00 $ 98,280.00 $1,511.48 $ 55,017.87 $ 43,262.13 

5 52 $ 2,700.00 $ 140,400.00 $1,511.48 $ 78,596.96 $ 61,803.04 
Totals for All Visits 2 

3.5 
5 

$ 151,340.80 
$ 264,846.40 
$ 378,352.00 

$ 
$ 
$ 

39,369.82 
68,897.19 
98,424.56 

$111,970.98 
$195,949.21 
$279,927.44 
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Appendix D 

Definitions 

Access to Care. This is a measure of the ability of a patient to obtain care based on the 
patient receiving care that is not offered, the service is offered but appointments are not 
available, and the amount of time the patient has to wait to get an appointment. An 
additional factor related to access is the time and distance a patient must travel in order 
to receive his care. 

Beneficiary Satisfaction. This is how well the patient feels about the overall process of 
the care received. Factors affecting beneficiary satisfaction include (1) access, (2) 
feelings of ownership, belonging, and loyalty that patients have toward the institution, 
(3) quality and quantity of staff interaction with the patient, and of course (4) quality of 
care provided. 

Benefit to GME. Both MAMC and VAPSHCS have GME programs. These programs 
require certain numbers of cases and patient contact hours for various residents to 
become board certified. Sharing agreements may help meet these requirements. 
Depending on the number of episodes of care, it may help expand individual GME 
programs. 

Benefit to Taxpayers, Congress, and other Stakeholders. There are others who 
have a stake in what MAMC and VAPSHCS does and how they do it, not just the 
organizations themselves. It may cost MAMC more to provide a particular service to 
VAPSHCS, or vice-versa, than MAMC can recoup. The VAPSHCS however, may pay 
less to have MAMC provide care than it would pay to hire additional personnel 
themselves or to have a civilian facility provide the care. In this case MAMC may lose 
money, but its loss my end up being a savings for the VA, and a net savings for 
Congress and American taxpayers. 

Continuity of Care. This is a measure of how well the patient's care is coordinated. 
Factors include: record availability and transfer of information, is the patient transferred 
many times to many locations, is there a single provider who is following the patient? 

Cost Avoidance. This the dollar amount the organization would "avoid" paying in the 
future, based on obtaining an equivalent volume and quality of care at a lower price 
through one alternative than it pays currently for that same care. 

Marginal Costs. These are the costs associated with performing one additional unit of 
service, i.e., seeing one additional patient. Given this particular situation, the only real 
additional costs incurred by either the VA or MAMC are the cost of supplies, 
medications, and ancillary services associated with a particular episode of care. 
Property, plant, and equipment (PPE) costs, personnel salaries, utilities, etc., are costs 
that the organizations already incur on a daily basis and are therefore not considered. 
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Appendix E 

Acronyms 

ADS - Ambulatory Data System 
ALOS - Average Length of Stay 
AMEDD - Army Medical Department 
APCC - Adult Primary Care Clinic 
ARS - All Regional Server 
ASD(HA) - Assistant Secretary of Defense for Health Affairs 
BCA - Business Case Analysis 
BSC - Balanced Scorecard 
CHCS - Composite Health Care System 
CHF - Congestive Heart Failure 
CMAC - Champus Maximum Allov^^able Charge 
CME - Continuing Medical Education 
CMOP - Consolidated Maii-Order Pharmacy 
CPT - Current Procedural Terminology 
DCCS - Deputy Commander for Clinical Services 
DOD - Department of Defense 
DRG - Diagnosis Related Group 
DSCP - Defense Supply Center Philadelphia 
DVA - Department of Veterans Affairs 
EAS - Expense Assignment System 
ENT - Ear, Nose, and Throat 
FFS - Fee for Service 
FTE - Full-Time Equivalent 
FY - Fiscal Year 
GAO - United States General Accounting Office 
GME - Graduate Medical Education 
GMP - Graduate Management Project 
FSS - Federal Supply Schedule 
HMO - Health Maintenance Organization 
HNFS - Health Net Federal Services 
HR - United States House of Representatives 
ICDB - Integrated Clinical Database 
ICU - Intensive Care Unit 
IM/IT - Information Management/Information Technology 
IV - Intravenous 
LPN - Licensed Practical Nurse 
MAMC - Madigan Army Medical Center 
MCSC - Managed Care Support Contractor 
MEPRS - Medical Expense and Performance Reporting System 
MEQS - MEPRS Executive Query System 
MHS - Military Health System 
MOU - Memorandum of Understanding 
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MS - Medical Service Corps 
MTF - Military Treatment Facility 
NDMS - National Disaster Medical System 
OB/Gyn - Obstetrics and Gynecology 
OR - Operating Room 
ORMA - Operating Room Management Application 
OSD(HA) - Office of the Assistant Secretary of Defense for Health Affairs 
OTSG - The Office of the Surgeon General (Army) 
PAD - Patient Administration Division 
PASBA - Patient Administration Systems and Biostatistics Activity 
PCM - Primary Care Manager 
PERSCOM - United States Army Personnel Command 
PPO - Preferred Provider Option 
PROFIS - Professional Filer System 
RMC - Regional Medical Command 
RMD - Resource Management Division 
RN - Registered Nurse 
ROI - Return on Investment 
TSG - The Surgeon General of the Army 
VA - Department of Veterans Affairs 
VAPSHCS - Department of Veterans Affairs Puget Sound Health Care System 
VBA - Veterans Benefits Administration 
VHA - Veterans Health Administration 
VISN - Veterans Integrated Service Network 
WRMC - Western Regional Medical Command 
WWR - Worldwide Workload Report 


