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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 organizétions. 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 DOD/VA 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
Adm_inistratﬁon, and the VAPSHCS. The analyéisVﬁna'sytAHa?MAMMC’As level df intér_action
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.



DOD/VA Sharing 4

TABLE OF CONTENTS

CHAPTER 1 INTRODUCTION ..ottt iiicieee it et eee e eee s e eees. O
Madigan Army Medlcal Center PP -
VA Puget Sound Health Care System e eee i eneeeeeee e 10
Conditions which Prompted the Study.............cc oo evieiviiivnn. 12
Statement of the Problem or Questions.............c.cceceeveeveevneee . 16
Literature REVIEW. .... ...ovv et iee e e e eee et iee e teeeeeaeeeeeveeeeeeee 1B
Legislation and POliCY... ... ..o covvevvcvie v v v v e e 16
BOIEFILS. .. e e eee e e e e et et ie eee e aee ceevre ees e aee s reeee e 19
BaITIEIS. .. vt e e eee eeeeeeeeeeee e eeeeeeaeeeeeaes eee e s ensanvnevvemeennnnnes 20
PUIPOSE. ... .o eiue e e aen een e ere e tee e e s eatas o e e e e e e venne 22

CHAPTER 2 METHODS AND PROCEDURES... e, 22
Ethical Consideration..s.. e e e e e e e e e e, 22
Assumptlons 23
Data Sources... e e e e e e e e e et e eee e aeeeee 23
Psychometrlcs e e e et e ree e e e rn rnn e e e 24
Methods and Procedures PPN UPPRRD o

CHAPTER 3 THE RESULTS......ioiiit et et cee e e e e e 29
FYO1 Level of SNaring......ccevvvvieiieecvieeieeeee et et v een e e 29
New Sharing Opportunities.............ccuve v veiereieriiecn i i veeeeeeeee 30

CHAPTER 4 DISCUSSION... ST PVOPR.: /4
FYO1 Level of Sharing... e e e e e 32
FYO1 Sharing Documentatlon 32
Pre-Separation Physical Exammatlons 34
Collection and Tracking Data .. 36
New Sharing Opportunltres P SRR 1<
Medical Services... 39
Otolaryngology TP UPRUPIY <10
Obstetrics and Gynecology 44
Operating Rooms... 46
Nursing Services... 47
RECIUIHING ... vecr e et et e et e cee st ie e eee e e e 48
Education... P RPRPPRT 1
Medical Surglcal Ward Integratron 49
Pharmacy... 50
Laboratory... e et eee e eeeeeeeneeeeeeieaee e ere e aeas 52
Regional Contracts 53
Mental Health... eeieeiin. B4
Information Management/lnformatron Technology 54




L e i e e i 2 5

DOD/VA Sharing 5

CHAPTER 5 CONCLUSIONS AND RECOMMENDATIONS................. 57
APPENDIX A FYO1 Sharing Summary Worksheet............cccccccce e 67
APPENDIX B Revised FY01 Sharing Summary Workbook.......... 68
APPENDIX C Otolaryngology Business Case Analysis................c..oeee. 71
APPENDIX D OB/Gyn Business Case Analysis.............ccccccceveinee. 81
APPENDIX E Definitions......cc.veevvv oo eeeeeieie s e e e eevee e eenvveeeneeee 91

APPENDIX F ACIONYMS. ...ueeivcerceteen eeneneeie et coneiaeneensenennsen e eenenee 92




DOD/VA Sharing 6

Department of Defense/Veterans 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 Yeér (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 departmeﬁts 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 “régionally managed health care program for active duty and retired
membersof tr;e uniforméd séfvices, 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 asseté of tﬁe Army, Névy
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 §imi|ar 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 cgs_t_s }he 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 thé network and the bill exceeds the maximum charge allowed by TRICARE. The
user is then responsible for that amount above fhe 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 lll, 414-bed Military Treatment
Facility (MTF) at Fort Lewis, situated just south of Tacoma, Washington. The hospital
had a FYO1 budget of approximately $153 million, and provided care to over 175,000
beneficiaries (Madigan Army Medical Center, 2001). This budget figure does not inciude
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 _thé Army(Reser\}e. 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
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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 providef. TRICARE
is set up in such a way, that if the MTF cannot provide care within established access
time standards, the patieﬁt h;s 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 fof 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 ldaho.

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
rehebilitetion. The VAPéHCS also fosters an active academic afﬁlietieh 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 égreement 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
FYO01. To put this amount into perspective however, consider that this accounts for less
| than two tenths of dhe percent ofAMédiééwr;’s “budget-alone for fhat yéar. For ﬁwost
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 én 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 organizaiioﬁs' o
vernacular. : -

The AMEDD is currently -i“mplementing a management tool known as the “balancéd
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, énd 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 td 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 DOD/VA sharing initiatives. These reports highlight
millions of dollars of cost avoidance due to initiatives already in place, but emphasize
that hur{dreds of millions of dollars cbuld be saved each year through.additiona-l shériﬁg
agreements (GAO, January 2000, May 17, 2000, May 25, 2000). These réports 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, hoyv, and how much sharing will occur.

Another “signal” indicating that DOD/VA sharing needs reevaluation is the issuance
of an Executive Order establishing the Presidential Task Force to lmprove 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 df various stakeholders involved in the Alaska Federal Health Care
Partnership.

In April of this year, Stephen P. Backhus, Director of Health Care — Military Health
Cére Issues, Unité'd States General Accounting Office, sent a' Iéttér_and questionnaire to
MAMC’ Commander. The letter stated, “Based on géneral criteria including proxfmity to
a VA or DOD hospital, current sharing arrangements, and médical 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 that 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
personne! together at a DOD/VA Health Care Summit on September 6, 2001 and
directed the fdrmation of a local DOD/VA 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 géVe them the mission to identify and make |
. recommendations on how to improve DOD/VA sharing in the Puget Sound Area. Dr. |
Gordon Starkebaum, VAPSHCS Médical 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 track 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 DOD/VA 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 reéponsibility are sﬁb-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 pfobably not the smartest way to do business.

According to Ms. Gail Eck, Administrative Officer for VAPSHCS, during FY00
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 reimbursément 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 maxinﬁiie 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
DOD/VA 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 Miliiary
Health System and VA medical resources will be fully integrated. The bill would require

a“unlf ed management system” to include “budget and financial management stafflng

~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 beneﬁté 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 féci!ity from trul'y -
integrating. Other barriers identiﬁéd at a-\‘/A/DOD Summit conducted at McCord Air
Force Base, WA Septembe? 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 an 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 day’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 eharing 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 faculmes (MTFs) from using sharing agreements with VA for dlrect
medical care” (GAO, May 17 2000). This barrier in particular has the potentlal to be the
most problematic. Much confusmn 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 DOD/VA 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




DOD/VA Sharing 22

health care facilities. Another way that the bill seeks 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 outcémes of the analyseé. The anal);ses 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
this 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 collegiality. 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 vfor 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) lll and the Expense

Assignment System IV (EAS 1V) 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 base‘d on MAMC's zip code to derive the cost
data for the business case analyses. Secondary sources of data included the DOD/VA
Project Officer for TRICARE Region 11 Lead Agent’s Office, MAMC’s Chief of Clinical
Support Division, and Madigan RMD staff.

Reliability and Validity

Most of the data presented in the original FYO1 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 seen for each
service. The dollar values are correct, but as indicated previously are a reflectlon 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 pétier?fs and those who are “pure” VA. Another problem is that some VA
pat'ients show up at Madigan wi.thout authorization from VAPSHCS, but aré seenm |
anyway. Many of these patients present throdgh MAMC's emergenc;l 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 comper))sation 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 witﬁin Madigah 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 ;iability and provide

. valuable information for decision-making purposes. |

Methods and Procedures

The first step in this study was to capture the FYO1 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 th;, 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}se‘r\}iéé, 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 FYO1and 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 ﬂgureé 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 new sharing agreements, the researcher utilized the capacity versus need matrix
that the local DOD/VA 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 a‘rrangements could form. These
service lines are for otolaryngology services, obstetric and gynecology services, and
mental health se;vices. 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, October 5, 2001).

The managers fof these service lines then communicated more detailed information

regarding each other’s needs and capacities to determine whether an amicable




DOD/VA Sharing 29

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 meétings. 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, hé fell far short of his naive goal of 100% acé:uracy.- Given the o
current tracking and reimbursemeht mechanisms, the reséarcher 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 FYO1, 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 nbf 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 fotal involvement with the VA.

The second objective was to monitor MAMC'’s and VAPSHCS'’s efforts to identify
and implement new sharing opportunities. Local DOD/VA Sharing Task Force members
idéntiﬁed seven areas that would most likely yiéld new sharing opportunities and it is in
these areas that they have concentrated their efforts. These eﬁoﬁs areas include
Medical Services, Nursing, Pharmacy, Laboratory, Regional Contracts, Mentai 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 fhe

discussion phase and are ready to implement their proposals. As such, the researcher




T e T T e e i W e T SR

DOD/VA Sharing 31

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 respectfvely. 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 patieht, ‘and benefit to VAPSHCS dutweigh the $37,000 negative return on
investment for Madigan. This proposal is currently in written form and éwaiting apbrovél
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 services 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 abproximately
$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 assurhption on the 'infOrmétﬂidn»preSehted in
MAMC'’s FY00 and FY01 sharing summary spreadsheets. According to those
documentsm, 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 spreédsheet 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 R’MD 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 aé;éuming the directorship.

Sharing documents from 1989 indicate that the service wés a pairt ofithéiagr_eement
at that time, and that MAMC haé paid for what appear; 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 FYO1
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 dué 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 tb 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 requiremenfé. The MAMC Support Agreement Manager is
currently staffing a draft version of a new agreement pertaining' to this inte_raction. 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 DOD/VA 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 DOD/VA Executive Council need to come to agreement ona
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. Cu.rrently, 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 MAMC/VAPSHCS 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

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

Lake Campus personnel review the episodes of care and ver|fy 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 A
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 that care. Various task forée 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 s‘ervices 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 ramblings 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 DOD/VA
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 est’ablishing new sharing agreements. _ 7

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 DOD/VA Shafing 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 DOD/VA Sharing Task
Force is almost ready to implement. The VAPSHCS recently drafted‘a Memorandum of
Understanding (MOU), 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 safgery. If MAMC staff performed the
procedure, surg-ical interveﬁtion would happen much sdoner, and the patient and their
family members would not have to travel as far as they would otherwfse.

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 $9~00 pér day. | A

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 éan 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 éharing 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 réa's’oné, 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 MAMC 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 a_pproximately equivalent to tWo days
per month. Otherwise, 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 implicatiéns 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/Gyr_1) services._Currently, é géﬁeral 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 Americén Lake's female patie;lts
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 visité. 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,
Iocéted at the bottom of the spreadsheet, are calculated using the mean CMAE: rate for.
~ all codes associated with each group of required services. Mean vélues.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. McClure 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 iliness would
be found at an earlier stage, thereby reducing the cost of treating thé 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 Americah 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 expehse prdrhptéd 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 dialég with their VAPSHCS
counterparts include Ophthalmolog;, Optometry, and Vascular Surgery. Madigan’s
Ophthalmology Clinic is currently VAPSHCS's most actively used service, with 104
patients seen during FYO1. 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 Léke 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.

kThe second theme is that of education. Each organization provides many different
internal Contin'uing Medical Eaucation (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 a;1d is
i 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 stéff 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 w'it‘hinr 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 DOD/VA Consolidated Mail Order Pharmacy (CMOP) pilot project, but
lost out to Ft. Hood. They are currently exploring development of regional phakmacy
contracts, MAMC's use of VAPSHCS clinical pharmacists, and the possibility of
establishing a joint regional level contract for the use of the drug infdrmation 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 DOD/VA 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 Aimquist, 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 I\( solutions for the nurs’ing 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.
Laboratory

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 FYO1 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 cells and
$50 for each unit of fresh frozen plasma. She stated that the most likely supplier
available to VAPSHCS ch;rges $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 service§ to VAPSHCS at price; 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 évaluating 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 FYO1
sharing summary spreadsheet, the amount of this contract was just over $1 million for
that year. The Defé”nse 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 thrdugh 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




DOD/VA Sharing 54

workgroup is identifying those contracts that 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 organizatibns can create joint contracts to
provide even more savings. Please note that regional entities are peﬁorming 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 experiise 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).
IMNT

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 qisparate 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 A1 C
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 Co‘IoneI 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 pa‘tie‘hts
treated in DOD facilities within Region 11, prdvidi_ng for better coordinated care.
Madigan is also inst;cllling 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 prox)iding selected VA
facilities with an audio/video workstation to link them to MAMC. 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 inféfmatics 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 al_low 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 DOD/VA 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 wéys 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 patieht 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 tp 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 S‘éattlié Campus on other days. This would give each
sharing cell rﬁember 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 formélly 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 particular 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 ir;tiative that is attainable and near the point of implementation,
the OB/Gyn Initiative, | 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 MOU,

N
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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 othér 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 DOD/VA 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
pe;rtnering/working with the otHer toward something better. —

The researcher concludes this project wi;(h 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, lllinois 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 DOD/VA 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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Appendix A
FY01 Sharing Summary Worksheet

Sharing
DoD to VA VA to DoD
DoD | Agreement# ) . MEPRs | Freauencyof | bon oo paid | Bartered | D921 | DD | yp g paig| Bartered | VAtoDoD | VAL
... | VA Facility | (FRS) for each| Type Service Provided Service .~ . |VAOwed| VAS$sin L DoD $s in
Facility N Code . to VA Services in . toDoD | Servicesin| Owed$s .
Sharing Provided $s $s Dispute $s Dispute
Agreement
VAPSHCS
MAMC Seattle, WA 1GA663-9019 Inpati NOTE: Total dollars billed are through July2001
Regular Stays 35 $0.00 $45,000.00
ICU DJAA 24 $0.00 $51,600.00
ICU Support EAAA 0 ' $0.00 $0.00
Outpatient :
Ambul 0 $0.00 $0.00
Internal Medici BAAA 0 $0.00 $0.00
Cardiology BACA 0 $0.00 $0.00
Neurology BAKA 0 $0.00 $0.00
Oncology BAMA 3 $0.00 $104.37
Radiation Therapy BASA 8 $0.00 $1,294.15
General Surgery BBAA 8 $0.00 $1,081.28
Ophthalmology BBDA 104 $0.00 $24,272.34
ENT/BBFA BBFA 8 $0.00 $1,165.29
Urology BBIA 0 $0.00 $0.00
Emerg /BIAA BIAA 2 $0.00 $700.68
Audiology BHDA 0 $0.00 $0.00
Physical Therapy BLAA 0 $0.00 $0.00
Pathology DBAA unk $6,649.77 $14.813.72
Radiology DCAA unk $4,010.82 $13,507.06
Same Day Swrgery DGAA 11 $0.00 $10,425.52
VAPSHCS Total: $0.00 $0.00 $0.00 $0.00 $10,660.59 $0.00 $163,964.41 $0.00
VAMC Bolse,
MAMC 1D Pharmacy Total DAAA $0.00
VADDC
MAMC Denver, CO Audiology Delivery Agreement Total BIIDN unk $67,991.60
VA Central Interagency Cross-Services Support
Office, Agreement; Prime Vendor Contract
MAMC Washington DC Total i unk $1,046,974.57
VAPSHCS,
MAMC Scattle, WA MCHJ-025-96 LPN Students Training ; GA N/A
VAPSHCS,
MAMC Seattle, WA MCHJ-036-98 Emergency Response (NDMS) N/A .
VAPSHCS,
MAMC Seatle, WA MCHJ-111-99 Nurse Anesthetist Training ; GA N/A
VAPSHCS, Internship in Occupatl Therapy R
MAMC Seattle, WA MCHJ-113-99 Training; GA N/A
VAPSHCS Family Practice Residents, Genatrics
MAMC Seattle, WA MCH)-028-00 Tmg; GA NA
VAPSHCS Physical Medicine &
MAMC Scattle, WA MCHJ-029-00 Rehabilitation/Neurology SveTmg; GA N/A!
VAPSHCS General Surgery Residency PGY 4 Tmg;
MAMC Seattle, WA MCHJ-030-00 GA N/A
VAPSHCS
MAMC Seatle, WA MCHJ-031-00 Podiatry Residents Tmg; AF N/A
VAPSHCS,
MAMC Seattle, WA MCHJ-032-00 Ophthalmic Resid Tmg; AF N/A
VAPSHCS,
MAMC Seattle, WA MCHJ-033-00 Internal Medicine Residency Tmng; GA N/A
VAPSHCS, OB/GYN Geriatric Medicine Residency i
MAMC Seattle, WA MCHJ-034-00 Tmg;, GA N/A
VISN
MAMC 20/Portland IHS [NWLA Hith Svcs P hi N/A
MAMCT
TOTAL $1,114,966.17 $0.00 $0.00 $0.00 $10,660.59 $0.00 $163,964.41 $0.00
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Appendix B .
Revised FY01 Summary of Paid Services Between MAMC and VAPSHCS

DoD i Sharing ! , . MEPRs | Number | Number of |, ) ¢ paid | DoD to va| DD to VA
Facility VA Facility Agreement ” Type Service Provided Code of visits or to VA Owed $s $sin
; Patients | Services Dispute
MAMC - [VAPSHCS Secattle, WA |IGA663-9019 Inpatient: .
Regular Stays 35| 50 bed days
ICU DJAA 24| 30 bed days
ICU Support EAAA !
Outpatient:
Ambulance
Internal Medicine BAAA
Cardiology BACA
Neurology BAKA
Oncoiogy BAMA 3 5
Radiation Therapy BASA 8 N/A
General Surgery BBAA 8 24
Ophthalmology BBDA 104 428
ENT/BBFA BBFA 8 30
Urology BBIA
Emergency/BIAA BIAA 2 N/A
Audiology BHDA
Physical Therapy BLAA
224 units RBCs
Pathology DBAA 4 units FFP
Radiology DCAA
Same Day Surgery DGAA 11 N/A
Geriatric Fellowship Director 4 hrs per week $52,114
VAPSHCS Total: 203 715 $52,114 0 0
MAMC DoD/VA Contract |Pharmacy DAAA N/A
MAMC |VADDC Denver, CO Audiology Delivery Agreement Total |BHDN 811117 hearing aids $48,869
Interagency Cross-Services Support
VA Central Office, Agreement; Prime Vendor Food
MAMC  [Washington DC Service Contract Total $1,046,975
All VA Total: 284 796 $1,147,957 0 0
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Appendix B
Revised FY01 Summary of Paid Services Between MAMC and VAPSHCS

Sharing
Agreement # VA to DoD L
(FRS) for each Type Service Provided VA n.o DoD | VA to DoD $sin Total $ <m_:m of Active ? Expiration Other Status
. Paid $s Owed $s . Services Date
Sharing Dispute
Agreement
1GA663-9019 Inpatient: Yes 5/31/2002  |Updated version pending
Regular Stays $45,000.00 $45,000.00
ICU $51,600.00 $51,600.00
ICU Support $0.00 $0.00
Outpaticnt:
Ambulance $0.00 $0.00
Internal Medicine $0.00 $0.00
Cardiology $0.00 $0.00
Neurology $0.00 $0.00
Oncology $104.37 $104.37
Radiation Therapy $1,294.15 $1,294.15
General Surgery $1,081.28 $1,081.28
Ophthalmology $24,272.34 $24,272.34
ENT/BBFA $1,165.29 $1,165.29
Urology $0.00 $0.00
Emergency/BIAA $700.68 $700.68
Audiology $0.00 $0.00
Physical Therapy $0.00 $0.00
Pathology $6,649.77 $14,813.72 $21,463.49
Radiology $4,010.82 $13,507.06 $17,517.88
Same Day Surgery $10,4256.52 $10,425.52
Geriatric Fellowship Director $52,114.00
$10,661 $163,964 0 $226,739
Pharmacy Total $680,868
Audiology Delivery Agreement Total $48,868.64
Interagency Cross-Services Support
Agreement; Prime Vendor Contract
Total $1,046,974.57
$10,661 $163,964 0 $2,133,589
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Appendix C
Otolayrngology Business Case Analysis

Base BCA Tempiate 3.4 (8SC iz ati
* Cover Page - Balanced Scorecard Initiative
Initiative Name: MAMC/NVAPSHCS Otolayngology Sharing Agreement
Strategic Theme: Manage Direct and Network Healthcare
Strategic Objective: Manage the healthcare system to maximize MTF capabilities
Target: 100% RO!
Initiative Description: 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
Initiative POC Name/Phone/E-mail: MAJ Kevin Mulalley, 968-0155, kmulalley@nw.amedd.army.mil
Status (Select one by marking "X") Developing | |Pending i X |Approved | |impiemented |
Interdependencies: INA

‘ Executive Summary

Initiative Name:
MAMCNAPSHCS Otolayngology Sharing Agreement

Non-Fiscal "Value” Summary

Description of Benefits: .- T e I e e e e S e e U T e T T
The largest benefit is giving ENT additional cases of a higher complexity to sustain its GME program; Sustains/fimproves staff
competency; Improves care to patients via increased accessability and shortened wait times Jor treatment/surgery; Decreases

patient/family member tavel distance; Reduces VAPSHCS surgical backlog; Increases patlent satisfaction

Complexity Issues: ;.. .0l o T T L i L T
Issues for this initiative will revolve around patient transfer to VAPSHCS. MAMC providers may want to keep patients in MAMC

longer than VAPSHCS wishes. This could lead to problems with relmbursement.VAPSHCS will need to communicate/market the
change in service to its beneficlaries.

Interdependency ISSUes: | -1/ " o/ 7 1w o e L e e e e e
"Assumes that DOAOS will have the appropriate staffing to support MAMC's normal caseload and this initiatives cases also. Need
to consider prioritization of surgical cases.

Beneflt Drivers: . i e i L e e T e e
The number, complexity and case mix of the VA patients seen; Appropriate relmbursement Jor services provided

Risks: .. oo oo o e T e e R T S e
"Cherry picking” on the behalf of VAPSHCS and its GME program with the University of Washington. VAPSHCS may not reimburse
us appropriately.

Performance Measures/Metrics: o D = o o A, . Colegh e
Percent ROIL Increase in workload, Increase in number of VA patients seen; Increase in $ amount of care provided based on VA
reimbursement rates; For VAPSHCS: Cost-avoidance

Fiscal "Value” Summary S
Budget: - D - "FY2001 -
Investment/Change in Direct Care R

Cost Avoidance-Savings/MCS8 Contract. =
Impact +(74,670)|.

Net Value or Savings - 37,021 - - -
Pay-off (ROI) % #DIV/O1 -33% #DIV/O1 #DIV/Ot #DIV/O1 #DIV/O1 #DIV/O1 #DIV/O1

FY 2002 FY 2003 - . FY 2004 FY2005 FY2006 FY 2007
1.111,691 |« : . }
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Otolaryngology Business Case Analysis

Base BCA Template 3.4 (BSC Rationalization)
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.

Business Initiative Narrative - For each initiative the business unit should explain:

|pataentry in-Yeilow highlighted ‘cells.” Bulletize your key' points’ whenevér appiicable. .

A. Goals & Objectives:

1. Describe how your initiative will support Balanced Scorecard objectives of the AMEDD/RMC/MEDCOM....Why is this initiative required?

This lnltlatlve supports the WRMC's and MAMC's objective fo "manage the healthcare system to maximize
ifi Otolayrngole this initiative will help increase both Inpatiént and outpatient y workload ./

2. What are the objectives of your initiatives?
increase the number of h head and neck cases seen by Otolaryngology residen

B. Measures of Success: (If you can't do this - you cannot have a business plan)

4. What are the measures of success? How do they align to the goals/objectives described above?

Any add| itional number of head and neck cases available to our residents.

2. How will you know when you ve achieved these goalslobjectives" (What Is the Balanced Scorecard target?)

The target is 100% ROI :
When Vi patients have been seen,

surgerles have been performed wlthout eﬂecting access and care for DoD beneﬁcrarles

3 What are the specrf c beneﬁts in terms of improving access, quahty, servlce cycie-time cost and patient safety?
Improves: for VA beneficiaries and dual-eligibles receiving care through the VA system
Cost to the VA ls iess than if they would have to send the patients downtown ' -

4. Who are your primary and secondary stakeholders? What wili “the solution" look like to the individual patient, provider, administrator, other
stake holders?

Primary stakeholders are VA patients and the staff and residents of the MAMC Otolaryngology GME Program .
Secondary stakeholders are the other patiems in need of. orolaryngology services,’ RMD, DOAOS, DON .
and‘ i give VA patients great

C._Identifying Process Design Opportunities:

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 ao‘dltion ro those of MAM
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Otolaryngology Business Case Analysis

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 directly with MAMC providers for appointments.
VAPSHES Issues their patienzs authorlzatlon ‘'statemnents for them to receive care at MAMC.
The patlent takes the authorization statement to the clinic. The patlent receives care.-The staternenl goes to RMD.
RMD looks up the record and asslgns a code. RMD sends a bill to VAPSHCS. VAPSHCS reviews the oding. VAPSHCS pays the bill.
Patient fakés MAMC documentation back to VAPSHCS. VAPSHCS Inputs data into their Computerized Patient Record S stém (CPRS,
2. What are the constraints to the current ways of providing these services/capabiiities?

Process is time consuming, laborious, but does not prevent the process from occur

What alternatlve methods could be used to do the same thing, either as well or better?

l! VAPSHCS had a CHCS terrmnal -they could entera refenal _lnto the s tem, rather than coordinate it manuall|

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

inat| ople, process d tools to remedy the problem?
At thls palnt in time, the preferred: solutlon ts that which uses the personnel, processes and tools already in place,

2. What other variables need to be considered in decldlng to implement this solution? Is there slmiler experience elsewhere (Wlthln DoD,

civilian, academia, Industry) where the solution to the problem was successfully used in similar settings?

Other examples am curremly ongolng here al M_AMC tlus pamculanmtaoye is one that MAMC_and the American La Campu:

3. Are there technology components to the preferred solutlon” What are they?
A common Infom'latlon technology ln!rastructure would greatly facilitate the process, but is not necessary.

4 Why is technology requlred" Is the technology a driver or enabler of the process”
Technology is not required it would be consrdered an enabler. e

F. Economic Analysis/Containing Costs:

1. List the "things" such as people, processes, and tools requ:red for the preferred solution

No additional personnel or processes are need. ... .. b : :

ome ‘space,’ exam rooms equlpment, supplies, ‘and co Jel
shari tr hich addresses this Initl

A eﬂcan Lake outpatient cllnlc are be!ng provld'ed by VAPSHCS
‘needed; it Is currently in draft form

2. Are other “partnering” alternatives viable and available.(either as direct on-site service nrovldere, resource shares, remote consultants, or tele

health consultants, other MACOMs or Services, etc so, with whom?
This is the other partnering alternative.

reduce practice variabilities (best practices) and contain costs?
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Otolaryngology Business Case Analysis

4. Describe the potential benefits and savings (e.g. saves staff time, money, other resources, decreased length of stay, improved data quality,

te. n are benefits and savi alized?
Decreased cost. for VAPSHCS; decrease in VAPSHCS surglcal backlog

G. Clinical And/Or Intangible Improvements :

1. Briefly summarize the clinical benefits to implementing this initiative.

Helps maintain/increase Otolaryngology staff competenc,

2. What process or action can be used to "bridge the gap™ between current performance and desired results?

H. _Overcoming Constraints:

1. Review the constraints identified in question "D.2.” above. Are there additional barriers/limitations not covered? Alibis?

N/A -

2. |dentify the risks for each constraint.

Personnel involved In the tracking and billing processes perform these processes as additional dutie:
SIgnIﬂcant créases in sharing activity may ‘Incréase the amount of tirme to perform ‘l‘hese p 's and event
@ to'd6 them full-time. The amount of additional work for these individuals créated by itiative wil

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)

¢. 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 MAMC Otolaryngology and VAPSHCS Orolaryngology staff. . .
MAMC DCCS and VAPSHCS Chief Medical Officer will monitor - - K
VAPSHCS staff will communicate the' program to thelr beneﬁclanes
Personnel equlpment, facﬂmes already exist .- ST

ds exchanged
e mlx patients seen ter E and G
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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 1D'd in clinic

MAJ Kevin Mulalley, 968-0155, kmulalley@nw.amedd.army.mil

Unfunded Requirements

Second Year Third Year
Current Funding initiative Requirement Phase-In Phase-in
Investment
Marginal (111,691)
TPC 74,670
Capital
Labor
Travel
Resource Support/Local Contract
Supplemental Care
Miscellaneous
Direct Care Net or Net Investment - s (37,021) § H -
Savings/Cost Avoidance
Change in Direct Care:  Savings (+}/Cost (-) [
MCS Contract impact  Savings (+) / Cost (-)
o *NetValue] $ o= | § oo 37,0208 oo e[ 8 A |
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Otolaryngology Business Case Analysis

Base BCA Template 3.4 (BSC Rationalization)

Initiate a sharing agreement with VAPSHCS where MAMC physicians and resident. duct a half day Otolayngology clinic at American Lake
VA ; MAMC performs surgery on surgical candidates th in clinic

HAJ Kevin Mula , 968-0155, kmulal a ..

Rationalization and Prioritization Criteria

Screening Criteria
1. Discretionary or Non-discretionary

Evaluation Criteria
2. Strategic focus and relevance
3. Financials:

Cost
f jons assist you in. the :
s::::’lﬁ::::"’b"ity rationalization and prioritization of your initiatives using a - .-
Time to results standard AMEDD: Balanced Score Card methodology Please
4. Complexity to implement complete the folrowmg questlo ,.then use the gradmg
. uidelines to score your lmhatave iv accordance with’ the

Interdependencies -
standard:zed crltena -Enter this score in the appropnate green
Human resource requirements : x for each evaluatvon cmena

Sponsorship and readiness to change
5. Capabilities building potential

Models future capabilities

Time to Impact

Criteria Scoring System

1. Discretionary or Non-discretionary

- Non-discretionary - 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 ——-- T ————areceet

LowMed
Grade of Med/High = Med/Med Med/Low

Evaluation Criteria Factors  High/High High/Med High/Low tow/Hiah ‘ Low/LoW

2. Strategic Focus & Relevance Grade 4 3 2 1 0
2.1 Strategic Focus
-, |ignificantly impacts 8 or more of the

- |Directly impacts 3 to 7 of the strategic . .-

lupw R ,lmplcts less than 3 strategic objectives .~ l X E

2.2 Time to Results

Im;h - Dellvered within 1 yeax U l X ~
[Hedium } -|Delivered within 2 years = T I
,Low_ . . '|Delivered in > 2 years

‘ Score
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Otolaryngology Business Case Analysis

Low/Med
Grade of Med/High Med/Med Med/Low

Evaluation Criteria Factors  High / High High/Med High/Low Low/High Low/Low
I I R DR

3. Financials (2 of 4) Grade 4
3.1 Financial Resource Availability

In_cqﬁgu_ng incremental fundlog " -

Low/Med
Grade of Med/High Med/Med Med/Low
Evaluation Criteria Factors  High/ High High/Med High/Low Low/Hiah Low/l.ow
3. Financials (4 of 4) Grade 4 3 2 1 1]
3.3 Profit Impact over 3 years

+$500 k

: |.*.=°°k?_n¢<;_'50ms' N

[

Medium

l
3.4 Timeframe

Il-T_i(h' "
[?_edh_lm»‘ :

lLow S ;-;I'.IS% of profit impact achieved in >2 years . .

s $ac0”

I‘75%.9f profit fmpact achieved in < 1 year ..

I.’IE.‘)%V of profit impact achieved in <2 years . ] .
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Otolaryngology Business Case Analysis

LowMed
Grade of Med/High Med/Med Med/Low
Evaluation Criteria Factors  High/High High/Med High/Low Low/Hiah Low/Low
4. Complexity to Implement Grade 2 1.5 1 0.5 0
4.1. lnterdependencies Score

| With proper governance and ‘execution, the
" |initiative can succeed in its own right’ -

‘:|Interdependence with other lnluatives is -
- {significant, but manageable - SRS

Requires output and success o!' mult.{ple othej
init{atives to succeed - R

4.2. Human Resource Requirements
[H@[{l : Can- be leeompushed with exi-ting people ud I

:|Requires the investment of high-leverage -

. R.egukel a major, long-tem lnventment !n e
outside resources -\ S

All Four Any Three Any Two
Grade of Boxes Boxes Boxes  AnyOne Box No Boxes
Evaluation Criteria Factors Checked Checked Checked Checked Checked

4.3 Quu).(ty of Sponsorship

[ ... " |Sponsor engaged’ ] X
[ & .. |Sponisor Accountable. - 1Tt -] X
[ & . |Project Manager in Place ... . . .. .| X
: 'Cdﬂcal mass of people aware & rendy to - X

: Score -

’ ) Low/Med
Grade of Med/High Med/Med Med/Low )
Evaluation Criteria Factors  High/High High/Med HighlLow . ' { ow/Hiah Low/Low

5. Capabilities-Building Potential Grade 4 3 2 1 0
8.1 Models Future Capabilities
//{Builds highly needed strategic cnpnblllues or I T
Irequired for future success -

Medium - . - - {Builds lower priority caplb{uﬁes that will be
o :{required for future success X
[Low : ‘Has little impact on building strategic J
e _lcapabilities :
$.2 Time to Impact
~.1 | The capabilities developed will have .. I X

-Score - -
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Appendix D
OB/Gyn Business Case Analysis

Base BCA Tomplaro 34 {SSC Rationsfization)

Cover Page - Balanced Scorecard Initiative

Initiative Name: MAMC/NAPSHCS 0B/Gyn Sharing Agreement

Strategic Theme: Manage Direct and Network Healthcare

Strategic Objective: Manage the healthcare system to maximize MTF capabilities

Taiet' 100% RO/

Initiative Description: 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.

Initiative POC Name/Phone/E-mail: MA.J Kevin Mulalley, 968-0155, kmulalley@nw.amedd.army.mil

Status (Select one by marking "X"} Developing | X |Pending | [Approved | {implemented |

Interdependencies: N/A

Executive Summary

Initiative Name:
MAMCWVAPSHCS OB/Gyn Sharing Agreement

Non-Ftscal "Va!ue Summa

Description of Benefits: - o N : : : :

High rate of return on investmenf; Payback occurs as soon as the bill ls processed, Increased workload and case mix for staﬂ'and
residents; Supports OB/Gyn GME Program; Sustains staff competency; Can be supported with existing resources; Better care for
VA patients; Patients have less travel distauce@lme

Complexity Issues: . .. .= RaE - : e T T e e T : R
Needs coordination between MAMC OB/Gyn and VAPSHCS' Need to develop an addendum to the current sharing agreement:
VAPSHCS needs to communicate/market the change in service to its patients

Interdependency Issues: .. T T A e e e e et e e e e
N/A

Benefit Drivers: . : - R R T e T -
Ability of MAMC OB/Gyn to absorb the !ncreased patient v!sits, The number of VA patlents that are seen; Accuracy and tlmeliness
of the coding and billing procedures

R.{sks- . : : ) i
Financially, none, uuless VAPSHCS does not appropiately reimburse. If this is the case, we can termin.ate the agreemeut.

Performance Measures/Metrics: o S - - o
Percent ROL Increase in workload, Increase in number of VA patients seern; Increase in $ amount of care provided based on VA
reimbursement rates; For VAPSHCS: Cost-avoidance

Flscal "Value Summa .
udget: - |- FY2001 FY 2002 FY 2003 FY 2004 FY2005 ‘FY2006 FY 2007 - - FY03-07]
lnvestmentlchnnge in Direct Care | Temosl i 39,3700 I Bl B R T T L A T ST SR ¢

Cost Avoidance-Savings/MCS Contrac a5 (151 341

Impact . R I ; i :

Net Value or Savings - (1 11, 97 1) - - - - - .

Pay-off (ROI) % #DIV/O! 284% #DIV/Otl #DIV/O! #DIV/Oi #DIV/O! #DIV/O! #DIV/Ot
/

non-infiated. constant dollar state. They will be inflated by’ ASCRM a8 part of the validation process. by the appropriate OMB inflator;
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OB/Gyn Business Case Analysis

Base BCA Template 3.4 (BSC Rationalization)

’ 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.

Business Initiative Narrative -‘For each initiative the business unit:should explain:::

]

[Data ntry i Yéllow highlighted Gells:’ Bulletizé'yourkey polits whenever applicable

A. Goals & Objectives:

1. Describe how your Initiative will support Balanced Scorecard objectives of the AMEDD/RMC/MEDCOM....Why is this initiative required?

This initiative supports the WRMC's and MAMC s ~objective to “manage the healthcare system pabilit
se mix and outpatiént workload i

B. Measures of Success: (If you can't do this - you cannot have a business plan)

1. What are the measures of success? How do they align to the goals/objectives described above?

An increase In the total n pa
A 1 00'/ or greater retum on lnvestrnent

The target is 100% ROI - Ee LA AT LT
Whe VA pat!ents ave been seen, procedures have heen perfo

D eneﬂclarfes

3 What are the specif c beneﬂts in terms of lmprovmg access, quallty, servlce cycle-tlme, cost and patlent safety"
improves for VA beneficiaries and dual-eligibles receiving care through the VA system

Cost fo the VA'is less than if they would have to send the patients downtown ! :
OB/Gyn care and lreatment Is more timely and appropriate -

4 Who are your pnmary and secondary stakeholders" What wIIl “the solutlon look ||ke to the Indlvldual patient, provider, admlnlstrator, other

stake holders?
Primary stakeholders are VA patients and the staff and residents of the MAMC OB/Gyn GME Program

Secondary stakeholders are the otherpat:enrs in need of OB/Gyn servloes RMD, Out-Patient Records L i
The solutlon ‘will be tmnspar
more ._agpmpﬂate care. -

C. Identifying Process Design Opportunities:

1. How will the solutions you develop change business & clinical practices (standards of care)?
Standard of care wlll remain unchanged -
7 'ctices' will remain the

2 How can current practices be modified to improve delivery of this capablllm
tinued DoD/VA coll bonmon
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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

VAPSHCS providers’ coordinate directly with MAMC providers for appointments.
VAPSHCS issues thelr patients authorization statements for them to receive’care
The patient takes the authorization statemenr to the clinic. The patient recei 28 care.The statemem goes to RM
RMD looks up the record and nsslgns 2 code. RMD sends a bill to VAPSHCS VAPSHCS revlews the codmg. VAPSHCS pa
MAMC Ouitpatient Records sénds documentation to' VAPSHCS. VAPSHCS alsa sends monthly utilization log for verification.
2. What are the constraints to the current ways of providing these services/capabilities?

Process Js 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?
tem, rather. than coordinate it manuall,

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

ombination eople, processes, and tools to remedy the problem?
At this point in time, the preferred: solution is that whlch uses the pers

onnel; processes and tools already in place

2. What other variables need to be considered In deciding to Implemerrt this solution? lsithere similar experience elsewhere (within DoD,
clvilian, academia, industry) where the solution to the problem was successfully used in similar settings?
Other examples are currently ongoing here at MAMC; thls parlicular lmtatrve is one that MAMC and. the American Lake Campus

nto whar is now know as'VAPSHC

3. Are there technology components to the preferred solution" Whei are they?
A commeon Information technology. lnfrastructure would greatly facilitate the process, butis not necessary :

4. Why is technology requlred? Is the technology a driver or enabler of the process? . -
Technology is not requlred It would be constdered an enabler R R i

F._Economic Analysis/Containing Costs:

1. List the "things™ such as people, processes, and tools required for the preferred solution.
No additional personnel or processes are need. .- :
An addendum to the current shan‘ng contract which addresses this inmatlve is needed

2. Are other "partnering” alternatives viable and available (either as direct on-site service providers, resource shares, remote consultants, or tele4

|heaith consultants, other MACOMSs or Seryices, etc) _If so, with whom?

This is the other partnering alternative.

3. How can these help reduce practice variabilities (best practices) and contain costs?
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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.), When are benefits and savings realized?
Decreased cost for VAPSHCS; Eliminates need for Seattle Campus to send provider to Amerlcan Lake; Increases VAPSHCS provider product:vlty
Decreased travel time for VA patients and family members; decreased time for a pointmem, increased patlent satlsfaction .
Increased case mix ‘workload for MAMC OB/Gyn sthGME pro
More appropriate care for VA OB/Gyn patlents !

G. Clinical And/Or Intangible Improvements :

1. Briefly summarize the clinical benefits to implementing this Inltlaﬁve

2. What process or action can be used to "brldge the gap” between c‘urrent' performance and desired results?

H. _Overcoming Constraints:

1. Review the constfaints identified in question "D.2." above. Are there additional barriers/limitations not covered? Alibis?

2. Identify the risks for each constraint.
Personnel involved in the tracklng and blllmg processes perform these  processes as addmonal duties, typically after hours
K and ia i

4. For each constrain&, who needs to be engaged to overcome this constraint? (example: RMC/MSC, MEDCOM, ASD(HA), Legislative change,

letc)
VISN 20, WRMC, TRICARE Region 11

I._Deployment Plan:

1. What is the recommended deployment strategy? Consider: B =

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

Metrics plan: Balanced Scorecard integration between objective-rr e-target and your initiative (cause and effect)

Program will be managed/implemented by MAMC OB/Gyn and VAPSHCS OB/Gyn staﬂ . L
MAMC DCCS and VAPSHCS Chief Medical Officer will monitor " "
VAPSHCS staff will communicate the program to their ben ﬁcra ies
Personnel, equipment, facilities already exist .. . .. B
MAMC RMD will monitor the ROI, number of visits, procedures performed ds exchanged
MAMC OB/Gyn wlll monltor the number and case ‘MIX of patients seen for GME and compelency 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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Base BCA Template 3 4 (BSC Rasonalization)

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, 968-0155, kmulalley@nw.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
Marginal (68,897)
TPC 264,846
Capital
Labor
Travel
Resource Support/Local Contract
Supplemental Care
Miscellaneous
Direct Care Net or Net Investment § - s 195949 $ - s -
Savings/Cost Avoidance
hange in Direct Care: Savings (+)/Cost (=)
MCS Contract Impact: Savings (+) /Cost (-}
. s - 'NetValue] $ . R ls . 195,949 I $ sl IS -I
. Second vear ‘Third vear
Based on min of 2 pts/iweek l Current Funding | Initiative Requlrementl Phase-in I Phase-in |
Investment
Marginal (39,370)
TPC 151,341
Capital
Labor
Travel
Resource Support/Local Contract
Supplemental Care
Miscellaneous
Direct Care Net or Net Investment § -8 111,971 § - s -
Savings/Cost Avoldance
hange in Direct Care: Savings (+) /Cost (-)
MCS Contract Impact  Savings (+) /Cost (-)
-~ *Net Value| § R K ANMSTI]S o e S e ]
Secondg vear Third vear
[Based on max 5 pts/iweek l Current Funding | Initiative Requlrement} Phase-In I Phase-In I
Investment
Marginal (98,425)
TPC 378,352
Capital
Labor
Travel
Resource Support/Local Contract
Supplemental Care
Miscellaneous
Direct Care Net or Net Investment $ - s 279927 S - 8 -
Savings/Cost Avoidance
hange in Direct Care: Savings (+) /Cost {-)
MCS Contract lmpact Savings (+) /Cost {-)
I : ‘NetVaIue[ S -|$ oo 279,927. } § e |$ R A I
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Base BCA Template 3.4 (BSC Rationalization)
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.
, 968-0158, kmulalley@nw.amedd.army.mil

Rationalization and Prioritization Criteria

Screening Criteria
1. Discretionary or Non-discretionary

Evaluation Criteria
2. Strategic focus and relevance
3. Financials:

Cost
g::f?tull: :Ztallablllty rationalization and priofitization of your initiatives using a a
P _standard AMEDD Balariced Score Card methodology. Please .

Time to results
gomplete the folramng queshons then use the gradlng
4. C(;I:r:::;:::\e(::el;?el:ment . guidelines to score your initiative i accordance with the .-
Human resource requirements btk B olpotyirioni gk gt green
Sponsorship and readiness to change

5. Capabilities building potential
Models future capabilities
Time to impact

Criteria Scoring System

Dlscmtxonary or Non-discretionary
- Non-discretionary - 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. E

Enter score-here wes<eeecceeeeeer R >
Low/Med
Grade of Med/High Med/Med Med/Low .
Evaluation Criteria Factors  High/High High/Med High/Low Low/Hioh - Low/Low
2. Strategic Focus & Relevance Grade 4 3 2 1 0

2.1 Stntezlc Focus )

: signlﬂeanuy impnctu 8 or more of the . : I
IMe@ipn@ o Dkeeﬂy {mpacts 3 to 7 oft.he lt.nteglc o ]
ILow T |‘lmpacgl less than 3 strategic objectives -~ - - I X

‘2.2 Time to Results : - -
[ pelveedwia dyew ]

[redhm

. |Delivered within 2 years C |

. Del_ivered in > 2 years .
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Low/Med
Grade of Med/High MedMed Med/Low

Evaluation Criteria Factors  High/High High/Med High/Low Low/Hiah
I I

3. Financials (2 of 4) Grade 4
3.1 Financial Resource Availability
’.Requhel no incremental fanding o

"./|Dosble with modente impaet of negntive s l
‘|performance impact .

: 7: |Not doable or {ncurs llgnmcant ﬂsk ol‘ :
- |performance impact - .

. Score’

Low/Med
Grade of Med/High Med/ted Med/Low
Evaluation Criteria Factors  High/High High/Med High/Low Low/Hiah
3. Financials (4 of 4) Grade 4 3 2 1
3.3 Profit lmplct over 3 yem
Ilﬂgh : :
[ued;ugn'. - g‘lsgoo» and <$S00k -~ -l ] X
Ix.qw [ '.Is.szoo T

3.4 Timeframe

Pﬂgh . I’IS%_g(proﬂt_impnc; achieved in < 1 year. .. l X
Medium-. - 75% of profit impact achieved in < 2 years .. |
[T@w R |75%_ of profit impact achicved in >2 years -

Score

Low/Low

0

Low/Low
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Low/Med
Grade of Med/High Med/Med Med/Low
Evaluation Criteria Factors  High/High High/Med High/t.ow Low/Miah Low/Low
4. Complexity to Implement Grade 2 1.5 1 0.5 0
4.1. Interdependencies Score

With proper governance and execuuon, the -
initiative can succeed in its own right " -

Medium - . |Interdependence with other inltlat!ves ls SR
o i significant, but mansgeable " St

" |Requires output and | succen of mnltiple other

L linitiatives to succeed .

4.2. Human Resource Requirements
[ﬁ{gh : Can be lccompl{shed with exhting peeple nd
| e X

:{Requires the investment of high-leverage - -

term investmentin -

outside resonrces

- Score

All Four Any Three Any Two
Grade of Boxes Boxes Boxes Any One Box No Boxes
Evaluation Criteria Factors Checked Checked Checked Checked Checked

4.3 Quality of Sponsorship
[..-' ' |Sponsor engaged ... ool X

[ - |8ponsor Aceountable - | X

A RN [Project Manager in Place 00000l ] X

Eu

. {Critical mass of people nware b rendy to AN
garﬁcignte L

- Low/Med
Grade of Med/High Med/Med Med/Low
Evaluation Criteria Factors  High /High High/Med High/Low Low/Hioh - Lowflow

5. Capabilities-Building Potential Grade 4 3 2 1 [1]
S.1 Models Future Capablilitics
- {Builds highly needed ltrateglc capabmtie: or
required for future success :

- {Builds lower priority capabilities that will be
{required for future success

X

lﬁedjum .

.|Has little impact on bulldinz lt.rategic L |
capabilities = L

.- {The capabilities developed will have Sl I
" |performance impactin FYO1 0. oot X

- ./|The’ cnpnbuitiel developcd will have litt.le R
impact in the next 2 years =~

-§core .
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First Visit - Most likely Visits/ Visits/ Marginal  Total cost per
Outpatient CPT Codes week year CMAC Rate Charges  Costhvisit _ year Revenue
E&M Codes 99214 2 104 $ 7679 $ 798616 $§ 2542 $ 264368 $ 534248
35 182 § 7679 $ 1397578 $ 2542 $ 462644 $ 9,349.34
5 260 $ 7679 $ 1996540 $ 2542 $ 660920 $ 13,356.20
99215 2 104 § 11271 $ 11,72184 § 2542 § 264368 § 9,078.16
35 182 % 11271 $ 2051322 § 2542 § 462644 $ 15886.78
5 260 $ 11271 $ 2930460 $ 2542 § 6,609.20 $ 22,695.40
Average 2 104 % 9475 $§ 985400 $ 2542 § 264368 § 7,210.32
35 182 % 9475 $ 1724450 $ 2542 $ 462644 $ 12,618.06
5 260 % 9475 $ 2463500 $ 2542 $ 6,60920 $ 18,025.80
Catheterization 53670 2 104 % 7983 § 830232 $ - $ - $ 830232
35 182 § 79.83 $ 14,529.06 $ - $ - $ 14,529.06
5 260 $ 79.83 $§ 20,755.80 $ - $ - $ 20,755.80
First Visit Totals 2 104 § 17458 $ 18,166.32 § 2542 $§ 264368 $ 1551264
35 182 $ 17458 § 3177356 $§ 2542 § 462644 § 27,147.12
5 260 § 17458 §$ 4539080 $§ 2542 $ 660920 §$ 38,781.60
Second Visit - Outpatient
Urodynamics min - 51741 2 104 % 5653 $§ 587912 § 2542 $ 264368 $ 3,235.44
' 36 182 § 5653 $ 1028846 $§ 2542 $ 462644 $ 566202
5 260 % 5653 $ 1469780 $ 2542 $ 660920 $ 8,088.60
max - 51726 2 104 § 8463 $§ 880152 $ 2542 $§ 264368 $ 6,157.84
35 182 % 8463 $ 1540266 $ 2542 $ 462644 § 10,776.22
5 260 % 8463 $ 22,00380 $ 2542 $ 660920 § 1539460
Mean 2 104 $ 7567 $ 786968 $§ 2542 $ 264368 $§ 5,226.00
35 182 § 7567 $ 1377194 § 2542 § 462644 $§ 9,14550
5 260 $ 7567 $ 1967420 $§ 2542 $ 660920 $ 13,065.00
Totals for Visits 1 and 2 2 208 § 25025 § 2602600 $ 50.84 $ 5287.36 $ 20,/3864
35 364 § 25025 § 4554550 $ 5084 $ 9,25288 §$ 36,29262
5 520 $§ 25025 $ 6506500 § 5084 $ 1321840 § 51,846.60
Third Visit - Outpatient
Procedure -  min - 57240 2 104 $§ 39323 $ 4089592 § 2542 § 264368 $ 38252.24
Outpatient 35 182 $ 39323 $ 7156786 § 2542 $§ 462644 § 6694142
5 260 $ 39323 $10223980 $ 2542 $ 660920 § 9563060
max - 51841 2 104 § 79392 §$ 8256768 § 2542 $ 264368 § 79,924.00
35 182 $ 793.92 $144,49344 § 2542 $ - 462644 $139,867.00
5 260 $ 79392 §$ 20641920 $ 2542 $ 6,609.20 $199,810.00
Mean 2 104 § 66495 §$ 6915480 $§ 2542 § 264368 § 66,511.12
35 182 $ 66495 $ 12102090 $ 2542 $ 462644 $116,394.46
5 260 $§ 66495 $172887.00 $ 2542 § 660920 $166,277.80
Totals for Visits 1-3 2 312 § 91520 $ 9518080 § 17626 $ 7,931.04 $ 87,249.76
Outpatient 35 546 $ 91520 §$ 16656640 $ 7626 $ 13,879.32 $152,687.08
5 780 $ 91520 $ 23795200 $ 7626 $ 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 $ 55017.87 $ 43,262.13
5 52 $ 2,700.00 $ 140,400.00 $1,511.48 $ 78596.96 § 61,803.04
Totals for All Visits 2 $ 151,340.80 $ 39,369.82 $111,970.98
3.5 $ 264,846.40 $ 68,897.19 $195,949.21
5 $ 378,352.00 $ 98,424.56 $279,927.44
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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 mstltutlon
~(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 savmgs 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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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 Allowable Charge

CME - Continuing Medical Education

CMOP - Consolidated Mail-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




