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Abstract

Changes in policy and rising healthcare costs have forced
the Mlitary Health System (MHS) to operate as a business
simlar to civilian healthcare organization. Providing the best
possi bl e healthcare for less is critical to the success of the
organi zation. Primary Care and the Primary Care Manager (PCM
are an essential part of maintaining beneficiary health status
and keeping the costs of healthcare at a mnimum Martin Arny
Community Hospital (MACH) has two Famly Practice Clinics, which
produce the majority of the primary care workload in the
facility. The MACH Fam |y Practice Cinic and the Victory
Clinic, a General Services Contracted Cinic, are two portals to
the primary care manager in the famly practice arena. A make
Vs buy anal ysis was conducted to determ ne the nost cost-
effective nethod of providing Primary Care to the beneficiary
popul ation. The Fam |y Practice Cinic at MACH was conpared to
civilian industry benchmarks of panel size, productivity,
support staff, and examroomavailability to inprove the
efficiency of the clinic. This study suggests that MACH can
i mprove the efficiency of the Famly Practice Cinic by using
the industry benchmarks and reduce the overall costs of
healthcare to the facility by term nating the General Services
Contract and converting the Victory Cinic to an “in-house”

clinic.
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PCP Anal ysi s
Make Vs Buy: An Analysis of the Victory Cinic and the
Primary Care Enpanel nent Mbdel at Martin Army Conmunity
Hospi t al

| NTRODUCTI ON
Condi ti ons Which Pronpted the Study

As the nation prepares to enter the new mllennium it has
becone evident that the MIlitary Health System (MHS) nust
continue to evolve and adapt if it intends on remaining
conpetitive in the nanaged care market. The challenge for
Medi cal Treatnent Facilities (MIFs) is bal ancing the demand of
providing the active force with the appropriate healthcare to
meet mlitary readi ness requirenents and i nproving the
beneficiary population’s access to and quality of healthcare
while remaining financially solvent. This nust be acconplished
in a period marked by decreasing resources, increasing demands
for health services, rising healthcare costs, and increased
pressure fromretiree groups to “keep the prom se” of free
healthcare for life. To neet the conpetitive challenges of the
managed care environnment, MIFs within the WMHS are constantly
| ooking for ways to inprove patient care, increase efficiency,

i ncrease productivity and decrease costs.
TRI CARE

Tri-Service Coordinated Care (TRICARE) is a conprehensive
Departnent of Defense (DoD) healthcare program TRICARE is the
result of several changes that have occurred in the DoD
heal t hcare programto reflect the trends of the civilian
heal t hcare sector. TRICARE, fornmerly known as Cvilian Health

and Medi cal Program of the Unifornmed Services (CHAMPUS)
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PCP Anal ysi s 2
originally operated identical to a civilian indemity insurance
pl an. However, in the |ate 1980s, increasing healthcare
expendi tures, the expansion of managed care in the civilian
heal t hcare sector, and increasing dissatisfaction anong
beneficiaries and MIF staff nenbers concerning the quality and
access of care resulted in the need for dramati c changes in the
WVHS (Rand Corporation, 1999)(Cox, 1996). In an attenpt to fix
t hese probl ens, several denonstration projects were inplenented
such as the CHAMPUS Reforminitiative, the Catchnment Area
Managenent Model, the Tidewater Initiative and the U S. Arny
“Gateway to Care” program Al though none of these projects were
conpl etely successful, they did denonstrate that the MHS coul d
potentially operate in the capitated environnent of the nanaged
care environnent. These denonstration projects, and other
initiatives that followed, shifted the MIF's focus from a
retrospective, fee-for-service reinbursenment setting, to a
prospective, capitated environnment. The final product of these
denonstration projects was TRI CARE, which was inplenmented in
1995 (McCee, Hudak, 1995)(Rivera, 1996) (Cox, 1996).

TRI CARE, DoD s version of managed care, is nanaged by the
mlitary in partnership with private sector healthcare conpanies
who enter into an agreenent known as a Managed Care Support
(MCS) contract. The MHS is divided into 14 distinct regions
(Appendix 1), with seven different MCS contractors. A |ead
agent, nornmally the commander of the |argest MIF within the
regi on, has oversight for all TRI CARE operations within their

region. The lead agent and their staff coordinate all TRI CARE
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activities at the regional level. The |Iocal MIF conmander is
responsible for the activities at their facility and answers to
the | ead agent on |ocal TRICARE issues. The MCS contracts are
desi gned to augnent the nedical support available in the MIF and
assist in admnistrative functions. The specific goals of the
mlitary and civilian nmedical resources outlined in the MCS
contracts are to:

1. Inprove overall access to health care for
benefici ari es;
2. Provide faster, nore convenient access to civilian
heal th care;
Create a nore efficient way to receive health care;
O fer enhanced services, including preventive care;

Provi de choices for health care; and

© o & W

Control escalating costs (Cox, 1996), (Bete, 1999)
(TRI CARE Marketing O fice, 1998).

Bid Price Adjustnent

Contracts of this size and for this purpose, providing every
aspect of healthcare to a constantly changi ng popul ati on, are
very intricate and legally conplex. There is an infinite anount
of uncertainty that could affect either party in this
arrangenment. To offset this potential negative inpact for both
the MIF and the contractor the government incorporated severa
conpl ex nechani sms such as bid price adjustnment (BPA), risk
sharing, and resource sharing (Cox, 1996).

The BPA process is rather conplex in nature. This study is

only concerned with the anbulatory visit portion of the BPA

3



PCP Anal ysi s 4
process and is sinplified below The anmount of annual workl oad
generated by an MIF in an anbul atory setting is consolidated and
conpared to historical data collected during a specified year
known as the data collection period (DCP). If the anmount of
wor kl oad generated by an MIF decreases during a subsequent
period as conpared to the DCP, there is the potential for a
“shift” in dollars (negative BPA) fromthe MIF to the
contractor. However, if an MIF generates nore workl oad during
the year than the DCP, then there is the potential for a
positive BPA, the shifting of dollars fromthe contractor to the
MIF. The BPA is calculated using the “desktop nodel.” This is
a DoD approved nodel and can cal culate the total dollar anount
of the positive or negative “shift for the increase or decrease
wor kl oad. Additionally, it provides a cost figure associated
with the loss or gain of an individual anbulatory visit. There
are nunerous factors that affect workload. A reduction in
physi ci ans, depl oynent of health care providers, a change in the
appoi ntnent tenplate, or an increase in support staff ratios,
af fect the workl oad generated by an MIF (Cox, 1996) ( Rai nes,

Per sonal Conmuni cation, 1999). Therefore it is critical for
financial stability of an MIF and the MHS to mai ntain, and
preferably increase their workload whenever possi ble.

Beneficiary Options

To neet these goals, TRI CARE provides three different
options for eligible beneficiaries: TRICARE Prine; TRl CARE
Extra; and TRI CARE Standard. An eligible beneficiary is defined

as active duty mlitary personnel, famly nmenber of active duty



PCP Anal ysi s 5
personnel, or mlitary retirees, and their fam |y nmenbers under
the age of 65. TRICARE Prine is simlar to a closed panel or
staff nodel heal th mai ntenance organi zation (HMO . Menbers
enrolled in Prime coordinate all their healthcare needs through
a Primary Care Manager (PCM) or a Primary Care Team (PCT) at the
MIF. MIFs operating near full enrollnent capacity may all ow
Prime enrollees to use a civilian PCM in the |ocal Preferred
Provi der Network (PPN), if the | ocal MIF commander has opened
the PPN to prime enrollees. There is no deductible or copaynent
for care received at the MIF, however a copaynent is required
for care obtained through a civilian PPN. Al active duty
personnel are automatically enrolled in TRICARE Prine, but other
eligible beneficiaries may enroll in Prine or choose one of the
other two options. There is no annual enrollnent fee for AADs,
however there is an annual fee for retirees of $230 for and
i ndi vidual or $460 for the entire famly Humana Mlitary
Heal t hcare Service, 1999).

TRI CARE Extra is simlar to the civilian nodel Preferred
Provi der Organization (PPO). Beneficiaries do not enroll in
Extra, but choose an authorized civilian provider fromthe | ocal
PPN who has agreed to accept the TRI CARE negoti ated rate.
Beneficiaries are responsi ble for paying the costs associ ated
wi th the copaynment and the annual deductible (Humana Mlitary
Heal t hcare Service, 1999).

The final option, TRICARE Standard is nothing nore than a
new nane for the traditional CHAMPUS and is simlar to a

civilian indemity insurance plan. Under TRI CARE St andard,
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net wor k,
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the beneficiary sinply selects any

aut hori zed CHAMPUS provider they wish to visit and is

subsequently responsi bl e for paying the copaynents and

deducti bl e.

Tables 1 and 2 outline the different benefits and

coverage of these three options for active duty famly nenbers

(ADFM and retirees respectively (Humana Mlitary Heal t hcare

6

Service, 1999).
Active Duty Fam |y Menbers (ADFM
TRl CARE

;F:ﬁQRE ;?:ﬁSRE TRI CARE Extral/ [Extral

E-1 thrulE-5 and [Standard ADFM St andard

E-4 above E-1 thru E-4 |ADFM

E5 and above
énnual Enr ol | nent None None None None
ees
, : On a Space On a Space
El gible for Care InYes Yes Avai | abl e Avai | abl e
MTF . ;
Basi s Basi s

Primary Care
Manager s Yes Yes No No
Annual Deducti bl e
(IndividuaI/Fanily)hbne None $50/ $100 $150/ $300
Civilian Qutpatient$6 per [$12 per [Extra: 15% Extra: 15%
Copaynent Vi sit Vi sit St andard: 20% |St andard: 209
Cat ast rophi ¢ cap
for (ADFM $1000 $1000 $1000 $1000
Table 1. TRICARE Benefits for Active Duty Fam |y Menbers
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Retirees and Their Fam |y Menbers
TRI CARE Prinme [TRI CARE Extra [TRI CARE St andard
Annual Enrol | ment
Fees $230/ $460 None None
I ndi vi dual / Fam | y
. : On a Space
Elgible for Care in . On a Space
NW% Yes Ava!lable Ayailagle Basi s
Basi s
Primary Care Ves No No
Manager s
Annual
Deducti bl e None $150/ $300 $150/ $300
I ndi vidual / Fam | y
Civilian Provider
copays:
Qut patient Visit $12 20% of 0
Enmer gency Care $30 negoti at ed gg;ﬁggsajlomable
Mental Health Visit|$25 fee
Cat astrophi c Cap
for Retiree/ Fam |y [$3000 $7500 $7500
Menber

Table 2. TRICARE Benefits for Retirees and Their Fam |y Menbers

Martin Arny Comrunity Hospital

Martin Arny Hospital Conmmunity Hospital (MACH) is a |arge
Medi cal Departnent Activity (MEDDAC) | ocated on the Fort Benning
Mlitary Reservation, near Colunbus, Georgia. As part of the
IVHS, MACH supports a total beneficiary popul ati on nore than
77,000; consisting of approximately 17,500 active duty mlitary
menbers, 50,000 TRI CARE eligible and 9,500 Medicare eligible
beneficiaries (Command Brief, October 1999). These
beneficiaries can access prinmary care at MACH t hrough seven

Troop Medical Cinics (TMCs), a pediatric clinic, three famly
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practice clinics, and one contracted outpatient clinic (Victory
Clinic). Active duty personnel nust access all non-energent
care through one of the TMCs or famly practice clinics. Famly
menbers (active duty dependants-ADDs) and retirees (non-active
duty dependants-NADDs), who are enrolled in TRI CARE Prinme nust
access all non-energent care through one of the famly practice
clinics, the pediatric clinic or the Victory dinic. ADDs and
NADDs who are TRI CARE Standard or Extra, and Medicare Eligible
patients nay access care, on a space-avail able basis, at any of
these clinics also. |If there are no space-avail abl e
appoi ntments, these beneficiaries nust use the civilian
heal t hcare option provided under the appropriate TRI CARE pl an.
Victory Cinic

A large portion of the space-avail able care provided by
MACH i s accessed through the Victory dinic. The Victory dinic
is a legacy of the Primary Care for the Uniformed Services
(PRIMJS) project. In 1997, a contract was reestablished with
the Victory dinic and it was noved fromits |location in
Col unbus, Ceorgia into the lower |evel of MACH  The Victory
Clinic operates under the sane TRI CARE access standards and
priority of care guidelines as any other primary care clinic
within the MIF. MACH can enroll or enpanel up to 16,999
beneficiaries for $2.02 mllion annually and is allowed to count
al | workl oad generated by the Victory dinic for the BPA
process. Currently, MACHis in the third option year of a five-
year contract with the Victory dinic (General Services Contract

#DADA10- 97- C- 0003) (Personal Conversation, Dal e Raines, Novenber

8



PCP Anal ysi s 9
1999) .

During an annual budget review in QOctober of 1999, the
commander of MACH was presented with several troubl esone itens.
First, there is a possibility of a negative BPA due to the
decrease in workload throughout the entire MIF and the Victory
Clinic. The percentage of Prine Enrollees for both NADDs and
ADDs, is below the bel ow the commander’s stated objective, and
until the MIF s enpanel nent reaches 90% of capacity the civilian
PPN wi Il not be open to TRICARE Prine enrollees. Finally, the
unsubstanti ated runor that all DoD MIFs woul d adopt the Air
Force enpanel ment nodel and enpanel 1500 beneficiaries to each
PCM by the begi nning of next year. These itens generated
several “hotbeds” of discussion. After nuch discussion, the
hospital’s senior executive |eaders all agreed that all of these
factors could have a major inpact in the near future on the
budget of MACH At the conclusion of this neeting, the
commander posed a sinple question. Can MACH recapture the
wor kl oad of the Victory Cinic in-house and for |ess than the
$2.02 million contract (Make vs. Buy)? According to the
Contracting O ficer’s Technical Representative (COIR), this
guesti on has been asked by the three previous commanders and
that the project is tinme consunming for any of the regular staff
menbers.

After the nmeeting, | approached ny preceptor, LTC Joe W
Butl er, the Deputy Commander for Admi nstration (DCA), and we
di scussed in detail the potential value this project would have

for MACH and the possibility of this as my graduate nanagenent
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project (GW). During a subsequent discussion with the Deputy
Commander for Cinical Services (DCCS), the Chief of Famly
Practice and Community Medicine, and the DCA, the follow ng
guestions were considered critical objectives in a make vs. buy
anal ysis of the services provided by the Victory dinic:

1. What is the nmaxi mum enpanel ment capacity of famly
practice clinic as it is configured? 1Is this the
opti mal configuration? What resources are required to
nodi fy the current nodel to neet the stated objectives
of the Air Force nodel ?

2. How many of the Victory Cinic enrollees could famly
practice clinics absorb under the current enpanel nent
structure at MACH and under the proposed Air Force
nodel ?

3. What would be the effect on workload for MACH and how
m ght this affect the BPAif the Victory dinic
contract was not renewed for the final option year?

4. \What additional staff would be required to performthe
entire Victory Cinic Wrkload and how nmuch would it
cost ?

5. How much would it cost the governnent to end the
contract early?

At the conclusion of this neeting, it was determned that this
project would be assigned to the adm nistrative resident and
shoul d satisfy the requirenents of my graduate nmanagenent

proj ect.
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STATEMENT OF THE PROBLEM

In an effort to reduce the overall cost of providing
primary care through the fam |y practice portal, conduct a
critical analysis of the current enpanel nent nodel of the Martin
Arny Comrunity Hospital Famly Practice Clinic as part of a nmake
Vs. buy analysis of the Victory dinic.

Literature Revi ew

As managed care and heal t h mai nt enance organi zati ons
continue to penetrate communities in Anerica, the famly care
clinic has becone the focal point for primary care and the
famly physician, is the customary primry care manager (PCM or
gat ekeeper for the managed care patient. The mlitary is
nothing nore than a mrror reflection of the Anerican society
and has adopted the concepts and tenants simlar to those
incorporated in civilian HMOs. Access to one’s PCMis critica
and nust be the best experience possible for the patient if an
organi zati on i ntends on mai ntaining that patient as a satisfied
and happy custonmer. To ensure patients have access to their
PCMs, efficient enpanel nent nodel s nust designed and i npl enent ed
that nmeet the needs of both the organization and the
benefici ari es.

Enpanel nent Benchnar ks

Beneficiary to PCM panel sizes vary throughout the
literature. Panel sizes varied from5000:1 on the upper end of
the scale to 800:1 on the bottomend. The average panel size
ranges between 1150:1 and 1450:1. A definite distinction in

panel s sizes was evi dent between |large HMOs (nore than 80, 000
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beneficiaries) and small HMO>s (Dial, Pal sbo, Bergsten,
1995) (Kongstvedt, 1997) (Hart, Wagner, Pirzada, 1997) (Hoechst
Mari on Roussel, 1999).

In a small HMO, PCMs were enpanel ed fewer patients, on
average, than their counterparts in a large HMO. Additionally,
PCMs participating in closed panel and staff nodel HMOs
enpanel l ed a | arger nunber of beneficiaries than PCMs in group
nodel HMOs. The average enpanel nent for closed panel HM3s (the
mlitary healthcare systemis simlar to a closed panel HMO
ranged between 1375:1 and 1465:1 (Di al, Pal sbo, Bergsten,

1995) (Kongstvedt, 1997) (Hart, Wagner, Pirzada, 1997) (Hoechst
Marion Roussel, 1999). MACH is conparable to a cl osed-panel HMO
with | ess than 80,000 enroll ees.

A study of two of the l|argest and ol dest cl osed panels HM3s
cautions using these national averages to devel op enpanel nent
nodel s. Enpanel nent nodels are sensitive to nunerous factors,
and particularly to the nethods used to account for PCMs. An
enpanel nent nodel must account for a PCMin ternms of a Full Tine
Equi val ent (FTE). The use of physician extenders (PA/ NP) and
t he nethods used to account for their use could distort the
enpanel ment figures. Sonme HM>s account for the PA/NP as a
separate PCM while others consider thempart of the PCMteam
and increase the panel proportionally. This study suggests, by
nmeti cul ously accounting for PCMs as an FTE, a nore noderate
average of 1298:1 for a physician PCM (1 FTE) and 1058:1 for a
PA/NP PCM (.8 FTE) (Hart, \Wagner, Pirzada, 1997).

Kongstvedt agrees with this estinmate for the PA/NP. Most
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pl ans estimate their PA/NP between .5 and .8 of a PCM FTE
dependi ng on the experience, supervision, additional clinical
duties, and the amount of extra tine normally spent with a
pati ent when conpared to a physician provider. This increased
time spent with patients has increased the satisfaction |evels
of patients and lead to a greater popularity anong beneficiaries
when enpanelling to a PA/NP. C osed panel HM>s are nore |ikely
to use non-physician providers as PCVs, (86% cl osed panel Vs.
48% open panel ) (Kongstvedt, 1997). Review of current
literature indicates there are four prinmary factors that
i nfluence optimal enpanel nent size: support staff ratio, numnber
of exam roons per provider, provider availability/productivity,
and popul ation utilization.

Support Staff and Exam Roomns

The provider nust have adequate support staff to optim ze
ef ficiency. Receptionists, appointnment clerks, nedical
assi stants, and nedical record clerks are support staff directly
involved in the clinic operations and are the primry concern of
clinical managers. Appropriate |levels of direct clinical
support staff is one of the primary ways to increase efficiency
and cut costs in an anbulatory clinic (Borglum 1997).

In review ng benchmarks of the industry, it is difficult to
separate actual clinical support staff fromthe “backend”
(busi ness office, adm nistrative support staff, |aboratory,
pharmacy, and radiol ogy) of the HMO. A nmgjority of the studies
i ncl ude the “backend” in the support staffing ratios. In a cost

survey for 1998, the Medi cal G oup Managenent Associ ation ( MGVA)
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reports the nedian FTE support staff to FTE provider as 4.77:1
in anbul atory setting (Dansey, 1998).

A study using the Med Model conputer simulated decision
support software anal yzed the inpact of support staff ratios and
exam roons on patient volunme in an anbulatory clinic. Based
upon the findings in this study, a clinic of 6 PCMs, with a team
of 4 nmedical assistants (MAs) or 6 MAs assigned individually to
a PCM 4 receptionists, and 2 examroons per PCM coul d average
200 patients per day. Increasing the nunber of exam roons per
provi der had no significant inmpact on throughput, but decreasing
bel ow 2 exam roons had a profound negative inpact on patient
volune. An interesting result was the team approach to the MAs.
One woul d assune that each provider having an assigned MA woul d
i ncrease efficiency and vol une, however, this did not occur in
this nodel. Having a pool of 4 MAs for the entire clinic to use
was as efficient as having an individual MA (6 total) assigned
to an individual PCM Using the team MA approach actually
reduces cost and staffing requirenments in this clinic simulation
(Al'l en, Ballash, Kinball, 1997).

In March of this year, the Ofice of the Assistant
Secretary of Defense, Health Affairs published a policy with
expectations for mlitary primary care clinics as 2 exans roons
per provider and 3.5 support staff per provider (Bailey, 2000).
The Air Force accounts for this 3.5 support staff as .5 nurse, 2
medi cs (MAs), and 1 admin FTE (Manaker, Pearse, 1999). The
support staffing ratios and examroons are a crucial variable in

the productivity and efficiency of the PCM however no vari abl e
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is as inportant as the PCM |If the PCMis unavailable to
provide patient care a large portion of the day, or is busy
perform ng other duties not directly patient care, then the
provi der is being unproductive, and entire clinic will be
unsuccessf ul

Provi der Availability and Productivity

Availability

Provider availability is essential in determining if the
provi der shoul d be considered as an FTE and in determ ning the
appropri ate panel size for each provider. Several different
nmet hods are used to determne a FTE provider. One nethod uses
t he annual nunber of patient visits to a provider. An
organi zati on may choose to use the annual average as determ ned
by the Medical G oup Managenent Association (MaW), 4339 patient
visits per provider, or establish its own figure as PacifiCare
of Texas has with 5000 annual visits equal to one FTE provider.
For exanple, if a provider is only available for 2000 visits
annual Iy, divide 4339 into 2000 and this provider is considered
as a .46 FTE for the organization (Merritt, 1999)(Wight, 1994).

The nmethod encountered nost often in the literature uses
the total annual hours or weeks the provider is available for
patient encounters. A FTE in this nmethod ranged from 1840-2088
hours annual ly, or 46-52 weeks (Hart, et al, 1997) (Wi ght,

1994) (Di al, et al, 1995).

A nodel devel oped at the Naval Hospital in Brenerton,

Washi ngton cal cul ated a FTE as 2042.5 hours annual ly using a 50-

hour wor kweek as the standard for mlitary providers. This
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2042.5 hours accounted for 300 hours for 30 days annual vacation
(30 days x 10 hours/day) 100 hours for 10 federal holidays, 50
hours for 5 days Continuing Medical Education, and 107.5 hours
for a 30 mnute lunch each day (Helnmers, S., MCellan, P.
Adans, C., Anderson, A., Backman, M, Beasley, J., Belford, A,
Edwards, R, Marshall, R, Potter, G, Vining, K, Yovanno, D.,
1999). 50 hours a week direct patient care is a rather zeal ous

benchmark for defining a FTE. Additionally, nmany organizations

will take training holidays in conjunction with a Federal
Holiday. This will increase the nunber of days an MIF is not
operational. This nodel may work well for the Naval Hospital at

Brenerton, but is unrealistic for MACH

D fferent studies have reported civilian HMO providers
direct patient care tine as |low as 22.8 hours per week to as
much as 50 hours per week, with an average 40 hours a week.
Normal |y, enployed PCMs averaged 6 hours | ess of direct patient
care then their counterparts in a private practice (Flaherty,
M, 1998) (Kikano, G, Goodwin, M, Stange, K , 1998)(MLaurin
2000) (Dial, Et al)(Wight).

Recently, the Assistant Secretary of Health Affairs
approved an enrol |l ment capacity-planni ng nodel, which
establishes the standard for mlitary providers. FTE mlitary
providers work 46 to 47 week per year and average between 32 and
37 hours per week direct patient care (MLaurin). The later
nodel provides a good planning nodel and is a nore realistic
figure for the mlitary PCMthan 50 hours per week. However,

two of the nobst practical ways to cut costs and increase
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efficiency in a practice setting is by increasing direct patient
care hours to 37 hours a week and averaging 3.5 to 4.0 patients
per hour (Borglunm (Aynond).

Productivity

Provi der productivity is normally expressed one of three
ways; visits per hour, visits per day, or visits per week. The
literature suggests that 3.5-4.0 visits per hour, 24-33 visits
per day, and 133 visits per week as benchmarks for provider
productivity. These figures have renmai ned stable since 1995
wi th enpl oyed physicians seeing on average 6 | ess patients per
week (Flaherty). The MHS has established 25 patients per day as
a target for each provider (MlLaurin). The nean duration of a
PCM visit has increased over the last 20 years. |In a study
bet ween 1974 and 1994, the nean PCMvisit tinme increased from
15.3 to 18.1 mnutes. This is partly explained by the increase
in elderly visits that had |longer visits (19.0 m nutes) than
non-el derly (17.6 mnutes). Another factor for this increased
visit duration is education, counseling and preventative
screening. Using these as demand managenent tools is an attenpt
by the provider to keep the patient fromreturning for a second,
possi bly unneeded visit (Stafford, R, Saglam D., Causino, N
Starfield, B., Cul pepper, L., Marder, W, Blunenthal, D., 1999)
(Wodwel I, D., 1999). Properly used, demand managenent is an
i nportant and necessary tool for PCMs in a capitated
environnment. Demand nmanagenent refers to activities enployed by
the health service provider to reduce the overall services

requi red by the beneficiaries. The activities may decrease
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utilization, inprove access, increase beneficiary satisfaction,
and i ncrease enpanel nent sizes by reducing utilization
(Kongstvedt, 1997).

Beneficiary Utilization

One woul d assume the nunmber of visits per beneficiary would
decrease as the nmanaged care market evolved. This has not been
the case, the overall average nunber of visits for to a PCM has
increased from2.6 visits annually in 1975 to 3.0 visits
annually in 1997. The average annual visits per beneficiary
increase after 24 years of age with a dramatic increase in
average visits once a beneficiary becones Medicare eligible
(over 64). The average nunber of visits to a PCMin 1997 for
beneficiaries under the age of 64 was 3.5 annually versus an
annual average of 6.0 visits for Medicare eligible patients
(Wbodwel |, 1999).

Local utilization is an inportant factor, and nust be
consi dered when enpanel ling beneficiaries to a provider.
Theoretically, a provider in an organization with higher
utilization, 6.0 visits annually, could only enpanel half the
beneficiaries of a provider closer to the national average of
3.0 visits annually. Historically, MHS beneficiaries tend to
have a higher utilization than their civilian counterparts.
Realizing this, any analysis or devel opnment of a provider panel
must account for local utilization data and nethods to nanage

thi s demand.
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Previ ous Studi es Conducted at MIlitary MIFs

Ti dewat er Naval Hospital

There have been numerous studies conducted in the mlitary
that predict the ideal primary care clinic using popul ation
utilization, infrastructure (exam roons/provider), provider
availability, productivity, and perception of capabilities. In
1994, the Naval Hospital in Tidewater, Virginia, conducted a
study that evaluated the organization’s primary care capacity.
Thi s study exam ned three enpanel nent nodels to determ ne the
appropriate provider-to-beneficiary ratio. The three nodels
included a large civilian HVO (Pacifi Care of Texas), a |large
mlitary nedical center (MEDCEN) anbulatory clinic at Fort
Bragg, North Carolina, and the Anerican Medical Association
(AMA) capacity nodel. The provider-to-beneficiary ratio in
these three nodels varied from1:950 for mlitary providers to
1: 2000 for civilian providers. Al of these nodels were based
on provider availability and enrollee utilization, none of these
enpanel ment nodels attenpted to correlate provider productivity
Wi th support staff or examroons. The Tidewater study concl uded
that mlitary facilities should range between 1:1,200 and
1: 1,500 based on provider availability and beneficiary
utilization (Wight, 1994).

Moncri ef Arnmy Comrunity Hospit al

Anot her study conducted the sane year, focused on
determining a staffing nodel for all primary care clinics at
Moncrief Army Conmunity Hospital, Fort Jackson, South Carolina.

Wil e the Tidewater study focused enpanel nent, the nunber of
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pati ents/beneficiaries per provider, the Mncrief study
considered four different staffing nodels. These staffing
nodel s enconpassed several additional variables such as the
nunber of exam roons per provider, the support staff per
provi der, the use of Physician Assistants (PAs) and Nurse
Practitioners (NPs) as prinmary care nmanagers, and provider
productivity (Martin, 1994).

A practical enpanel nent nodel, nornally expressed as the
nunber of beneficiaries per provider, is the result of an
effectively designed staffing nodel. The staffing nodel is a
systens approach that provides the appropriate nedical staff,
which in turn provides the appropriate | evel of nmedical care to
a beneficiary population. Staffing nodels account for
beneficiary utilization, provider availability, provider
productivity, support staff, facility design, and appoi nt nent
t enpl at es.

The Moncrief study analyzed four different staffing nodels:
t he American Hospital Association (AMA) comrunity demand nodel ;
the Health Care Managenent Support Engi neering Activity' s Ful
Time Requirenment Uilization Mddel (FTRUM,; Gateway To Care
(GTC) Manpower Staffing Assessnent Model; and the Quantitative
Systens for Business Plus (QSB+) Linear Goal Progranm ng
Staffing Model with a managed care fam |y practice enphasis.
The AMA, GIC, and FTRUM nodel s all retai ned many of the
i nefficiencies and high costs associated with the fee-for-
servi ce environment, however the QSB+ proved to be very cost

effective and i ncorporated a team approach to primary care in
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the fam |y care setting (Martin, 1994).

The Q@SB+ is a conputer software package devel oped for
probl em sol ving within the managenent sciences. The QSB+ team
is headed by a famly practice physician (PCP), assisted by one
nurse practitioner (NP), one physician assistant (PA), one
regi stered nurse (RN), one licensed practical nurse (LPN), and
two nedi cal assistants. Additionally, one receptionist and one
appoi ntnment clerk provide adm nistrative support for every two
SB+ teans. Each QSB+ team has an annual capacity of 14,139
visits. One FTE PCP was responsible for 112.5 weekly visits,
while the PA and NP were responsible for 95.5 weekly visits and
nmust be avail able 46.6 weeks annually. Dividing the annual
capacity by the annual average visits per beneficiary for the
| ocal population will provide the enpanel nent nodel for the QSB+
(Martin, 1994). Based on data from 1998, the average nunber of
physi ci an encounters by non-Medicare patients enrolled in staff
nodel HMOs was 3.9 annually (Hoechst Marion Roussel, 1999).
Using this figure (3.9) enpanels 1344 patients per PCP and 1141
patients per NP or PA for a teamtotal of 3626 patients per QSB+
team Additionally the QSB+ nodel requires 1.67 support
personnel per provider. This study concluded that the QSB+
nodel was the nost cost effective and clinically acceptable
nodel for their famly practice clinic (Martin, 1994).

Hei del berg, Gernany

A Med Model sinmulation study was conducted at Hei del berg
VMEDDAC to optim ze the famly practice staffing and process

configuration in 1996. Two nodels, an all physician nodel (ei ght
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physi ci ans), and a conbi nati on nodel (five physicians, four PAs)
were sinul ated and both were validated as nodel s capabl e of
supporting the Hei del berg beneficiary popul ati on based on an
utilization rate of 4.7 visits per year. Each FTE physician
provi der was responsi ble for a panel of 1300 beneficiaries, and
each FTE PA provider maintained a panel of 1000 beneficiaries.
The sinulation paranmeters included an average daily throughput
of 23-25 patients per provider, appointnments were schedul ed
every 20 m nutes, 1 examroom was avail abl e per provider, and
there was “sufficient support staff” to acconplish the
t hroughput (Ledl ow, 1996). The researcher did not provide a
definition of “sufficient support staff”, but analysis of the
nodel design shows that each provider has one nedi cal assistant
in direct support, and a receptionist for the general support of
the entire clinic. This support staff does not include any
adm ni strative support staff that does not interact directly
with the patient before they enter the clinic such as an
appoi ntnment clerk or a records clerk.

This study provided several useful observations in
optimzing a famly practice clinic. A clinical team (physician
+ PA/NP) nust increase their enpanel nent size, at a mninmum 650
beneficiaries to realize any cost savings fromthe addition of
the PA/NP (Hummel, Pirzada, Sarnmad, 1994). Additionally, a
physi ci an extender (PA/NP) can acconplish 60-80% of the primary
and preventive care provided by a physician at nuch | ess costs.
A Harvard Comunity Health plan noted that only 28% of patient

visits required a physician’s | evel of care, but physicians are
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actually providing 66% of the care. |If this difference, 38%
can be appropriately nmanaged so patients receive the appropriate
care fromthe appropriate provider, the physician can see nore
patients and spend nore tine with the patients who require the
physician’s | evel of expertise. Finally, the inplenmentation of
t he quasi-parallel screening process (screen in the examroom
i ncreased the overall efficiency, total clinical throughput, and
i nproved patient satisfaction (Ledl ow, 1996).

These different studies, conducted at three different
mlitary hospitals, all provided their facility with a useful
yet uni que enpanel nent nodel. Al though none of the studies
produced simlar enpanel nent nodels, there were consistencies
t hroughout this streamof research. A nulti-disciplinary
Process Action Team (PAT) validated these consistencies in a
study conducted at Wnn Arny Community Hospital, Fort Stewart,
Ceorgia, in 1993. This PAT concluded that the nost inportant
factors in for establishing an enpanel nent nodel for a famly
practice clinic were |ocal population utilization,
i nfrastructure (exam roons/provider), provider availability,
productivity, and perception of capabilities (Ryan, 1993).

Cenerally, the literature indicates that HMOs are using
different nethods to enpanel patients to PCMs. Is also
i ndi cates that these nethods are based on national benchmarks,
but tailored to the organi zati on based on popul ati on demand,
provi der availability, and provider productivity.

Pur pose

The purpose of this study is to ascertain whether it is



PCP Anal ysi s 24
cost effective to renew the General Services Contract of the
Victory Cdinic or recapture this workload “in-house” in the
Fam |y Practice Clinic at MACH Additionally, this study wll
anal yze the current and proposed enpanel nent nodels of the
Fam |y Practice Clinic. Areas studied include, but are not
limted to, staffing, enrollnent, patient utilization, provider
availability, and infrastructure. Recomrendations regarding
staffing, enrollnment and services will be based on the findings
of this study.

Met hods and Procedures

The study is described as a descriptive study that is both
anal ytical and quantitative (Cooper, Schindler, 1998). A
twel ve-nonth retrospective analysis, using descriptive
statistics, of beneficiary utilization and an ei ght-nonth
retrospective anal ysis was conpared agai nst DoD Benchmarks to
determine if Martin Arny Community Hospital has excess capacity
wthin the Famly Practice Cdinic as it is currently configured.
Li kewi se, a twelve-nonth retrospective analysis of the
beneficiaries enpaneled to the Victory Cinic was anal yzed to
determne the utilization requirenent for this population. Any
addi tional costs associated with increasing the current Famly
Practice Cinic enpanel nent configuration to neet the DoD goal s
of 1500:1 were cal culated and used in the nmake Vs. buy anal ysis.
The Air Force Medical Application Mdule (AFMAM Busi ness Cost
Benefit Analysis Software was used to determ ne the nost cost-
effective neans for Martin Arnmy Community Hospital to provide

primary care for the beneficiaries. The AFMAMis the standard
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Busi ness Case Analysis Software in Region 3 (Atkins, 2000).

Dat a Sources and Col | ecti on

There were two primary sources for this study: Medical
Expense Perfornmance and Reporting System (MEPRS) and the
Conposite Health Care System (CHCS). These sources are standard
DoD i nformati on systens and are discussed in the follow ng
par agr aphs.

Medi cal Expense Perfornance and Reporting System ( MEPRS)

MEPRS is an accounting systemthat accunul ates and reports
expenses, nmanpower, and workl oad perforned in the MIF. The
pur pose of MEPRS is to provide a uniformreporting nethodol ogy
t hroughout DoD for consistent financial and perfornance data to
assi st managers and commanders, who are responsible for the
delivery of healthcare, in the decision naking process. MEPRS
is conprised of two primary subsystens: the Uniform Chart of
Accounts Personnel System (UCAPERS) and the Expense Assi gnnent
System (EAS) (Sweat man, 1999).

UCAPERS col | ects and reports data for the salaries and
FTEs of civilian and mlitary personnel. The subsystem nerges
personnel costs fromthe Defense Civilian Personnel System
(DCPS) for civilians and mlitary pay tables for mlitary
personnel. Al data is based on hours collected fromtine
schedul es and clinical surveys. Data fromthis systemwl|
provi de the provider work hours and the sal aries of additional
personnel for this study (Sweatnan, 1999)

EAS col l ects and reports workl oad and expenses. Wbrkl oad

is input manual ly, via the Workload Assignnent Mdul e (WAM
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interface from CHCS. Data for workload or utilization will be
provi ded by this subsystem (Sweat nan, 1999).

Conposite Health Care System ( CHCS)

Pri mary Care Manager workl oad and total workload will be
gat hered using the CHCS dat abase. This information systemis
the essential portal for the entire nmedical staff to place
nmedi cal orders, obtain laboratory results, request radiol ogica
procedures, and order prescriptions.

Validity and Reliability

“Reliability is the accuracy and precision of a measurenent
procedure. Consistency is an essential factor to reliable
measurenments and reliability is a contributor to validity.
Reliability is necessary for, but not a sufficient condition for
validity” (Cooper, Schindler).

“Validity refers to the extent to which a test neasures
what we actually w sh to neasure” (Cooper, Schindler). The data
validity and reliability gathered for this study is difficult to
nmeasure. Data obtained from MEPRS and CHCS wi ||l be assuned to
be reliable and valid for two reasons. First, there are
specific procedures in place to input data into the system and
each system has been thoroughly exam ned for both reliability
and validity and are accepted by DoD as the “standard”
information system Second, the Ofice of the Surgeon Genera
has made data quality and specifically, MEPRS data quality one
the key issues in the AMEDD over the last twelve nonths. This
enphasi s data quality has greatly increased the “attention to

detail” when inputting information into all AVEDD data systens.
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Assunpti ons

The foll owi ng assunptions will be made for this study:

1. An increase or decrease in anbulatory visits
(workl oad) will have a positive or negative shift on the BPA
respectively.

2. Provider and support staff are readily
avai lable for hire if additional personnel are needed to neet
t he demand requirenents of the beneficiary popul ation.

3. Funds budgeted for the general services contract
of the Victory dinic will remain in the budget and available to
hire new personnel to expand the capacity of the MACH Fam |y
Practice Cinic if necessary.

4. Beneficiary utilization will remain relatively
consi stent over the next twelve nonths if no demand managenent
procedures are inpl enented.

5. The data obtained fromthe DoD infornmation system
is reliable and valid.

6. Beneficiaries currently enrolled in the Victory
Clinic will prefer to receive primary care at MACH i nstead of
downt own at a network provider

Et hi cal Consi derati ons

Patient right to privacy and confidentiality standards w ||
be strictly adhered to throughout this study. Although patient
information is being obtained, the data will have no reference
to identify any individual. No perm ssion is required and

results will be published as aggregate data only.
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Expect ed Fi ndi ngs

| expect that the current configuration of MACH Fam |y
Practice Clinic to be at its maxi mum enpanel nent. MACH wi || not
be able to recapture any of the current beneficiaries wthout
hiring additional personnel. Finally, | expect MACH can provide
the care for less than the $2.02 million spent on genera

service contract for the Victory dinic.

Resul ts and Di scussion

MACH Fam |y Practice Cinic is different from other DoD
primary care clinics due to the Famly Practice Residency
Program There is sone inherent inefficiency due to the
t eachi ng environnent of a residency program The current
enpanel ment configuration was devel oped by the DCCS, the Fam |y
Practice Departnment Chief, and the Residency Director based on
accreditation guidelines and support staff personnel (Appendix
2). The current enpanl enent structure can not be changed and
panel sizes increased w thout additional support personne
(Personal Communi cations, COL Kerchief, COL Stabler, MAJ
Gorien, Nov 1999 — June 2000). Currently, MACH Family Practice
Clinic has 2 examroons per PCM 1.8 support personnel per PCM
and a daily average throughput of 18.8 patients per day. The 2
exam roons per provider is equal to the industry standard,
however, the 1.8 support staff ratio is less than the industry
benchmark (4.77), the Health Affair policy (3.5), and the MEPRS
requi renent (2.8). This enpanel nent nodel could absorb 2551

beneficiaries fromthe Victory Cinic.
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The proposed enpanel nent nodel (Appendi x 2) was devel oped
using the PCM team concept of the Famly Practice Residency
Program at the Naval Hospital in San D ego, and the Enpanel nent
Capacity Plan (EPC). A five-year EPC was submitted as part of
an U.S. Arny Medical Conmand (USAMEDCOM) requirement to increase
the current enpanel nent size to neet the goal (A r Force Model)
of 1500:1. The EPC required two examroons per provider, 2.8
support personnel per provider, and a productivity goal of 19
patients per day for a clinic with a Graduate Medi cal Education
Resi dency Program such as MACH (Bester, 2000). A team of one 1%
year, one 2" year, one 3'% year resident, and a staff physician,
whi ch are equivalent to one FTE PCM DoD Health Affairs is
consi dering adapting this teamconcept as the standard for
Fam |y Practice Residency Programnms (Personal Communication, Capt
Heroman, 9 May 2000). This enpanl enent nodel can only be
i npl enented with the addition of 10 nursing assistants as
addi ti onal support personnel. This will increase the support
staff ration to 2.8 per PCM and allow for the enpanelnment ratio
of 1500:1. The 1500:1 panel size is on the high end of the
range for closed panel HMOs under 80,000. The benchmark ranges
from1375:1 to 1465:1. This 1500:1 panel is a “top down”
directed requirenent, not an option. This proposed enpanel nent
nodel coul d absorb 4176 beneficiaries fromthe Victory Cinic.

Appendi x 4 outlines an eight-nmonth retrospective anal ysis
of PCM productivity within the MACH Fam |y Practice Cinic.
Resi dent requirenents for “in clinic days” as a PCM are

di fferent depending on the resident’s year. Each 1% year



PCP Anal ysi s 30
resident is required to be “in-clinic” as a PCM for one-half day
(4 hours) per week, each 2"l year three-half days (12 hours),
each 3% year four-half days per week (16 hours) and the teaching
staff five-full days per week (34.5 hours) (Personal
Conversation, MAJ Gorien, Nov 1999). Adding the averages of the
PCM team a 1% year resident treats 3 patients per week, a 2™
year 12 per week, a 3'9 year 24 per week, and the staff physician
55 per week for a total of 94 per week or 18.8 patients per day.
This is below the industry standard or 24-33 per day, but is not
far off the MEDCOM requirenment that a Primary Care Clinic with a
Fam |y Practice Residency Program achi eves a throughput of 19.1
patients per day. The additional support personnel wl|
i ncrease the efficiency and throughput of the Family Practice
cdinic.

Appendi x 5 is a twelve-nonth retrospective analysis of the
enrol I ment and utilization of both the Victory Cinic and MACH
Fam |y Practice. This data was used in the BPA cal cul ati ons,
and the additional personnel requirenents for the in-house
conversion of the Victory dinic. This data was entered into
t he AFMAM busi ness deci si on- maki ng software and a summary of the
results is provided in Appendi x 6.

The first option in the AFMAM sumrary i s General Services
Contract for the Victory dinic with nmargi nal costs per visit.
Mar gi nal costs were was cal cul ated using the current MEPRS Dat a
for total cost of the ancillary support for the workl oad
generated by the Victory dinic. The average cost per visit was

then cal cul ated and i ncorporated to the AFMAMtool. |If MACH
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| oses workl oad then there is a negative BPA and consequently a
positive shift in the margi nal cost of ancillary support which
is provided el sewhere. This option requires no additiona
actions by MACH ot her than renewing the final option year of the
General Services Contract at $2.02 million and the providing the
services associated with the margi nal costs.

The second option does not renew the General Services
Contract and increases the current enpanel nent nodel to naxi num
capacity. The inpact of |ost workload is can be cal cul ated
usi ng the desktop nodel. The cost of an ADD outpatient visit as
$59 and NADD visit as $71. There is no accurate nethod to
account for which workload visit (ADD or NADD) will be lost if
MACH can not accommpdate the entire beneficiary popul ation
enrolled in the Victory dinic. Therefore, $65 was used as the
average cost ($59/2 + 71/2) for a lost outpatient visit. This
is consistent with a study conpleted by the | ead agent in Region
3, which calculated the average outpatient cost in the region as
$65 (W1 kens, Anckaitis, 1999).

The third option is the plan to increase the PCM
enpanel ment to the stated goals of DoD Health Affairs of 1500:1
by acquiring the necessary support staff personnel to neet the
2.8 support personnel per provider requirenment. This requires
16 nursing assistants at a cost of $32,700 per year (GS-5, Step
4 with benefits). The calculations for the BPA shift and
mar gi nal costs are identical to the procedure described above.

The final option is an in-house conversion of the Victory

Clinic using civilian enployees with the inplenentation of the
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EPC (1500:1). The costs associated with this option is
associated with the additional |abor, there is no BPA or
mar gi nal cost change. The personnel requirenent for an in-house
conversion is 7 PCMs, 7 Registered Nurses, and 14 support
personnel. This would allow MACH Fam |y Practice Clinic to
enpanel the entire population of the Victory Cinic.

Weakness of the Study

The maj or weakness of the study was the focus of the
enpanel ment capacity on the Famly Practice dinic and not MACH
as a healthcare system There are other clinics, which enpane
beneficiaries to a PCM however these clinics are in the process
of devel opi ng enpanel ment nodels. Each clinic nust devel op an
i nternal enpanel nent nodel based on based on simlar industry
benchmarks for that clinic. Once each departnent has
establ i shed an enpanel nent nodel, then a systens approach to
enpaneling the facility can be an area for future research

Anot her maj or weakness was the ability to gather unbi ased
data. Several attenpts had to be made to actually acquire raw
data that had not been mani pul ated or interpreted by hospital
per sonnel .

Finally, several of the industry benchmarks were unable to
be incorporated due to the rapid change in DoD policy, which

i nfluenced the different options available for this study.

Concl usi ons and Recommendat i ons
The purpose of this study was to reduce the overall cost of

providing primary care through the famly practice portal.
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Additionally, the current enpanel nent nodel was anal yzed as part
of the make Vs buy analysis of the Victory Cinic. As a result
of the make Vs buy analysis, this study concludes the foll ow ng:

1. The current famly practice enpanel nent nodel has
excess capacity, but is inefficient and i nadequately staffed to
nmeet the needs of the facility and the command. This option is
the nost cost effective option based on the results AFVMAM
busi ness case anal ysi s.

2. The proposed EPC nodel increases the excess capacity
and increases the cost associated with providing primry care
within the facility. This option is command directed and wil|
be inplenmented in the near future.

3. The in-house conversion with the EPC i ncorporated is
the nost costly option of the four, but it offers the nost
versatility of any of the proposed options. This option allow
MACH to provide beneficiaries the sane | evel of care as options
1 and 3 conbined at half the costs.

If the MHS ran purely as a business option 2 would be the
first choice. Unfortunately, the MHS has many outside
i nfluences that govern many of the decisions with in the system
The political ramfications of renoving the Victory Cinic
wi t hout replacing the capacity to care for the 5500 Medi care
El i gi bl e beneficiaries would be catastrophic to the
organi zation. The mlitary' s prom se of “free healthcare for
life” is still a political hotbed and will continue to be unti
Congress agrees to keep the prom se. Recent Senate hearings and

articles in newspapers such at the Arny Tines and USA Today
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suggests that Congress is considering keeping the prom se and
mandating the VHS to provide Medicare Eligible beneficiaries
heal thcare within the DoD facilities. Considering all the
factors involved, this study reconmends that option four, in-
house conversion with the EPC nodel, be inplenented to inprove
the access to care, inprove beneficiary satisfaction, decrease
the overall costs while nmaintaining the sanme | evel of primry
care, neet the conmand directed goals, and nost inportantly keep

the prom se of “free healthcare for life”
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Appendi x 2 — Current

Fam |y Practice Enpanel nent

Model

MACH Primary Care Manager Panel Capacity Model July 2000

Team A 1PCM Status capacity Team C [PCM Status Capacity
Military Staff Doctor 450 Deputy Commander for
Military Staff Doctor 300 Clinical Services 50
1st Year Resident 100 Clinic Chief 200
1st Year Resident 100 Military Staff Doctor 450
1st Year Resident 100 Military Staff Doctor
2nd Year Resident 300 Team Leader 300
2nd Year Resident 300 1st Year Resident 100
2nd Year Resident 300 1st Year Resident 100
3rd Year Resident 500 1st Year Resident 100
3rd Year Resident 500 2nd Year Resident 300
3rd Year Resident 500 2nd Year Resident 300
Chief, Dept of Family 150 2nd Year Resident 300
and Commmunity 3rd Year Resident 500
Medicine 3rd Year Resident 500
Sports Medicine Doctor Q 3rd Year Resident 500
Team A Total 3600 3rd Year Resident 500

Residency Director 200

Team B IClinic Chief 450 Team C Totals 4400
Military Staff Doctor 450
1st Year Resident 100
1st Year Resident 100 Total Clinic Capacity 12100
1st Year Resident 100 Current Enrollment 9549
2nd Year Resident 300 Available Excess 2551
2nd Year Resident 300
3rd Year Resident 500
3rd Year Resident 500
3rd Year Resident 500
3rd Year Resident 500
Military Staff Doctor 300
Team B Total 4100




Appendi x 3 — Proposed Enpanel nent Model

Team 1 |PCM Status Capacity Team 6 |PCM Status Capacity
Military Staff Doctor 575 Military Staff Doctor 575
1st Year Resident 100 1st Year Resident 100
2nd Year Resident 325 2nd Year Resident 325
3rd Year Resident 500 3rd Year Resident 500
1500 1500
Team 2 |Military Staff Doctor 575 Team 7 |Military Staff Doctor 575
1st Year Resident 100 1st Year Resident 100
2nd Year Resident 325 2nd Year Resident 325
3rd Year Resident 500 3rd Year Resident 500
1500 1500
Team 3 |Military Staff Doctor 575 Team 8 |DCCS 50
1st Year Resident 100 Clinical Service Chief 250
2nd Year Resident 325 Residecny Director 250
3rd Year Resident 500 1st Year Resident 100
1500 2nd Year Resident 325
3rd Year Resident 500
Team 4 |Clinic Chief 575 3rd Year Resident 500
1st Year Resident 100 1975
2nd Year Resident 325
3rd Year Resident 500 Team 9 |Chief, DFPCM 150
1500 Sports Medicine Dir
1st Year Resident 100
Team 5 |Military Staff Doctor 575 3rd Year Resident 500
1st Year Resident 100 3rd Year Resident 500
2nd Year Resident 325 1250
3rd Year Resident 500
1500 Total Clinic Capacity 13725
Current Enrollment 9549
Excess Capacity 4176

Appendi x 4 — Resident and Staff Physician (PCM Productivity
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Results OCT 99 — May 00

Residents Oct | Nov | Dec | Jan Feb | Mar 1| Apr | May ! CUM
I1stYear 1CVs/Mon 34 25 35 35 40 34 38 46 287
Avail Hrs/Mon 47 43 48 29 43 19 40 12 281
Avg CVs/Day 3 2 3 5 4 7 4 15 4
1stYear |CVs/Mon 22 20 24 28 26 33 33 37 223
Avail Hrs/Mon 57 37 46 19 28 53 1 4 245
Avg CVs/Day 2 2 2 6] 4 21 132 37 4
lstYear |CVs/Mon 21 20 23 34 15 43 28 37 221
Avajl Hrs/Mon 48 29 36 33 26 43 31 21 267
Avg CVs/Day 2 3 3 4 2 4 4 7 3
I1stYear |CVs/Mon 29 19 23 33 28 27 18 33 210
Avail Hrs/Mon 33 32 39 36 32 36 1 30 239
Avg CVs/Day 4 2 2 4 4 3 72 4 4
IstYear [CVs/Mon Q 0 42 86 34 38 53 32 285
Avail Hrs/Mon 0 0 47 24 46 31 15 1 164
Avg CVs/Day - - 4 14 3 5 141 128 7
lstYear |CVs/Mon 22 28 28 31 35 31 37 34 246
Avail Hrs/Mon 48 36 43 34 30 40 46 40 317
Avg CVs/Day 2 3 3 4 5 3 3 3 3
I1stYear |CVs/Mon 23 35 25 25 29 31 34 37 239
Avajl Hrs/Mon 51 37 30 31 24 56 30 25 284
Avg CVs/Day 2 4 3 3 5 2 5 6 3
I1stYear |CVs/Mon 52 37 44 44 86 47 73 42 425
Avail Hrs/Mon 147 80| 135| 133] 123] 151 79 91 939
Avg CVs/Day 1 2 1 1 3 1 4 2 2
TOTALS ICVs/Mon 2031 184 | 244 | 3161 2031 2841 314 | 298 2.136
Avail Hrs/Mon 431 | 294 | 424 | 339 | 352 | 429 243 | 224 2,736
Avg CVs/Day 2 3 2 4 3 3 5 5 3

* For Residents - Avg CVs/ Mon =

Hrs/Mon X 4.0 Standard Avail abl e Hour

Cvs/ Mon divided by Avai

per

1/ 2 Day




Appendi x 4 — Resident and Staff Physician (PCM Productivity

Results Gct 99 — May 00

Residents Oct | Nov | Dec Jan Eeb Mar 1| Apr | May CUM

2nd Year JCVs/Mon 139 85 72 97 64 74 51 60 642
Avail Hrs/Mon 114 117 126 121 104 125 28 52 787
Avg CVs/Day 5 3 2 3 2 2 7 5 3
2nd Year |CVs/Mon 176] 110 92 112 66 246 179] 101 1082
Avail Hrs/Mon 127 75 138 67 89 94 17] 108 715
Avg CVs/Day 6 6 3 7 3 10 42 4 6
2nd Year |CVs/Mon 64| 58 57 36 60 112 26 61 474
Avail Hrs/Mon 126 i 147 120 67 73] 109 35 754
Avg CVs/Day 2 3 2 1 4 6 1 7 3
2nd Year |CVs/Mon 120 90 62 174 235 119 85| 143 1028
Avail Hrs/Mon 1131 102 103 113 58 80 46 79 694
Avg CVs/Day 4 4 2 6 16 6 7 7 6
2nd Year JCVs/Mon 109/ 88 99 59 80 112 90] 106 743
Avail Hrs/Mon 128| 102 121 88 106 152 51 86 834
Avg CVs/Day 3 3 3 3 3 3 7 5 4
2nd Year 1CVs/Mon 79 45 51 67 97 50 22 79 490
Avail Hrs/Mon 127 96 127 98 122 62| 110] 128 870
Avg CVs/Day 2 2 2 3 3 3 1 2 2
2nd Year J|CVs/Mon 66| 107 101 91 99 116 78 69 727
Avail Hrs/Mon 122 83 127 119 102 164 92 10 819
Avg CVs/Day 2 5 3 3 4 3 3 28 4
2nd Year |CVs/Mon 144 97 65 7 101 61 83] 104 732
Avail Hrs/Mon 148| 81 95 101 52 131 86 18 712
Avg CVs/Day 4 5 3 3 8 2 41 23 4
2nd Year 1CVs/Mon 791 115 68 73 80 88 71 29 603
Avail Hrs/Mon 131] 106 125 126 81 87 63 78 797
Avg CVs/Day 2 4 2 2 4 4 5 1 3
2nd Year JCVs/Mon 72| 122 86 99 121 128| 113 73 814
Avail Hrs/Mon 106 79 100 81 127 76 91 41 701
Avg CVs/Day 3 6 3 5 4 7 5 7 5
TOTALS | CVs/Mon 1,048 | 917 753 885 | 1,003 | 1,106 [ 798 ] 825 7,335
AvailHrs/Mon | 1,242 1 918 | 1.2091] 1.034 908 | 1.044 | 693 ] 635 7.683
Avg CVs/Day 3 4 2 3 4 4 5 5 4

* For Residents - Avg CVs/Mn = CVs/Mn divided by Avai

Hrs/Mon X 4.0 Standard Avail abl e Hour

per

1/ 2 Day




Appendi x 4 — Resident and Staff Physician (PCM Productivity
Results Oct 99 — May 00

Residents Oct| Nov] Decl Janl Feb | Mar ! Apr| May CUM
3rd Year JCVs/Mon 163| 181] 136] 165) 130| 129| 83 38 1025
Avail Hrs/Mon 1171 96] 1061 1311 1111 721 56 11 700
Avg CVs/Day 6 8 5 5 5 7 6] 14 6
3rd Year 1CVs/Mon 0l 1611 1421 150] 132] 204] 90} 150 1029
Avail Hrs/Mon 0] 130| 128| 104] 134] 55| 72| 104 727
Avg CVs/Day | - 5 4 6 4 15 5 6 6
3rd Year JCVs/Mon 122] 161| 154 76] 146] 201] 91] 142 1093
Avail Hrs/Mon 147] 122] 1141 81) 126] 49| 9 26 674
Avdg CVs/Day 3 5 5 4 5 161401 22 &)
3rd Year JCVs/Mon 133| 150| 143| 153]) 168| 129| 73] 102 1051
Avail Hrs/Mon 107] 94| 108! 1028 134] 57| 99 40 741
Avg CVs/Day 5 6 5 6 5 9 3 10 6
3rd Year 1CVs/Mon 116] 1491 1851 1431 124 15311271 113 1110
Avail Hrs/Mon 113] 50| 119f 74} 93| 60| 33 85 627
Avg CVs/Day 41 12 6 8 5 10 15 5 7
3rd Year JCVs/Mon 225| 184| 103]| 121) 174| 165[139) 172 1283
Avail Hrs/Mon 1361 1171 123 831 96| 142] 99 4 800
Avg CVs/Day 7 6 3 6 7 5 61172 6
3rd Year JCVs/Mon 49| 160] 120| 110f 120} 123|113] 128 923
Avail Hrs/Mon 261 941 133] 1071 134 651 35 60 654
Avg CVs/Day 8 7 4 4 4 8113 9 6
3rd Year JCVs/Mon 129| 166] 99| 83] 62| 96/116 63 814
Avail Hrs/Mon 153 29| 108 33] 109] 91] 57 5 585
Avg CVs/Day 3| 23 41 10 2 4 8] 50 6
TOTALS JCVs/Mon 9371131211082]1001]1056| 1200[ 832] 908 8328
Avail Hrs/Mon 799 7321 9391 715] 937| 5911460] 335 5508
Avg CVs/Day 5 7 5 6 5 8 7 11 6

*For Residents - Avg CVs/Mn = CVs/Mn divided by Avai
Hrs/Mon X 4.0 Standard Avail abl e Hour per 1/2 Day

Appendi x 4 — Resident and Staff Physician (PCM Productivity

A- 6



Results Cct 99 — May 00

Teachina Staff Oct | NoviDecl Jan 1l Febl Marl Aor | May | CUM
Staff Doctor |CVs/Mon 80| 79 O] 114] 85| 88| 110] 103| 659
Avail Hrs/Mon 571 85 0l 1061 1410 1371 69] 52| 616
Avg CVs/Day 10 6 7 5 41 111 14 7
Staff Doctor |CVs/Mon 128| 164] 163] 1341 124] 239] 1561 1231 1231

Avail Hrs/Mon 38 40 41 23] 41 34 78 21 316
Avg CVs/Day 23] 28] 271 40 211 49 141 40 27

Staff Doctor |CVs/Mon 156] 239] 200 0 Q Ol 134| 1901 919
Avail Hrs/Mon 771 121] 179 0 0 0] 98] 75| 550
Avg CVs/Day 141 14 8] - - - 9 17 12
Staff Doctor |CVs/Mon 112] 120] 125] 132] 111] 165] 60| 70 895

Avail Hrs/Mon 103] o611 681 68] 47| 1338] 38] 1121 635
Ava CVs/Day 8] 141 13) 13| 16 8] 11 4 10

Staff Doctor |CVs/Mon 148] 161 178] 168] 184| 151] 179] 200{ 1369
Avail Hrs/Mon 155] 104| 244] 163) 206] 114] 141 187! 1314
Avg CVs/Day 71 11 5 7 6 9 9 7 7
Staff Doctor |CVs/Mon 2521 2311 2211 2241 234] 318| 204] 297] 1981
Avail Hrs/Mon 160| 168| 168] 160} 160| 184| 152| 168| 1320
Avg CVs/Day 11 9 9] 10 101 12 9] 12 10
Staff Doctor |CVs/Mon 0 0 0 0 0 0 0 0 0
Avail Hrs/Mon 0 0] 0 0 Q 0] 0] 0 0
Avg CVs/Day | - - - - - - - - 0
Staff Doctor |CVs/Mon 96| 112] 92| 106) 94| 132] 102| 107]| 841

Avail Hrs/Mon 781 841 821 361 29l 46l 111 29] 395
Avg CVs/Day 8 9 8] 20| 22| 20] 64] 25 15
Staff Doctor |CVs/Mon 142] 86| 122] 134) 115| 166] 63| 111 939
Avail Hrs/Mon 109] 112 67 54] 65| 87| 80 66 640
Avg CVs/Day 9 5 131 17 12 13 5 12 10
Staff Doctor |CVs/Mon 173] 146 137] 1511 154| 198] 120] 171! 1250
Avail Hrs/Mon 84| 73] 95] 59] 83| 112 61] 71| 638
Avg CVs/Day 141 141 101 18 13 12 141 17 14

Staff Doctor |CVs/Mon 167] 233| 242 0 0 0 0 0] 642
Avail Hrs/Mon 34 65 56 0] Q 0 0] 0] 155
Avg CVs/Day 34| 251 30 - - - - - 29
TOTALS CVs/Mon 145411571]114801116311101|14571112811372]10726

Avail Hrs/Mon 8051 91311000) 669} 741] 8521 728] 781] 6579
Avg CVs/Day 111 12| 10 12 10| 12| 11| 12 11

* For Staff Doctors - Avg CVs/ Mon = CVs/ Mon di vi ded by
Avail Hrs/Mon X 6.9 Standard Avail abl e Hours per Day



Appendix 5 — Enrollnent and Uilization Data
Victory Clinic
CM Workload/Visits nrollment
Active | Medicare] ADD NADD & Totals Active | Medicare]| ADD NADD & Totals
Duty Retirees Duty Retirees
Jul 99 0 1353 297 2114 3764 0 5605 1084 8166 14855
Aug 0 1105 328 1888 3321 0 5347 1202 8330 14879
Sept 0 1064 348 1940 3352 0 4508 1166 9189 14863
Oct 0 1846 417 2316 4579 0 4498 1200 9185 14883
Nov Q 1276 382 1950 3608 Q 5440 1406 8098 14944
Dec 0 1091 420 1887 3398 0 5465 1446 8058 14969
Jan 00 0 1094 455 1709 3258 0 5480 1501 8048 15029
Eeb Q 1336 502 2209 4047 Q 5492 1574 8093 15159
Mar 0 1198 503 1981 3682 0 5492 1540 8091 15123
Apr 0 1369 496 2200 4065 0 5528 1602 8043 15173
May Q 1529 529 2353 4411 Q 5526 1587 8032 15145
June 0 1516 555 2310 4381 0 5533 1640 7913 15086
Totals 0 15777 5232 24857 45866 0 63914 | 16948 99246 180108
Avd
Mnth 1315 436 2071 3822 5326 1412 8271 15009
Ava
Visits 2.96 3.71 3.01 3.01
per yr
MACH Familv Practice Clinic
CM Waoarkload/Visits nrollment
Active | Medicare] ADD NADD & Totals Active | Medicare | ADD NADD & Totals
Duty Retirees Duty Retirees
July 99 353 487 2072 1141 4053 690 721 5552 2987 9950
Aug 358 583 2280 1254 4475 687 722 5565 2980 9954
Sept 408 561 2318 1280 4567 709 752 5434 3069 9964
Qct 710 702 2114 1357 4883 709 750 5424 3032 9915
Nov 609 750 2184 1633 5176 708 842 5192 2939 9681
Dec 389 504 1862 1124 3879 711 842 4999 2971 9523
Jan 00 332 448 1398 1133 3811 697 843 4890 2975 9405
Feb 358 477 2056 1150 4041 689 849 4855 2951 9344
Mar 400 554 2325 1410 4689 693 887 4798 2984 9362
Apr 287 397 1796 1067 3547 747 850 4963 3216 9776
May 351 427 2106 1264 4148 789 851 5381 3510 10531
June 337 400 2004 1184 3925 678 851 5447 2573 9549
Totals 1708 5729 22697 13717 51194 8507 9760 62500 36187 116954
Avg
Mnth 569 521 2063 1247 4266 709 813 5208 3016 9746
Ava
Visits 2.4 7.04 4.44 4.55 5.25
per yr




Appendi x 6 — AFMAM Anal ysi s

Summary of the AFMAM Analysis

Utilize Current Hire Additional |In-House
Excess Capacity |Personnel to Conversion
with in the Family |meet the 1500:1 |with EPC
Maintain Practice Clinic, capacity model, |(1500:1)
Status Quo |Do not renew the  |Do not renew the [Implemented
GS Contract GS Contract
Direct Costs ($2,020,000) $0 $0 $0
Change in Workload in
the MTF: ADD 5232 (500) 0 0
NADD 24857 (21018) (16436) 16436
Medicare 15777 (15777) (15777) 15777
Total 45866 (37295) (32213) 32213
Marginal Costs per visit $6.61 ($6.61) ($6.61) $6.61
Total outpatient Marginal
cost per visit | ($303,174) $246,520 $212,928 | (212927.93)
Additional Labor Costs 0 0 (514288)] (2024000.00)
Change in BPA due to
lost workload $0 ($2,424,175) ($2,093,845) $0
Total Cost to MACH ($2,323,174) ($2,177,655) ($2,395,205)| ($2,751,216)




