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ABSTRACT

At the direction of Health Services Command (HSC),
Brooke Army Medical Center (BAMC) will soon enter a new realm
of healthcare delivery known as "Gateway to Care." The
Department of Defense (DoD) refers to the same program as the
Coordinated Care Program (CCP), while the civilian medical
community refers to the same program as Managed Care. User
understanding of this program will increase its cost
effectiveness and make the implementation process easier.
This paper addresses some considerations for recapturing and
facilitating the management of the CHAMPUS outpatient
population.

Marketing efforts explaining the Gateway to Care program
to the commanders and staff of maedical treatment facilities
appear to be progressing satisfactorily; however, the
beneficiary population seems to be unclear about ths program
and its benefits. An extensive amount of publicity has been
given to the program in general, however, limited definitive
regsearch has been directed at the particular areas in which
BAMC should concentrate its primary care efforts in terms of
high-cost/high-volume users.

A substantial cost savings can be realized by increasing
our ability to provide in-clinic care and appointments, as
opposed to the continued use of civilian providexrs in their

own faclilities.

iid




TABLE OF CONTENTS
ACmowLEDGmTSIl..."'...'.l...l.lO....l.l......‘l.ii
usTnCTOOIIOII.CI..O..l..l’ll.l....0.....0.!0.“..!iii
TABLE or comms’ ® 0 0 8 0 0 0 0 5 8 0 P BRSPS NN e et NN iv
CHAPTER

I. INTRODUCTIONU P00 0 0 & 0 0 000 B PO VL e PN NN SN .1

a. Conditions which prompted the study....2

b. Statement of the Management Problem....3

¢, Literature Review.......ocovvsvseciesesd

d. Background Information.........ees0000.6

.. Puno... S 6 8 0. 0.8 ¢ 4 4 2 5 8 5000000 N B e e e .22

II. MRERTHODS AND PROCEDURES, ..c.coseeseosreasssssdD

III. RESst.IO.I...lO.ll.‘........Q.OO.l.....lza

IVO DISWSSIONO ® 6 & 2 8 5 5 & 0 08 0P O OB BB NS S O s .45

V. CONCLUSIONS and RECOMMENDATIONS...........48
.Rn'nnmcls.il.l....‘....ll.'..l.l.DO‘..'.O..I....O...SO
GLOSSARYI..D.DO.IO“I..Ol...'l.""0'0"!0.'...'!....52
MBRWIATIONSO ® ® 5 0 5 0 0 B O O AP SO EPEDEL SN e s l53
LIST or Tullns m GMPHB S 8 5 9 0 0 4 6 82 2 S & 2B OSSP I R e P PN 54

LIST or APPmIcEs.nol.coooconclllll‘lolll..nl!.lo-ouss

iv




INTRODUCTION

Brooke Army Medical Center (BAMC), as well as the
other Health Services Command (HSC) medical treatment
facilities (MTFs), will soon be embarking on a new
journey for healthcare delivery. According to the
former Assistant Secretary of Defense for Health
Affairs, Dr. Enrique Mendez, the goals of the
Coordinated Care Program (CCP) are to: (1) improve
beneficiary access to health services, (2) ensure
quality care is provided to all beneficiaries of the
Military Health Services System (MHSS), and (3)

- contain health care costs (OASD[HA], 1992). Containing
costs while improving quality and access will present
the biggest challenge to BAMC in accomplishing the
"Gateway to Care" (GTC) mission. One crucial aspect of
this challenge is to recapture a percentage of the
outpatient CHAMPUS expenditures.

Cost containment has been scrutinized from several
viewpoints, and a wide~range of recommendations have
been made. Some of the more common ideas indlude: (1)
reducing services, (2) reducing the beneficiary
categories that we serve, (3) increasing the quantity

of care at the expense of gquality, and (4) reducing




extreme external expenditures. The letter from The
Surgeon General, Lieutenant General Alcide M. LaNoue,
to the Commander,. Health Services Command, Major
General Richard D. Cameron, provides the guidance that
reducing services is not an option. The "Doomsday
Letter," Appendix A, is based on guidance to the TSG
from the Department of Defense (DnD). The impact to
BAMC for FY94 would be a budget reduction of
approximately $15.5 million. We also can not eliminate
any of the eligible beneficiary categories, as they are
mandated by DoD. An example of this would be
eliminating appointments for retirees and/or their
dependents. Other ideas may include such measures as
cutting appointment times by half (30 minutes to 15
minutes) or reducing credentialing standards. Clearly,
increasing quantity at the expense of quality is not a
reasonable alternative. However, the reduction of
extreme external costs does provide a means for BAMC to
accomplish some of the goals of the CCP and to minimize
the impact of the Doomsday Letter requirements.
CONDITIONS WHICH PROMPTED THE STUDY
The initial stimulus for this study was the:

implementation of the Gateway to Care program at Brooke




Army Medical Center (BAMC) at the beginning of fiscal
year (FY) 1994 and the need for BAMC to have a
marketing plan ready to activate. The scope of the
study changed in order to narrow the focus of the
management problem.
Statement of the Management Problem

The problem is to identify BAMC's high-cost and
high-volume outpatient CHAMPUS services and to
recommend a marketing strategy to facilitate cost
containment for these areas.

Literature Review

There is an abundant resource of information
available on marketing strategies and global marketing
perspectives. However, the definitive mechanisms for
the "how" as opposed to the "what" are not clearly
stated in the majority of the literature. For this
reason, one particular marketing aspect of GTC will be
the focus of this paper. The problem that military
healthcare recipients address most often is access. -
This is apparent when reviewing the three dimensions of

the cCP: access, quality, and cost-containment

(Mendez, 1992).




The Health Care Advisory Board, Washington, D. C.,
performed over 110 interviews with experts in the area
of health care marketing. Their sources included over
70 hospitals and numerous consultants, vendors, and
trade associations. Their study also reviewed over
2000 pages of articles and more than 100 custom
research reports on strategies to market hospital
services (Ashman, 1991). In several instances, they
. found the. customers were more concerned with high
quality and easy, rapid access rather than a cost which -
may be a fraction higher than the normal. Some of the
.results indicated that cost was a significant factor in.
the selection of the facility/provider. Inpatient
utilization is declining (Andersen, . 1%91), while
outpatient visits are rapidly increasing (Lumsdon,
1992).

Other litarature suggests that part of the
targeting scheme for managed care depencs on the
identification and enrollment of the beneficiary
population in order to determine the medical resources
required to meet the needs and demands of the eligible

beneficiaries (Badgett, 1990; Kongstvedt, 1989; Saward

& Fleming, 1980). The success or failure of the




identification and enrollment process will be greatly
influenced by the initial marketing efforts and
strategies.” Kotler (1989) suggests that the market
should be segmented, targeted, researched, appraised,
and developed. Bensky (1990) states that information
on the target market includes awareness of current and
potential competition and determining whether
substitutes for the services are available. Bensky

- also believes that the next step is to determine what
values will motivate the user of the services to
participate in your plan/program.

In a recent survey by the American Hospital
Association (AHA/CMHS Inventory of General Hospital
Mental Health Services), it was found that managed care
has a significant impact in the mental health field
(Murray, 1993). The survey queried 1,829 psychiatric
programs from 1988-1990 and though dramatic increases
in capital expenditures were not apparent, it did
discover that outpatient services for children and
adolascents are becoming an area of intensive resource
focus. The survey alsc indicated a trend toward

privatization of mental health treatment facilities

from state and local facilities.




Grayson (1993) arques that price controls are not
an effective method for managing health care costs, but
the application of total quality'management and
benchmarking can improve the quality of the services
provided while reducing costs. Shortell (1993)
"believes that primary care is the core to health reform
initiatives. His view is simple, "to succeed in the
- marketplace of the futurn, hospital systems must shift
their paradigms from acute: care to primary care."

According to Taylor (1993), contract management is
the key to the successful implementation of contracts
for services. The survey conducted by Hospitals
magazine polled 1,185 respondents on the three nost
commonly used contract services: clinical iepartments,
hospitality services, and business services. The
results indicate that about 75% of the hospitals use
regional contract management firms for clinical
services with 59% being "highly satisfied" with the
management.

Background Information
Several alternatives can be investigated to reduce

or contain costs. For instance, there may be a better

method to utilize our internal assets and reduce or




closely monitor external contracts. Restructuring the
Department of Nursing to eliminate some of the middle
level administrative slots could eliminate part of the
need for contract nurses. A telephone conversation in
September 1992 with LTC Bill Mantia, Chief, Coordinated
care Division, Fort Carson, CO indicated that the Fort
Carson MTF has already exercisaed this option. The Fort
Carson MEDDAC has also demonstrated that by redirecting
their focus and resources, they can provide more
services and minimize patient visits. This represents:
a shift from the inpatient focus to the ambulatory
care/outpatient focus. Hiring a wage grade employee to
maintain supply stocks on the wards would realistically
free the higher paid non-commissioned officers to
become more patient care oriented and thus, reduce the
need for contract licensed practical nurses (Moore,
1993).

Another proven possibility is to reduce fraud,
waste, and abuse through intense monitoring of
contracts (Beers, 1992). As an internal auditor and
assisting officer in an investigation, Mr. Beers

revealed that the contractor had overcharged the

government by approximately $28,000 during the first




four months of the contract. His investigation also
revealed that potential savings could exceed $1.2
million dollars over the life of the contract. Closely.
tied to the better use of internal resources is the
raeclamation of the high-cost/high-volume CHAMPUS
outpatient users; in essence, developing a better
managed care program.

The success of any managed care program depends on
the identification and enrollment of the beneficiary
population in order to determine the medical resources
regquired to meet the needs and demands of the eligible
beneficiaries (Badgett, 1990; Kongstvedt, 1989; Saward
& Fleming, 1980). The success or failure of the
identification, registration,: and enrollmant process
will be greatly influenced by the initial marketing
efforts and strategies. In preparing the foundation,
the Commanding General, Brigadier General 2zajtchuk,
published the letter, Appendix B, to beneficiaries.

In the identification and registration processes, .
we anticipate the identification of what has been
termed the "ghost population." The "ghost population®
raepresents the unknown user portion of beneficiaries

who for some reason (geographical, seasonal) are very




mobile and move from one area to another and aexpect to
receive care at the new location. The ability to plan
for this element will add flexibility and strength to
our system of delivering health care.

Just as the HSC Commander has encouraged the MTFs
to begin marketing their future plans, the success of
BAMC's effort to recapture the high-cecst/high-volume
user will depend largely upon our ability to do several
things. We must accurately identify the consumer
population, identify the customer needs, tailor a
customer~oriented health care delivery package, and
educate the providers, staff, and consumers about the
advantages of participating in the Gateway program.

Marketing efforts must be aimed not only at the
beneficiary population, but should also be expanded to
encompass the providers of the care and the affiliated
participants in the program. A copy of the proposed
marketing/public affairs plan is located at Appendix C.
The health care provider tesam which includes the BAMC
gtaff, agency hires, partnership providers, and
contract providers will require intense marketing
efforts in terms of education about the "Gateway

Mission." Kotler (1989) suggests that the market




should be segmented, targeted, researched, appraised,
and developed.

This paper addresses the target population
(outpatient CHAMPUS users) and researches the costs
associated with BAMC's inability to provide services
which meet the needs of the beneficiary population. To
date, there has been very limited action to gain
control of the outpatient population. The three
primary segments of the population that should be
targeted, in order to gain control of the outpatient
population, are the CHAMPUS users, BAMC's staff, and
the providers and facilities outside of the DoD network
that we will attempt to enjoin for their services.

The Defenss Medical Information System: (DMIS)
scparates outpatient care into four major categories
(obstetrics, medical, surgical, and psychiatric) for
deternmining CHAMPUS patient load. This data creates a
base for the investigation. A review of government
cost for ancillary services for CHAMPU3 users is then
reviewad. The four major categories of care are sub-
divided into thirty-two clinical settings (DMIS,1991)
and avaluated in terms of paid profaessional cost and

visits. Finally, a review of CHAMPUS costs for
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psychiatric services between FY91 and FY92 is
conducted.

As the CCP begins, we must: (1) identify our area
of responsibility, (2) know our eligible beneficiaries,
(3) know our principal CHAMPUS users, (4) have a
reliable enrollment program, (5) know what we can offer
our beneficiaries (The Triple Option), and (6) consider
the problems associated with overlapping catchment
areas. Enrollment in coordinated care is mandatory for
all active duty personnel and optional for active duty
family members, retirees, dependents of retired
nilitary, and eligible survivers of active duty and
retired personnel living within a 40 mile radius of a
military treatment facility offering coordinated care
(Mendez, 1992). The 40 mile radius is referred to as
the military hospital's catchment area.

The. BAMC catchment area encompasses all of Bexar
County and surrounding communities. A significant
portion of the BAMC's catchment area overlaps Wilford
Hall Medical Center's (WHMC) catchment area. These two

areas are referred to as the San Antonio ﬁilit&ry

Community Service Area (SAMCSA).




Bligible Beneficiaries

While BAMC and WHMC catchment areas overlap almost
entirely, the eligible beneficiary populations have
been separated by zip code by the Resource Analysis and
Planning System (Grems, 1991). Thus, the eligible
beneficiary population in BAMC's catchment area is
excluded from WHMC's catchment area and vice versa.
Population data for eligible beneficiaries within the
BAMC catchment area was extracted from the DMIS FY91
Population Report. Table 1 depicts the population data

for tha BAMC catchment area.

Table 1 © - BENEFICIARY POPULATION

" Active Duty Military 15,698

JIDopondcntn - Active Duty ' 24,912

I[Rclorva Component - 1,351

I[Dop.nd.nts =~ Reserve Components 2,013 .

I[Rotirocl 20,221

Pbopendcntn - Retirees 26,529
Survivors and Others 5,186

H Total : 95,910

Of the 95,910 total beneficiaries in this catchment

area, 28 percent are dependents of retired military, 26




percent are active duty dependents, 21 percent are
retired military, 16 percent are active duty military,
5 percent are eligible survivors of active duty and
retired personnel, and the 4 percent are reserves and
their dependents. The WHMC beneficiary population
acoording to the DMIS FY91 Population Report is 81,407,
considerably smaller than BAMC's. The distribution of
beneficiaries in each of the categories is relatively
similar. Appendix D compares the BAMC population by
category to that of WHMC. The sole purposs for
observing WHMCs beneficiary population in this paper is -
to establish the need of the two organizations to share
rescurces to gain control over the high=cost/high~
volume users.

Utilization of the Resource Analysis and Planning
System (RAPS) facilitates planning for the 177,317
-eligible beneficiaries in the SAMCSA and decreases
beneficiary confusion in terms of which facility to .
use. The RAPS divides the catchment areas for WHMC and
BAMC by a pre-established zip code methocdology. If
used, WHMC would be responsible for the 81,407
beneficiaries that are raisiding within its catchment

area, and BAMC would remain responsikle for its
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population of 95,910 beneficiaries. As the CCP
evolves, it may become necessary to modify catchment
areas in order to maximize the use of the military
health care resources within the service area and
increase cost efficiency. This can be accomplished by
eliminating some duplication.of services and
standardizing others. As an example, the WHMC and BAMC
pharmacies have developed a standard formulary.

CHANPUS Users

Extending the control over the spending of CHAMPUS
funds is a Key feature of the CCP. The "Executive" or
"Lead Agent" of the SAMCSA would be given control over
‘both CHAMPUS and direct medical care budgets for the
overlapping catchment areas. The purpose of this
action is to establish plans that make the most cost-
effective use of military and private sector carae.

At the present time, it appears that WHMC will be
the designated "lead agent" and that presents its own
set of problems for BAMC. Only 59 percent of the
individuals in the BAMC catchment area are Army
beneficiaries, while 35 percent are Air Force. The
relatively large number of Air Force beneficiaries in

the BAMC catchment area may be explained by the four
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Air Force Bases (Randolph, Lackland, Kelly, and Brooke)
in the SAMCSA as compared to one Army installation,
Fort Sam Houstun (Grems, 1991). Enrollment of high
volume CHAMPUS users into the CCP should optimize the
use of the military resources and decrease the cost of
care reimbursed under CHAMPUS. The two biggest
concerns ar@ the high volume and high dollar procedures
that could possibly be brought into the MTFs.

There are 63,855 CHAMPUS eligible beneficiaries in
the BAMC catchment area. The total number of CHAMPUS
user beneficiaries for BAMC was extracted from the
CHAMPUS Health Care Summary for October 1990 through
September 1991. During this twelve month period, the
total user beneficiary population for CHAMPUS
outpatient care was 28,158 with 115,156 total visits.
The total cost to the government was $11,236,695,
(Appendix E). This indicates that 44% of the eligible
CHAMPUS beneficiaries were responsible for the total
cost and that each user averaged 4.08 visits during
this time frame. The average cost per visit per
patient averaged $399.00.

Outpatient professional services were reviewed by

beneficiary category, sponsor service, and visits to

15




determine the workload being handled by CHAMPUS
expenditures (Table 2, pl7). Four primary areas were
reviewed: Obstetric, medical, surgical, and
psychiatric visits. Data on the cost per outpatient
procedure per clinic was not reviewed; howaver, this
data was examined to determine the most frequent users
of the CHAMPUS systenm By beneficiary category (Table 2,
pl7).

16
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Enrollment Program

Enrollment into the CCP is basically a three-~step
process and will be very significant in the marketing
effort. The initial step in the enrollment program is
to accurately identify all eligible beneficiaries. The
identification step uses the Defense Enrollment/
Eligibility Reporting System (DEERS) as a base~-line for
determining the population size. The next step is to
register the population being serviced.

Registration uses the DEERS database information
and combines it with Health Risk Appraisals to get a
general overview of the health of the population being
.sexviced. Registration does not guarantee services to
anyone., It merely provides a tool for the command to
utilize in managing the cCcP.

Enrollment in coordinated care is only open to
eligible beneficiaries who are registered with DEERS
(Mendez, 1992). The enrollment process is currently
unresolved for the SAMCSA due to the confusion
associated with ovarlapping catchment areas. It will
be essontial for WHMC and DAMC to utilize the sane

enrollment processes in order to simplify the program

to the beneficiaries.




Enrollment in coordinated care is not mandatory
except for active duty members whe will be enrolled
automatically. Active duty dependents will be given
the option of enroclling in coordinated care or relying
on CHAMPUS. Retirees, retiree dependents, and eligible
survivors will be given the opportunity for enrcllment
only if a sufficient provider network capacity exists
within the WHMC and BAMC catchment areas. Enrollment
can not begin until such time that a netwoxrk of
providers has been established and is available for the
enrxolling population. The enrollment process for other
than active duty will be conducted in phases in the
order designated above.

Medicare eligible beneficiaries may be enrolled in
coordinated care and receive care at a MTF if services
are available. Some of the graduate medical education
programs will necessitate the enrollment of a small
percentage of this category. If services are not
available, Medicare eligible beneficiaries will be
referred to civilian providers who accept Medicare
reimbursement. The pinnacle of the enrollment program
will be to deliver the most expedient, cost-effective,

high quality care through a carefully structured, well-
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organized, provider network.
The Triple Option
-Eligible beneficiaries of the CHAMPUS program will

have the ability to choose from one of three options
being offered by DoD for continued healthcare: oca-plus,
co=extra, and co-basic.  The co-plus package provides
for all healthcare to be received at uniformed service
facilities or designated civilian network providers.
The coc-extra package allows beneficiaries to use a
civilian preferred provider network on-a case-by-case
basis, and the co=basic allows beneficiaries to remain
under standard CHAMPUS arrangements. The major issue
with this range of services is the inability of the
local commanders to have some negotiable influence with
the programs being offered.

Overlapping Catchment Areas: 8pecial Considerations

Coordinated care planning for overlapping

catchment areas presents a particularly complex
marketing situation and intensifies the need for
extensive interservice coordination (Reischauer, 1991).
Coordinating the participatory role of the other MIFs
within the service area, delineating responsibility,
and establishing acrcountability will be issues that

20




will have to be resolved prior to implementing
coordinated care in these areas (Mendez, 1992).

Success of the CCP in the San aAntonio area will
also depend upon the «stablishment of a formal
memorandum of agreement. At a minimum, the memorandum
of agreement should address the following issues:

1. The responsibilities of WHMC,

2. The responsibilities of BAMC and the other
facilities in support of the .coordinated care effort.

3. The apportionment of CHAMPUS funds between.
WHMC and BaAYC,

4. The overhead costs attributable to enrolling
Alr Force beneficiaries in the BAMC catchment area due
to the large Air Force population,

S. The reimbursement of funds for referral
services batween MTFs within the SAMCSA, and

6. The responsibilities of the lead agent to the
other facilities, and vice versa.

The responsibilities and goals of BAMC, WHMC, and
the other MTFs within the service area must be clearly
dafined. While overlapping catchment areas may
complicate the coordinated care concept, it also

provides the MTFs within the San Antonio area the
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opportunity to accomplish several DoD objectives: (1)
work together in developing and building an integrated,
cost-effective health care system; (2) optimize the use
of the military and civilian health care resources in
local conmunity; and (3) in some cases, eliminate the
duplication of services. Another significant problem
is apparent in the mission of BAMC and WHMC, as both
are tertiary and graduate medical education (GME)
institutions as opposed to primary care facilities.
PURPOSE

The purpose of this GMP is to review some
considerations for re-capturing part of the high-costs
and high-volume users who contribute to the $11 millien
CHAMPUS outpatient costs. Data for CHAMPUS outpatient
visits, costs, and types of services will be reviewed
to determine their impact on the outpatient CHAMPUS
budget.

Visits are the most significant variable. They
impact not only on the total costs but also on the
clinical setting/type of services rendered. Visits are
observed in total quantities per beneficiary category.
Repeat vigits to a clinic could indicate possible

churning by the physicians, a wrong diagnosis and
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treatment regiment, or even the establishment of a
niche through a particular segment of the population.

The next variable is costs. Costs are related to
visits and services through several mechanisms.

_Examples of costs include personnel, equipment,
facilities, and supplies. In that DoD does not yet
consider these aspects, it will becoms imperative in
the future as military healthcare is forced to operate
more like a business. For this report, costs are
expressed as totals for profaessional services. The
Tri-Service CHAMPUS Statiscal Database Financial
Support System (FASS) provides the capability te
monitor costs per clinic per procedure by using Current.
Procedural Terminology-4 (CPT4) coding. The CPT-4
codes for the adolescent child psychiatry clinic are
studied to determine which if any of the procedures are
responsible for escalating psychiatry costs.

Type of saervice is the final variable that is
observed. Four major outpatient categories of care
(obstetrics, medical, surgical, and psychiatric) are
identified by the DMIS database. Thirty-two clinical
settings have been identified by the Health Care

Studies Institute for outpatient care.
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The thirty-two clinical settings are listed below:

adverse reactions neurology
allergy neurosurgery
cardiology nutriticnal
dental obstetrics
dermatology ophathanology
andocrinology orthopedics

ENT other#

family practice pediatrics
gastrosnterology physical therapy

general practice plastic surgery

general surgery proctology
gynecology psychiatric
hematology pulmonary/respiratory
infectious disease rheunatology

internal medicine thoracic surgery
naphrology urology

*not elsewhere classified

One of the clinical settings, psychiatric
services, is selected to further narrow the scope of
the investigation. Psychiatric services consists of
six clinics (psychiatric, psychology, child guidance,
mental health, social work, and subatance abuse/
rehabilitation). The adolescent psychiatric clinic has
ten CPT-4 codes that are studied to determine which of
the clinical procedures are high-costs/high-volune.

The code names are:

-Congultation With Family -Diagnostic Interview
~-Fvaluation of Tests/Records <Individual Psychotherapy
-Medical Psychoanalysis -Pharmacology Management

-psychiatric Therapy/Service =Psychological Testing
-Special Family Therapy -Special Group Therapy




The categories of care and the various clinical
settings are basically self-explanatory with their
pame. For the purpose of this report, they are not
necessarily viewed as one entity or as part of another.
They are observed to provide an indication of the areas
in which high-cost or high-volume usage is apparent.

METBOD AND PROCEDURES

Data was gathered from the DMIS information data
base in Arlington, VA. and the FASS, U.S. Army Health
Care Studiea, Fort Sam Houston, TX. Two primary events
are of interest in the analysis of thae data, outpatient
CHAMPUS visits and the costs associated with them. The
projact is designed to take a simple quantitative view
of costs and visits. Using the Pareto Principle, the
data, from the information systems listed above, has
been analyzed and studied in accordance with the "80-20
rule" to determine the areas of CHAMPUS outpatient
spending on which we need to focus our resources.

The Pareto Principle (Chase, 1992) is derived from
the 18th century sociologist and economist, Villefredo
Pareto, known primarily for his theories on political
behavior. Pareto believed that all societies are

governed by a small group of rulers who control the
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majority of the wealth. In a study of the distribution
of the wealth of Milan, Pareto found that 20 percent of
the people controlled 80 percent of the wealth. This
same logic of the few having the greatest importance
and the many having little importance has been
broadened to include many situations and is termed the
Pareto Principle. It is used in business and industry
as a model to identify the few problem areas that
create the most significant impact. The healthcare
industry uses this problen solving technique as well.
The data being studied is both valid and reliable
in as much as it pertains to a particular timeframe.
It provides a basis for comparing various FYs with one
another, or with FY89, the accepted base year. The.
base year is defined as the year in which all other
data will be compared. The only significant variable
that is skewed is the total cost for paychiatry visits.
Currently, DMIS is unable to distinguish the outpatient
cost per visit from the inpatient cost per visit, and
consequently, the total psychiatric costs includes
inpatient visits (visits by the doctor at the bedside,

not inpatient admissions).
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The application of the Pareto Principle will
provide a method for determining which, if any, of four
basic categories of professional services are creating
the most significant expenditure problems. The data in
Appendix F compares FY9l1 and FY92 professional services
costs and visits for thirty-two clinic settings, as
identified by DMIS. The ABC planning method is used to
prioritize these settings, first by the total number of
visits and then by cost per visit (assuming there could
be a difference). The purpoit was determine high-cost/
high-volume clinics. Analysis was also conducted to
determine the average cost per visit per cliniec.

The FY91 and FY 92 MEPRS Workload and Expense
Totals by Psychiatric/Mental Health Care Functional
Category for BAMC for each of the categories for each
fiscal year are examined using a comparativae analysis
to determine increases or decreases in expenses and
visits. 8ix clinical categories exist in psychiatric
services.

One of the six categories, Adolescent Psychiatric
Care, is then examined by using Current Procedural

Terminology=-4 (CPT-4) codes to determine the moat

expensive- and most utilized procedure in this category.
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Again, the Paretto Principle will be used to rank order
the CPT-4 codes.

Utilization of the CHAMPUS outpatient visits data
(CHAMPUS Health Care Summary) can provide information
on which clinical entry points, if any, may need to be
expanded to accommodate the possible increase of
patients. It is expected that Bnﬁc will later conduct
one or more surveys in an attempt to focus more clearly
on a distinguishable market. Trial enrollment
procedures have already bheen tested for approximately
£ifty BAMC active duty personnel and their families.
This is one of several trial runs that the coordinated
. ocare division will attempt.
| ' RESULTS

BAMC sufflers from a tremendous space problem as
well as being more tertiary care oriented than primary
care oriented. The physical layout of the facilities
promotes inefficiency, hampers record keeping
accountability, and causes duplication of some
services. These facts could possibly be contributing

factors to the seemingly high-costs/high~volume usage

of CHAMPUS outpatient services.




Tables 1-2 were discussed in the introduction and
background information to establish a base for this
investigation. 1In table 1, p.1l2, population
comparisons were made to determine the largest
beneficiary category. The categories were then rank
ordered in terms of size. From largest to smallest,
the results were: dependents of retirees, active duty
dependents, retirees, active duty, survivors, and
reserve components. An analysis of the data in Table 1
indicated that the three most largely populated
beneficiary categories are dependents of retirees,
dependents of active duty, and retirees, respectively,
and account for 75% of the population being serviced by

| BAMC. Graph #1, p.32, illustrates the magnitude of
three largest beneficiary categories.

Table 2, p.17, examined the CHAMPUS outpatient
professional services by sponsor service, beneficiary
category, and the professional service by visits that
was rendered. The analysis revealed that the Navy and
Marines, follow a similar usage-to-population ratio for
dependents of retirees and dependents of active duty,
respectively, utilizing the majority of the services.

It also identifies a user percentage rate for each of
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the categories that are noted. The percentage of use
for each service by beneficiary category and for each
sponsor service will be significant in the CHAMPUS
reimbursement process for BAMC under the "lead agent"
concept in over-lapping catchment areas. Graph #2,
p.33, illustrates the vast number of outpatient visits
from the Air Force population in the BAMC catchment
area. This data could be useful in future, more
detailed studies of specific baasic services or
beneficiary categories. Graph #3, p.34, refleots the
most highly utilized professional services by number of
visits.

Table 3, p.35, is an illustration of the FY91 and
| FY 92 MEPRS Workload and Expense Totals by Psychiatric/
Mental Health Care Functional Category for BAMC. Each.
of the categories for each fiscal year are compared to
determine increasas or decreases in expenses. There
are six different clinical services reviewed in this
table. Graph #4, p.36, i1llustrates a cost comparison
between FY91 and FY92 for total costs for each of these
clinics. Graph #5, p.36, illustrates a comparison of
FY91 to FY92 visits per clinic.
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Table 4, p.37, is the FY91 MHSS CHAMPUS Outpatient
Professional Services Totals by Beneficiary Category,
Sponsor Service, Visits, and Ancillary Services for
BAMC. It provides information on medical, surgical,
radiology, pathology, and other services with the total
cost to the government. The data is reviewed to

determine the beneficlary category that needs to be

targeted to promote costs savings.
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TABLE 3
FY9)l MEPRS WORKLOAD AND EXFENSE TOTALS
BY PSYCHIATRIC/MENTAL HEALTH CARE FUNCTIONAL CATEGQORY
FOR BROOKE ARMY MEDICAL CENTER--FORT SAM HOUSTON, TX

SOURCE: DMIS INFORMATION CENTER

UCA INPATIENT OUTPATIENT  TOTAL
CODE DESCRIPTION VISITS VISITS VISITS EXPENSES
BFA PSYCHIATRIC CLINIC 522 12,038 12,560 1,258,522
BFE PSYCHOLOGY 188 1,268 1,483 228,818
BFC CHILD GUIDANCE CLINIC 16 718 731 174,278
BFD MENTAL HEALTH CLINIC 0 3,823 3,523 318,023
BFE SOCTAL WORK CLINIC 18,283 7,148 28,308 1,106,283
BFF SUBSTANCE ABUSE 0 4,078 4,078 306,613
REHABILITATION CLINIC  ~======== T T T
SUM (Grand Totals) 18,079 28,764 47,743 3,480,237

FY52 MEPRS WORKLOAD AND EXPENSE TOTALS
BY PSYCHIATRIC/MENTAL HEALTH CARE FUNCTIONAL CATEGORY
FOR BROOKE ARMY MEDICAL CENTEL--FORT SAM HOUSTON, TX

uca INPATIENT OUTPATIENT TOTAL
CODE DESCRIPTION VISITS VISITS VISITS EXPENSES
BFA PSYCHIATRIC CLINIC 480 11,765 12,155 2,082,054
BFE PSYCHOLOQY 120 1,514 1,643 357,616
BFC CHILD GUIDANCE CLINIC 37 9,111 9,148 1,127,407
BFD MENTAL HEALTH CLINIC 0 4,035 4,038 878,187
BFE SOCIAL WORK CLINIC 31,618 9,331 40,040 1,387,350
BFF SUBSTANCE ABUSE 0 4,078 4,078 306,613
REHABILITATIOW CLINIC  =--=-==-== semmmeo  —ccooc emcecee--
SUM (Grand Totals) 32,264 40,022 73,186 8,845,706

#s¥Information provided by DMIS--19 MAY 1003




. GRAPH 4 FY91/FY92 Cost Comparison for Services
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An initial review of the grand totals for FY91 and
FY 92 (table 3, p.35), indicates a substantial increase
of §2,356,559 or a 167% increase for psychilatric
services. Further review, using the ABC Inventory,
method indicates that the first, second, and fifth
ranked cost leaders (psychiatric, social work, and
psychology clinics, respectively) for both years
remained the same. The psychiatric clinic expenses
increased 164%, while social work services had a 116% - .
increase. The psychology clinic experienced a 150%
increase in expenses. Of particular interest, is the

psychiatry clinic seeing fewer ‘patients (3% less) with

. & substantial cost increase, while social work

increased their patient load 161%.

The third, fourth, and sixth ranked sarvices for
FY91 (mental health, substance abuse/rehabilitation,
and child guidance clinics, respectively) reported the
following increases: Mental health--183% increase in
expenses, 114% increase in workload; substance abuse--
112% increase in expenses, 129% increase in workload;
child guidance--646% increase in expenses, 1,274% in
workload.

An analysis of the data in table 4, p.37, revealed
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that all of the sponsor services, with the exception of
the Navy who used more pathology services, used more
medical ‘services than surgical, radiology or pathology.
The next most frequently used service by all branches,
except the Navy (medical), was pathology. The third
‘most utilized service was radiology, exc~rt for the Air
Force (surgery). Surgical services ranked last for
usage except for the Air Force. A comparison with FY92
cost data for the same categories is not possible at
the time, due to soma CHAMPUS claims not yet being
filed. A data comparison will not be available until
October 1993. Army beneficiaries account for 56% of
the total expenditures, followed by the Air Force with
36%, and the Navy, Marines, and other with 8%.

Of the FY91 outpatient. claims which exceeded $11
million (Tables 3 & 4), psychiatric services accounted
for 31% or $3,489,237 of the total expenses. Medical,
surgical, radiology, and pathology were summarized by
sponsor service and the cost per procedure per category
could not be realistically determined.

Appendix F was analyzed to determine which clinics
were the cost leaders in terms of high-cost/high-volume

usage. The psychiatric clinic proved to be the number
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one cost leader in terms of total expenses and most
utilized in terms of visits. The second and third
ranked clinics (orthopedics and general surgery) showed -
decreases in annual expenses while increasing their
workload. Ten of the remaining clinics were able to
produce the same positive results, (graph #6, p.41).
Only two of the categories (nephrology and other)
indicated an increase in expenses while showing a
decrease in workload.

The top three most expensive clinics per visit
were: obstetrics=$2099; plastic surgery=-$1408; and
proctology~$435. These clinics reported very low visit
ratios: 26, 39, and 7, respectively. Five clinics had
average cost per visits that were under $40: physical
therapy, $18; pediatrics, $27; allergy and family
practice, $37; and internal medicine, $38. In each of
these cases, the reported number of visits exceeded
9000.

A grand totals assessment, p.F-9, indicated that
between FY91 and FY92 the total cost of protessional
services decreased by about $2.06 million or an 18%
reduction. It also indicated a 112% increase in

workload or total visits.
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The analysis of the adolescent psychiatric service
revealed that the CPT-4 code, individual psychotherapy,
accounted for 60% of the total expenses for that clinic
during FY91. The special family therapy accounted for
20% of the total expanses. At the same time, these two
procedures accounted for 82% of the total visits.

Sixteen providor specialties acccunted for the
entire number of visits and expenses during FY9l. Four
of these specialties (M.8.W., A.85.W; Marriage/Family
Counselor; Psychiatry; and Psychologist) accounted for
$3% of the total visits and 91% of tha total expenses.

The FY 92 coding changed with the addition of an
electroconvulsive therapy. This accounted for only 1.
viait is therefore considered to be non-asignificant.
Analysis of the remaining CPT=4 codes (same as FYS1)
revealed that individual psychotherapy and special
family therapy accounted for 82% of the total visits
and 79% of the total expenses.

Fourteen provider specialties accounted for all of
the visits and expenses. Four provider specialties .
(M.S.W., A.S.W.; Mental Health Counselor; Psychiatry;
and Psychologist) accounted for 94% of the total visits
and 91% of the total expenses for Fy92.
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Psychiatric service/therapy proved to he the most
expensive cost/visit procedure for FY91 and FY92.
Graph #8, p.44, illustrates a cost comparison for FY91
and FY92 par CPT-4 name. Graph #8, p.44, illustrates a

comparison of visits for FY91 and FY92 per CPT=4 nane.
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Discussion

The results determined by this study were not
profound, but did identify some of BAMCs cost leaders
in the ocutpatient care arena. The research of
literature and deciding on a better focused project
added a true sense of direction for me to follow. I
rapidly discovered that sometimes too much information
can be catastrophic and unmanageable.

The purpose of the project slowly blended together
as the data was reviewed and analyzed. There are a few
outpatient areas that we need to give more emphasis in
terms of contract management and cost coantainment. The
investigation proved that we could develop a maxketing
niche to recapture socme of the high-cost/high-volume
user population. This was demonstrated by several of
the clinical settings decreasing their overall expenses
for professional services and increasing the number of
available appointments. Thig is indicative of the
results that area expected under the Gateway to Care
program,

Visits, costs, and types of services were the
focal points for this paper, as they are the assential

elements to be raviewed in order to gain control or to
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recapture the CHAMPUS outpatient population. The
literature supports several of the principal ideas that
were investigated. In particular, contract management
and utilization management are strongpoints of
operating a business. The future of military
healthcare will depend strongly upon our ability to run
our MTFs as a professional business.

The intense background information is essential
because it provides one view of the kaleidoscopic -
healthcare environment that is found in the SAMCSA. It
also provides a basis for understanding the complexity
of the community that needs to be recaptured as a part
of BAMC marketing plan. Identifying the cost leaders.
by beneficiary category, sponsor service, or by usage
will allow the coordinated care division to emphasize
and prioritize various parts of the enrollment process.

Eventually, the CCD should be able to identify, by
name, the principal individuals who represent the 31%
of the eligible users who are spending in excess of $11
million dollars for outpatient CHAMPUS treatment.

These individuals in-turn become the focus of our
managed care outpatient marketing program.

Review of the FY91/92 MEPRS Workload and Expense
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Totals for psychiatric care allows us rapidly identify
those areas that appear to be expanding at an abnormal
rate (i.e. child guidance clinic) and conduct an
internal analysis to determine the causes of the growth
and extreme increase in the number of visits. The
analysis also sets the stage to assess our needs bused
upon the present contract. Psychiatry has presented
its own share of problems to the military healthcare
system for years; and after several stringent reviews,
most programs were able to reduce their expenses.

The review of the ancillary services data can
.assist us in determining future needs for equipment and
space utilization. It alsc provides a tracking
mechanism to conduct trend analyses. We could readily
discern that the primary users are dependents of active
duty and dependents of retirees. We were also able to
determine the services that were being utilized most
frequently. This report did not investigate the
parsonnel or equipment needs to recapture part of the
using population, but rather identified them as targets
for future marketing efforts.

The ability to observe the statistics on the

number of visits and the costs for the thirty-two
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clinical settings further supports our ability to more
accurately manage the resources in those areas. It wvas
evident that the cost laaders by volume did not
necessarily coincide with the cost leaders by annual
professional services costs. It vas also apparent that
a true cost per visit/procedure is not available. The
institution of ambulatory patient groups (APGs) for
outpatient treatments may allow facilities, third party
payors, and patients to gain control of this dimension
of healthocare.

Conoclusions and Recommendations

The survival of MTFs in the future will greatly
depend upon our ability to capture data on every facet
of our operation. More importantly, however, will be
our ability to accurately analyze the data and make
sound decisions bhased upon our findings.

In this case, psychlatric services along with
several other areas were identified as having high-
cost/high-volume expenses. Just as the initial report
on the psychiatry contract (Beers, 1992) ravealed some.
discrepancies, we must continue to make such contracte
the object of our utmost scrutiny.

This research provided a finite observation of a
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very thin vein of the hogpital's budget and did not
investigate any of the specific areas for possible
solutions to their high-cost/high-volume usage. Each
of the areas identified as high-cost/high~volume have
the potential to reap even greater savings through more
investigation. The results of this study could be used
by the Chief of Staff as a primary targeting mechanism
for the clinical arsas to determine new methods for
increasing appointments, operating more efficienfly, or
cost~shifting insured patients to the civilian
community, in that there is not a current mechanism to
recapture outpatient expenditures.

This is definitely ah area that is open for
further lnvestigation and monitoring. The recent
parddigm of shifting care from inpatient to outpatient
presents a strong basis for more observation of the
expenses of providing such care. The ability to work
smarter and not harder in the outpatient arena may also
pruvide the impetus for patients tc shift their usage

patterns from the emergency room to the clinical

setting.
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GLOBSARY
beneficiary--anyone who is eligible for care at a MIF.

catchment area-~the area contained within a 40 mile
radius of the NTF.

coordinated care/managed care--these terms sre used
interchangeably and refor to the MTF managiug and
directing the correct regimen of care for its
beneficiary population.

enrollment-~-the process of entering a bonoriciary into
the Gateway to Care

"in~house'~-providing care within the MTF

"recapture~-~to gain control over a segment of the
.population and provide treatment "in-house" as. opposed
to allowing them to be treated elsevhere. :

reglastration--the process of idcntityinq the eligible -
nopulation and consolidating information about the
beneficiary population. This process does not
guarantee care at the MTF.

visit--a patient/provider encounter that involves an
epidscde of care.
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ABRBRRVIATIONS

AFB~-Air Force Base

BAMC~=Brooke Army Medical Center

CCP--Coordinated Care Plan

CHAMPUS-~Civilian Health and Medical Program of the
Uniformed Services

DEERS~~Defensa Enrollment/Eligibility Reporting System

DMIS~~Defense Medical Information System

Dob=~-Department of Defense

GME-~-Graduate Medical Education

Grc--Gateway to Care

HCIA-~Health Care Financing Administration

HMO-~Health Maintenance Organigation

HSC~=Health Services Comnmand '

MHSS=--Military Health Services Systenm

MTP--Medical Treatment Facilities

OASD[HA]=--Offico of the Assistant Secretary of Defense
for Health Affairs

OT8G-=0ffice of the Surgenn Gaenaral

FAO~-Public Affairs Offlcer

Pog==Foint=of-Service

RAPS~=Resource Analysis and Planning System ,

SAMCSA~=Sun Antonle Military Community Service Area

. WHMC~=Wilford Hall Medical Centaer
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APPENDIX A

"DOOMSDAY LETTER"
FISCAL YEAR 1994 BUDGET DECRRMENT




DEPARTMENT OF THE ARMY

HEADQUARTERS, UNITED STATES ARMY HEALTH SERVICES COMMAND
FORT SAM HOUSTON, TEXAS 78234-6000

MAavY 0
ATTENTION OF

HSRM=M (1-1b) 08 APR. 1633 .

MEMORANDUM FOR HSC MEDCENs/MEDDACS
SUBJECT: Fiscal Year 1994 Budget Decrement

1. Reference msmorandum, HQ HSC, HSRM-P, 11 February 1993,
subject: Fiscal Year (FY) 1994 Initial Operation and
Maintenance, Defense (OMD) Funding Guidance.

2. I recently received an apropos memorandum from The Surgeon
General that necessitates our immediate attention and action
(Enclosure 1). You are vell awara of the budgstary and personnal .
reductions from my previous correspondence on 11 February 1993.
This command will forward to you approved guidance based upon the
action plan you submitted.

3. The reduction of approximately 900 physicians by the end of
FY 95, offers me no other choice but to target the larger medical
treatment facilities (MTFrs) for these reductions. In candor, I
nust state that reductions of this size cannot be assessed
without ocutting into our graduate medical education (GME)
programs. Currently, Colonel Cassimatas, Chief, GME Branch,
office of The Surgeon General, and Colonel Gonzales, Daputy Chief
of staff for Clinical Services, U.S. Army Health Services Command
have established a process action team (PAT) to evaluate all
aspaects of the GME progran. _

4. I have two immediate concerns. First, your FY 94 bhudget
action plan provides a general description of your direction, but
lacked the specificity required by Department of Defense (DOD).
Upon receipt of your approved plan you will submit to us your
detailed plan in accordance with DOD Instructions (DODI 6015.20)
(Enclosure 2) no later than 1 June 1993.

S. 8Sacondly, the beneficiary must remain our focus. I want you
to begin marketing your plan for FY 94, through a variety of
_media, to your beneficiaries immediately so to minimize their
concerns and fears. Please provide me with feedback from your
customers by the first of each month beg 993.

2 Encls

Major Generali, MC
Commanding

A-1




DEPARTMENT OF THE ARMY O
OFFICE OF THE SURGEON GENERAL f
5109 LEESBURG PIKE * s
FALLS CHURCH, VA 22041-22850 ‘\ ',
%S AR 1000 N o

DASG

Major General Richard D. Cameron
Comnander

U.S. Army Health Services Command
Fort Sam Houston, TX 78234-6000

Dear General Cameron,

I amn writing to let you know some alarming developments that
vill have a profound impact on the Army Medical Department's
future ability to provide quality health care both in war and in
peace. Our system, with its three pillars of combat health care,
individual health care and community health care, is facing a
reduction in funding and personnel that will touch everyons,
especially our most valued asset, our patients.

In your position, you are more than aware of the accelerated
reductions in military strength, the closing or reshaping of
bases hers and akroad and the effects of these reductions on
nission accomplishment. While our directed share of these
strength reductions is 16%, our workload only declines by about
10%. Although we've been given the authority to hire nearly
2,000 civilians, we don't have the money to pay them. Add to
this a budget shortfall for FY94 that is more than $200-million
und we have a prescription for potential failura.

Included in our personnel reduction is the loss of 900
physicians, which not only impacts on our Graduate Medical
Education progran (the lifeblood of our physician recruiting and
retention efforts) but results in 900 physicians who won't be
there when our patients need the quality care and treatmant
they've earned and desarva.

Having been in your shoes, I know you are facing some
drastic decisions to meet these reductions - possibly reducing
some medical centers to medical activities by curtailing clinical
services and closing and consolidating wards, reducing some of
our smaller hospitals to clinics and even closing some activities
and restricting the provision of some services to the absolute
bare minimum.



Be advised that Public Law 101-510, Section 716, requires
Congressional notification of any reduction of medical services.
I fully intend to comply with that law and to that end I will
require you to detail your plans for any raductions ASAP.

I know you share my concern for our beneficiaries and that
you will make every effort to minimize the impact the future will
have on them. Do your best and be assured that I will be making.
as strong a case as possible with those who can make a dif-
ference.

Sincerely,

7ty A Vo

Alcide M. LaNoue
Lisuteanant General
Tha Surgeon General




Department ot Detense

INSTRUCTION

Decamber 3, 1992

NUMBER 015,20
P e e e

ASD(HA)
SUBJECT: Changes in Services Provided at Military Medical
Treatzent Facllicies (MTFrs) and Dental Treatment
racilitias (DTTFs)

References: (a) DoD Instruction 6013,20, "Changea in Services

Provided at Military Madical Trsatzent Facilities
(MTPS) ," Sune 23, 1987 (hereby cancaled)

(b) Section 716 of Public Law 101-510, "The National
Defsnse Authorization Act for Fiscal Year 199),°
Noverbar %, 1990

(¢) Section 8070 of Public Law 102=172, "The
Departaent of Defense Appropriations Act for
Fiscal Year 1992," Novembar 26, 5991

A. REISSUANCE AND PURFPOIE

This Instruction reissuss referance (a) to updata policy,
responsibilities, and procedurss for reperting major changes in
services provided at the MTPFs and the DTFs, to the Office of the

A;:isc;nt Sacraetary of Datense (Health Affairs), under referances
(b) and (e).

B, ARBLICARILITY AND SCOPR
Thia Instruction applies to:

1. Tha 0ffice of the Secretary of Defense (0SD), the Military
Departuments, the Chairzan of the Joint Chiefs of Staff and the
Joint Staff, and the Defense Agenciass concerned with military
healthcara (hersafter caferred to collectively as "ths DoD
componants®) .

2. The MTFs and the DTTs worldwida.

€. DREFINITIONS
Terns used in this Zasczuctiosn are defined in enclesurae 1.
D. POLICY

It is DoD policy that any major charnge in service provided at
an MTF or a DTF shall bs reported to the Assistant Secratary of
Dafense (Health Affairs).
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. The Agg1a;An;_E3s::snxx_g1_Enjsnln_;ﬂsslsn_alinizg)
(ASD(HA)) shall:

a. Monitcr compliance waith this Znstruction.

L, Disssminata 1nformacion on reperted ChAnNges o the DoO
components, atter ASD(HA) approval, but before the Congrass is
notified,

c. Report approval/disapproval decision to Service
Secrataries.

2. The Sscrasacias of fhe Military Dspariments shall prepare
.opluasiliiyg yuidsnss and snsure complianca with thic Inctructien
in their Departnments, tha MIT3, and the DITs.

F. ZROCERURES

1. Any majer changs in service provided at an MIF or a DTF, as
described in enclosurs 1, subseations 1.b.(l) through l.b.(4),
shall be reported through the Military Dspartaent chain-of-command,
and the Deputy Assistant Secretary of Defense (Health Services
Operations) (DASD(HS0)), <o the ASD(HA) for approval, net less than
60 days bafore the changs is schedulad.

. 2. Any NTF or DIT closurs or reduction in the lavel of care,
as desoribed in enclosurs !, subsactions 1.b.(3) and l.b.(6), shall
be raperted through the Military Departaent chain-of-conmand and
the DASD(MSO), To tne ASD(HA) for approval 120 days befors the
action is schaduled, After he approves it, but no latar than 90
days pefore tho action is schedulad, the ASD(HA) shall forward tha
report to the cCongress, as raquired by Pub. L. No. 101-=310, Section
=16 and Pudb. L. No. :02=172, Section 8070 (rsferencas (b) and (¢)).
~nere s one excsption, as shown in subsection D.J., bmlow.

j. wWnen an MTF or a DTF reduces the level of care as the
rasult of a base realignment and closurs (BRAC), the facility shall
publish a healthecars delivery transition plan to accommodate
beneticiaries during the change paried. The plan pust be forwardad
througnh the Military Departaent chain-of-comnmand, and the
DASD(HSO), to ths ASD(HA) as soon as it is f4inalized, but not less
than 120 days befors the first sarvice is scheduled to close at the
facility. Annual updatas chall ba required, not later than A0 daya
tolleving the end of each f{iscal year (FY), to indicate which
services ware actually phased out during that FY. The annual
reporting requirement is terainated when thas final service is
closed.




vec 2, ¢

6015.20

4., <Changes in services wnich are made under tThe following
circuastances do not raguire ASD(HA) approval, however, they shall
be promptly reported through the Military Department chain-of-
command tO the ASD(HA): '

a. A facility rendered scructurally unsound by a natural
disastar.

B. AN initial response to an energency deployment of nmadical
personnel, such as Operation DESERT SHIELD.

¢. A change in a Status of Forces Agreement, such as the one
by which the Subic Naval Hospital was closed.

G. INFORMATION REQUIREMENTS

T™he notification of a change st an MTF or a DTF shall convain
the information included at enclosure 2. Tha reporting require~
ment, in section F, has baen assigned Report Control Symbol
DD=HA (AR) 1776,

H. EFFECTIVE DATE AND IMPLEMENTATION
This Instruction is effective immediately. Forward one copy of

implementing documents to the Assistant Secretary of Defansa
(Health Affairs) within 120 days.

Enclosures - 2 :
1. DJefinitions
2. caformation to be reported to ths ASD(HA)
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1. A_Major chanqe. A change that shall do the following:

a. For a pesriod of 6 months or more, change the current volume
of care provided to one or more catsgories of beneficiaries at an
MTF or a DTF, by any medical specialty, dantal specialty, ancillary
service, or satellite clinic, by 10 percent or more at large
facilities (over 250 beds) to 50 percent or more at small
facilities (0 to S50 beds).

b. Have an impact on asers that may stimulate local public or
congressional odjections. sSuch changes include the followings

(1) Opening or reinstating servicas.

(2) Increasing facility capability in one or more services
through statfing reassignprents, providar preductivity changes,
facility repairs or renovations, nursing unit closinga, equipmant
breakdowns or acquisitions, supply shortages, contracting, or the
implementation of sharing agreensents of the Departnent of Veterans
Affairs.

(3) Decreasing facility capability in oune or more services
b: tha meuns in subdefinition 1.h.(2) above (for 90 days or more,
or for an indaefinite periocd).

(4) Temporarily closing sarvices (for 90 days or more, o
cor an indefinite pariod).

(S) Permanently cloaing services.
(6) Closing a facility.
2. Depral Treatment Facility. A clinic, oparated by one of the

military services, which provides outpatient dental care that may
include a wide range of specialized and consultative support.

3. Medical Treatment FACilaty (MIF)., A facility, operated by one
0of the military services, which prevides inpatient and outpatient
nedical and dentzl care to eligible individuals.




~JFORMATION T2 2F REPORTED 2T SHNE ASD(HAL
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[
fsllowing i1nformation must =e reportaed <2 the ASD(HA) through the

appropriate chain-of-command:

A, Nama and leocation of “he MTF or =hae DTF.

B. Type of change, where appropriate by the Medical Expsnie and
Performance Reporting System (MEPRS) specialty area.

C. EPffeactive date of change, Where appropriates by the MEPRS
specialty area.

D. The resason for thes change.

F. The estimated vorkload changes, where appropriata by the MEPRS
specialty srea, in tha number of outpatient visits, admiusions,
occupied bed days, or ancillary service units and, when applicable,’
by category of beneficiary.

F. The projected savings to> the Government I:om tha change, both
in pilitary and civilian staff and funds, by fiscal year.

G. The impact on the Civilian Health and Medical Program of the
Uniformed Services and MEDICARE costs in the facility’s catchment
area.

H. The nat resources resulting from the proposed change.

I. The impact on beneficiary cost=-sharing.

J. An explanation of tha alternative wvays to provide cars tc'ehc

persons ssrved by the 2icility (that will not rasult in adverse
consequeances to such persons).

XK. An identification 3¢ the altsrnative selected and the cost, 12
any, to those persons to racaive such cars.
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What Does Coordinated Care Mean fo San Antonio?

We are committed to maintain the highest level of quality care for all of

B eneficiaries will continue to receive the best quality medical care availabie.
your health care needs as one of our beneficlaries,

ccessibility to the health care provider will be increased through the

establishment of Primary Care Case Managers. These health care providers

will assist you, the patient, in making any needed spedialty clinic
appointments. No more busy signals on the telephone! -

anaging our future assets more effectively will allow BAMC to participate
in innovative programs, such as the "Preferred Provider Network" and the
"CHAMPUS Partnership Program." This will allow us to offer you better,
faster and more convenient service at "no or reduced”" CHAMPUS copayment. -

ommitment on our part to continue to strive to be on the forefront of future
military and civilian medical care will be the driving force to ensure a bright
future for our beneficlaries and BAMC alike.

Please take a moment to read the content of the enclosed
information and find out how BAMC’s Gateway to Care

Program can benefit you and your family!




APPENDIX C
GATEWAY 10 CARE:

MARKETING/PUBLIC AFFAIRS PLAN (DRAFT)
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GATEWAY TO CARE ~ MARKETING/PUBLIC AFFAIRS PLAN
BRNOKE ARMY MEDICAL CENTER

1. PURPOSE. To educate target beneficiaries and encourage them to enroll
in the Gateway to Care program at Brooke Army Medical Center,

2. SITUATION. Gateway to Care offers beneficiaries improved access to

care, better care and reduced costs. However, as designed, it 1imits choice

of providers so some beneficiaries may be reluctant to sign up. Since

Gateway to Care can fulfill its potential only with near-maximum participation
in targeted specialties, an .education campaign is necessary to overcome this
reluctance., Growth of the proqram at BAMC will be through phased voluntary
enroliment beginning with the lower grade enlisted personnel and their families.

3. CONCEPT. BAMC will rely on briefings, staff contacts with patients,
direct mail and "hand outs." Mass media exposure will be limited because
of the phased enrollment plan, however, routine releases will be made to
command information media such as the post newspaper. Civilian media
publicity will be in response to inquiries only except where proactive
approaches are deemed appropriate.

4. PARTICIPANTS.

a. Commander, Deputy Commander for Clinical Services, BAMC.

b. Chief, Coordinated Care Office, RAMC,

c. Public Affairs Office, BAMC.

5. COMMUNICATION CHANNELS.

a, Multifold brochures. BAMC has an initfal stock of 30,000 of the
brochures which discuss in generic terms the Gateway to Care program. These
will be used in a variety of ways to generate knowledge and acceptance of the
GTC.

b. Full-color posters. BAMC has 150 in stock. These will be posted
in high traffic areas such as the post exchange, commissary, officers and
NCO clubs, building Tobbies. Primary purpose of the posters is to
publicize the program's title -- Gateway to Cure -- and to make it an easily
recognizable name. No other words should be employed since Gateway to
Care is universal and 1t could be confusing to beneficiaries.

c. Gateway to Care BAMC kit. A kit will be prepared tailored to BAMC's
program and should include as a minimum:

(1) Fact sheet with questions and answers concerning the BAMC program.
(2) Enroliment form with instructions {if necessary.

(3) Selected articles about GTC.

(4) Specialty items such as information slide, magnet, etc.
: C-1




d. Post/base newspapers.

(1) Fort Sam Houston.News Leader. Articles announcing Gateway to Care
enroliment and appropriate information should be submitted for publication
in the 18 and 25 September 1992 issues. Articles should mention how the
program will affect retirees and their families,

(2) Base newspapers. Weekly newspaper published at Randolph Air Force
Base should be utilized when appropriate to reach those retired beneficiaries
who reside within the circulation area of that newspaper.

e. Briefings. ‘
(1) The BAMC Commander or, if appropriate, a designated representative
should brief the Commanders, Fifth U.S. Army and Fort Sam Houston; AMEDD
Center and ScHool. US Army Health Services Command, Fort Sam Houston Garrison,
Fifth Recruiting Brigade and other un1t§ whose personnel rece1vé primary care
at BAMC. |
(2) The BAMC commander and other senior staff members should {nclude
éateway to Care information whenever speaking before internal publics
especially retiree groups/organizations.
f. Retliree Open house. A retiree open house 1s scheduled at Fort Sam
Houston on 3 October 1992. The GCO should consider manning a booth there
with appropriate information available to distribute to retirees. These
could include the GTC brochures and a fact sheet outlining the BAMC program,
The CG and DCCS are scheduled to speak at the open house and should

mention GTC.
.g. Post orientation. The PAO has a table at the monthly Fort Sam Houston
newly assigned personnel orientation program at the Road Runner Pecreation
Center. Information materials such as the GTC brochure and the BAMC
information fact sheet and/or slides will be made available there for newly

arrived soldiers and their families.

c-2




6. Execution.
a. Commander, BAMC.
| (1) Brief Fifth US Army and Fort Sam Houston commander and staff
enlisting their support for the program.
(2) Ensure entire staff is briefed and periodically updated
on GTC implementation, Commander/command group make presentations, as
appropriate, to such organfzations as retiree groups, spouse clubs,
etc.
b, Coordinated Care Office, BAMC.
‘ (a) Provide information to PAO and other offices and review
PAO products for accuracy.
(b) Ensure direct mail distribution of f1iers/brochures/fact
sheets, place them in racks and other Suitablé “take one" sites in
. high traffic areas and display poiters on bulleting boards.
¢. Public Affairs Office, BAMC.
(1) Assist the CCO whenever appropriate to produce GTC materials.
(2) Prepare and disseminate news releases to the Fort Sam
Houston Newsleader. and other media deemed appropriate.

(37 Berve as spokesperson for BAMC in replying to news media

inquiries about GTC.
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BROOKE ARMY MEDICAL CENTER
FY 81 Population Data Information

GENDER AGE ~ A.D. NG/RC AD DEF RC DEF RITIREE RET DEP OTHER TOTAL

Female 0-4 0 o 1,910 134 0 177 9 2,230
8-14 ) 0 3,869 332 0 1,844 101 0,842
18-17 0 0 838 88 0 1.028 68 2,128
18-24 1,008 104 2,280 178 1 1,801 138 8,481
28-34 1,438 108 3,806 213 32 . 436 58 8,790
38-44 836 72 2,736 231 128 2,810 187 6,878
48-64 80 17 688 101 224° 9,760 1,322 12,182
88+ 0 0 61 0 242 4,388 2,870 7,828
Male 0-4 0 0 2,086 119 0 168 10 2,380
5-14 0 0 4,208 348 0 1,824 868 6,222
18-17 0 0 1,012 109 0 1,104 73 2,298
186-24 2,987 338 828 80 28 1,748 124 6,118
20-34 4,621 ae? 41 27 186 4 19 ©,808
38-44 3,504 300 a2e 26 1,826 44 16 6,342
40-64 844 147 87 12 11,288 28 7 13,380
88+ 0 0 1? 0 8,331 a2 9 6,390

18,698 1,381 24,012 2,013 20,221 26,828 @©,l86 88,910

WILFORD HALL MEDICAL CENTER
FY 9] Population Data Report

GENDER  AGE A.D. NG/RC AD DEF RC DEP RETIREE RET DEP OTHER TOTAL

Female  0-4 0 0 2,160 80 0 118 11 2,387 2.91%
8-14 0 0 3,828 222 0 1,304 60 85,416 6.60%
18-17 0 0 742 o1 0 862 43 1,698 2.09%
18-24 1,041 33 1,831 €9 1 1,870 111 4,786 8.84%
28-34 1,349 70 3,847 179 28 324 80 8,847 6.81%
I8-44 822 34 2,318 149 76 2,089 o8 B,348 6.37%
48-84 80 2 468 80 202 8,768 1,033 10,607 13.03%
69+ 0 0 48 0 82 3,388 1,804 8,340 6.86%
Male 0-4 0 0 2,174 89 0 160 17 2,440 3.00%
8-14 0 0 3,987 177 0 1,281 7% 8,804 €.76%
18-17 0 0 780 39 0 878 40 1,704 2.08%
18-24 2,788 118 613 87 17 1,440 82 8,128 6.30%
20-34 4,473 200 343 20 84 82 8 8,280 6.49%
30-44 2,809 204 212 ] 1,408 33 8 4,771 B.86%
48-64 489 108 a7 4 10,083 28 g 10,783 13.28%
65+ (0] 0 18 0 4,880 23 1 4,719 8,80%
13,682 880 23,208 1,181 16,682 22,318 3,449 81,407 100.00%
FuFemale
M=Male

D~1
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BROOKE ARMY MEDICAL CENTER
FORT SAM HOUSTON
SAN ANTONIO, TEXAS
Catchment Area 109*

igiaxy Population - 91,774
Active Duty Military - 14,237
Dependents - Active Duty - 24,774
Reserve Components - : 852
Dependents - Reserve Component - 1,305
Retirees - 19,545
Dependents - Retirees - 26,091

500 Inpatient Beds
Medical and. Surgical Specialties and Sub-Specialties
Texrtiary Care

Dependents - Active Duty - 25,564
Dependente - Reserve Component - 1,302
Retirees - 13,342
Dependents - Retirces - 22,132
. Survivors and Others - 2,515
Dependents - Active Duty - 355
Ratirees - 95
Dependents - aas
Dependents - Active Duty - 39,236
Retirees - 8,891
Dependents - Retirees - 31,183
CHAMPUS HEALTH CARE SUMMARY*
User Beneficiaries - 28,566
Total Payments - $33,792,474
nk_Services _
User Beneficiaries - 1,7A0
Total Payments - $22,549,696
ospital Sexvices
User Beneficiaries - 872
Admisgsions - 1,037
Total Payments - $19,403, 218

*Information provided by COL Barabara Ramaey (SEP 52),
Coordinated Care Division, BAMC. Reproduced July 93.
**Detailed data available - by Primary Diaguosis,
Beneficiavry Category, visits, Cost Detail, Admission

E~l




Catchment Ares 109 Information Continued

P -
User Beneficiaries - 1,631
Number of Visits - 22,975
Total Payments - $7,146,478
Services
User Beneficiaries - 28,158
Number of Visits - 115,156
Total Payments -~ $11,236,695

*Detailed Data Available - By Primary Diagnosis,
Category of Beneficiary, visits, Cost Detail, Admission
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FY91/FY92 COST SUMMARY
FOR
INSTITUTIONAL AND PROFESéIONAL SERVICES
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