BUMED/HSO Guidance for the FY05 Business Planning Process 

Alignment

The Business Planning Process is a mechanism to align the efforts of disparate MTFs with the BUMED Mission and Vision as stated in the Naval Medicine Strategic Plan:

The BUMED Mission:

Our Mission is Force Health Protection: We promote, protect and restore the health of our sailors and marines, families, retired veterans and all others entrusted to our care anytime, anywhere.

The BUMED Vision:

We will be the provider of choice by achieving superior performance in Health Services and Population Health.
Achieving the BUMED Vision in FY 05

Naval Medicine is doing extremely well in providing quality care and meeting or exceeding all operational taskings. We are relentlessly improving access to care and beneficiary satisfaction. In fact, our increasing market share of enrollment reflects our success in becoming provider of choice for our beneficiaries. Our stakeholders, however, are questioning our efficiency in providing the health care benefit and if we do not convince them of our value as provider of the peacetime benefit, we may not achieve our goal of being provider of choice in the eyes of our two primary stakeholders, the Chief of Naval Operations and the Assistant Secretary of Defense, Health Affairs. In an increasingly resource constrained environment characterized by downsizing, outsourcing and cost cutting we must face the reality of comparisons with civilian cost benchmarks. We are not in the business of making a profit but if we do not demonstrate that we can deliver healthcare at a cost that is comparable to civilian benchmarks, then we may not remain in the business of delivering healthcare.

Our focus in FY 05 will be on improving documented productivity and efficiency, while maintaining our performance in the areas of beneficiary satisfaction, quality healthcare and access to care. 

During FY05 MTF Commanders and Commanding Officers will be market managers and will have full financial responsibility for the expenses incurred by beneficiaries who are enrolled to their institution. The MTF Annual Planning Figure will include targets for MTF expenses and network expenses. If enrollment and network expenses are not managed appropriately, financial goals cannot be met. Thus, we must ensure that critical processes involved in access to care, referrals and network management are monitored and improved.

We are moving from an era in which our clinical productivity was not tied directly to our budgeting process. In the future, a significant part of each MTFs operating budget will be contingent upon clinical production. This has been designated Output Driven Resource Allocation.  In order for this to be a fair process, which rewards excellence, we must have reliable expense and workload data. Our analysis suggests that current data quality needs much improvement. Thus, a second focus during FY 05 will be on improving the completeness, accuracy and accountability of workload and expense data.

Working Assumptions for the FY 05 Planning Process
The BUMED Business Planning Team assembled a set of assumptions, which will be used to focus the efforts of participants in the business planning process. The assumptions are actually answers to the most frequently asked questions posed by MTF personnel. This is by no means an exhaustive set of assumptions or guidance. The goal of the team in providing these assumptions is to stimulate dialogue and improve understanding.

Health Care is Our Business 

· For FY05, quality of care must be maintained. All commands are expected to pass JCAHO, and other regulatory reviews of clinical quality.  
· Improving documented productivity or reducing network expenses by managing demand must not result in decreased healthcare quality or beneficiary satisfaction.
· The long-term survival and vitality of Naval Medicine rests on our ability to focus on our core business of delivering health care while improving supporting business processes.
Financial Execution

· The command financial plan is the business plan expressed in dollars.  

· Resources are constrained; the business plan must be executable within the current command APF i.e. “budget neutral.” For planning purposes, no funding for new initiatives will be available in FY 05. (except approved MILCON projects)

· The box below contains equations that specify the goals for operating within budget depending on whether an MTF is located in a Revised Financing Region (1,2,5) or a non-revised financing region.


Enrollment

· The Next Generation of TRICARE Contracts specifies a level of effort for each MTF based on the FY 02 performance. Thus, we must continue to enroll at least as many beneficiaries as were enrolled in FY 02 in order to meet our contractual obligations.
· Changes in MTF enrollment must not result in total expenditures (MTF operating expenses plus MTF enrollee network expenses) that exceed FY02 levels adjusted for inflation. 
· Both Active Duty and non-active enrollee expenses will be included in network expenses. (Traditional network expenses plus supplemental care.)
· MTFs must abide by the DoD (HA) priorities for enrollment (AD/ADFM, then RET/RFM, and then Medicare eligible). If there is a shift in the proportion of enrollment from Active Duty (AD) and Active Duty Family Members (ADFM) to Retired (RET) and Retired Family Members (RFM), there will be an increase in the PMPM rate and the total network expenses.

· Ultimately, catastrophic cases will be funded centrally. Catastrophic cases however, must be managed aggressively; failure to do so puts the entire Claimancy at risk. 

· The bottom line is that any increase in enrollment beyond the FY02 level must be justified based on reducing the total expense per enrollee. This can be achieved by reducing per member per month (PMPM) expenses in the network or reducing MTF expenses while maintaining MTF clinical production (improving efficiency). 

Prioritization for Delivering Care:

· All Active Duty, regardless of enrollment status, will have the highest priority for access to care. Access to care standards will be met for all Active Duty. 

· All Active Duty members will be enrolled to the local Facility. (This does not include Operational Forces)

· Space must be maintained for non-MTF enrolled Operational Forces, students, reservists, etc. Operational Forces with organic medical assets may refer to local facilities for care that cannot be provided at the local unit level.

· The decision to enroll ADFM, Retirees, Retirees’ Family Members and Over 65 patients will be based on the financial implications of their enrollment status, relative cost of health care by age, demographics, and mission requirements. (note: TRICARE Plus beneficiaries are only guaranteed primary care at the MTF).

· Space available care will be used to optimize existing resources by filling underutilized capacity. This will result in improved efficiency as measured by a lower average cost per RVU or cost per RWP; it will also result in an increase in the total value of care produced by the institution.

· Medicare Eligible Level of Effort is fixed at the FY 03 Level unless a change is specifically approved by BUMED. The TRICARE for Life level of effort must be met in order to achieve full accrual funding. 

· There will be a referral process in place for all categories of beneficiaries.

· Referrals from Senior Medical Department Representatives attached to Operational Forces will be honored within enrollee access standards.

Measures of Productivity and Efficiency
· The key measure of ambulatory clinical production is work RVUs. 

· Allowing providers to practice their profession requires the MTF to free the providers from non-clinical (administrative) duties to the maximum extent possible.  If providers have more time to do clinical work they will generate a greater Value of Care.

· The financial balance is measured by geographically adjusted CMAC/TMAC rates minus expenses. (“Profit/Loss Report”)

· MTFs must strive to achieve an operating margin.  To do this the Value of Care produced must be greater than the total EAS IV expenses.  

· The key measure of efficiency is RVUs/8 hours of Available Productive Clinical Provider Time in the work center. 

· Formula is  “Number of RVUs per month Divided by Number of hours in clinical area multiplied by 8.”

· RVU/provider/day = 8 hours attributed to clinical area.

· 168 hours per month of productive time in a work center = 1 Available FTE (ensures applicability to MGMA Benchmarks.)

· Clinical area time includes both face-to-face time with patients and ANY administrative time spent in that clinic working on clinic business applicable to that clinic’s MEPRS code.
TRICARE Next Generation Issues

· All facilities must maintain or exceed the documented total level of effort (total RVUs and RWPs produced) as compared to the FY02 level.  
· All Resource Sharing Agreements (RSAs) in place during June FY02 will be converted to local contracts if they are financially viable.
· MTFs will assume full responsibility for all appointing functions and will receive funding required to assume the appointing work actually accomplished by the MCSC during FY 03.
· MTFs will assume full responsibility for all UM functions.
· HCIL and HEAR are not required.
Data Gathering and Data Quality 

· The workload data gathered in CHCS/ADM that is transmitted to the corporate data warehouse (M2) is the official source for RVUs, RWPs and VOC.

· Time allocation data gathered using MEPRS templates (or other methods) which is entered into the Standard Personnel Management System (SPMS) and processed via the Expense Assignment System IV (EAS IV), is the official source for available FTE data.

· The key measure of efficiency (RVU/8H of Provider Time) is tied directly to this data.

· Neither over-reporting nor under-reporting of actual hours will improve the apparent performance of the system. We must achieve accurate reporting of time allocation.

· Obligations and expenses will be recorded using STARS-FL, processed in EASIV and reported in SMART.

· Current workload and expense data is flawed but it is the only official source for performance data and will be used to evaluate MTF performance. 

· Data used to prepare business plan will come from the BUMED MTF Data Repository. The repository uses M2, SPMS and CHCS as data sources. 

· SMART will continue to be the source for certified financial execution data.

· Data value of care for ancillary work centers is particularly unreliable. The data is however, included in the BBPT so that MTFs can track their reported performance and assist in improving the data. (Imaging, pharmacy and laboratory work groups are developing Solutions.) 
· If data quality goals set by BUMED are met (Commander’s DQ Statement at 100% each month), accuracy and availability of medical information, clinical coding and financial data will improve.  This by itself could increase the documented Value of Care by over 10%.

Human Resources Management –
· The current distribution system “is what it is,” and will not be able to be adapt to individual business plans during FY04 and FY05.
· MTFs should assume that current military personnel will be replaced when they PCS or retire.  

· Unfilled billets will most likely remain unfilled. 

· Military personnel are relatively fixed; remaining personnel must be managed in support of facility optimization. 

· Labor expenses for all categories of personnel must be accurately recorded.

· Loaned labor and borrowed labor must be captured in order to monitor the performance of sharing agreements between MTFs and with other institutions. This is particularly important in multi-service markets.

· All contract personnel will be entered in SPMS; productive hours will be recorded.

Operational Taskings
· OP Tempo is expected to be high, at least equivalent to FY03. 

· MTFs must meet the EMPARTS goals for personnel readiness.

· Facilities must manage temporary disruptions in staffing due to deployments, other operational assignments and gapped billets. Success will mitigate changes in internal productivity and network expenses.

· MTFs will notify HSO/BUMED of expected increases in network or contracting expenses resulting from deployment of MTF personnel. These increases will be consistent with the business plan. (ie If a provider is deployed and not replaced with a contract or reserve provider, then that providers expected production will be lost to the MTF and the associated value of care will be incurred in the network.

· MTFs will make every effort to adapt to deployments and limit network expenses. 

Core Processes

· There are critical processes that must be assessed in every plan, partly because these processes must be optimized and partly because available data suggests that there is significant room for improvement at most, if not all MTFs.

· Appointing and telephone access

· Referral management, case management and monitoring of network expenses

· PCM assignment and enrollment 

· Utilization Management.

· Value of Care Capture Processes (Records Capture, Clinical Documentation, Clinical Coding, and Billing)

· Implementation of Disease State Management (Diabetes, Asthma and OB Care)

For Facilities currently without revised financing:


[FY02 MTF Total EASIV Expense plus FY02 MTF Enrollee Network Expense (M2 HCSR) plus Supp Care for AD] multiplied by (Inflation Factor) less than or equal to (FY05 MTF Total EAS IV Expense)





For Facilities currently with revised financing:


(FY02 MTF EASIV Expenses plus FY 02 Supp Care for AD) multiplied by (Inflation Factor) less than or equal to (FY 05 Total EAS IV Expense)





At the local level, commands must consider one-time funded issues that occurred in FY02 and beyond, which will be removed from the APF.


BUMED will set the inflation rate as part of the FY 05 guidance.























