Resource Sharing and Support

Section A:  Resource Sharing
12-A-1.  Definitions:

   a.  Resource Sharing is a feature in the Managed Care Support Contract that allows the Contractor, through agreements with Military Treatment Facility (MTF) Commanders to provide personnel that will optimize the MTF’s capability in order to recapture TRICARE eligible patients, thereby saving healthcare dollars.  Although the resources supplied by the contractor can be used for other than TRICARE eligible patients on a case by case basis,  (the MTF pays for such services through the supplemental care program) the TRICARE eligible recapture potential is what determines the financial viability of any agreement.  For a potential Resource Sharing Agreement (RSA) to be implemented it must be mutually beneficial to both the contractor and the Government.


  b.  Resource Support is a contracting mechanism within the Managed Care Support Contract that is “task order” driven.  It is an alternative for securing personnel from the contractor when it is not cost effective to use Resource Sharing. 

12-A-2.  Key Differences:  Resource Sharing Vs. Resource Support:

  a.  Intended Beneficiaries:  Resource Sharing is primarily intended for CHAMPUS eligible beneficiaries while Resource Support is for any eligible beneficiaries to include active duty.  Although resources supplied by the contractor under Resource Sharing can be used for other than CHAMPUS eligible patients, the MTF pays for such services though its supplemental care program.


  b.  Funding:  The Managed Care Support Contractor (MCSC) funds resources provided under the Resource Sharing Program out of health care dollars which are provided by the government.  The MTF Commander funds the resources using Operations and Maintenance (O & M) funds when the Resource Support program is utilized.  


  c.  Workload Credit:  With Resource Sharing, sufficient workload credit is yielded to the MCSC to hold the Contractor harmless from the workload increase in the Bid Price Adjustment.  Under Resource Support, workload credit remains with the MTF.

12-A-3:  Resource Sharing – General Information:

  a.  The Contractor Bid:  During the bid process, the government asked contractors to state how much resource sharing they would do and what the anticipated average return on investment (ROI) would be.  After the contract was awarded, the government multiplied the amount of Resource Sharing the winning contractor said he would do by the ROI he felt he would achieve and took that savings “up front,” deducting it from the winning bidder’s price.  By deducting the savings up front, the government forced the contractor to earn the money back through the Resource Sharing program.  When the government does not allow (by MTF participation, in the Resource Sharing program) the contractor to earn back these savings, it forewent in the beginning of the bidding process, the contractor seeks compensation for its losses.  One of the ways the contractor has sought relief is by filing a Request for Equitable Adjustment (REA).


  b.  How the Contractor and Government Save Money Through Resource Sharing:  The Contractor saves money through Resource Sharing by contracting with healthcare providers at a discounted rate off of the CHAMPUS Maximum Allowable Charge (CMAC).  Healthcare providers are apt to give discounts to the contractor because the provider is generally guaranteed a minimum number of patients and all of his/her overhead is covered through the MTF or through the contract.  Any money that the contractor saves through Resource Sharing is shared with the government in risk sharing corridors (as a general rule of thumb, the government receives 80% of any savings).

   c.  Three Types of Resource Sharing Opportunities:


       1)  Internal Resource Sharing:  An Internal Resource Agreement is one in which the contractor supplies a civilian healthcare provider within the MTF.  Because the contractor can guarantee a certain amount of patients at a certain billing rate, guarantee payment, and negate or decrease the provider’s overhead, the contractor is generally able to negotiate a discount off CMAC.  Additionally, since the patients are seen within the MTF, they consume MTF supplies and ancillary services (pharmacy, laboratory, etc.), which results in further savings in healthcare dollars.


       2)  External Resource Sharing:  An external RSA is one in which the MTF uses it’s organic staff (generally active duty staff) to see patients within the facility for outpatient care and then see the patient in a civilian treatment facility for inpatient/surgial care.  The contractor saves additional money by negotiating a discount off the facility charge where the patient is seen.  These agreements are particularly good for MTFs that are downsizing (i.e., closing departments or inpatient care) but must keep their specialty providers trained for the wartime mission.


       3)  Hybrid Resource Sharing:  A Hybrid Resource Sharing Agreement is one in which the contractor recruits a civilian healthcare provider who sees the patients for outpatient care within the MTF, and then sees the patients for inpatient/surgical procedures within a civilian treatment facility.


  d.  Resource Sharing Opportunities Can Result From:

       1)  Partnership Conversions:  Prior to implementation of the TRICARE PROGRAM, Commander’s were able to hire providers using CHAMPUS dollars through the Partnership Program.  With the implementation of TRICARE, all Partnerships were converted to Resource Sharing, direct Contracts, or eliminated.


       2) O & M Direct Contract Conversions:  As MTFs undergo O & M budget cuts, they are forced to cut direct contracts.  Resource Sharing is a tool, which allows the MTF to use contractor controlled health care dollars to retain the services of a direct contract provider and prevent patients from being sent to the civilian network.


       3)  Active Duty Provider Replacements:   When MTFs lose active duty provider authorizations or undergo short-term losses due to deployments or summer rotations, Resource Sharing is a viable tool for replacing these providers.


       4)  Civil Service Provider Replacement:  When MTFs undergo Civil Service hiring freezes or budget cuts that necessitate elimination of providers, Resource Sharing is a viable tool to replace civilian staffing.


       5)  Available MTF Space:  When the MTF identifies newly available space within their  facility, Resource Sharing Agreements can be implemented to maximize the MTF capability to recapture TRICARE eligible patients.


       6)  MTF Right-Shaping Needs:  Resource Sharing is an excellent tool for providing partial FTEs of specialties needed to right-shape an MTF.


       7)  Equipment Needs:  RS can be used to purchase medical equipment required to retain and/or recapture TRICARE eligible patients with the MTF


       8)  High TRICARE Recapture Potential:  RS is an excellent vehicle for recapturing TRICARE eligible patients who are currently seeking care through “downtown” civilian providers.


  e.  Resource Sharing Levers:

       1)  Workload Credit:




a)  Internal Resource Sharing Agreements:  As a general rule, the contractor is given 100% work load credit for healthcare providers who generate visits.  For Resource Sharing Agreements with healthcare providers that do not generate visits (e.g., mammography technicians, nursing support, etc.), the amount of workload given to the contractor is negotiated to such an amount as to hold the contractor harmless in the Bid Price Adjustment process.




b)  External Resource Sharing Agreements:  For External Resource Sharing Agreements, the government should break out that portion of the total charge that makes up the professional component.  After determining the percentage of total costs resulting from professional fees (usually somewhere between 8-15%), the government takes credit for that portion and gives the rest to the contractor (e.g., under an external OB RSA, an episode of care has a total charge (professional and facility) of $5,000.  The determination is made that the professional portion of the $5,000 is $750 or 15% of the total charges.  The government would negotiate to give the contractor 85% workload credit for the external RSA.


       2)  Marginal Costs:  When an RSA recaptures workload that was not done in the MTF during the data collection period of the contract, and the Contractor’s return on investment (ROI) is greater than 2.1:1 (this will show up as a positive percentage number on the ROI  (C.1.) of the SUMMARY OF RESULTS:  RESOURCE SHARING page of the Resource Sharing Financial Analysis Worksheet (RSFAW), the MTF and Lead Agent may negotiate with the Contractor for cash payments to the MTF.

12-A-4.  Requesting a Resource Sharing Agreement:

  a.  To request an RSA, an MTF must submit the following:


       1)  Central Region Resource Sharing Agreement Request (see Attachment A).


       2)  Marginal Cost Worksheet (For internal and hybrid RSAs, when available, see Attachment B).


       3)  Historical Workload Information (When Available).


  b.  The process and timelines for requesting an RSA are described below:


       1)  MTF submits request (and supporting documentation if applicable) to the Lead Agency ACO, Spectrum and TriWest.


       2)  From the date of receipt, the MCSC and Sub-contractor have 30 days to submit a draft RSFAW to the MTF and Lead Agency ACO for review.



     a)  The Sub-contractor, Spectrum Healthcare Resources (SHR) has 20 days to review the proposal, request additional data if necessary, and prepare an analysis of the project.  (Note:  Time the Sub-contractor requires to obtain additional data from the MTF does not count as part of these 20 days.  To ensure timely processing of requests, the MTF should submit all required data with the initial RSA request.)



     b)  The MCSC (TriWest) has 10 days to review the analysis and forward drafts to the MTF and Lead Agency for review.


       4)  Once the MTF has reviewed the RSFAW, it provides notice to the Lead Agency  indicating whether the MTF concurs with the analysis.  Assuming the MTF concurs and the Lead Agency agrees, the Lead Agency will add its concurrence to the MTFs and notify the MCSC to generate an RSA.  TriWest sends two signed copies of the RSA to the MTF for the MTF Commander’s signature.


       5)  From the date of issue, the Government has 30 days to complete the agreement.  

     a)  The MTF reviews the RSA and after the MTF Commander has signed both copies, forwards both copies to the Lead Agency ACO.  


     b)  After the Lead Agency reviews and the ACO signs the agreement, it is considered in effect and one final copy is forwarded to TriWest for file and distribution to the MTF. 

12-A-5.  Resource Sharing Agreement Renewals:  Unless otherwise specified, RSAs remain in effect for one year from the date it is signed by the Lead Agency ACO.  TriWest and SHR automatically generate renewal RSFAWs 60 (+) days prior to the expiration of the existing agreement and forward them to the MTF and Lead Agency ACO.  The renewal process follows the timelines listed above, starting with 12-A-4.b.4.

12-A-6.  The resource Sharing Financial Analysis Worksheet (RSFAW):  There are two basic  RSFAWs for each Region (Region 7 and Region 8); one for internal resource sharing and one for external resource sharing.  The only difference between the Region 7 worksheet and the Region 8 worksheet is the Region-specific BAFO data contained within each worksheet.  (Additional information on interpreting the RSFAWs is provided in the TRICARE Central Region Resource Sharing Manual.)


  a.  The Internal Financial Analysis Worksheet:
1)  The worksheet is structured to take into account three different types of proposed agreements:



      a)  Recapture of new workload.




b)  Conversion of a Partnership agreement that existed in the Data Collection Period (DCP).




c)  Replacement of a lost provider that existed in the DCP.

2)  The purpose of the worksheet is to help the MTF answer two questions, which are answered on the “Internal RSFAW Summary of Results:  Resource Sharing” Page:




a)  Is the proposed contractor workload credit appropriate?




b)  Is the proposed agreement projected to be cost-effective? (i.e., Do Government gains exceed Government expenditures?)



3)  If both the questions above cannot be answered “yes” for the proposed RSA, then one option for the MTF is to adjust the proposed contractor workload credit on an iterative basis until the proposed agreement satisfies both requirements.  It may also be appropriate for the MTF to re-negotiate  other terms of the proposed agreement (i.e., the level of resources to be provided by the contractor).  If it is not possible to determine a workload credit percentage that results in a “Yes” response to both questions, then the proposed RSA should not be approved (unless the Lead Agent determines that the proposed agreement still warrants approval due to compelling circumstances).



4)  The RSFAW also compares the cost impact of resource sharing versus task order resource support.  The “Summary of Results: Comparison With Resource Support” page lists the key results for the proposed agreement under resource support.  These are automatically calculated and presented by the worksheet.



5)  In addition to reviewing the RSFAW summary page, the MTF review should focus on several areas of the worksheet.  The number of admissions and/or visits to be recaptured, the projected distribution of workload by Current Procedural Terminology (CPT) and Diagnosis Related Group (DRG) codes, and the MTF’s marginal cost in recapturing these units are crucial to the accuracy of the spreadsheets projections.

12-A-7.  Resource Sharing Workload Reporting:  The key question for workload as it relates to resource sharing is, “what is the number of admissions and outpatient visits, reported by the MTF under MEPRS, which would not have been accomplished without resource sharing?” Counts will be based on the same definitions used by the MTF for visits and admissions, regardless of how the service performed is defined for purposes of CHAMPUS reimbursement.  The MEPRS Manual provides the relevant definitions of visits and admissions.  Noted below are several key workload issues relating to Resource Sharing.


  a.  Services performed by resource sharing providers for non-CHAMPUS patients will be paid for by the MTF in accordance with the terms of the agreement.  Workload and costs associated with the provisions of services to non-CHAMPUS patients will not be credited to the resource sharing agreement.  Please note:  If providers are seeing other than CHAMPUS beneficiaries the MTF is not capturing workload back into the MTF from the network. 


  b.  When resource sharing personnel staff a portion of a unit, clinic, or other activity in the MTF and work as part of a patient care team, providing care to all classes of patients on the unit, workload performed will be credited to the RSA in proportion to the relative contribution of the RS personnel to the production of the workload. This is generally done in proportion to the percentage of staff provided to the unit through resource sharing, except that the number of units of workload so calculated may not exceed the actual number of units provided for CHAMPUS patients on the unit. 


  c.  When multiple RSAs are involved in the provision of services to the same patient for a single visit or admission, only one visit or admission will be counted as RS workload.  The MTF and contractor involved must agree on procedures and internal controls to ensure that multiple counting of resource sharing workload does not occur.


  d.  As a general rule, RSAs should relate directly to admissions and visits, which take place in the patient care work center to which the resources are supplied.  However, this does not preclude agreements that include support services outside of that work center, such as an additional laboratory technician to support increased CHAMPUS workload at a clinic supported by resource sharing.  Under such circumstances, workload shall be reported based on the impact of the resources supplied directly to the patient care work center, without additional workload credited to the support functions.  However, with the permission of the Lead Agent, agreements may be established which credit admissions or visits to a support service agreement based on the impact that agreement has on a patient care work center.  This may occur if it can be clearly demonstrated that an RSA is responsible for enabling a CHAMPUS visit or admission at the MTF (i.e., in the absence of the agreement, the visit or admission would not have occurred).


  e.  There must be a monthly certification of the impact of Resource Sharing workload on MTF workload, Jointly prepared by the MTF and the contractor.  The contracting Officer or a designated representative will resolve all disputes.  The certification will summarize the number of admissions and visits credited to each individual project or agreement and the total number of admissions and visits enabled by resource sharing at the MTF during the month. Visits and admissions must be categorized by beneficiary type (i.e., ADD vs. NADD).  These are the categories currently specified in the bid price adjustment process.  Prenatal and postnatal OB visits must also be accounted for separately.  These jointly prepared and certified reports will form the basis for the resource sharing workload counts reported in the contractor’s monthly resource sharing report and used in the bid price adjustment process.  Designated MTF and contractor representatives must sign each monthly report.


  f.  A monthly report is also required for external RSAs.  It is each  MTFs responsibility to track and report their workload performed under RSAs.  Workload reports should be submitted to TriWest and the lead Agent on a monthly basis, no later that the 10th day of the month following the month in which the workload was performed.  The report should include the number of visits and admissions for active duty dependents (ADDs) and non-activity duty dependents (NADDS).  It is critical for the MTF to designate a POC for compiling and submitting this report.

12-A-8.  Additional Information:  For additional information about Resource Sharing, see the TRICARE Central Region Resource Sharing Manual or contact the TRICARE Central Region Business Analysis Division.

Section B:  Resource Support

12-B-1.  Introduction:  Resource Support is never the first choice to fill a health care provider position.  Active duty providers, civil service providers, and resource sharing providers should always be considered first.  If none of these alternatives are possible or financially advantageous, the Managed Care Support Contractor has “first right of refusal” to offer a proposal for services under resource support.  This means MTFs should not go to another contracting office to request a contract for health care services before first requesting the services under resource support through the Administrative Contracting Officer (ACO).  MTFs should follow the steps listed below to request a resource support delivery order:


  a.  Contact base/post Manpower Activity, and request written certification that the position(s) cannot be recruited/filled with civil service personnel.


  b.  Write the Statement of Work (SOW) for the position(s).


  c.  Develop an Independent Government Cost Estimate (ICGE) for the position(s).


  d.  Obtain funding document (DA 3953 or AF Form 9) for the position(s) in the amount of the ICGE total(s).  (See Appendix I, Purchase Request)

12-B-2.  Lead Time for Resource Support:  Do not expect the ACO or his/her staff to be able to award a resource support delivery order in a week or two.  It normally takes approximately 60 to120 calendar days for the Lead Agency Contracting Division to solicit and award a delivery order for clinical support or administrative personnel, and 150 calendar days to solicit and award a delivery order for services over $1,000,000.00.  

12-B-3.  Statement of Work (SOW.  The TRICARE Central Lead Agency Contracting Division has sample SOWs on file for many specific categories of health care providers and ancillary personnel.  MTFs can save time when preparing SOWs by contacting the TRICARE Central Region Contracting Division to determine if a SOW similar to their needs is on file.  MTF staff members who prepare SOWs should keep the following in mind when preparing or editing SOWs:


  a.  Military and Civil Service job descriptions are not, by themselves, a SOW.  However, they might contain some of the core duties/tasks/responsibilities required for the position needed at the MTF, and could be inserted in the SOW.


  b.  SOWs are normally written for a one year period; therefore, full time positions contain 2,080 hours (2,088 for leap year).


  c.  All positions except physician and physician-equivalent (PhD, psychologists, etc.) are subject to the Service Contract Act.  Therefore, overtime pay at time and one-half, must be paid for excess hours.  CORs (who authorize payment of invoices) and government personnel who over see resource support staff must know their State statutes concerning payment of overtime.  For example, many States require overtime pay for all hours worked in excess of 40 hours in a one week time period.  This means that some overtime pay may be required for some routine shift workers.  For example, the State of Nebraska requires overtime pay when an employee works more than a 40 hour in a one-week time period.  One MTF in Nebraska has Registered Nurses who work alternating shifts (44 hours one week and 36 hours the next week); therefore, they must be paid overtime each time they work 44 hours during a one-week time period.  SOWs should always specify if overtime will be required (whether on a regular or occasional basis).  If overtime will be required, the estimated number of overtime hours and cost should be added to the ICGE.  Overtime should be shown on a separate line item in the IGCE, since overtime for all positions, other than below physician, is paid at time and one-half of the regular salary.


  d.  In accordance with the employment policies of the current Resource Support subcontractor, for positions other than physicians, always include paid vacation (80 hours per calendar year) and sick leave (40 hours per year) for each full time position in your IGCE.  When part-time positions are involved, the number of vacation hours and sick leave hours are prorated.  Contact the Lead Agency Contracting Division for assistance in prorating vacation and sick leave hours.


  e.  The Government does not normally require backfill for its own personnel on approved leave.  Therefore, do not require the contractor to provide backfill for personnel on approved leave unless it is absolutely necessary (for example emergency room positions).  If backfill is required, clearly state that it is required in the SOW and include the hours in the IGCE (for example, 80 hours backfill are required for vacation and 40 hours backfill are for sick leave).  Backfill hours are identified on a separate CLIN because there is usually a higher hourly rate for the backfill positions.

  f.  Most MTF outpatient clinics are closed on Federal Holidays.  Therefore, the SOWs for most outpatient provider and ancillary personnel positions should be written to state the ten (10) Federal Holidays are days off with pay.  If a MTF requires resource support personnel to work on any Federal Holiday, the requirement must be stated clearly in the SOW.  The current resource support subcontractor pays employees their regular pay plus eight (8) hours when they are required to work on Federal Holidays, unless granted a compensatory day off with pay during the same week that he/she was required to work on a Federal Holiday.  The Lead Agency strongly recommends that SOWs clearly state that employees are required to work on Federal Holidays will be granted a compensatory day off with pay during the same week that they are required to work on a Federal Holiday.  Therefore, MTFs that require resource support employees to work on Federal Holidays and do not grant compensatory time off, must include additional hours for federal holiday pay in their IGCE.

  g.  “On-call” requirements must be clearly identified in SOWs. 

h.  Show normal work hours; for example, 0730 to 1630 Monday through Friday.  Specify the length of the lunch period.  If work hours are to be mutually agreed to between the MTF and the provider, this should be clearly stated in the SOW.

  i.  The following general requirements should be considered when writing/editing a SOW:



1)  Post/Base security and gate control.



2)  Compliance with DoD, Services, and MTF safety regulations



3)  Requirements for Post, Base, or MTF identification (ID) badges (this is in addition to the Contractor’s requirement to furnish ID badges described in Section J-2, Addendum C of the Managed Care Support Contract).



4)  Health requirements (HIV, TB tests, immunizations, physical examinations, etc.).



5)  Dress code (must be standard MTF dress code).



6)  Requirements for administrative training (MTF newcomers orientation, annual training provided during the individual employees birth month, CHCS and/or ADS training, etc.). Remember, overtime hours may be needed for the employee to attend required training if the provider works nights and/or weekends and must attend training during a weekday.  These additional hours must be included in the SOW.


  j.  Personnel Qualifications:



1)  Be specific about all required degrees, licenses, board certifications, and/or completion of residency programs, etc.



2)  Specify all required training certifications, such as BCLS, ACLS, ATLS, Neonatal Resuscitation, etc.



3)  State that it is the responsibility of the contractor to ensure that the provider maintains required license and certification.



4)  Specify length of experience required and currency of experience (for example, two years experience in the last five years as an RN in labor and delivery).



5)  Specify any continuing education units (CEUs) required above and beyond those required to maintain State licensure. 



6)  Remember, if the MTF states that a certain degree, certification, or other type of experience is preferred, this means that it is not mandatory.



7)  Do not identify a higher level of experience than required because it makes it harder for the contractor to recruit, delays start of service, and raises the price of the delivery order.  State the minimum needs of the Government.


  k.  MTF Credentialing/Privileging Requirements.  Specify any special requirements for credentialing/privileging.  The lead-time for submission and review of credentials packets is outlined in Task II and XIII (C-2 and C-13) of the Managed Care support Contract.  Also, refer to Chapter 10 of this manual.


  l.  Specify all restrictions and constraints on providers, to include “self referral” to civilian practices, no balance billing, no hiring of off-duty military or DoD civilian personnel, etc.


  m.  Specify all tasks required, as this is the “meat” of your SOW, where you can, insert information derived from any applicable military or Civil Service job description.  Be sure to include any requirements for signing in/signing out, keeping patients records, attending administrative meetings, and providing clinical oversight to clinical support and/or administrative personnel.  Use the term “clinical oversight,” not “supervision,” because Contractors cannot supervise Government personnel.


  n.  If you use a SOW from a previous contract, that SOW will probably require extensive revisions to remove provisions that are not applicable to the new SOW, or contain duplicate references found in the Managed Care Support Contract.   When adapting one SOW into another, be alert for and delete the following:



1)  References to other parts of the contract (e.g. Section H) which do not apply to your requirement.



2)  References to other geographical sites.



3)  Requirements for the contractor to submit Quality Control Plans, Safety Plans, etc.  Our Managed Care Support Contract already requires annual plans such as the Clinical Quality Management Plan.  It is not a good management decision to require separate Quality Control Plans, etc for each resource support delivery order.

12-B-4.  Independent Government Cost Estimate (IGCE):

  a.  IGCE Defined:  The Government’s estimate of what it will cost the Government to obtain the goods and services prescribed by the Statement of Work.  An IGCE is not an estimate of the costs for Government personnel to perform these services, but an estimate of purchasing the requirement.


  b.  An IGCE is important because:



1)  It is a budgeting tool – it provides an estimate for the amount of the funding document (purchase request).



2)  It gives the Government its dollar objective for price negotiations.

  c.  The Contracting Officer does not participate in the development of the IGCE, except in an advisory capacity.  However, the Contracting Officer is responsible for negotiating a reasonable contract price.  Therefore, the Contracting Officer must ensure that the IGCE is adequate for evaluating the offeror’s price and the cost elements comprising that price.

  d.  A sample IGCE (prepared in the Excel format) is located in Appendix P of this Manual.  The Lead Agent Contracting Division staff will e-mail sample IGCE Excel files to CORs upon request.


  e.  IGCE elements for resource support health care providers and ancillary personnel include:  



1)  Hourly wage.  The hourly wage should be based primarily on a salary survey conducted of similar positions at hospitals, clinics, doctor’s offices in the surrounding civilian community.



2)  Salary surveys can also contain data from the Internet; three good websites that can be used are:




a)  U. S. Department of Labor, Bureau of Labor Statistics, http:www.blsgov/oes/oessrch2.htm




b)  www.jobstar.org.tools/salary



c)  www.salary.com

  f.  On-call wages.  If the SOW requires a certain number of hours per month when a physician must be on-call (i.e., must be available by phone), a separate salary survey will be required to determine the average hourly on-call rate for that specific physician specialty within the MTF’s local civilian community.  Physician’s on-call rates are normally much lower than their regular hourly rates.  On-call rates should be shown on a separate line item in the IGCE.


  g.  Regular hours.  To calculate salary for a full time position, use 2,080 hours per year (2,088 for leap year).  When using 2,080 hours for the base of a full time position (2,088 hours for leap year) it is considered to include 80 hours for paid vacation, 80 hours for paid Federal Holidays, and 40 hours for paid sick leave (see paragraph 12-B-3.d).


  h.  Backfill hours.  If backfill personnel are required when primary personnel are on approved leave or sick leave, additional hours must be included in the IGCE for the backfill requirement.


  i.  Federal Holidays.  If employees are required to work on Federal Holidays and not given a compensatory day off, additional hours must be included in the IGCE to compensate for higher cost holiday hours worked.


  j.  Overtime hours.  If overtime will be required, the total estimated overtime hours to be worked should be included as a separate line item in the SOW for all positions except physicians or physician-equivalents.  Overtime must be calculated at time and one-half of the regular pay rate.


  k.  Fringe benefits commonly include FICA, Medicare, Federal Unemployment Tax (FUTA), State Unemployment Tax (SUTA), Workers Compensation, health insurance, and life insurance.  FICA is currently (Feb 2003) 6.2% of a total wage of $87,000 and Medicare is 1.45% of a total salary.  If you are preparing a IGCE in 2004 or later, contact your MTF’s Lead Agency Contract Administrator for the current FICA rate.  FUTA is currently .8% (.008) of the first $7,000.00 in wages.  SUTA and worker compensation rates vary based on job category and the employer from State to State.  Therefore, when preparing IGCEs, contact your State workers department/bureau to obtain the most current rates for your state. Local health insurance companies can provide estimates for health insurance costs.  For pension calculations, use the maximum of $2,000.00 that can be withheld for an IRA.  The current Resource Sharing/Resource Support subcontractor provides health insurance and pension benefits to employees who have one year or more tenure with their company.


  l.  Other direct costs that should be included in an IGCE include:



1)  Malpractice insurance for physicians, physician assistants, nurse practitioners, and physical therapists.   Information on malpractice rates can be obtained by contacting several companies licensed to sell malpractice in the state where the MTF is located.  When preparing the IGCE, enter the average rate for the cost of malpractice insurance for the companies contacted.  The Internet is a good source of locating companies that sell malpractice insurance in the state where the MTF is located.



2)  Continuing Medical Education cost should be included in the IGCE as a direct cost for professional-level positions (physicians, physician assistants, nurse practitioners, Registered Nurses, physical therapists, pharmacists, etc.).

  m.  Overhead and General Administration (G & A) Expenses should also be included in the IGCE.  This normally consist of the contractor’s general “cost of doing business” (corporate personnel, salaries, rent, utilities, insurance, taxes, etc).  A suggested method to determine G & A is to add the costs for wages,  and fringe benefits, and other direct expenses and then calculate 15% of that total.  


  n.  Profit.   The Contracting Division at TRICARE Central Region has prepared the Application of Weighted Guidelines form, required by the Department of Defense Federal Acquisition Regulation (DFAR) Supplement to calculate reasonable profit (determined by the industry)for the contractor.    


  o.  Cost of living/merit increases.  When preparing IGCEs for a follow-on contract, add the current cost of living issued for the year to the hourly wages for individuals who have worked at the MTF for one or years.


  p.  Narrative information supporting IGCEs.  In addition to the spreadsheets which present the various expense elements of an IGCE (wages, fringe benefits, other direct expenses, G & A, and profit, etc.) supplemental information should be presented to explain how the cost elements of the IGCE were derived.  For example, “The hourly wages estimate is a composite average taken from surveying three (3) local hospitals:  Memorial, Penrose and St Mary’s.”  The narrative may be written on the IGCE spreadsheet (as shown in Appendix P) or in a separate document.  

12-B-5. Technical Proposal Evaluation, Negotiation, and Candidate Evaluation:
  

  a. Technical Proposal.  After the MTF submits the SOW, IGCE, and funding document to the Lead Agency, the ACO will request a cost and technical proposal from the contractor.  The contractor is required to submit their proposal to the ACO within 30 days. Upon receiving the contractor’s cost proposal, Lead Agency contract division perform the following steps:



1)  Evaluate the cost proposal to determine if it is in line with the IGCE.



2)  If the contractor’s cost proposal is less than the IGCE, it is normally accepted by the government, unless it is too low, which indicates that they did not understand the total requirement or the government IGCE does not adequately reflect the market.



3)  If the contractor’s cost proposal exceeds the IGCE, the following steps are taken:




a)  Government will request salary survey from the contractor.




b)  Government will conduct fact finding to obtain understanding of the elements contained in the contractor’s proposal.




c)  If the government accepts the contractor’s explanation of the costs, the proposal should be accepted, the ACO will contact the MTF for a reevaluation of  the IGCE.  If the IGCE is determined to be not correct the ACO will obtain a corrected copy and an increased funding document.


  b.  Negotiation Phase.  If the government does not accept the contractor’s explanations of the costs contained in their proposal, the government and contractor will enter into the negotiation phase in order to reach a price that is acceptable to both parties.  It is important for all parties to understand that only the ACO may negotiate a price for the government.  If the MTF COR or clinic staff requesting the requirement receives a call from the contractor with questions or concerns regarding price, they must refer the caller to the ACO.


  c.  Candidate Evaluation.  During the same timeframe that the government is conducting the technical evaluation and negotiations (if necessary) it is not uncommon for the contractor to request that the government evaluate candidates for the position to be filled. It is actually better to wait until the requirement is awarded before the MTF interviews any candidates, unless the requirement is an urgent request and the ACO allows interviews before award.  

12-B-6.  Administration of Resource Support Delivery Orders:  


  a.  Pre-performance Conference.  The TRICARE Central Region ACO recommends that after the requirement is awarded and the MTF credentialing process is complete that the COR conduct a pre-performance conference with the MTF clinic supervisor (Department Chief or NCOIC) that will oversee delivery order performance and the contract provider’s supervisor employee and of the contractor to discuss administrative details for the requirement.  Prior to commencement of the pre-performance conference, the COR should ensure that the clinic supervisor has a copy of the SOW and contract.  Also, the COR should ensure that the contract provider’s supervisor has a copy of the SOW (not including the delivery order).  Suggested topics for the pre-performance conference include but are not necessarily limited to: 



1)  Time cards must be completed by every contract provider at the end of each tour of duty.  The clinic supervisor, who is the accepting official for the government, is required to verify the accuracy of each time card by placing their signature or initials on all timecards before the provider submits them to the COR and the contractor.  



2)  Requirement to request and schedule vacation time per the contract (except emergency).



3)  Sub-contractor POC for the provider to notify in the event that he/she needs to use sick leave or take emergency leave.



4)  MTF POC for the contractor to notify in the event that the contracted staff employee will not report to work due sick leave or an emergency.

5)  Policy for reporting for work during inclement weather.



6)  Policy for emergency treatment of on the job injuries.



7)  Requirement (if any) for MTF identification badge.



8)  MTF building security and key control.



9)  Emergency/fire reporting and building evacuation. 



10) Responsibilities during an emergency (for example; fire extinguisher operation, patient evacuation, building security, etc.).



11) Dining facilities available for contract personnel use.



12) Government smoking policy.



13) Base/Post security requirements, including vehicle registration.



14) Requirements for orientations and training (Base/Post/MTF newcomers orientation, CHCS training, ADS training, etc.)


  b.  Variations in Duty Hours.  If a need for unanticipated overtime arises, the MTF clinic supervisor should contact the COR before he/she approves unauthorized overtime.  The COR should contact his/her contracting officer for guidance to add overtime to the contract before unauthorized overtime is worked.  The lead Agent Contract Administrator will ensure that sufficient funds are available on the delivery to fund the overtime, and will request additional funding if necessary.  The COR should contact the contracting officer immediately if he/she discovers that unauthorized variations in duty hours or additional overtime hours were permitted.  Remember, the person who permits a contract provider to work outside the scope of the contract could be held financially liable for an unauthorized commitment. 


  c.  Working with the sub-contractor.  The Government does not have “privity of contract” with subcontractors; therefore, under contract law, Government personnel are prohibited from making contractual agreements, giving orders or otherwise conducting business directly with subcontractors, which includes employees working under the contract in the MTF.  In essence, this prohibition prevents Government personnel from contacting resource support subcontractor field managers/supervisors except for urgent matters.  The COR/clinic POC must address questions and concerns regarding resource support provider performance to their MTF’s Lead Agent Contract Administrator, who will address the issue to the prime contractor.


  d.  Labor relations issues.  Occasionally, a contract staff may attempt to communicate complaints about his/her employer to the clinic supervisor, COR, or other MTF employee regarding pay raises, company policies, conflict contractor personnel, etc.  Government employees should not get involved in labor problems/disputes between contractor personnel and their employees.  Government employees should refer contractor personnel who surface these types of issues directly to their employer.  


  e.  Performance evaluation for contractor personnel.  The contractor may request input of their employees performance from the MTF clinic supervisors.  The clinic supervisor provide evaluations and return them to the contractor within one (1) week and forward a copy of the evaluation to the COR.

        f. Request for changes.  If a representative of the contractor, subcontractor, or MTF staff member approaches the COR and requests a change to the contract, the COR should contact his/her contracting officer to determine if the requirement is within the scope of the contract and to determine how to proceed.

  Chapter 12, Attachment A

  CENTRAL REGION

RESOURCE SHARING AGREEMENT REQUEST V1.2
Use this form to request a resource sharing agreement.  FILL IN THE BOLD BLOCKS ONLY.  The program is designed to wrap around as you fill in the blocks.  It is recommended that a back-up copy of this form be made prior to its initial use.  This form along with the Marginal Cost and Historical workload information (preferably at the CPT and/or DRG level) if available should be forwarded to the Lead Agency via fax (719) 524-2655 or DSN 883-265 or direct mail.

	Medical Treatment Facility (MTF)
	

	     Name
	Name of MTF

	     Department
	Department requesting the RSA

	     Address
	MTF Address

	      Date of Request
	Date Request filled out

	Point of Contact
	

	     Name
	Name of POC for questions concerning the request

	     Position
	POC’s position

	     Department
	POC’s department

	     Phone Number
	POC’s phone number

	     Fax Number
	POC’s fax number

	     E-mail Address
	POC’s e-mail address

	Describe the Requested Resource Sharing Services
	

	     Type of RSA:

          Recaptures New Workload = Type 1

          DCP Partnership Conversion = Type 2

          Replaces DCP Provider or Svc. = Type 3
	  If RSA recaptures new workload, enter 1

  If RSA converts a Partnership Agreement from the DCP, enter 2

If RSA replaces a provider from the DCP, enter 3

	     Type of Provider(s)
	Specialty of provider(s) requested (i.e. Urologist, OB/GYN NP, etc)

	     Education, Board Certification,

     Board Eligibility, etc Requirements 
	Any specific requirements for the type of providers requested.  Please note the more stringent the specific requirements the more difficult it may be to recruit the provider and at greater expense to the Government.

	     Medical/Administrative Support

     Staff Requirements i.e. 

     LPN/Provider, 1 Clerk, 1 RN, etc.
	Any administrative support needed.  Please note that administrative support increases the total cost of the RSA and may make the RSA not cost effective for the contractor.  Please also take into account the billing support the provider will require.

	Resource Sharing Provider Work Schedule
	

	     Days, Evenings, Nights, Call,  

     Holidays, Other (Please Specify)
	The shifts you need the provider to be available.  Please note the more evenings, nights, call, holidays, etc. the more the RSA will cost and possible denial due to non-cost effectiveness.

	Availability of Space for Provider/Sponsored Personnel i.e. 2 exam rooms/provider, 1 office for administrative support personnel, etc. 
	The shifts you need the provider to be available.  Please note the more evenings, nights, call, holidays, etc. the more the RSA will cost and possible denial due to non-cost effectiveness.

	Who is Responsible for Billing? MTF or Provider
	Provider

	
	

	
	

	Projected Workload Information
	

	Inpatient Admissions
	Projected Inpatient Admissions (may be based on prior years actual admissions as extracted from MEPRS)

	     AD & Other Non-CHAMPUS
	Projected Active Duty, Medicare or other Non-CHAMPUS inpatient workload

	     ADD
	Projected Active Duty Dependent inpatient workload

	     NADD
	Projected Non-Active Duty Dependent inpatient workload

	Outpatient Visits
	Projected outpatient visits (may be based on prior years actual visits as extracted from MEPRS)

	     AD & Other Non-CHAMPUS
	Projected Active Duty, Medicare or other Non-CHAMPUS outpatient workload

	     ADD
	Projected Active Duty Dependent outpatient workload

	     NADD
	Projected Non-Active Duty Dependent outpatient workload

	Commander’s Signature/Date
	Signature of MTF Commander


Chapter 12, Attachment B

Marginal Cost and the Marginal Cost Worksheet

Marginal Cost is the additional cost of producing one more unit of output.  When addressing marginal cost in relation to a Resource Sharing Agreement we are trying to measure the O&M expense incurred by the MTF in support of an RSA which would not be incurred if there were no RSA.  When determining marginal cost, it is important to exclude any cost that would continue to exist if the RSA was never implemented.  Additionally, exclude workload on ancillary services which patients would continue to use even if the RSA was not established (there is a certain percentage of an MTF’s beneficiaries that would continue to use it’s pharmacy even if they received their care from a civilian provider outside of the MTF).  

The marginal cost is inserted on line 124 of the MTF Inputs Page of the RSFAW.  The projected marginal cost for a particular RSA can be attained thru a bucketed regional average or thru the use of the Marginal Cost Module for Resource Sharing in Central Region: Version 3.2 (Marginal Cost Worksheet).  

Bucketed Approach 

Because Resource Sharing is mature in Central Region, SHR has the ability to obtain an average anticipated marginal cost expected for a particular RSA from experience with similar RSAs at other MTFs.  This “bucketed approach” is especially useful for those MTFs requesting an RSA for a particular service that has never existed or has not existed for a lengthy period of time within the requesting MTF.   To request that SHR bucket the marginal cost, simply state your request electronically or thru fax when you send your RSA request.  

Marginal Cost Worksheet

The marginal cost worksheet was developed to assist the MTF in computing marginal cost.  The worksheet requires the user to pull MEPRS data for the most complete 12-month period preceding the RS analysis.  The user fills in the bold-boxed cells only.

1.  Marginal cost worksheet for MEPRS-reported costs


1.a.  Costs assigned to the RS specialty, from the MEPRS Summary report:



The user should pull these costs for the RS specialty (ENT, OB/GYN, etc.) for the

                        
preceding FY.  

· SEEC code/total cost: The worksheet has the most common cost centers and their MEPRS Standard Expense Element Code (SEEC) codes listed.  Using your MEPRS information, fill in the cost associated with each of the SEEC codes for the project being analyzed.  If your MEPRS shows costs associated with the specialty being analyzed that are not listed, you can add them in place of the “other as may apply” box (these boxes are not locked). 

· Total MEPRS visits:  Enter the number of visits (not RWUs) recorded in MEPRS for the agreement being analyzed.

· The spreadsheet will automatically take any costs that you entered for each of the SEEC codes and divide it by the number of visits that you entered which will give you a MEPRS cost per patient.

· Remember that when measuring marginal cost, we only want to capture the increase in cost to the MTF O&M resulting from the RSA.  The spreadsheet asks the question:  “what percentage of these patients (total MEPRS visits) would continue to use these MTF clinic services even if they had to go to the network for care?” (i.e. what percentage of the patients listed in “total MEPRS visits” would continue to use your medical supplies (i.e. would come back to your facility to get their diabetic tests kits or syringes) even if you didn’t have the RSA in place).

· The spreadsheet then asks you to insert the number of patients expected to be seen in the RSA.  The spreadsheet will then automatically take the inverse of the percentage that you entered in the prior column (i.e. if you entered 70% it will take 30%) and multiply the two columns which will give the next column:  number of additional patients the MTF will support with each of these ancillary service if RS is in place.

· Finally, the last column will automatically take (=MEPRS cost per patient) X (=number of additional patients the MTF will support with each of these services if RS is in place) and yield the total expected incremental MEPRS cost (marginal cost) for each ancillary service.


1.b.  MEPRS costs assigned to the supporting ancillary services from MEPRS Summary 

                    Report:

· Whereas section 1.a. captures those MEPRS costs assigned to the RS specialty being analyzed, this section captures costs assigned to the supporting ancillary services that will result from the RSA.

· The mechanical portion of the spreadsheet is exactly the same as section 1.a. 

2.  Additional marginal cost drivers which have no historical MEPRS data:

2.a.  One-time (start-up) marginal costs

· This section captures those one-time, start-up costs that would be incurred should the MTF decide to pursue the RSA being analyzed.

· Examples that are listed on the worksheet are building construction/modification, equipment purchases, personnel train-up, etc.  

· Should there be other one-time start-up costs that are not listed, the user has the ability to enter the costs under the “other”.


2.b.  Annualized personnel marginal costs:

· This section captures the cost of any new personnel that must be hired, increases in FTEs, and overtime that would be required as a result of implementing the RSA.

· 2.c.  Other annualized recurring costs marginal to RS which were not captured in MEPRS:

· These costs would occur when the RSA is for a new specialty with no historical MEPRS data.

3.  Other Effects on Marginal Costs:

· (-) total savings in supplemental care for # AD who won’t need to go downtown:

· Enter any anticipated supplemental care savings that the MTF will enjoy as a result of the RSA.

· Generally, the negotiated rate charged to the MTF for AD thru the RSA will be less than the rate that the MTF is paying for the non-TRICARE eligible to get care downtown.  These savings must be subtracted from the marginal cost above.  

· (-) savings in TDY for # AD who won’t need to travel to care:

· If the MTF pays for TDY to send AD to other facilities for care, enter the amount of TDY that was spent during the period of time used for the analysis.  This amount will be subtracted from the marginal cost since it is a savings to the MTF that occurs because of the RSA.

· (+) total payments to contractor for seeing other non-CHAMPUS eligibles:

· enter the anticipated amount that will be paid to the contractor for seeing over-65s, etc.

· (-) any cash payments from the Contractor in support of Marginal Costs:

· Generally, this section will not be filled out by the MTF.  The contractor will make the adjustments to CAT 8 (increasing it) and MTF Marginal Cost (decreasing it) after any negotiations have taken place.

· (-) any cash payments from HA as “seed” money:

· HA has not offered “seed” money to help offset MTF marginal costs associated with a new RSA to date.  But, in the event they ever do, the amount would be subtracted from the Marginal Cost Worksheet.

4.  Total marginal costs incurred to MTF O&M budget in support of this RS deal for this

 period:

· This block will be automatically filled in based on all of the above entries.

· This amount will be the total MTF marginal cost that is expected as a result of the RSA.

· Enter this amount on line 124 of the RSFAW.
