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PURPOSE

To provide information on future MHS governance model.

To propose options to allocate MEDCOM share of staffing for TRICARE Regional Offices.  

To propose a participative process within MEDCOM to develop market management and business planning as required by the new Governance model for T-Nex.   

ASSUMPTIONS

Most market manager functions can be identified.


Adequate funds will be allocated to establish or accomplish market management functions.


Many MTFs are already doing some of the identified market management functions in their current operations. 


Personnel with the necessary skill sets are available or can be hired at RMCs and MTFs. (Not sure this is true at small, geographically isolated MTFs and requires additional personnel dollars to hire.  Excellent reason to centralize some functions at RMCs)


Magnitude and complexity of work varies by size of enrolled population, size and extent of MTF specialty care services, composition of the contractor’s network, and number of functions transferring from the contractor to the MTF. (Smaller MTFs with limited capacities may need more support to perform coordination and planning than larger, highly capable MTFs)


Economies of scale and standardization of processes and methodologies can be achieved by concentrating certain skills and services at the RMC level.


From a regional perspective, market management support can be centralized (all functions in a specific market management office), centralized/decentralized (some functions in a centralized office and some functions assigned to MTFs), or decentralized (all functions assigned to MTFs).

Similar options to centralize or decentralize exist at the MTF level.

BACKGROUND


The T-Nex family of contracts to provide purchased care and support to the Direct Care System and directly to beneficiaries is being implemented starting FY 03 and during the next two fiscal years.  These contracts have been developed utilizing lessons learned in earlier contracts, and have been adjusted to meet changes in the managed care environment and the Military Health System.  In conjunction with the rollout of the new contracts, a new Governance structure and process will be implemented.   The new T-Nex governance structure clarifies Service responsibility for managing MTFs in the Direct Care System and TMA responsibility to manage the contracts for purchased care and services.   The new Governance model utilizes market managers and business plans to coordinate these two components of the Military Health System.  In most cases, the market manager will be the MTF commander.


 The role of a designated MTF market manager is to analyze the market, seek efficiencies within and between the direct care and purchased care components of the Military Health System, develop a business plan, manage full risk for their enrolled population to include active duty, and manage their MTF.  Additionally, in multi-Service markets, the senior market manager will optimize opportunities for synergy between the MTFs within their market (usually overlapping catchment areas, but can be expanded based on market analysis).   In the Army, commanders of inpatient MTFs will be designated as market managers, except for a few facilities that will cooperate with a Sister Service MTF commander who is the senior market manager.  Additionally, a few large outpatient MTFs will be designated as market managers.  


 Two of the most significant structural changes in Governance under T-Nex will be the reduction of the number of managed care support contracts (MCSC) from seven to three, and the transition of current Lead Agent offices.  Some current Lead Agent billets and staff will move to the three TRICARE Regional Offices (TRO) and overseas area offices, and some will be returned to the Services to perform market manager functions or to be used in other parts of the direct care system. (TMA may request some to assist in close out)   The requirement for formal business plans marks a major change in process under T-Nex Governance.  Each MTF-based market manager will prepare an annual business plan to be approved by The Surgeon General, and used as a building block for a regional business plan prepared by the TRO.  Health Affairs will use these business plans as a “contract” or guidepost for allocating resources and evaluating MTF and MHS efficiency.

MARKET MANAGEMENT ADMINISTRATION FUNCTIONS

Functions currently performed by the MCSC coming as new work to some MTFs (and/or their RMC HQ):

· Manage local procurement of additional providers (called “resource sharing providers” under current TRICARE contracts).  Includes analyzing current resource sharing agreements, and contracting for and/or hiring GS providers for those that produce the desired cost savings or improvements in delivery.  Contracting will be the most likely avenue. Personnel and contracting workload – drafting Statements of Work and/or Position Descriptions, recruitment, training, monitoring and oversight of contracts/contracted personnel, monitoring and evaluating productivity - increases at sites with resource sharing personnel.   The current scrubbed list details  912.71 Resource Sharing FTE at 23 MTFs. 

· Manage patient appointing system that meets MHS standards. Same as with resource sharing except hiring of lower graded individuals to do the appointing makes GS hires a more viable option.  May also be cost effective to contract entire function – due to costs of equipment, etc. necessary to meet appointing standards.  Army MEDCOM is establishing an umbrella type contract that all Services can use to purchase any goods or services associated with appointing.  Most MTFs need equipment upgrades to meet TMA standards.   MTFs need funding to replace MCS contractor services.

· Manage internal UM.  Most MTFs need funding to replace MCS contractor services (some MTFs doing already)  

· Manage Health Care Information Line (if funded and if desired/included in their business plan.  Some MTF may choose to emphasize nurse triage) (What are requirements for patient information – 24/7, etc.)

· Manage HEAR (if funded) (What are basic Pop Health requirements with or without HEAR?)
· Manage referrals to the networks and completed consults from the networks (some MTFs doing already)

The term market manager is not used in the MCS RFP.  However, the following new functions in the RFP will be required of the MTF commander/staff:

· Receive a number of new audits and reports to include:  audit of returns of results on MTF referrals, communication re: UM decisions re: MTF enrollees receiving care in the network, monthly enrollment report, monthly referral report, medical management report, education presentation report

· Complete MTF CDR questionnaire re: satisfaction with contractor performance

· Determine how to use 10 contractor briefing hours/week

· Form working relationship with Regional Director and new MCSC
New functions at MTF under TNEX, based on new contracts or policy and absence of Lead Agents:

· Access to MCS contractor TNEX data

· Access to TDEFIC claims information

· Manage TOL interface and additional applications as they become available

· Single MTF or Multi-MTF business plan development and management

· Manage catchment area purchased care to include market share analysis

· Monitor specified market metrics

· Execute new contract surveillance parameters

· Coordinate enrollment function/issues with MCS contractor who does all functions of enrollment

· Influence the local market

· In multi-markets, reduce duplication of services, coordinate consolidated business plan, 

· Full or part time UM coordinator required by DoD UM policy

· Integration of contractor into readiness planning/drills

· Analysis and continuing oversight of business plans, purchased care cost, referral patterns, access to care, enrollment, pull and analyze relevant contractor data

· Receive, analyze and validate revised financing invoices (not new for Regions 1,2,5)

· Referral management (some MTFs already doing) – receive, account for and post incoming completed consults and tests

· Participate with contractor run disease management programs

T- NEX Functions already being done by the commander/staff:

· MOU development and maintenance – MCD/RM (increased)
· VA/DOD resource sharing initiatives – MCD/RM (local or RMC?)
· MCS contract surveillance via local COTRs – MCD/contracting 

· Education of beneficiaries about MTF services and how to access them – Marketing/MCD - shared responsibility with the contractor

· Enrollment/disenrollment exceptions - MCD

· Beneficiary satisfaction analysis – bene sat assessment and scoring by TMA – QA/MCD 

· BCACs/DCAOs – customer service – MCD/CSD (increased)
· Manage the travel benefit – currently done in PAD 

· Detect and refer systemic issues to the appropriate authority - MCD

· Implement and maintain TRICARE On Line - IMD

· Support corporate IM/IT initiatives - IMD

· Case management – nursing/SWS (increased)
· Appeals – processed by BCAC/HBA 

· Disease management programs– at some MTFs presently – to be provided by the contractor under TNEX

· Telemedicine – clinical/IMD

· COE coordination - clinical

· Quality issues  - QMD

· Participate in regional planning and governance – HQ/MCD

· Recapture CHAMPUS eligible care in MTF (optimize) MCD/RM/clinical

· Develop business case analysis and venture capital initiatives (similar to future requirement for business plans) RM/MCD

· Receive, analyze and validate revised financing invoices (Regions 1, 2, 5) RM 

MULTI SERVICE MARKETS


The Senior Military Medical Advisory Committee has designated the following 12 areas as multi-Service Markets.  The Surgeons General have agreed which Service will have the Senior Market Manager lead in each multi-Service market:

· National Capital Region (Army lead. Includes WRAMC, Ft. Belvoir, Ft. Meade and subordinate clinics in the NCR.  Does not include APG or Carlisle Barracks)

· Portsmouth VA (Navy lead.  Includes Ft. Eustis and subordinate clinics in Tidewater area)

· San Antonio TX (AF lead.  Includes Ft. Sam Houston)

· Colorado Springs CO (AF lead.  Includes Ft. Carson)

· Puget Sound WA (Army lead.  Includes Ft. Lewis/MAMC)

·  Biloxi MS (AF lead.  No Army MTF)

· Hawaii (Army lead.  Includes TAMC/Schofield Barracks)

· Columbus SC (Army lead.  Includes Ft. Jackson)

· Charleston SC (Navy lead.  No Army MTF)

· Fayetteville NC (Army lead.  Includes Ft. Bragg

· Anchorage AK (AF lead.  Includes Ft. Richardson)

· Fairbanks AK (Army lead.  Includes Ft. Wainwright)

OTHER ARMY MARKETS


Recommend that the commanders of the Army MTF on the following 18 posts be designated as single service market managers, which will include a requirement to prepare and manage an official business plan annually.  Subordinate clinics off that post will either be explicitly included in the parent MTF business plan, or RMCs will formally request that the supporting TRO include specific remote clinics in the Regional Business Plan which covers the white space.

· Ft. Benning

· Ft. Bliss

· Ft. Campbell

· Ft. Drum

· Ft. Gordon

· Ft. Hood

· Ft. Huachuca

· Ft. Irwin

· Ft. Knox

· Ft. Leavenworth

· Ft. Lee

· Ft. Leonard Wood

· Ft. McPherson

· Ft. Polk

· Ft. Riley

· Ft. Rucker

· Ft. Stewart

· West Point

The following 4 posts are under consideration for Market Manager status:

· Aberdeen Proving Grounds

· Carlisle Barracks

· Ft. Monmouth

· Redstone Arsenal

BUSINESS PLANNING REQUIREMENTS AND PROCESS


The annual MTF Business Plan establishes the MTF’s inpatient and ambulatory care capacity and demonstrates the planned allocation of this capacity among MTF enrollees including active duty, TRICARE Plus enrollees, and space available care.  Business plan is also basis of healthcare resource allocation from HA and MEDCOM  and accountibily for MTFs, and RMCs to MEDCOM and TRO as well as MEDCOM and TRO to HA.  The business plan should cover the current year and the next 2 fiscal years.  It is the primary method of communicating the healthcare delivery capabilities of the MTF.  Additionally, the business plan identifies the healthcare network requirements the MTF requires for its enrolled population.  The business plan will include, at a minimum, the following elements:

· The MTF’s planned enrollment for the period (fiscal year or option year) by beneficiary category, gender, and age group.

· The MTF’s plan for delivering inpatient care by Major Diagnostic Category (MDC). 

· The MTF’s plan for delivering ambulatory care by ASD(HA)-defined product lines.

· A breakdown of manpower assigned and available within the MTF to deliver care

CURRENT LEAD AGENT STAFFING

A personnel review in January 2003 shows a total of 43 Army military at Army Lead Agents and 19 more at Navy or AF Lead Agent offices.  The same review shows 123 GS personnel and 48 contract personnel working at the Army Lead Agents.  (There are only 64 GS DAC billets on Lead Agent manning documents, however, all Army Lead Agents except Central Region have civilian personnel on the host MTF TDA, or permanently borrowed.) (See enclosure 1)   An in-depth scrub in conjunction with Army Lead Agents will be necessary, but this indicates there are approximately 233 personnel with Army affiliation currently working in Lead Agent offices. There are two components for transitioning current Lead Agent staff to T-Nex functions:  determining how to meet the requirements of multi-Service and single Service market management, and determining how to allocate the Army portion of TRO and overseas offices staffing requirements.

SUPPORTING MARKET MANAGEMENT IN ARMY RMC/MTF


Under T-Nex, more than 50% of the current Lead Agent staff (across all regions) is available to be reallocated to performing market management functions.  The RMC Commander should be the key player in determining how to perform this function for Army single service markets in the RMC, and for the Army contribution to any multi-Service markets in the region.  Using this concept paper, the RMC staff should analyze their unique situation and make a detailed proposal for how to allocate personnel to these functions.   These proposals for market manager staff must be developed on a realistic assessment of functions to be performed and necessary personnel spaces to do so.  The proposed manning document is independent of personnel assigned currently to Lead Agent offices.   In July 2003, these proposals will be evaluated at MEDCOM with representatives from Manpower, Personnel, Resource Management and Health Policy and Services.


The significant amount of new work that must be accomplished by MTFs that are designated as market managers was detailed earlier in this paper.  RMCs that currently host a Lead Agent staff must reallocate some of that staff to cover these functions.  They can probably obtain significant economies of scale by centralizing some of the work at the Regional Medical Command and provide direct support to smaller MTFs.  Conceptually, there is strong support among OTSG/MEDCOM staff for allocating five to seven current Lead Agent billets to RMC staff to perform the new functions of T-Nex Governance, business planning, and contract management.  The attached information paper (Encl 2) lists functions that could be centralized.

One MEDCOM RMC, Great Plains, is not a Lead Agent.  However, some of the Army assets at current Central Region Lead Agent office will need to be reallocated and could provide GPRMC personnel billets similar to other RMCs.  Additionally, some MTFs may need to have one or two people added to the MTF staff to accomplish the new work.  Reallocation of billets to MTFs should be done within the RMC and be part of their overall plan to accomplish this work.

SUPPORTING MARKET MANAGEMENT IN MULTISERVICE MARKETS


An Army MTF Commander has been designated as the Senior Market Manager in six multi-service markets.  The three largest are current Lead Agents (WRAMC, MAMC, TAMC).   Several discussions between OTSG, BUMED, and AF Surgeon General’s staff indicate HQ support for a multi-service market management staff of at least three to five personnel.  Transfer of Lead Agent staff would provide this core staff in those locations that were Lead Agents.

Other MTFs in the multi-Service market area would provide at least one FTE to augment the core staff.  Preliminary plans by several Army Lead Agent staffs propose much larger multi-service market manager offices.  These plans may be logical and feasible, but Sister Services have not yet agreed to support the larger proposed staffs.   They also have not yet made similar plans for the large multi-Service markets where they are senior market manager (Portsmouth and San Antonio)


Three other MTF have also been designated as senior market managers:  Womack AMC, Ft Bragg; Moncrief ACH, Ft Jackson; and Basset ACH, Ft. Wainwright.   NARMC, SERMC, and WRMC, in conjunction with current Lead Agent staff, will need to include proposals for supporting these multi-service markets in their plans. The key player in proposing how to balance staff allocation between RMC/MTF single service market manager requirements, and multi-service market management offices is the Regional Medical Commander/Lead Agent and those staffs.    

MANPOWER & STAFFING FOR TRICARE REGIONAL OFFICES

A TRICARE Management Activity Workgroup is analyzing ways to provide staff for the three new TROs in CONUS and three overseas area offices.  The Assistant Secretary of Defense (Health Affairs) memorandum of 14 April 2003 states, “We are estimating approximately 200 military and civilian positions, in total, for these offices” and indicates these positions will be transitioned from current Lead Agent staffing.  There is still discussion about some of the details of this transition, but it appears that as many as 66 Army positions could be transitioned to TRICARE Regional or overseas area offices.  Six of the positions for CONUS TROs will be military billets, but agreement has not been reached on the number of military positions in each overseas area office, or whether the civilian positions will be GS or contract personnel. 

PROPOSED PROCESS & TIMELINE TO OBTAIN RMC/MTF INVOLVEMENT

Brief DSG - 7 May  (DONE)


Provide copy of this document to RMC commanders - 9 May


Lead Agent Discussions – 12 – 15 May

RMC comments/suggested changes to this Concept Plan to MEDCOM – 26 May


Info brief for TSG - by 30 May


Further discussion at AUSA/AMEDD Senior Leaders Conference – 

 2 – 6 June


Issue final guidance for RMCs to build plans – 13 June

RMC Plans to allocate staff and to cover market management functions to MEDCOM – 2 July

MEDCOM Evaluation of RMC plans and feedback to RMCs – 23 July

Encl 1 (This is requirements and not funded authorizations – different than Table 1. As of June 03 – CR LAO – Army has 6 personnel, Navy 2, CG – 0, AF- 6 AD TOTAL 14, Civ - 23, Contractors – 0, TOTAL 37)
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	Active Duty and Civilian/Contract Personnel by Regions
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Region
	Army
	Navy
	Coast Guard
	Air Force
	Active Duty Total
	Civ
	Contractors
	AD + Civ/Contract Total
	Executive Agent

	1
	10
	10
	1
	13
	34
	22
	6
	62
	Army

	2
	3
	12
	1
	3
	19
	34
	6
	59
	Navy

	3&15
	9
	4
	1
	2
	16
	22
	16
	54
	Army

	4
	3
	4
	1
	25
	33
	5
	5
	43
	Air Force

	5
	3
	3
	*
	20
	26
	8
	4
	38
	Air Force

	6
	5
	3
	*
	28
	36
	6
	10
	52
	Air Force

	Central (1)
	7
	3
	*
	7
	17
	27
	*
	44
	Army

	9
	3
	16
	1
	3
	23
	20
	13
	56
	Navy

	10
	2
	2
	1
	23
	28
	4
	6
	38
	Air Force

	11
	7
	6
	1
	5
	19
	34
	1
	54
	Army

	12/Pacific
	5
	6
	*
	4
	15
	8
	15
	38
	Army

	Europe
	5
	4
	*
	4
	13
	10
	10
	33
	Army

	
	62
	73
	7
	137
	279
	200
	92
	571
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Note:
	
	
	
	
	
	
	
	
	

	(1) Will loose AD staff between Mar-June 2003 that will not be replaced.  Total includes current staff to date.

	(2) * No Coast Guard or contracting staff.
	
	
	
	
	
	


Encl 2

DRAFT

INFORMATION PAPER

MCHO-CL-M

30 April 2003

SUBJECT:  Possible market manager supportive roles for the Regional Medical Command (RMC). 

1. Purpose.  To list specific market manager support services that if provided by the RMC could result in economies of scale, higher quality analysis, standardization of data downloads and presentation, and reduction of the need for local MTF staffing.

2. Facts.

a. The following are market manager functions that could be centralized:

(1)  Provide standardized data pulls for development of business plans for all subordinate MTFs.


(2) Review and comment on completed business plans or assistance with development.

(3) Provide ongoing, periodic monitoring of performance per the plan and analysis of variances that are detected.


(4) Provide expert consultation regarding courses of action to deal with deviations from the business plan.


(5) Provide ongoing monitoring and periodic reports regarding MTF market share. 


(6) Identify opportunities for VA/DoD resource sharing and provide expertise and assistance with developing sharing agreements.


(7) Provide centralized contracting support (writing SOWs, finding possible contract vendors, performing IGCEs, administrative and legal review of contracts, assistance with contract performance issues, COTR education/training, etc.)


(8) Provide centralized IM/IT support and consultation re:  TOL, CHCS II implementation, required certifications, web page development, telemedicine, etc. (may already be doing).


(9) Provide centralized, periodic assessment, analysis, and reports of MTF purchased care claims costs.


(10) Data mining of the MCS contractor’s database for the MTF.  RMCs will have the data link with the contractor’s database as required in the healthcare/administration support request of proposal.


(11) Assist with business case development and make/buy decisions when opportunities for performance improvement are identified.

3.  Centralizing all or some of the above functions will reduce the number of personnel engaged in market management functions at the MTF level, enable standardization of data pulls and analysis, and fully engage the intermediate command with assisting the MTF commander to correct deviations from the business plan.
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