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REVISED FINANCING PRINCIPLES
Rationale
· Brought about to provide stronger incentives and support for MTFs to maximize their capacity 

· Specifically their enrolled population

· Tighten the linkage between performance and financial impacts

· Motivate greater monitoring of cost controls by the Managed Care Support Contractor (MCSC)

· MCSC incurs increased profit/loss if actual costs are lower/higher than agreed upon target

· Target is for healthcare costs only and doesn’t include admin costs 

· Make financing mechanisms simpler 

· Eliminate complicated bid price adjustment and “O” factor while reducing disputes regarding data and risk  

Funding

· MTFs will be financially responsible for healthcare delivered to AD and MTF prime enrollees 

· Supplemental care returns to MTF control

· No longer a service pass through to MCSC

· If MTF enrollee is seen in network, MCSC pays network provider

· MCSC bills MTF  

· Float until MTF payment

· MTFs will be invoiced one month after the month of service of care and have 7 days to validate claims 

· Interest accrues after 30 days, if unpaid  

· Claims will be in electronic format for easier validation 

· Claims are validated for enrollment status and other data

· Valid claims are analyzed for high utilizers and opportunities for recapture

· High utilizers are given to MTF case manager

· Invalid claims are initially paid, then given to MTF COTR for resolution

· Payment is made directly to MCSC through DFAS

· MTF is reimbursed the following month for payment made on invalid claims

· O&M budgets will be funded for expected level of civilian care required by MTF enrollees based on one year of MTF’s enrollee paid claims in the network

· Budget includes contract funding for current RSAs at some percentage discount off of current RSA baseline  

· This will necessitate stratifying RSAs and contracts as some will be discontinued

· NOTE: intense MTF oversight of referral/disengagement process is more essential than ever since MTFs will work from a fixed funding target. 

· Although there is NO reciprocal financing commencing with the start of healthcare delivery under T-Nex (Jul 04 – Region 10), MCSC enrollees seen in MTF will produce a savings for the Gov

· However, TMA has concept of phased reciprocal financing, currently not approved by the services

· End of year savings and losses against established spending targets will be aggregated and realized at the regional level, not at each MTF

· Risk sharing for all savings and losses will be 80% for Gov. and 20% for MCSC  

· MAJCOMs will track MTF savings/losses 

· MTF commanders will be judged on their performance in managing the revised finance bill
Some issues still being worked

· Ensuring adequate funding available when time to convert RSAs to contract

· Resolving issues of non-compete clause

· DFAS ensuring electronic processes in place to pay invoices

· Establishing uniform guidelines by services to ensure prompt payment

· Development of an educational plan  

· Region 10 OLA hosting TFMEP course – (25-27 Feb 03)

· POC:  Mr. Pete Gaudet, DSN:  350-6542

Suggested MTF preparation

· Stratify current RSAs and contracts for cost effectiveness and Readiness impact 
· Accomplished by AF MTFs in 1st quarter FY03

· Heavily scrutinize cost effectiveness and service impact of NEW RSA proposals 

· Must ensure proper allocation of finite pot of RSA dollars

· Analyze current volume of care for MTF prime enrollees to the network

· MTFs should avoid subsidizing increased referrals with available RSA dollars since this “leak” will eventually have to be “plugged” under T-Nex  

· Identify which specialty referrals you can absorb or build capacity for in MTF or VA

· Review revised financing bill with the executive committee

· Ensure strong accountability and oversight of:

· Referral and disengagement process

· Reinforce referral tracking process to focus on Prime consults

· Consider developing provider profiling framework

· Determine and prepare for any anticipated changes in staffing requirements for areas affected by program changes (RMO, Consult Mgmt, etc.)

· Can use past and expected volume of work in these areas as guideline

· Provider template management 

· Can’t afford problems with access for MTF enrollees

· Clinic capacities

· Validate/establish realistic enrollment goals

· Population and Preventive Health measures 

Lessons Learned from Regions 1, 2 & 5

· Well-intended MTF efforts to adjudicate MCSC invoices resulted in late payments to DFAS and increased penalty payments… Don’t Do It
· Pay invoices on enrollees enrolled in other regions and MTFs
· Document payment and contact TMA for reconciliation
· Monitor trends as evidenced by MCSC invoices to see what can be recaptured
 Region 10 Implementation
· Currently Jul 04

· Additional guidance will be provided to the field as it becomes available
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