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Disclaimer

The views and recommendations expressed in this business case analysis are
strictly those of the author, and do not reflect the official policy or position of the Army-
Baylor Program, Great Plains Regional Medical Command (GPRMC) Department of the
Army, Department of Defense (DOD), or the U.S. Government.

This business case analysis was developed in an academic environment, where
the author had limited access to external resources. Although a detailed and thorough
analysis was conducted utilizing the time and resources allotted for this project, this
business case should not be used as the sole consideration for decision-making
purposes. Caution should be exercised when utilizing this information, and an external

verification process should be used to ensure the accuracy of the data.
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Executive Summary

The purpose of this business case analysis (BCA) is to provide a detailed
breakdown of the fiscal and qualitative impacts of a proposal to establish inpatient
behavioral health services at Evans Army Community Hospital (EACH) located at Fort
Carson, CO. These services are currently being performed solely through purchased
care. The proposal does not include substance abuse detoxification services.

Over the last five years (FY03 to FY08) inpatient behavioral health service
utilization has increased 698% in the Colorado Springs, CO area among Army active
duty service members, while costs have gone up 1233%. With such a large increase in
workload and associated costs, it seems only reasonable to inquire as to whether EACH
can now provide those services in a less costly manner.

After analysis of the financial costs and benefits of the proposed project,
implementation would result in a yearly net loss of $1,210,880 to the Federal
government not including the original cost of $4,755,086 to build and start-up the unit.

There are several non-financial benefits which weren’t considered directly in the
above analysis that should be considered such as ensuring access to care, minimize
travel distance for government personnel and family members, increasing internal
expertise, improving referral management and ensuring an accurate longitudinal health
record, and decreasing resource dependency on the purchase care network. These
particular benefits are difficult to quantify in financial terms, but should be looked at
when making a final decision on whether to implement.

Based solely upon the direct financial impact to the government, building an

inpatient behavioral health unit at EACH is not recommended.
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Introduction
Subject
This business case analysis examines the likely costs and benefits that flow from
a proposed action to establish inpatient behavioral health services at Evans Army
Community Hospital (EACH). The proposed action is designed to decrease dependency
on purchased care for inpatient behavioral health services, and to improve overall
quality of these services provided to active duty beneficiaries.
Purpose
The purpose of this business case analysis is to provide a detailed analysis of
the fiscal and qualitative impacts of a proposal to establish a ten-bed inpatient
behavioral health unit at EACH.
Business Objectives
The proposed action seeks to satisfy the following business objectives:
¢ Reduce the overall cost of providing inpatient behavioral health services
e Improve access to care for inpatient behavioral health services in the Colorado
Springs catchment area
¢ Portray an image that EACH is proactively ensuring patient needs are handled
promptly and adequately
¢ Provide better management of behavioral health services for improved continuity
of care
¢ Build and maintain internal skill sets and expertise within EACH for inpatient

behavioral health services
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Background
Overview

Evans Army Community Hospital (EACH), named after Medal of Honor recipient
Specialist Four Donald W. Evans Jr., lies at the base of the Rocky Mountains on the
Fort Carson Army post in Colorado Springs, CO. It currently services over 50,000
enrolled beneficiaries, and also provides care to surrounding populations including
Peterson Air Force Base and The Air Force Academy when necessary. EACH is a 78-
bed community-based medical treatment facility (MTF) that delivers health care,
preventive medicine, and Soldier training and education products and services. Health
services available to the EACH population include the full range of primary care
services including Family Practice, Pediatrics, Internal Medicine, Women’s Health, and
Emergency Medicine. Surgical care available includes General Surgery, Orthopedics,
Otolaryngology, Podiatry, Gastroenterology, Urology, Ophthalmology, Oral and
Maxillofacial, and Obstetrics/Gynecology. Inpatient care includes Obstetrics, Intensive
Care, and Post Anesthesia Care/Same Day Surgery.

EACH Mission: Delivering on the promise of quality, safe, effective, and timely

Warrior centered care.

EACH Vision: Become a center for best practices for the Army Medical

Department (AMEDD); integrate healthcare in the Colorado Springs community into a
seamless system; exceed all expectations for meeting the healthcare needs of an
expanding beneficiary population; and become synonymous with quality care.

The primary purpose of EACH is to support the many readiness requirements of

Fort Carson Soldiers and to provide local command and control of cost-effective,
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multidisciplinary, customer-focused, integrated, quality health service systems in the
context of the Military Health System (MHS) TRICARE Program.

Historical Information

Currently no consolidated and comprehensive behavioral health plan exists for
the Army. The Army, Army Medical Department (AMEDD), Regional Medical
Commands (RMCs), MTFs, and Garrisons each may have separate policies governing
the priorities and implementation plans for behavioral health services across the Army.
Due to the multiple policy-making sources and the stove-piping which occurs within the
different behavioral health sections (psychiatry, psychology, social work, substance
abuse, traumatic brain injury (TBI), post traumatic stress disorder (PTSD), Pre/Post
deployment assessments, provider resiliency testing (PRT), automated neurological
assessment measures (ANAM), Family Advocacy Program (FAP), Battlemind, suicide
prevention, etc.) in each organization, the different policies and priorities and associated
resourcing can become overlapping and sometimes conflicting. The lack of consolidated
efforts continues to create a vacuum of behavioral health care for which an increasing
need exists given the frequency of more than six years of deployments. A considerable
amount of resources continues to get funneled into the Army for behavioral health, but
the overall behavioral health productivity has not increased at the same rate.

During testimony to the House Committee on Veterans’ Affairs in December
2008, veterans and their families stated that Soldiers return home to find behavioral
health systems that are under-staffed, under-funded, and under-equipped (Concern
mounts over rising troop suicides, 2008). As the largest branch of the U.S. armed forces

with 1.1 million active duty and reserve Soldiers, the Army is taking the brunt of fighting
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in Irag and Afghanistan. The Army accounts for about 71% of the deployed U.S. military
force (Morgan, 2009), and the majority of actual ground combat operations.

After the attacks on the U.S. on September 11, 2001, the President of the United
States and Congress declared the Global War on Terrorism (GWQOT), significantly
changing the operations tempo (OPTEMPO) of the military. In 2001, the Army began
deploying Soldiers in support of Operation Enduring Freedom in Afghanistan. The
military mission was further expanded in 2003 with the launch of Operation Iraqi
Freedom (OIF). Increased deployments and exposure to combat have both impacted
the active duty population at Fort Carson and the rest of the Armed Forces. Multiple and
lengthy deployments exact a toll on Soldiers and their personal relationships. In 2007,
2,100 Soldier attempted suicide and 115 succeeded. Prior to the war in Iraq, Army
suicides were less than one attempt per day. Currently Soldiers across the Army
attempt suicide an average of five times each day (Concern mounts over rising troop
suicides, 2008), a 500% increase over the pre-war rate. In 2008, suicides in the U.S.
Army increased 11 percent from the previous year, eclipsing the civilian U.S. suicide
rate. The current rate of suicides is 20.2 per every 100,000 Soldiers, higher than the
rate for civilians at 19.5 suicides per 100,000 people with similar age and demographic
backgrounds (Morgan, 2009). However, the typical civilian is not exposed to the same
stressors and danger that a combat Soldier is, so it's not necessary prudent to compare
the two populations. In addition to an increase in suicide rates, Soldiers are also
exhibiting more violent behaviors. One of the most recent examples was the U.S.
Soldier, Army Sgt. John Russell who is charged in Killing five fellow Soldiers at a stress

clinic in Irag (U.S. Soldier charged with murder in Irag shooting deaths, 2009).
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Fort Carson has not been immune to the increase in suicides and violence
among Soldiers. In 2007, the Army and Fort Carson were criticized by former combat
veterans who said they were being punished, ignored or even discharged as they
struggled with post-traumatic stress disorder (PTSD) and other psychological traumas.
The Army and Fort Carson pledged to enhance screening to identify Soldiers with PTSD
symptoms. In 2008, however, attention returned to Fort Carson as a number of local
homicides and other violence tied to combat veterans from a single 4th Infantry Division
brigade made national news (Lane, 2009). In early 2008, an Army Specialist was killed
by three fellow Soldiers at Fort Carson who had served with him in Iraq (McChesney,
2008). In November 2008, another Fort Carson Soldier was arrested on charges of
suspected murder and rape of a 19-year old girl, and rape of a 14-year old girl (Frosch
& Alvarez, 2008). Two Fort Carson Soldiers were convicted of killing two people and
wounding another Soldier in the Spring of 2008 (McKeown, 2009). Another Fort Carson
Soldier was recently arrested in connection with the shooting death of a woman this
past May (Associated Press, 2009). Fort Carson has also had several suicides. In 2008
alone there were eight documented suicides (Military bases hope to stem rising suicide
rate with training, 2009).

U.S. Army Secretary Pete Geren publicly expressed that reversing the deadly
phenomenon of the increasing suicide rates is a “challenge of the highest order for us”
(Morgan, 2009). Army Vice Chief of Staff General Peter Chiarelli is leading a new
campaign to combat the suicide trend with special instruction that began in February
(EXORD 103-09). In conjunction with the National Institute of Mental Health (NIMH), the

Army has launched a $50 million research study on suicides and suicidal behavior
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(Morgan, 2009). According to Maj. Gen. David Perkins, a military spokesperson, the
Army initiated a probe into behavioral health service operations and how suicide
attempts can be avoided in the future. Maj. Gen. Daniel Bolger, the Commander of
Multi-National Division-Baghdad, also explained that troops are under a lot of stress and
that there is a “stigma” to seeking behavioral health services (U.S. Soldier charged with
murder in Iraq shooting deaths, 2009).

Congress is working to help create solutions. Sen. Patty Murray (D-Washington)
and Sen. Jim Webb (D-Virginia) introduced legislation to improve the military’s suicide-
prevention programs and support to military family members. In 2007, Colorado
Governor Bill Ritter signed Senate Bill 146, a bill enacted by the Colorado State
Legislature to provide behavioral health services for the spouses and dependent
children of recently-discharged Operation Iraqi Freedom (OIF) and Operation Enduring
Freedom (OEF) veterans (Concern mounts over rising troop suicides, 2008).

Several behavioral health facilities provide inpatient behavioral health care in
Colorado Springs. Pikes Peak Mental Health provides a broad range of services in
behavioral health, substance abuse, vocational skills training and employment, and
education. Specifically, for the military, behavioral health services are provided through
the First Choice Counseling Center that has served military families in the Pikes Peak
region since 1992. Their clinicians are experienced working with a variety of military
service-related and deployment/post-deployment issues and their affects on families.

Cedar Springs Behavioral Health offers an inpatient program in a specialized
environment for adults who are experiencing an acute crisis. The program is based on

the concept that people have an inherent capacity to learn and grow, and is designed to
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meet the unique needs of each person and family. Stabilization is achieved through
intensive therapy that allows the patient to move to a less restrictive level of care.
Medical detoxification for adult substance abuse is an available service on the inpatient
unit. Additional services include, diagnostic and evaluation services; individual, family,
and group therapy; intensive milieu therapy; occupational and recreational therapy; and
case management and discharge planning.

Two other facilities located more than an hour away include the Colorado Mental
Health Institute at Pueblo and the Arapahoe/Douglas Mental Health Network. The
Colorado Mental Health Institute at Pueblo (CMHIP) provides behavioral health services
focused on sustaining hope and promoting recovery. CMHIP is one of Colorado's two
JCAHO-accredited state psychiatric hospitals. The hospital is under the direction of the
Colorado Department of Human Services. Their behavioral health services include
inpatient treatment for people challenged by substance abuse, mental iliness or
both. Programs include acute residential care for adults, shorter-term evaluation, crisis
and emergency intervention. The Arapahoe/Douglas Mental Health Network
provides behavioral health services including inpatient treatment for people challenged
by substance abuse, mental iliness or both.

Literature Review

This literature review will examine behavioral health issues before and since the
inception of the Global War on Terrorism (GWOT), as well as quality of care outcomes,
patient satisfaction, and patient-centered care. Before the declaration of the GWOT,
Hoge et al. (2002) studied the impact of military service members’ behavioral health

disorders on health care utilization and occupational functioning by looking at 16 major
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diagnoses under the International Classification of Diseases, Ninth Revision, Clinical
Modification (ICD-9-CM). Their findings concluded that nearly 50% of all personnel
hospitalized over a nine year timeframe (1990-1999) were discharged from the service
within six months of mental disorder diagnosis. For non-mental health related
diagnoses, only 12 percent of military personnel were discharged within six months.
Mental health disorders were the second leading cause of hospitalization in military
personnel since 1995, but admissions for mental health disorders were declining. The
study also noted that it appeared mental health disorders were the most resistant to
managed care strategies (2002).

The assumption that exposure to combat would produce higher levels of mental
illness in the U. S. Armed Forces was confirmed by a study conducted by Hoge et al.
(2004). The researchers found that combat operations caused an increase in
depression, anxiety, and Post Traumatic Stress Disorder (PTSD) among the military
population. Hoge et al. (2004) surveyed troops prior to and after returning from
deployments to Iraq and Afghanistan. Their findings revealed that the percentage of
study subjects whose responses met the screening criteria for major depression,
generalized anxiety, or PTSD was significantly higher after duty in Iraq (15.6 to 17.1
percent) than after duty in Afghanistan (11.2 percent). Pre-deployment rates to Iraq
were 9.3 percent. Hoge et al. (2004) also found in their study that those in most need of
behavioral health services reported the potential stigma as a barrier to seeking care.

Despite these results showing increased depression, anxiety, or PTSD in
returning troops, the specific mental health ilinesses do not typically require an inpatient

stay. Offering inpatient behavioral health services will not necessarily address the
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behavioral health needs of today's military force. Nevertheless, the researchers
acknowledged that mental health diagnoses carry a stigma that keep many Soldiers
from seeking care. Health care leaders should consider that as a result of not seeking
care for behavioral health issues, over time, service members could acquire severe
behavioral health issues that may require inpatient services.

In addition to demand, the quality of inpatient behavioral health care must also be
considered. Druss, Miller, Pincus, & Shih (2004) utilized Healthcare Effectiveness Data
and Information Set (HEDIS) measures of behavioral health performance to compare
the volume of behavioral health delivery and the quality of behavioral health care. They
found that HMOs with lower inpatient and outpatient volumes of care consistently and
substantially performed poorly on the HEDIS behavioral health performance measures.
A key limitation of the study, however, was that it focused on HMO plans and not
provider specific patient volumes. A 2006 study by Cromwell & Maier found that larger
unit inpatient facilities enjoyed economies of scale by spreading nursing and aide staff
across more patients than smaller facilities. Higher volume facilities have higher
adherence to HEDIS measures and lower costs.

Rosenheck, Wilson, & Meterko (1997) conducted a survey of Veterans
Administration behavioral health patients to look specifically at patient satisfaction
indicators of behavioral health care quality. Their findings indicated patients were less
satisfied in large institutions and facilities that focused on research and education.
Several similarities and differences with the VA and Fort Carson populations exist.

EACH is a military health care institution that has an array of services that are
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government administered. A difference exists in ages of the VA and active duty
populations (Rosenheck et al, 1997).

Determining the proper staffing ratios for inpatient behavioral health is difficult, as
there are no generally agreed upon numbers within the behavioral health community.
However, it has been documented that higher staff to patient ratios and smaller
treatment units are consistently associated with the effectiveness of inpatient units,
regardless of treatment protocols (Menditto, 1992). Coleman & Paul (2001) found that
the predictive power of raw staffing ratios is insufficient, however, for making staffing
decisions or predicting the effectiveness of treatment when compared to discharge
rates. Instead, they found that the amount of attention patients receive from staff is
more important in improving the effectiveness of inpatient treatment programs than
having more staff available. Coleman, Paul, & Schatschneider’s study in 2007 supports
the findings of the Coleman & Paul study in 2001. Overall rates of staff attention
provided to patients explains a statistically significant variance in community tenure and
the predictive power of important individual patient variables. Increasing staff attention
rates predict meaningful increases in community tenure for patients, even among those
patients will poor prognoses (Coleman at al., 2007).

Reaching appropriate levels of staff attention requires more than increasing the
number of staff. Too few staff reduces the amount of attention staff are able to give to
patients, which compromise care. Too many staff without proper training and
responsibilities, however, may not increase patient attention rates because they may
end up participating in other job-related activities that don't involve direct patient care.

The proper mix of staff numbers and training must be met to insure the best patient
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outcomes. Administrators must monitor the quantity and quality of staff-patient
interactions to deliver the best care.

Since there are no specific industry standards for staffing ratios for inpatient
behavioral health units, it is difficult to determine the optimum number and mix of
providers. Therefore, decision-makers need guidelines to consider when determining
how to allocate available resources to maximize quality of care. Hart & Connors (1996)
developed a Resourcing Decision Model for military medical decision makers when
faced with resource allocation decisions. The researchers listed the three critical
questions: "(1) Does the proposal make good business sense? (2) Does it contribute to
readiness? and (3) Is it the right thing for the patient?” (p. 552). They also found that
patients who have family nearby, are in familiar surroundings, trust their local providers,
and receive personalized care may impact the patient outcome.

Methods and Assumptions
Scope and Boundary Definitions
Time

This business case analysis assumes a five-year horizon beginning in FY09

through the end of FY13.

Organizations

This business case analysis is limited to EACH and its catchment area
beneficiaries in and around Colorado Springs, CO. The specific affected areas within
EACH include the Department of Behavioral Health, Nutrition Care Division, Facilities

Management, and Department of Logistics.
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Technologies

Technologies are not a consideration in this BCA. There are technologies that
exist for behavioral health care such as telepsychiatry, but they are not being
considered for this BCA. The financial burden of such technologies solely for an
inpatient behavioral health unit are not cost efficient, and should be considered as a
separate BCA that would provide services for the entire EACH population. Then the
costs could be spread over a larger population, and lower it enough to be feasible to
consider under an inpatient unit.

Facilities and Durable Equipment

EACH personnel advised that current facilities and equipment are insufficient to
handle the operation of inpatient behavioral health services. These services include all
inpatient behavioral health except for substance abuse. Since EACH does not currently
provide these services, renovation of existing space or construction of a new facility will
need to be reviewed as potential costs of the project.

Financial Metrics and Other Decision Criteria

The financial metrics considered in this BCA are return on investment and

payback.

Return on Investment (ROI)

One of the most important elements in a project’s financial analysis is expected
profitability, which is generally assessed by return on investment. Return on investment

is measured either in dollars such as net present value, or in percentage rate of return.
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Net Present Value (NPV)

Net present value is a profitability measure that uses the discounted cash flow
(DCF) technique. It measures the difference between the discounted present value of
benefits and the discounted present value of costs. OMB Circular A-94 provides
discounting guidelines for the Federal Government. The discount rate utilized for this
BCA is the FY09 real discount rate of 1.6% (OMB, 2008). The real discount rate is an
interest rate that has been adjusted to remove the effect of expected or actual inflation.
Internal Rate of Return (IRR)

Internal rate of return (IRR) is rate that equates the present value of the expected
future cash inflows and outflows. IRR measures the rate of return on a project, but it
assumes that all cash flows can be reinvested at the IRR rate.

Modified Internal Rate of Return (MIRR)

Modified internal rate of return assumes that cash flows from all projects are
reinvested at the cost of capital as opposed to the project’'s own IRR.
Payback
Payback Period

The payback period is the number of years required to gain enough benefits from
the project to offset the investment made to initiate the project, enabling the project to
sustain itself from that point forward. This is often referred to as the breakeven point.
Based on the MEDCOM BCA guidelines, the payback period should occur within two

years.
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Discounted Payback Period

The discounted payback period is the number of years it takes a firm to recover
its project investment based on discounted cash flows. Utilization of the discounted
payback period is a more desirable method to determine when the initial investment has
been recouped, because future cash flows are not worth as much as those amounts in
today’s value. Therefore, this method provides a more accurate reflection of the time it
will take to break even on a project.
Major Assumptions

e Workload volume will increase over the next five years.

o This is based on a regression model showing a projected increase of an
average of 620 bed days per year based upon the current rate of workload
increase (see appendix A for the regression analysis).

e Prospective Payment System (PPS) rates will remain the same as FY09 or
increase over the next five years.

¢ Patient acuity for inpatient behavioral health services at Ft. Carson is similar to
that of patients at Ft. Hood.

o This assumption is made, because both Ft. Carson and Ft. Hood are
FORSCOM posts with an Active Duty Service Member (ADSM) population
that deploys often. This is an important assumption, since the nurse and
other provider staffing at Ft. Hood will be used as a model when
developing the staffing requirements for Ft. Carson.

e The unit will be staffed with government civilian or contract providers.
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o This assumption is made due to the limited number of military providers in
the Army. If military providers are used, they will be pulled from providing
the other services they are currently doing. Then these other services will
need to be covered with backfill providers, most likely civilian or contract.
Regardless of whether military providers are utilized, there will be a direct
cost to the government of a civilian or contract provider to add these
services. Therefore, this BCA assumes only civilian and contract
providers, in order to assign a cost to the government for adding these
additional services to its arsenal.

Data Sources
Workload

The workload data analyzed for this BCA was obtained from an M2 data pull (see
appendix A for the actual data and M2 query screen shot).
Personnel

The personnel cost data estimates utilized in this BCA were obtained from
www.salary.com. The costs and staffing information are outlined in appendix B.

Discount Rate

The discount rate of 1.6% used for return on investment analyses was obtained
from OMB Circular A-94. The circular can be found at
http://www.whitehouse.gov/OMB/circulars/a094/a094.pdf.

Facility Guidance

The guidance on facility space needed to operate inpatient behavioral health

services was obtained from the DOD space planning guidance for healthcare facilities.
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This guidance can be found at http://www.tricare.mil/ocfo/ppmd/criteria.cfm. See
appendix D for specific information used in this BCA.

The facility costing information was obtained from the Unified Facilities Criteria
(UFC): DOD Pricing Guide (3-701-07, 2 July 2007).
Scenario Design

Two different scenarios were considered in this BCA to determine the best
course of action.
Status Quo

This alternative would have care continued in the fashion that it is currently being
provided, which is through purchased care on the network.

Proposal Implementation

This alternative would establish inpatient behavioral health services at EACH, in
which a majority of the inpatient behavioral health services would be provided. The
small remaining portion of care that couldn’t be provided through direct care would be
sent to the network. Substance abuse detoxification is not being considered as part of
the workload in this analysis.

Global Impact (Federal Government)

This alternative compares the financial differences between the status quo
(having the services provided via purchase care) and proposal implementation (creating
an inpatient behavioral health unit at EACH). This analysis will identify the absolute cost
difference between providing the services in-house versus purchasing them on the
network, regardless of how TMA or MEDCOM will provide specific reimbursement to the

MTF. The benefit of this particular analysis will show the global impact to the overall
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organization (Federal Government and taxpayers), without regard to the business line
impact of the AMEDD and MTF. The usefulness to looking at this analysis is to see
whether there would be a benefit to taxpayers even if the MTF itself did not see positive
returns. This would reveal whether the MTF can provide the services in a less costly
manner than the private sector. The proposal implementation scenario may not show
financial benefits for the MTF due to the reduced PPS reimbursement (TMA decrements
the PPS reimbursement in the Army by 34% to account for MILPERS funding).
However, the global impact analysis may show savings to the taxpayer, which is
ultimately the government’s responsibility to work toward. This analysis could justify an
attempt to reprogram funds from Budget Allocation Group (BAG) one to BAG two, if it's
in the best interest of the taxpayer.

Business Line Impact (MTF)

This analysis specifically identifies the financial impact to EACH for implementing
an in-house behavioral health unit. Even though the implementation may be beneficial
to the government as a whole, special care must be taken at the MTF level to ensure
there won'’t be a negative impact to other service lines. If TMA or MEDCOM doesn't fully
fund the operation to the same level as what is being paid on the private sector, then it's
likely that the MTF will have to find an internal bill-payer in order to implement these
new services. This analysis will show the impact to the MTF if funding reimbursement is

limited to the MILPERS reduced PPS rate for mental health bed days.
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Business Impacts
Financial Models & Analysis
Workload Analysis

In order to properly assess what the future impacts of an inpatient behavioral
health facility will be at EACH, an estimate needs to be made about what the future
workload will look like. Appendix A outlines the historical inpatient behavioral bed days
utilized by active duty service members (ADSMs) through purchased care in the Fort
Carson area. Using this historical information, two regression models were developed to
forecast future workload. One involves using population size as the independent
variable, and the other utilizes time as the independent variable. Although regression
should not typically be used to predict future workload, in this case it provides the best
estimate of what the workload will look like continuing into the future.

When using ADSM enroliment as the independent variable, there was an R? of
.00002. This means that there does not appear to be any correlation (positive or
negative) between the number of eligible beneficiaries, and the utilization of inpatient
behavioral health. When time is used as the independent variable there is an R? of .57,
which shows a strong correlation between the passage of time and inpatient behavioral
health utilization (see appendix A for regression analysis).

Figure 1 provides a graphical representation of the changes in inpatient
behavioral health bed day utilization over the last five years (FY04-FY08). When initially
looking at the figure, it appears there may be some seasonality impact on actual bed
day utilization. Therefore, a comparison was run to determine whether simple linear

regression or a seasonally adjusted model would be a better predictor of utilization.



EACH Inpt Psych 2

600
500

400

M Bed Oays
M Predicted Bed Days

mmmmmmmmmmmmmmmmmmmmmmm

ug-«ueagggzeag uuuuuuu

il

Month

Figure 1. Fiscal month line fit plot for mpatlent behavioral health workload.

In order to determine whether simple linear regression or a seasonally adjusted
model is a better predictor, historical bed day data was used from FY04-07 to develop
the models. The predictions of these models were then compared against actual FY08
utilization.

The first step involved developing a seasonality index for each fiscal month.
Table 1 represents the multiplicative seasonality model adjustment for bed days by
fiscal month. In order to develop this model, the historical bed day utilization for each
fiscal month was averaged to develop an overall fiscal month estimate. Then each fiscal
month average was divided by the average of all the fiscal months to determine a fiscal
month index by which to seasonally adjust future bed day estimates.

The simple regression model using time (progressive fiscal month) as the
independent variable for FY04-07 data produced the following equation: y = 35.97518 +
3.285877x; (see appendix A for the specific regression analysis). Table 2 shows the

predicted linear forecasted bed days for FY08 using the above regression equation.
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These estimates were then adjusted for seasonality based upon the fiscal month index,
which are also shown in table 2.
Table 1

Multiplicitive seasonality model.

FM FY04 FYQ5 FY06 FYo7 FM Average FM Index
1 35 120 144 246 136.25 1.17
2 46 123 242 108 129.75 1.11
3 56 71 138 65 82.50 0.71
4 21 125 111 138 98.75 0.85
5 31 78 133 193 108.75 0.93
6 23 139 171 150 120.75 1.04
7 32 95 112 171 102.50 0.88
8 49 79 126 219 118.25 1.02
9 83 87 174 138 120.50 1.03
10 68 53 89 133 85.75 0.74
11 66 158 188 299 177.75 1.53
12 70 118 63 214 116.25 1.00

Overall Average 116.48

In order to determine which method is a better predictor of actual bed day usage,
a mean absolute deviation (MAD) was computed for each. The MAD represents the
overall average of how far each month’s forecast deviates from the actual bed days
reported. A lower number represents a more accurate forecast (Ozcan, 2005). To
calculate the MAD, each model's monthly prediction was compared against the actual
FY08 bed day utilization to determine the absolute error (absolute value of the actual
bed days minus the projected bed days). The absolute values for each model’s
deviations were added together and then divided by the total monthly forecasts (12) to

calculate the final MAD. The MAD for simple linear regression was 86.87 and the MAD
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for seasonality was 102.57. This means that the simple linear regression formula had
less deviation from the actual bed day utilization, and therefore is the better predictor of
future workload.

Table 2

Prediction model comparison.

Date EM Actual Linear Predicted Linear Seasonality Predicted Seasonality
Bed Days Bed Days Absolute Error Bed Days Absolute Error
Oct-07 49 237 197 40.02 230 6.58
Nov-07 50 285 200 84.73 223 61.91
Dec-07 51 241 204 37.45 144 96.83
Jan-08 52 166 207 40.84 175 9.36
Feb-08 53 319 210 108.87 196 122.82
Mar-08 54 408 213 194.59 221 186.76
Apr-08 55 310 217 93.30 191 119.31
May-08 56 564 220 344.02 223 340.67
Jun-08 57 191 223 32.27 231 39.98
Jul-08 58 241 227 14.44 167 74.21
Aug-08 59 213 230 16.84 351 137.74
Sep-08 60 198 233 35.13 233 34.67
Mean Absolute Deviation (MAD) 86.87 102.57

To do a workload projection for this BCA, a simple linear regression was
computed based on fiscal years 2004-2008. This analysis (which can be viewed in
appendix A) yielded a regression equation of y = 18.01 + 4.31x,. Using this formula, the
projected workload is 3655 bed days for FY09. Projecting beyond FY09 would not be
reasonable using linear regression, so the FY09 workload estimate will be used in each
of the five fiscal years (FY09-13) analyzed in this BCA.

Status Quo
Inpatient behavioral health services are currently being performed entirely on the

network in the Ft. Carson area. The utilization of these services by active duty service
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members increased 679% between 2003 and 2008. Table 3 shows the increase in bed
days, and associated costs to the government.

An estimate for the number of bed days in FY09 was calculated using simple
linear regression based upon workload from FY04-08. An estimate for the average cost
per bed day in 2009 was calculated using the average increase in costs for the previous
two years for a conservative estimate. The estimate of a five percent increase was
added to the FY08 cost per day, producing an FY09 estimate of $775 per bed day.
Since it is unreasonable to assume all workload will be recaptured and all-ten beds filled
at any given time, a measure of 85% recapture will be used to compare costs between
direct and purchase care. Therefore the workload amount that will be compared is 3107
bed days (3655 x .85). When this amount is multiplied by $775, an estimate of
$2,407,925 is established as the projected yearly cost of inpatient behavioral health on
the network for FY09. This amount will be used when comparing the purchased care
cost of delivery against the government cost of delivery.

Table 3

Historical purchased care bed days and costs for active-duty Soldiers at EACH.

Average

'3:;?' Bed Days Admissions Av;?%%g?sigiys Amount Paid gggt I;): ; Chzr)wge C%sé;og:fsﬁs

2003 434 112 3.88 $ 186,905.26 $ 430.66 $ 1,550,366.21
2004 580 134 4.33 $ 31324795 $§ 540.08 25% $ 1,944,297.62
2005 1246 262 4.76 $ 72067021 $ 58561 8% $ 2,108,196.43
2006 1691 303 5.58 $ 1,132,325.49 § 669.62 14% $ 2,410,627.89
2007 2074 362 5.73 $ 1,447,283.09 $ 697.82 4% $ 2,512,159.65
2008 3373 455 741 $ 249166763 $ 73871 6% $ 2,659354.72
2000 3655 $ 77565 5o $ 2,834,415.95

Note. *Denotes an estimate; FY03-08 bed day and amount paid data retrieved from M2
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Proposal Implementation

Facility Construction

Based on information provided by EACH personnel, current facility space is
inadequate to support inpatient behavioral health services. Due to large increases in
projected beneficiary populations, EACH has limited space available to support overall
healthcare operations. EACH is already considering a satellite clinic to handle current
workload throughout the hospital. Space for supporting inpatient behavioral health
services would need to come either from: 1) renovation of existing space and
transference of existing services to a satellite clinic; 2) constructing new space in the
form of an attachment to the existing hospital; or 3) constructing a new freestanding
facility. The most desirable alternative would be to construct an addition to the existing
facility. This would lessen the burden of additional force protection requirements, The
Joint Commission (TJC) requirements, and ease the burden on the nutrition care
division to provide meals to the patients. It would also make it easier for logistics to
manage supplies and housekeeping activities. Displacing a current service and forcing it
to a satellite clinic would increase costs substantially by both having to renovate the
existing space and construct/lease a new space for the existing service. Therefore, the
approach for this BCA will be to construct new space attached to the current facility.

Table 4 shows an estimate of the space requirements needed for a ten-bed
inpatient behavioral health unit. The description of different room requirements were
obtained from the Design guide for the built environment of behavioral health facilities
(Sine & Hunt, 2009). Square footage estimates for each room were obtained from the

DOD Medical Space Planning Criteria (TRICARE PPMD, 2009). See Appendix D for
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specific information used in this BCA. After determining the net square footage for the
unit, it was multiplied by 50% to estimate the gross square footage requirement of
7942.5.

Table 4

Space requirements for a ten-bed inpatient behavioral health unit.

Description Sq. Ft. Quantity Total Sq. Ft.
Patient Rooms (2 Bed) 400 3 1200
Patient Rooms (1 Bed) 305 . 4 1220
Staff Lounge 140 1 140
Staff Offices 120 2 240
NCOIC/LCPO/LPO Office 120 1 120
Administrative Work Area 60 2 120
Group Activity Room 250 1 250
Group Therapy 200 1 200
Physician's Charting/Dictation 80 1 80
Conference/Report Room 200 1 200
Treatment Room 175 1 175
Staff Restrooms 50 2 100
Nurse Station 150 1 150
Nurse Workroom 120 1 120
Nurse Supervisor's Office 120 1 120
Kitchen 120 1 120
Nourishment Center 100 1 100
Medication Preparation 100 1 100
Soiled Utility 100 1 100
Clean Linen 60 1 60
Clean Supply 120 1 120
Equipment Storage 100 1 100
Patient Property Storage 40 1 40
Stretcher and Wheelchair Storage 80 1 80
Crash Cart Storage 40 1 40
Net Sq. Ft. = 5295

Gross Sq. Ft. (Net x 1.5) 7942.5
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Table 5 shows the cost for constructing the 7942.5 sq. ft. inpatient unit. These
cost estimates were based on information obtained from the DOD Facilities Pricing
Guide (UFC 3-701-07, 2007). See appendix D for specific costing information used.
FY09 medical clinic construction costs are estimated at $264 per sq. ft. GPRMC
facilities personnel advised to add 50% to this amount to account for the special
requirements of inpatient behavioral health construction that extend beyond typical
medical construction. These special requirements extend throughout the different areas
of the unit, and include special door hardware, locks, furniture, exit signs, restroom
facilities, fire sprinklers, etc. Specifics about the special requirements for inpatient
behavioral health units can be found in the Design guide for the built environment of
behavioral health facilities (Sine & Hunt, 2009). The DOD Facilities Pricing Guide also
specifies adding seven percent to the estimates for construction in the Fort Carson, CO
area. Therefore, an estimate of $425 (264 x 1.5 x 1.07) per sq. ft. was used for build
costs of the unit. The overall cost of constructing a ten-bed unit was estimated at
$4,584,013.

Table 5

Facility construction costs.

Description Cost
Gross Sq. Ft. ($425 Sq. Ft.) $ 3,375,562.50
Initial Qutfitting (20% Sq. Ft. Cost) $ 675,112.50
Transition (10% Sg. Ft. Cost) $ 337,656.25
Corps of Engineers Contracting Fee (5.8% of Sq. Ft. Cost) $ 195,782.625

Total Cost= $ 4,584,013.88

The Army Corps of Engineers contracting fee to handle the build process was

estimated at 5.8% of the build cost. The 5.8% figure was provided by GRPMC facilities
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personnel who are familiar with the current amount charged by the Army Corps of
Engineers to handle military construction contracts for medical facilities.
Capital Equipment

Initial ouftfitting of the unit for furniture and basic equipment was estimated at
20% of the build cost. The 20% figure was provided by GPRMC facilities personnel who
are experienced with military hospital construction/renovation, and familiar with costs
associated to initially outfit them for use.
Facility Transition Costs

Transition costs for moving the new services in was estimated at ten percent of
the build costs. The 10% figure was provided by GPRMC facilities personnel who are
experienced with military hospital construction/renovation, and familiar with costs
associated to transition them to use.
Personnel

As of yet, there exists no specific staffing ratios in the Army for inpatient
behavioral health units. The closest information available comes from the Automated
Staffing Assessment Model (ASAM), which considers this service largely a nursing
function. Therefore, the ASAM model utilizes the Workload Management System for
Nursing (WMSN) to assist in determining suggested nursing staffing levels. The WMSN
system is based upon patient acuity. Since no current data exists for EACH patient
acuity levels, the ASAM model for this project was developed using historical Ft. Hood
patient acuity levels for inpatient behavioral health. Ft. Hood data was used, because
this was the closest demographic base that had an existing operational inpatient

behavioral health unit in the Great Plains region. Table 6 shows the ASAM
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recommended nurse staffing levels by full-time equivalent (FTE). This analysis was
based on 300 bed days per month (average amount based on number of beds in the
unit). Since this project is assuming 85% recapture, the ASAM FTE amounts were
updated in the table to reflect the decrease to 3107 bed days instead of 3600. The full
analysis can be viewed in appendix B.

Unfortunately, ASAM only provides a model for nursing, and doesn’t account for
other types of providers. In order to get a more realistic picture for the necessary
staffing of an actual inpatient behavioral health inpatient unit, Ft. Hood was used as a
benchmark. Table 7 shows the MEPRS data for the amount of FTEs being utilized to
run their inpatient behavioral health unit.

Table 6

ASAM recommended FTE staffing levels.

Nursing Type Days (45%) Evenings (35%) Nights (20%) Total
RN 5.47 4.26 243 12.16
LPN/NA/ADM 8.93 6.94 397 19.84
RN (85% Adjusted) 472 3.67 2.10 10.49
LPN/NA/ADM (85% Adjusted) 7.71 5.99 3.42 17.12

Table 7

Fort Hood Inpatient Behavioral Health MEPRS Data.

Available Available Available Para- Available Available Available

FY  Admin FTEs Clinician FTEs  Prof FTEs  Prof FTEs RNFTEs Total FTEs  ocd Days
2007 0.85 155 11.27 0.13 6.58 20.37 2715
2008 1.09 19 135 0.31 7.09 24.79 2857

Note. MEPRS data retrieved from M2.
Table 8 shows the estimated required FTEs to operate an inpatient behavioral

health unit based on Ft. Hood’s historical usage. The FTE ratio per bed day for each
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personnel category at Ft. Hood was multiplied by the number of bed days estimated for
EACH, to arrive at an overall available FTE estimate. This number was then divided by
.96 to account for 4% non-available FTE time, to arrive at a total required FTE amount
that is represented in table 8. Four-percent was used as a non-available FTE estimate,
because this is the current amount of behavioral health provider time at Ft. Hood not
being spent in clinic according to the Command Management System (CMS) website.
Table 8

Estimated required available personnel FTEs for EACH.

. Clinician  Para-Prof
FY 2009 Admin FTEs FTEs FTEs Prof FTEs RN FTEs Total FTEs Bed Days

Carson Estimate 1.23 2.15 15.29 0.35 9.05 28.08 3107

Based upon the FTE estimates in table 8, an estimate was produced for specific
personnel types to staff the unit. Table 9 outlines the number and type of each position,
along with the costs to employ them. The psychiatrists and psychologist are not whole
FTEs, because they can work in outpatient clinics when not providing care in the
inpatient unit. Salary costs were obtained from www.salary.com. An outline of these
costs is provided in appendix B. An estimate of 28% was applied to each salary amount
to determine the cost of benefits, and 25% was applied to the psychiatrist and
psychologist salaries to account for retention of personnel in these difficult to fill
positions. The overall estimated personnel cost for this BCA is $2,052,877.

In addition to the yearly salaries, start-up costs need to be considered. Costs for
one month worth of salary will be included in this BCA to account for the lead time

necessary before staff can start seeing patients.
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Table 9

Estimated annual personnel costs for EACH inpatient behavioral health unit.
Benefits ($)  Retention ($)

Type FTEs Base Salary ($) (28%) (25%) Total Cost ($)
Psychiatrist 2.15 176,449 49,406 44,112 580,429
Psychologist 0.35 76,939 21,543 19,235 41,201
Psychiatric Head Nurse 1 83,043 23,252 0 106,295
Psychiatric RN 8 60,543 16,952 0 619,960
LPN 8 38,675 10,829 0 396,032
Psychiatric Technician 725 27,908 7,814 0 267,917
Administrative 1 32,065 8,978 0 41,043
Totals 28 2,052,877

Ancillary

Ancillary costs are based upon Fort Hood’s FY08 ancillary expenses for its
inpatient behavioral health unit as captured in EAS IV repository (D account/ancillary
services). According to the medical expense and performance reporting system for fixed
military medical and dental treatment facilities manual (2008), this account captures
costs associated with pharmacy services, pathology, special procedure services, central
sterile supply, ambulatory nursing services, rehabilitative services, etc.

In FY08, Fort Hood spent $373,260 in ancillary costs to support their inpatient
behavioral health unit (see appendix B). Based on 2857 bed days, Fort Hood spent an
average of $131 per bed day in ancillary costs. Based on a yearly bed day projection of
3107 at EACH, ancillary costs are estimated to be $407,017 (131 x 3107).

Overhead
Overhead costs are based upon Fort Hood’s FY08 overhead expense as

captured in EAS |V repository (support services E account). According to the medical
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expense and performance reporting system for fixed military medical and dental
treatment facilities manual (2008), this account captures costs associated with
depreciation; Command, management, and administration; support services; materiel
services; real property management (facilities & engineering); facility sustainment;
operation of utilities; housekeeping service; biomedical equipment repair; laundry
service; nutrition management; inpatient care administration; ambulatory care patient
administration; and managed care administration.

In FY08, the Fort Hood inpatient behavioral health unit had an overhead expense
of $1,066,020 (see appendix B). This equates to a per bed day cost of $373. When this
cost is multiplied by the 3107 projected bed days at EACH, a total of $1,158,911 is
estimated for overhead on this BCA.

Reimbursement
MTF Impact

The TRICARE Management Activity (TMA) currently reimburses the Army
Medical Department (AMEDD) for workload based upon a prospective payment system
(PPS). Inpatient behavioral health services are specifically reimbursed based upon
mental health bed days (not Relative Weighted Products (RWPs)). The FY09 PPS rate
for mental health bed days at Ft. Carson is $745. For the actual reimbursement, that
rate is reduced by 34% to account for MILPERS funding in the AMEDD. Therefore, the
reimbursement given to the AMEDD from TMA is $492 per bed day.

The AMEDD also utilizes a funding adjustment system called the Performance
Based Adjustment Model (PBAM) to provide incentives for Army military treatment

facilities (MTFs) to improve workload efficiencies. If the aggregate average of bed days
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per discharge exceeds the facility standard by more than 5%, MEDCOM Resource
Management (RM) will start to decrement MTF funding by 10% of the difference (called
an efficiency adjustment). MEDCOM will also provide additional funding by 10% of the
difference if the MTF manages to stay below the average number of bed days per
discharge. This is to incentivize MTFs to become more efficient in handling their
workload. Since the MTF does not currently provide this service, there is no target
workload to compare to. Therefore, the reimbursement rate for the financial analysis of
this BCA will be based upon the PPS reimbursement of $492, without consideration of
potential PBAM adjustments. Since the BCA analysis is based upon an 85% recapture
rate, the overall expected direct care workload for FY09 is 3107 bed days (3655 x .85).
A reimbursement rate of $492 for 3107 bed days equates to an FY09 reimbursement of
$1,528,644.

Global Impact

The reimbursement amount used for the global impact scenario is the amount
the government is estimated to pay the purchased care network for the same services.
Based on the estimate shown in table 3, the reimbursement amount to the purchase
care network for FY09 is $775 per bed day. When that number is multiplied by the
estimated workload of 3107 bed days, the estimated purchase care reimbursement
amount is $2,407,925 (3107 x 775). This amount will be used as the reimbursement for

the global impact financial projections.
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Financial Projections

Global Impact

In order to determine the project’s impact on the federal government as a whole,
a comparison needs to be done with regards to the reimbursement which the
government is paying the private sector (estimated at $775 per bed day in FY09). Table
10 shows what the project financial projections would be if the MTF were reimbursed
the same amount as the private sector. This analysis shows that utilizing the MTF to
perform these services would result in a yearly net loss of $1,210,880 each year. When
the yearly cash flows are discounted back to present value, the project is estimated to
result in a net loss of $10,529,387 (facility construction + annual operating losses). A
copy of the excel formulas used in this table is provided in appendix C.
Table 10

Financial impact to taxpayers.

FY08 FY09 FY10 FY11 FY12 FY13
Personnel $ 171,073.08 §$ 2,052,877.00 §$ 2,052,877.00 $ 2,052,877.00 $ 2,052,877.00 $ 2,052,877.00
Ancillary $ 407,017.00 $ 407,017.00 $ 40701700 $ 407,01700 $ 407,017.00
Overhead $ 1,158911.00 $ 1,158911.00 §$ 1,158,911.00 §$ 1,158,911.00 $ 1,158,911.00

Facility Construction $ 4,584,013.00

Total Costs $ 4,755,086.08 $ 3,618,805.00 $ 3,618,805.00 $ 3,618,805.00 § 3,618,80500 $ 3,618,805.00

Reimbursement $ - $ 240792500 $ 2,407,925.00 §$ 2,407,925.00 §$ 2,407,92500 $ 2,407,925.00

Yearly Cash Flow $ (4.755,086.08) $(1,210,880.00) $(1,210,880.00) $(1,210,880.00) $(1,210,880.00) $(1,210,880.00)

NPV $ (4,755,086.08) ($1,191,811.02) ($1,173,042.35) ($1,154,569.24) ($1,136,387.05) ($1,118,491.19)

Cash Flow NPV ($5,774,300.84)

Total NPV $ (10,529,386.92)
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The internal rate of return (IRR) cannot be calculated, because there is no
positive return for the global impact scenario. Payback period also cannot be calculated,
since the project will result in an overall financial loss to the federal government as a
whole. The payback period would be infinite, since there are no positive cash flows from
the project.

Table 11 shows the analysis to determine the modified internal rate of return
(MIRR) for the global impact of the proposed project. The resulting MIRR is -10.8%.
Table 11

MIRR calculations for global impact.

FY08 FY09 FY10 Fy11 FY12 FY13
Cash Outflows $ 4,755,086.00 $3,618,805.00 $3,618,805.00 $3,618,805.00 $3,618,805.00 $3,618,805.00
Cash Inflows $2,407,925.00 $2,407,925.00 $2,407,925.00 $2,407,925.00 $2,407,925.00
FV of Cash Inflows $2,565,770.38 $2,525,364.55 $2,485,5905.03 $2,446,451.80 $2,407,925.00

NPV (Cash Outflows) $22,012,013.81
NFV (Cashinflows)  $12,431,106.76

n 5
n| NFV (CashiInflows) s]12,431,106
= - MIRR = —— =1
PRLER (J NPV (Cash Outflows) 1 ! 22,012,013
MIRR = -10.80%
MTF Impact

Table 12 outlines the overall financial projections for the direct impact of this
project on EACH itself. FY08 costs represent facility construction costs, and one month
upstart for training personnel and readying the facility for treatment of patients. FY09-13
represents yearly operating costs and revenues. Each fiscal year has an operating loss
of $2,090,161, because the PPS reimbursement is not robust enough to cover full

operation of an inpatient behavioral health unit. When the yearly cash flows are
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discounted back to present value, the project is estimated to result in a net present loss
of $15,041,311 (facility construction + annual operating losses). A copy of the excel
formulas used in this table is provided in appendix C.

Table 12

Financial impact to the MTF.

FY08 FY09 FY10 FY11 FY12 FY13
Personnel $ 171,073.08 § 2,052,877.00 §$ 2,052,877.00 $ 2,052,877.00 $ 2,052,877.00 $ 2,052,877.00
Ancillary . $ 407,017.00 $ 40701700 § 407,017.00 $ 407,017.00 $ 407,017.00
Overhead $ 1,158,911.00 $ 1,158911.00 $ 1,158,911.00 $ 1,158,911.00 $ 1,158,911.00

Facility Constructon $ 4,584,013.00

Total Costs $ 4,755,086.08 § 3,618,805.00 $ 3,618,805.00 §$ 3,618,805.00 $ 3,618,805.00 $ 3,618,805.00

Reimbursement $ s $ 1,528,644.00 §$ 1,528,644.00 § 1,528,644.00 $ 1,528,644.00 $ 1,528,644.00

Yearly Cash Flow  $ (4,755.086.08) $(2,090,161.00) $(2.090,161.00) $(2.090,161.00) $(2,090,161.00) $(2,090,161.00)

NPV $ (4,755,086.08) ($2,057,245.08) ($2,057,245.08) ($2,057,245.08) ($2.057,245.08) ($2,057,245.08)

Total NPV $(15,041,311.48)

The internal rate of return (IRR) cannot be calculated, because there is no
positive return for the project. Payback period also cannot be calculated, since the
project will result in an overall financial loss to the MTF. The payback period would be
infinite, since there are no positive cash flows from the project.

Table 13 shows the analysis to determine the MIRR for the global impact of the

proposed project. The resulting MIRR is -18.55%.
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Table 13

MIRR calculations for MTF impact.

FY08 FY09 FY10 FY11 FY12 FY13
Cash Outflows $ 4,755,086.00 $3,618,805.00 $3,618,805.00 $3,618,805.00 $3,618,805.00 $ 3,618,805.00
CashInflows $1,528,644.00 $1,528,644.00 $1,528,644.00 $1,528,644.00 $1,528,644.00
FV of Cash Inflows $1,628,850.36 $1,603,199.17 $1,577,951.94 §$1,553,102.30 $1,528,644.00

NPV (Cash Outflows) $22,012,013.81
NFV (Cashinfiows)  $7.891747.78

n 5 )

MIRR — nll NFV (CashInflows) 1 wmirm < [ *|789L.747 .
- NPV (Cash Outflows) - 22,012,013

MIRR = -18.55%

Non-Financial Impacts

Although there exist substantial financial impacts regarding proposal
implementation, non-financial impacts need to be addressed as well. Since these
impacts are not easily quantifiable in terms of hard benefits, their importance in the BCA
rests upon the value EACH personnel place on them.

Access to Care

Particularly in the Ft. Carson area, it is sometimes difficult to refer patients to the
network for inpatient behavioral health services. This problem will only be exacerbated
in the coming years as the military beneficiary population continues to grow in the area.
Having a direct care facility for these services would help ensure there are always beds
available when needed. Providing these services internally will also send a message
that the military is concerned with the needs of its Soldiers, and that it is taking every
step possible to keep the Soldiers in the military community where providers understand

the unique issues that a Soldier facing that may lead to such a hospitalization.
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Travel Distance

Over the past year, EACH has had to refer patients out as far as Denver to
obtain access to inpatient behavioral health services. By not having an inpatient facility
on Ft. Carson, additional costs are incurred by the government and beneficiary families
in travel costs. This not only includes the mileage and gas costs, but also the
opportunity costs associated with the time taken to drive out and visit the patients. This
_is very valuable time to the government, considering squad leaders, Commanders, and
Warrior Transition Unit (WTU) personnel visit the patients frequently during their
inpatient stays, which could last up to 30 days. Having an inpatient facility on the post
would tremendously cut down the travel time these government personnel spend
commuting back and forth to visit the patient several times a week. This additional travel
time equates to lost productivity in the work units these personnel are assigned to.

Referral Management

Providing inpatient behavioral health services at EACH can improve referral
management. Some of the potential problems that may arise when utilizing these
services on the network can include having medications prescribed that aren’t on the
TRICARE formulary, patients filling prescriptions downtown upon discharge that aren’t
in the purview of MTF providers, having inpatient behavioral health network providers
treat other ilinesses (outside behavioral health) that aren’t in accordance with what the
MTF provider would direct, and h.aving unclear and/or untimely discharge orders (there
is a delay between the discharge and time when the TRICARE contract requires
network providers to submit discharge information back to the government). All these

things can complicate the continuum of care, and decrease overall efficiency and quality
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of care. By providing these services in the MTF referring providers would potentially
have greater access to the providers treating the inpatient active duty service members,
and could coordinate subsequent outpatient care or other actions more effectively. This
would also create a longitudinal health record of the issues the Soldier is facing, which
would allow the outpatient providers greater information when developing a treatment
plan.

Internal Expertise

By having inpatient behavioral health services internal to EACH, the hospital
gains a valuable resource for consulting. The inpatient providers can be utilized to
consult on outpatient care issues, and improve the overall management of care to help
fend off the need for inpatient behavioral health services in geheral. Having an inpatient
behavioral health unit would give EACH and the AMEDD a better picture of the
pathology associated with repeated deployments and the stress placed on our military
force, and adds to the Army’s knowledge base. It can also be argued that the military
providers have a greater understanding of where the Soldier is coming from, and the
specific issues that relate to military service. This gives them a unique perspective that
civilian providers do not necessary possess, which can make them more effective at
treating Soldiers. By increasing this internal expertise and gaining insight into the
disease process, military providers could develop strategies to reduce the need for
hospitalization of other Soldiers in the future.

Resource Dependency
By relying solely on purchased care to provide inpatient behavioral health

services, the military health system (MHS) increases its resource dependency on the
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network. This dependency can be detrimental to the Military’s mission if the network has
any difficulty providing support (as has been the case before in the Ft. Carson area).
This difficulty can manifest in an inability to find open beds, distance to travel to an
available facility, overall quality of care provided, etc. By establishing inpatient
behavioral health services internal to the hospital, EACH can decrease the MHS
dependency on the network and ensure a certain standard of care will always be
available to meet mission requirements.

Sensitivity & Risk Analysis
Sensitivity Analysis

The major assumption of this BCA is that reimbursement rates and workload will
remain constant or increase over the next five years. Since both reimbursement and
workload could easily change, it is important to review the impacts of any decreases
that may occur. Table 14 shows the different reimbursement amounts based on
decrements to projected workload or reimbursement. For every 5% reduction in
workload at the current PPS rates, a reimbursement decrement of $76,432 occurs. If
both workload and PPS rates drop by 5%, then a reimbursement decrement of
$149,043 occurs.

These changes can have a dramatic impact on the MTF for two reasons. First,
there are fixed costs that cannot be adjusted when workload or reimbursement
changes. This causes an immediate loss to the MTF. Second, variable costs are difficult
to adjust, because most of them are personnel costs. Although some personnel can be
reassigned to other areas in the hospital, there is a lag time between the workload

decrease and ability to move personnel. During that time, costs will continue to incur to
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the unit even though there is no reimbursement to cover. If reimbursement rates

47

decrease, there isn’'t much recourse for the MTF to adjust. Minimum staffing levels must

be met to provide quality care, so the MTF would be on the line to find another bill-payer

within the hospital.

Table 14

Sensitivity analysis for workload and reimbursement.

New
Ass(:f)mogtion New-Eec:Days Reimgjl?szement Reimt:\lu?':vement REimoprsement
at New Bed Days
100% 3107 $ 1,528,644 $ 492 $ 1,528,644
95% 2952 $ 1,452,212 $ 467 $ 1,379,601
90% 2796 $ 1,375,780 $ 443 $ 1,238,202
85% 2641 $ 1,299,347 $ 418 $ 1,104,445
80% 2486 $ 1,222,915 $ 394 $ 978,332
75% 2330 $ 1,146,483 $ 369 $ 859,862
70% 2175 $ 1,070,051 $ 344 $ 749,036
65% 2020 $ 993,619 $ 320 $ 645,852
60% 1864 $ 917,186 $ 295 $ 550,312
55% 1709 $ 840,754 $ 271 $ 462,415
50% 1554 $ 764,322 $ 246 $ 382,161
45% 1398 $ 687,890 $ 221 $ 309,550
40% 1243 $ 611,458 $ 197 $ 244,583
35% 1087 $ 535,025 $ 172 $ 187,259
30% 932 $ 458,593 $ 148 $ 137,578
25% 777 $ 382,161 $ 123 $ 95,540
20% 621 $ 305,729 $ 98 $ 61,146
15% 466 $ 229,297 $ 74 $ 34,394
10% 311 $ 152,864 $ 49 $ 15,286
5% 155 $ 76,432 $ 25 $ 3,822
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Risk Analysis
Workload

The major risk associated with this BCA is the amount of available workload. The
sensitivity analysis shows the impact of workload on the overall viability of the project.
The biggest concern with this kind of workload, is that it's not the type of workload the
MTF would want to generate or increase. The best thing for MTF beneficiaries is to
decrease the overall amount of this type of workload. If the workload substantially
decreases, EACH would be stuck with a very expensive facility that would require a lot
of renovation to use it for a different purpose.

Patient Acuity

The BCA staffing is based upon how Ft. Hood is currently staffing its inpatient BH
unit, and the acuity levels of patients in that facility. If the acuity of a patient at EACH is
substantially different, it can have a considerable impact on the staffing requirements
needed to support that population. Since clinicians can cost $130 (total cost + 2080) per
hour, changes in treatment demands can result in much higher or lower staffing costs.
Meaning, if patients require a higher level of care during their admission, the personnel
costs are increased through an additional number of staffing hours required to treat the
patient.

Deployments

The analysis in this business case has been based upon utilizing contract or
civilian personnel. If staffing cannot be obtained through contract or government
civilians and military personnel are ultimately utilized, then risk in the case increases

due to the chance of deployments.
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Personnel Costs

Personnel costs could rise significantly due to the increased demand the military
is creating for behavioral health specialists. The military is not only increasing the raw
demand of these personnel through increasing behavioral health care and programs, it
is increasing demand artificially through its contracting methods. The military is
artificially increasing the costs of these providers through contracting, because there are
multiple contracts being awarded for the same types of providers. Providers then have
the ability to jump from contract to contract, forcing the contractors to raise wage rates
in order to hire and retain personnel. These costs eventually get passed on to the
government, even though the government is not technically getting any additional value.
Until a better system is devised for contracting for the multiple behavioral health
providers across the military, the government will continue to rob itself of providers in
one area only to increase the costs of providing those services elsewhere.

Reimbursement

Financial reimbursement will not be made available to EACH until after the
workload has been performed (PPS and PBAM). Therefore, EACH will front all supply
and personnel costs in anticipation of providing services and being reimbursed. There is
a risk that if a certain level of workload is not achieved, EACH will have to absorb those
upfront costs without any form of reimbursement.

Conclusion & Recommendations
Conclusion
Based strictly upon the direct financial impact to EACH and the federal

government, implementing an inpatient behavioral health unit is not recommended.
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Implementation would result in a substantial financial loss to Evans Army Community
Hospital each fiscal year, potentially causing adverse impact to other product lines. The
projected yearly losses are over $2,090,161 per year, not included the original
investment of nearly $5,000,000. Implementation would also result in an overall yearly
operating loss to the federal government of $1,210,880.
Analysis Recommendation

If EACH personnel choose to continue evaluation of this proposal, opportunity
costs associated with government personnel traveling outside Ft. Carson to visit
inpatient behavioral health patients should be further analyzed. In FY08, inpatient
behavioral health in the EACH area averaged 7.41 bed days per admission (see table
3). If an average of 7.41 bed days per admission were applied to the estimated FY09
workload of 3107 bed days, then the estimated FY09 admission number would be 419.
If every patient that was admitted had government personnel spending an average of
five hours travel time back and forth from their offices to the purchased care facility to
visit the patient, then an average of 2095 (419 admissions x 5 hours) hours per year
would be spent traveling. That's as much as an entire FTE worth of personnel costs.
The opportunity costs associated with travel are high to the Army, federal government,
and patients’ families. Although not easily quantifiable, these costs should be
considered when deciding whether to move forward with a project such as this. EACH
would also need to generate a MEDCOM BCA package, and a design for plan to

develop specific build requirements for the unit.
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Further Research

External Resource Sharing

A potential option that wasn'’t considered in this BCA is to create an external
resource sharing agreement with local purchased care institutions. An external resource
sharing agreement would have the Soldiers treated at a private facility in the
community, but the providers would be military assets. This would allow for military
providers to treat active duty patients, without all the overhead of operating a facility.
The military providers could treat the patients and document their visits in AHLTA,
allowing for a longitudinal health record for the Soldier. The outpatient providers could
then access this useful information for providing better treatment after the
hospitalization. Utilizing this method for inpatient treatment would also keep the
government away from an expensive MILCON project, and avoid being stuck with a
facility that may not be required in the future.

VA Sharing

Another option would be to contact the Department of Veterans Affairs to
determine the viability of a Joint Incentive Fund (JIF) project for inpatient behavioral
health services in the Colorado Springs area.

CPT Dalmar Jackson (2009) conducted a study on the viability of an inpatient
behavioral health sharing (not JIF) project at Fort Hood, which showed a potential for
significant positive return on investment. This study could be used as a template to look

at a similar sharing project for the Colorado Springs area.
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Workload Model Development

A model needs to be developed for predicting inpatient behavioral health
workload other than one that is population-based. Inpatient behavioral health workload
does not have a strong correlation to the overall active duty population, as shown in the
regression analysis in the workload section of this BCA. Although regression should not
be used to predict future workload, it shows a historical trend that indicates workload will
continue to increase at a high rate. Since time itself doesn’t cause workload increase,
further investigation needs to be done to determine the actual causes of high increase
in workload over time. Some causes most likely relate to the OPTEMPO and number of
deployments the Soldiers have had to endure, along with the specific stressors the
Soldiers faced while deployed.

Developing an accurate model for predicting workload can serve two purposes.
First, it allows for identification of the major factors that influence the utilization of these
services. This will assist in development of alternative programs for prevention, to
minimize the use of inpatient behavioral health services in general. Second, it will help
determine what level of inpatient behavioral health services are needed in different
locations across the Army, and to ensure both purchased and direct care have the

availability of beds to meet the needs of our Soldiers.
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Appendix A: Workload Data

EACH Historical PC Workload Data Summary

FY FM|Bed Days FY FM|Bed Days FY FM|Bed Days
1 35 1 122 1 144
2 46 2 123 2 242
3 56 3 71 3 138
4 21 4 125 4 111
5 31 5 78 5 133
2004 6 23 2005 6 139 2006 6 171
7 32 7 95 7 112
8 49 8 84 8 126
9 83 9 87 9 174
10 68 10 53 10 92
11 66 11 158 11 188
12| 70 12| 118 12 63
2004 Total| 580 2005 Total| 1253 2006 Total| 1694
FY FM|Bed Days FY FM|Bed Days
1 246 1 245
2 112 2 285
3 65 3 241
4 138 4 170
5 193 5 324
2007 6 10 2008 6 B
i 171 7 310
8 219 8 564
9 138 9 191
10 138 10 244
11 299 11 213
12 218 12 198
2007 Total{ 2087 2008 Total| 3393
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EACH Historical Purchase Care Workload Data

FY FM Bed Days Age Ben Cat MDC Spoqsor Admission Amount Paid
Raw Common Service Count

2002 1 17 18-24 4 19 A 5 $6,342.00
2002 1 4 18-24 4 19 A 1 $1,200.00
2002 2 16 18-24 4 19 A 5 $8,688.23
2002 2 4 18-24 4 19 A 1 $2,028.00
2002 2 5 25-34 4 19 A 1 $1,500.00
2002 2 3 25-34 4 19 A 1 $1,380.00
2002 2 5 35-44 4 19 A 1 $1,500.00
2002 3 26 18-24 4 19 A 6 $9,870.00
2002 3 2 25-34 4 19 A 1 $600.00
2002 4 19 18-24 4 19 A 5 $7,770.00
2002 4 5 18-24 4 19 A 1 $2,547.56
2002 4 5 18-24 4 19 A 1 $2,535.00
2002 4 5 25-34 4 19 A 2 $1,914.00
2002 4 3 25-34 4 19 A 1 $1,528.54
2002 4 5 35-44 4 19 A 1 $1,500.00
2002 5 17 18-24 4 19 A 4 $6,756.00
2002 5 14 18-24 4 19 A 3 $5,649.00
2002 5 6 25-34 4 19 A 2 $2,628.00
2002 6 4 18-24 4 19 A 1 $2,028.00
2002 6 30 18-24 4 19 A 10 $11,691.00
2002 6 6 18-24 4 19 A 2 $3,042.00
2002 6 5 25-34 4 19 A 2 $1,914.00
2002 6 4 35-44 4 19 A 1 $1,200.00
2002 7 2 18-24 4 19 A 1 $1,014.00
2002 7 8 18-24 4 19 A 4 $2,400.00
2002 7 13 25-34 4 19 A 3 $4,935.00
2002 7 3 25-34 4 19 A 1 $900.00
2002 8 8 18-24 4 19 A 1 $5,695.06
2002 8 39 18-24 4 19 A 10 $14,598.00
2002 8 5 18-24 4 19 A 1 $2,535.00
2002 8 33 25-34 4 19 A 9 $12,084.00
2002 9 2 18-24 4 19 A 1 $600.00
2002 9 20 18-24 4 19 A 6 $8,453.90
2002 9 2 18-24 4 19 A 1 $600.00
2002 9 5 25-34 4 19 A 2 $1,914.00
2002 9 4 25-34 4 19 A 1 $1,840.00
2002 9 14 35-44 4 19 A 2 $7,098.00
2002 10 39 18-24 4 19 A 13 $16,339.00
2002 10 4 18-24 4 19 A 1 $1,200.00
2002 10 23 25-34 4 19 A 4 $10,626.00
2002 11 2 18-24 4 19 A 1 $600.00
2002 11 6 18-24 4 19 A 1 $2,700.00
2002 11 36 18-24 4 19 A 7 $15,813.00
2002 11 6 18-24 4 19 A 1 $3,042.00
2002 11 7 25-34 4 19 A 3 $2,721.00
2002 11 4 35-44 4 19 A 1 $1,840.00
2002 12 1 18-24 4 19 A 1 $300.00
2002 12 47 18-24 4 19 A 12 $18,532.00
2002 12 2 18-24 4 19 A 1 $600.00
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FY EM Bed Days Age Ben Cat MDC Spon§or Admission Amount Paid
Raw Common Service Count

2002 12 9 25-34 4 19 A 2 $3,321.00
2002 12 8 25-34 4 19 A 2 $3,774.00
2002 12 2 45-64 4 19 A 1 $1,014.00
2003 1 16 18-24 4 19 A 5 $7,281.00
2003 1 2 18-24 4 19 A 1 $600.00
2003 1 5 25-34 4 19 A 1 $1,500.00
2003 1 5 25-34 4 19 A 1 $1,500.00
2003 1 6 35-44 4 19 A 1 $3,042.00
2003 2 1 18-24 4 19 A 1 $750.00
2003 2 23 18-24 4 19 A 6 $8,660.00
2003 2 1 18-24 4 19 A 1 $533.77
2003 2 4 18-24 4 19 A 1 $1,200.00
2003 2 15 25-34 4 19 A 3 $8,550.00
2003 2 2 35-44 4 19 A 1 $600.00
2003 3 25 18-24 4 19 A 7 $9,363.00
2003 3 11 18-24 4 19 A 2 $6,363.00
2003 3 18 25-34 4 19 A 6 $7,292.52
2003 3 8 25-34 4 19 A 1 $4,056.00
2003 4 19 18-24 4 19 A 9 $9,030.73
2003 4 5 18-24 4 19 A 0 $2,535.00
2003 4 3 25-34 4 19 A 2 $900.00
2003 4 1 35-44 4 19 A 1 $300.00
2003 5 29 18-24 4 19 A 6 $8,710.32
2003 5 19 25-34 4 19 A 4 $5,700.00
2003 6 2 18-24 4 19 A 1 $600.00
2003 6 32 18-24 4 19 A 7 $12,984.00
2003 6 3 18-24 4 19 A 1 $900.00
2003 6 14 25-34 4 19 A 4 $6,435.00
2003 7 13 18-24 4 19 A 1 $6,591.00
2003 7 6 18-24 4 19 A 3 $2,700.00
2003 I 6 18-24 4 19 A 0 $2,950.92
2003 7 9 25-34 4 19 A 3 $2,700.00
2003 7 3 25-34 4 19 A 1 $900.00
2003 7 10 35-44 4 19 A 1 $3,000.00
2003 9 3 18-24 4 19 A 1 $1,521.00
2003 9 5 25-34 4 19 A 2 $2,400.00
2003 10 21 18-24 4 19 A 6 $7,821.00
2003 10 4 18-24 4 19 A 1 $2,028.00
2003 10 1 25-34 4 19 A 1 $600.00
2003 11 18 18-24 4 19 A 4 $9,900.00
2003 11 11 25-34 4 19 A 3 $6,000.00
2003 12 5 18-24 4 19 A 2 $1,707.00
2003 12 6 18-24 4 19 A 2 $1,800.00
2003 12 30 25-34 4 19 A 4 $16,800.00
2003 12 6 25-34 4 19 A 1 $3,600.00
2003 12 8 35-44 4 19 A 3 $4,500.00
2004 1 10 18-24 4 19 A 3 $4,800.00
2004 1 4 18-24 4 19 A 2 $1,200.00
2004 1 2 25-34 4 19 A 1 $600.00
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FY M Bed Days Age Ben Cat MDC Spon§or Admission Aot Baid
Raw Common Service Count

2004 1 14 25-34 4 19 A 2 $4,200.00
2004 1 5 35-44 4 19 A 1 $3,000.00
2004 2 21 18-24 4 19 A 5 $8,880.00
2004 2 19 25-34 4 19 A 3 $11,400.00
2004 2 6 35-44 4 19 A 2 $2,700.00
2004 3 9 18-24 4 19 A 2 $5,400.00
2004 3 40 25-34 4 19 A il $24,850.00
2004 3 4 35-44 4 19 A 1 $1,200.00
2004 3 3 45-64 4 19 A 1 $1,800.00
2004 4 11 18-24 4 19 A 3 $5,400.00
2004 4 4 25-34 4 19 A 2 $2,586.68
2004 4 6 35-44 4 19 A 1 $3,600.00
2004 5 14 18-24 4 19 A 4 $6,900.00
2004 5 8 25-34 4 19 A 3 $4,800.00
2004 5 1 25-34 4 19 A 1 $600.00
2004 5 8 35-44 4 19 A 1 $4,800.00
2004 6 15 18-24 4 19 A 4 $8,580.00
2004 6 5 25-34 4 19 A 2 $2,700.00
2004 6 3 35-44 4 19 A 1 $1,590.00
2004 7 17 18-24 4 19 A 4 $10,200.00
2004 7 8 25-34 4 19 A 2 $4,800.00
2004 7 7 35-44 4 19 A 2 $3,000.00
2004 8 11 18-24 4 19 A 3 $6,180.00
2004 8 10 18-24 4 19 A 2 $6,000.00
2004 8 16 25-34 4 19 A 4 $8,480.00
2004 8 8 25-34 4 19 A 4 $4,200.00
2004 8 2 25-34 4 19 A 1 $1,200.00
2004 8 2 45-64 4 19 A 1 $1,896.89
2004 9 5 18-24 4 19 A 1 $2,650.00
2004 9 53 18-24 4 19 A 11 $31,140.00
2004 9 17 25-34 4 19 A 2 $9,010.00
2004 9 3 25-34 4 19 A 1 $900.00
2004 9 3 35-44 4 19 A 1 $1,590.00
2004 9 2 35-44 4 19 A 1 $1,060.00
2004 10 19 18-24 4 19 A 2 $10,070.00
2004 10 16 18-24 4 19 A 5 $8,140.00
2004 10 14 25-34 4 19 A 2 $7,420.00
2004 10 6 25-34 4 19 A 3 $3,714.15
2004 10 13 35-44 4 19 A 1 $7,800.00
2004 11 23 18-24 4 19 A 3 $12,190.00
2004 11 11 18-24 4 19 A 3 $4,846.10
2004 11 15 25-34 4 19 A 2 $7,950.00
2004 11 13 25-34 4 19 A 5 $7,616.89
2004 11 4 25-34 4 19 A 1 $2,332.54
2004 12 3 18-24 4 19 A 1 $1,380.21
2004 12 35 18-24 4 19 A 7 $18,488.00
2004 12 2 18-24 4 19 A 1 $1,100.68
2004 12 19 25-34 4 19 A 3 $9,705.81
2004 12 5 25-34 4 19 A 1 $3,000.00
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EY EM Bed Days Age Ben Cat MDC Spon§or Admission Amount Paid
Raw Common Service Count

2004 12 3 35-44 4 19 A 1 $1,800.00
2004 12 3 45-64 4 19 A 1 $1,800.00
2005 1 57 18-24 4 19 A 12 $28,360.76
2005 1 63 25-34 4 19 A 12 $38,094.15
2005 2 73 18-24 4 19 A 13 $41,078.40
2005 2 34 25-34 4 19 A 6 $18,433.93
2005 2 6 25-34 4 19 A 1 $3,840.00
2005 2 10 35-44 4 19 A 2 $5,033.35
2005 3 26 18-24 4 19 A 7 $13,473.69
2005 3 1 18-24 4 19 A 1 $950.97
2005 3 5 18-24 4 19 A 1 $2,234.79
2005 3 25 25-34 4 19 A 6 $13,538.41
2005 3 12 25-34 4 19 A 1 $6,786.92
2005 3 2 25-34 4 19 A 1 $2,234.79
2005 4 80 18-24 4 19 A 20 $41,223.03
2005 4 10 18-24 4 19 A 3 $6,700.00
2005 4 25 25-34 4 19 A 3 $14,657.10
2005 4 10 3544 4 19 A 2 $5,655.77
2005 5 52 18-24 4 19 A 14 $33,282.51
2005 5 9 18-24 4 19 A 1 $5,175.00
2005 5 4 25-34 4 19 A 1 $2,300.00
2005 5 10 25-34 4 19 A 2 $6,700.00
2005 5 3 25-34 4 19 A 1 $2,010.00
2005 6 98 18-24 4 19 A 22 $60,530.00
2005 6 3 18-24 4 19 A 1 $1,725.00
2005 6 28 25-34 4 19 A 6 $18,095.00
2005 6 6 25-34 4 19 A 1 $4,020.00
2005 6 2 25-34 4 19 A 1 $1,340.00
2005 6 2 35-44 4 19 A 1 $1,200.00
2005 7 50 18-24 4 19 A 10 $30,400.51
2005 7 6 18-24 4 19 A 1 $3,450.00
2005 7 22 25-34 4 19 A 5 $14,081.53
2005 7 1 25-34 4 19 A 1 $855.46
2005 7 5 25-34 4 19 A 1 $2,875.00
2005 7 5 35-44 4 19 A 1 $3,200.00
2005 7 6 35-44 4 19 A 1 $3,623.48
2005 8 59 18-24 4 19 A 12 $36,305.00
2005 8 15 25-34 4 19 A 4 $9,765.00
2005 8 S 45-64 4 19 A 1 $2,875.00
2005 9 53 18-24 4 19 A 11 $31,805.00
2005 9 8 18-24 4 19 A 2 $5,305.00
2005 9 23 25-34 4 19 A 5 $13,936.00
2005 9 3 25-34 4 19 A 1 $1,725.00
2005 10 23 18-24 4 19 A 9 $13,830.00
2005 10 21 25-34 4 19 A 6 $13,350.00
2005 10 9 25-34 4 19 A 2 $5,460.00
2005 11 113 18-24 4 19 A 20 $66,305.00
2005 11 9 18-24 4 19 A 1 $5,175.00
2005 11 33 25-34 4 19 A 5 $19,490.00
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Fy EM Bed Days Age Ben Cat MDC Spon_sor Admission AricurtPaid
Raw Common Service Count

2005 11 3 35-44 4 19 A 1 $2,010.00
2005 12 65 18-24 4 19 A 11 $32,934.14
2005 12 38 25-34 4 19 A 6 $23,275.00
2005 12 8 35-44 4 19 A 2 $4,940.52
2005 12 7 45-64 4 19 A 1 $4,025.00
2006 1 78 18-24 4 19 A 16 $51,479.00
2006 1 5 18-24 4 19 A 1 $2,875.00
2006 1 41 25-34 4 19 A 8 $26,928.00
2006 1 6 25-34 4 19 A 1 $3,840.00
2006 1 8 25-34 4 19 A 2 $6,272.00
2006 1 6 35-44 4 19 A 2 $8,224.48
2006 2 7 18-24 4 19 A 1 $4,025.00
2006 2 141 18-24 4 19 A 28 $99,547.00
2006 2 16 18-24 4 19 A 2 $9,200.00
2006 2 3 18-24 4 19 A 1 $2,496.00
20086 2 65 25-34 4 19 A 12 $49,008.00
20086 2 6 25-34 4 19 A 1 $3,450.00
2006 2 4 35-44 4 19 A 2 $2,752.00
2006 3 81 18-24 4 19 A 10 $50,111.00
2006 3 8 18-24 4 19 A 1 $4,600.00
2006 3 35 25-34 4 19 A 7 $25,265.00
2006 3 6 35-44 4 19 A 1 $3,450.00
2006 3 8 45-64 4 19 A 1 $5,013.14
2006 4 91 18-24 4 19 A 15 $58,945.00
20086 4 5 18-24 4 19 A 1 $2,875.00
2006 4 12 25-34 4 19 A 2 $8,956.00
2006 4 3 25-34 4 19 A 1 $2,496.00
2006 5 88 18-24 4 19 A 12 $55,417.00
2006 5 8 18-24 4 19 A 1 $4,600.00
2006 5 28 25-34 4 19 A L5} $19,955.00
2006 5 2 25-34 4 19 A 1 $1,280.00
2006 5 7 35-44 4 19 A 2 $5,600.00
2006 6 132 18-24 4 19 A 21 $85,666.00
20086 6 30 25-34 4 19 A 6 $22,904.00
20086 6 6 25-34 4 19 A 1 $3,450.00
2006 6 3 35-44 4 19 A 1 $2,496.00
2006 7 7 18-24 4 19 A 1 $3,945.23
2006 7 60 18-24 4 19 A 9 $36,556.00
2006 7 4 18-24 4 19 A 1 $3,328.00
2006 7 3 18-24 4 19 A 1 $1,725.00
2006 7 30 25-34 4 19 A 6 $20,077.00
2006 7 8 35-44 4 19 A 3 $6,399.00
2006 8 79 18-24 4 19 A 16 $53,791.64
2006 8 26 25-34 4 19 A 5 $20,604.00
2006 8 12 25-34 4 19 A 2 $6,900.00
2006 8 4 25-34 4 19 A 1 $3,328.00
2006 8 5 35-44 4 19 A 1 $2,875.00
2006 9 88 18-24 4 19 A 12 $61,270.00
2006 9 20 18-24 4 19 A 2 $11,500.00
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FY EM Bed Days Age Ben Cat MDC Spon§or Admission Amount Paid
Raw Common Service Count

2006 9 46 25-34 4 19 A 7 $33,646.00
2006 9 4 25-34 4 19 A 1 $3,328.00
2006 9 6 35-44 4 19 A 0 $3,450.00
2006 9 5 35-44 4 19 A 1 $2,875.00
2006 9 5 45-64 4 19 A 2 $4,160.00
2006 10 43 18-24 4 19 A 10 $29,484.00
2006 10 30 18-24 4 19 A 2 $17,250.00
2006 10 7 25-34 4 19 A 2 $5,248.00
2006 10 4 25-34 4 19 A 1 $3,328.00
2006 10 5 35-44 4 19 A 2 $3,132.00
2006 11 13 18-24 4 19 A 1 $7,475.00
2006 11 107 18-24 4 19 A 20 $66,863.00
2006 11 16 18-24 4 19 A 3 $9,330.00
2006 11 45 25-34 4 19 A 9 $30,607.00
2006 11 5 25-34 4 19 A 1 $2,875.00
2006 11 2 35-44 4 19 A 1 $1,664.00
2006 12 37 18-24 4 19 A 8 $23,331.00
2006 12 23 25-34 4 19 A 5 $16,309.00
2006 12 3 35-44 4 19 A 1 $2,496.00
2007 1 205 18-24 4 19 A 16 $168,143.42
2007 il 12 18-24 4 19 A 1 $7,680.00
2007 1 25 25-34 4 19 A 3 $17,487.20
2007 1 4 3544 4 19 A 1 $2,624.00
2007 2 58 18-24 4 19 A 6 $38,403.80
2007 2 5 18-24 4 19 A 2 $3,716.80
2007 2 18 18-24 4 19 A 2 $11,913.60
2007 2 27 25-34 4 19 A 7 $18,904.00
2007 3 22 18-24 4 19 A 6 $15,640.00
2007 3 19 18-24 4 19 A 2 $12,646.40
2007 3 ) 18-24 4 19 A 2 $3,299.20
2007 3 13 25-34 4 19 A 3 $8,936.00
2007 3 6 25-34 4 19 A 1 $3,936.00
2007 4 53 18-24 4 19 A 10 $36,699.20
2007 4 49 18-24 4 19 A 5 $37,251.20
2007 4 7 18-24 4 19 A 1 $4,659.20
2007 4 29 25-34 4 19 A 7 $19,062.40
2007 5 72 18-24 4 19 A 15 $52,871.30
2007 5 8 18-24 4 19 A 1 $5,324.80
2007 5 78 25-34 4 19 A 14 $46,036.00
2007 5 13 25-34 4 19 A 1 $8,528.00
2007 (3] 13 25-34 4 19 A 1 $8,528.00
2007 5 9 35-44 4 19 A 2 $5,904.00
2007 6 43 18-24 4 19 A 11 $28,233.60
2007 6 10 18-24 4 19 A 1 $8,600.00
2007 6 12 18-24 4 19 A 3 $7,948.80
2007 6 67 25-34 4 19 A 14 $46,961.60
2007 6 4 25-34 4 19 A 1 $2,624.00
2007 6 2 25-34 4 19 A 1 $1,312.00
2007 6 12 35-44 4 19 A 2 $7,872.00
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FY M Bed Days Age Ben Cat MDC Spon§or Admission Aot Paid
Raw Common Service Count

2007 7 101 18-24 4 19 A 26 $68,479.94
2007 7 5 18-24 4 19 A 1 $4,300.00
2007 7 7 18-24 4 19 A 1 $4,592.00
2007 7 42 25-34 4 19 A 7 $29,184.00
2007 7 13 25-34 4 19 A 2 $8,528.00
2007 7 3 35-44 4 19 A 1 $2,580.00
2007 8 102 18-24 4 19 A 18 $70,995.20
2007 8 26 18-24 4 19 A 4 $18,347.20
2007 8 8 18-24 4 19 A 2 $5,804.80
2007 8 65 25-34 4 19 A 11 $45,052.80
2007 8 6 25-34 4 19 A 1 $5,160.00
2007 8 3 25-34 4 19 A 1 $1,968.00
2007 8 9 35-44 4 19 A 2 $6,089.60
2007 9 68 18-24 4 19 A 18 $48,569.60
2007 9 68 25-34 4 19 A 9 $45,874.40
2007 9 2 35-44 4 19 A 1 $1,312.00
2007 10 85 18-24 4 19 A 18 $57,480.00
2007 10 5 18-24 4 19 A 1 $3,744.00
2007 10 37 25-34 4 19 A 10 $27,793.40
2007 10 6 35-44 4 19 A 1 $3,936.00
2007 11 235 18-24 4 19 A 36 $155,754.43
2007 11 13 18-24 4 19 A 2 $8,528.00
2007 11 37 25-34 4 19 A 8 $24,579.20
2007 11 3 25-34 4 19 A 1 $1,920.00
2007 11 7 35-44 4 19 A 1 $4,592.00
2007 11 4 45-64 4 19 A 1 $3,440.00
2007 12 115 18-24 4 19 A 22 $80,188.80
2007 12 3 18-24 4 19 A 1 $2,580.00
2007 12 2 18-24 4 19 A 1 $1,720.00
2007 12 42 25-34 4 19 A 7 $27,960.00
2007 12 45 35-44 4 19 A 4 $29,891.20
2007 12 7 35-44 4 19 A 1 $4,592.00
2008 1 118 18-24 4 19 A 23 $85,348.40
2008 1 33 18-24 4 19 A 2 $28,786.00
2008 1 6 18-24 4 19 A 2 $3,904.00
2008 1 9 18-24 4 19 A 2 $6,275.20
2008 1 53 25-34 4 19 A 12 $37,186.80
2008 1 18 35-44 4 19 A 5 $12,272.00
2008 2 172 18-24 4 19 A 16 $119,424.80
2008 2 3 18-24 4 19 A 2 $2,028.80
2008 2 5 18-24 4 19 A 2 $4,024.40
2008 2 49 25-34 4 19 A 8 $32,515.20
2008 2 18 25-34 4 19 A 2 $12,457.60
2008 2 34 35-44 4 19 A 4 $28,719.05
2008 2 4 45-64 4 19 A 1 $2,624.00
2008 3 116 18-24 4 19 A 16 $86,286.60
2008 3 22 18-24 4 19 A 3 $14,432.00
2008 3 6 18-24 4 19 A 1 $4,492.80
2008 3 36 25-34 4 19 A 6 $24,192.40
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FY EM Bed Days Age Ben Cat MDC Spon§or Admission Amount Paid
Raw Common Service Count

2008 3 28 25-34 4 19 A 1 $18,368.00
2008 3 28 35-44 4 19 A 4 $19,510.40
2008 3 5 45-64 4 19 A 1 $3,200.00
2008 4 61 18-24 4 19 A 14 $41,192.23
2008 4 20 18-24 4 19 A 1 $13,120.00
2008 4 40 25-34 4 19 A 5 $25,984.00
2008 4 12 35-44 4 19 A 2 $7,872.00
2008 4 33 35-44 4 19 A 1 $21,648.00
2008 5 166 18-24 4 19 A 21 $118,431.17
2008 5 20 18-24 4 19 A 1 $17,780.00
2008 5 6 18-24 4 19 A 1 $4,427.22
2008 5 127 25-34 4 19 A 15 $98,400.49
2008 6 127 18-24° 4 19 A 21 $94,729.60
2008 6 4 18-24 4 19 A 1 $3,200.40
2008 6 5 18-24 4 19 A 1 $3,689.35
2008 6 128 25-34 4 19 A 12 $97,096.26
2008 6 6 25-34 4 19 A 1 $4,427.22
2008 6 7 25-34 4 19 A 1 $5,165.09
2008 6 124 35-44 4 19 A 4 $98,839.02
2008 6 7 45-64 4 19 A 1 $4,480.00
2008 7 195 18-24 4 19 A 27 $149,343.54
2008 7 12 18-24 4 19 A 1 $10,668.00
2008 7 4 18-24 4 19 A 2 $3,209.29
2008 7 19 18-24 4 19 A 3 $14,161.77
2008 7 62 25-34 4 19 A 12 $47,766.18
2008 7 18 35-44 4 19 A 4 $13,806.17
2008 8 243 18-24 4 19 A 29 $172,311.06
2008 8 6 18-24 4 19 A 1 $5,334.00
2008 8 64 18-24 4 19 A 1 $47,223.68
2008 8 86 18-24 4 19 A 1 $63,456.82
2008 8 105 25-34 4 19 A 18 $80,730.09
2008 8 60 45-64 4 19 A 1 $52,273.20
2008 9 138 18-24 4 19 A 21 $102,515.51
2008 9 51 25-34 4 19 A 13 $39,524.94
2008 9 2 35-44 4 19 A 1 $1,475.74
2008 10 129 18-24 4 19 A 20 $88,451.71
2008 10 14 18-24 4 19 A 2 $10,330.18
2008 10 2 18-24 4 19 A 1 $1,600.20
2008 10 71 25-34 4 19 A 10 $54,135.20
2008 10 25 35-44 4 19 A 3 $20,260.45
2008 11 134 18-24 4 19 A 21 $97,880.97
2008 11 14 18-24 4 19 A 2 $10,765.79
2008 11 41 25-34 4 19 A 9 $30,483.81
2008 11 24 35-44 4 19 A 1 $21,336.00
2008 12 153 18-24 4 19 A 24 $112,598.44
2008 12 3 18-24 4 19 A 1 $1,720.80
2008 12 7 18-24 4 19 A 1 $5,165.09
2008 12 35 25-34 4 19 A 9 $26,608.50
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Enroliment based workload regression for FY04-08
Independent Variable: Enroliment
Dependent Vanable: Bed Days
Regression Statistics

Multiple R 0.172272325
R Square 0.029677754
Adjusted R Square 0.01294806
Standard Error 17.35081675
Observations 60
ANOVA

df SS MS F Significance F
Regression 1 534.0511796 534.0511796 1.773956773 0.18810358
Residual 58  17460.94882 301.0508417
Total 59 17995

Coefficients  Standard Ermror t Stat P-value Lower 95% Upper 95%

Intercept 71.02328132  30.50752041 2.328058143 0.023417987 9.955844814 132.0907178
Enroliment -0.002241892  0.001683229 -1.331899686 0.18810358 -0.005611241 0.001127457

Fiscal month based regression for FY04-08

Independent Vanable: Fiscal Month
Dependent Vanable: Bed Days

Regression Statistics

Multiple R 0.75490921
R Square 0.569887915
Adjusted R Square  0.56247219
Standard Error 65.91871543
Observations 60
ANOVA

df SS MS F Significance F
Regression 1 333928.3314 333928.3314 76.84857099  3.22865E-12
Residual 58 252026.0686 4345.277044
Total 59 585954.4

Coefficients Standard Ermror t Stat P-value Lower 95% Upper 95%

Intercept 18.01355932  17.23513889 1.045164732 0.30028332 -16.48631926 52.51343791
FM 4.307752153 0.49139735 8.766331672 3.22865E-12  3.324113494 5.291390813




Fiscal month based regressi
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on for FY04-07

Independent Variable: Fiscal Month
Dependent Variable: Bed Days

Regression Statistics
Multiple R 0.72475474
R Square 0.525269434
Adjusted R Square 0.514949204
Standard Error 44,20606927

Obsenations 48
ANOVA
df SS MS F Significance F

Regression 1 99461.85739 99461.85739 50.89706805  5.73399E-09
Residual 46  89892.12178 1954.17656
Total 47  189353.9792

Coefficients Standard Error t Stat P-value Lower 95% Upper 95%
Intercept 359751773  12.96322972 2.775170855 0.007949286 9.881549662 62.06880495
FM 3.285877117  0.460579851 7.134218111 5.73399E-09 2.358777976 4.212976258
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Appendix B: Personnel Data
Automated Staffing Assessment Model
CA CA CA CA FT CA CAT
FT HOOD sl <o HooD 11 o  CATS CAT4 CATS CAT6
.
PSY CHATRIC NURSING UNIT N NESR 103 110 1 0 2°°801 214 0 0.48130841 051401869 0.0046729 0 1
r.
PSYCHIATRIC NURSING UNIT N NESR 106 82 16 1 2°°811 206 0 0 051707317 04 0.07804878 0.00487805 1
v,
PSYCHIATRIC NURSING UNIT N NESR 9 97 5 0 200821 201 0 0 049253731 0.48256706 0.02487562 0 1
1L
PSYCHATRIC NURSING UNIT N NESR 58 136 4 1 2°°8°1 199 0 0 029145729 068341709 0.0201005 0.00502513 1
?.
PSYCHATRIC NURSING UNT N NESR 100 88 0 12 2°°28° 198 0 0 050505051 0.43434343 0 0.06060606 1
720080
PSY CHATRIC NURSING UNIT N’ NESR 1059 0 0 T 201 0 0 052238806 047761194 0 0 1
r.
PSYCHATRIC NURSING UNIT N NESR 131 74 6 2 2°°8°4 213 0 0 061502347 0.34741784 0.02816901 0.00938967 1
v,
PSYCHATRC NURSING UNIT N NESR 127 8 11 6 20280 227 0 0 055047137 0.36563877 0.04845815 0.02643172 1
.
PSYCHIATRIC NURSING UNIT N NESR 148 81 4 0O 2°°8°6 233 0 0 063519313 0.34763948 001716738 0 1
>
PSYCHIATRIC NURSING UNIT N NESR 13274 0 3 2°°8°7 200 0 O 063157895 0.35406699 0 0.01435407 1
r.
PSYCHIATRIC NURSING UNIT N NESR 123279 0 2 200803 204 0 0 060204118 0.3872549 0 0.00980392 1
v,
PSYCHIATRIC NURSING UNIT N NESR 10093 0 0 20880 193 0 0 051813472 048186528 0 0 1
2497 0 O 637215756 527586148 0.22149235 0.13048861
avamo 0 0 053101313 043965512  0.0184577 0.01087405 1
FT CARSON
avg mo bed
daye 189 4B 4804722 4804722 4894722 4894722
avgmoacuty 0 O 250916165 21519806 9.0345280 532254571 489.4722
ANNUALACUTY 0 0 311899398 2582.38753 108.414347 638705485 5873.64
avgad 179116 0 O 001451109 001201453 0.0005044 000029716
0 0 259916165 21519896 9.0345289 532254571 489.4722
FY12projendstate 27322 0 0 4757.66347 3939.13258 165.373508 97.4271118
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PSY WD #1

TDA PARA(S)
0 |PSY WD #1

A. CURRENT / FORECASTED DIRECT / INDIRECT NURSING CARE

X1 17911.56 POPULATION SUPPORTED
X2 17911.56 POPULATION TO SUPPORT
NCH Qs

x3 | 0.00 |Current Annual # of CAT | Occupied Bed Days 0.000  0.000
x4 | 0.00 |Cﬁrrent Annual # of CAT Il Occupied Bed Days 0.000 0.000
X5 I 1911.55 |Current Annual # of CAT Il Occupied Bed Days  19371.648 11.133
x6 |  1582.68  |Current Annual # of CAT IV Occupied Bed Days 26731465 15.363
x7 | 66.44 |Current Annual # of CAT V Occupied Bed Days ~ 1697.336  0.975
xs | 39.14 |Current Annual # of CAT VI Occupied Bed Days  1685.740  0.969

3599.812 Annual Totals 49486.189 28.440

9.85 Daily Avg
X9 | Y |"Y" =Yes "N"=No This is considered a Stand Alone
UnitWard IF ="Y"

B. ADDITIONAL NURSING CARE WORKLOAD (If Appropriate)
x10 | 0 | Annual Minutes of Service for Observation Patien
x11 | 0 | Annual Hours Spent on Patient Escort/Transport

C. STAFF RELATED - EDUCATION / TRAINING
x12 | 0 |(Preceptorship Prg) Annual Number of New 2nd LT's
x13 | 7 | Annual Number of Staff Orientees
x14 | 18 |Number of RN's / LPN's Assigned (CEU's)
x15 | 0 | (RN 5-7-9 Prg) Annual Number of RN's In Trainin

D. READINESS
x16 | 0 |Baseline TDA Authorized Military Officers

x17 | 0 |Baseline TDA Authorized Military Enlisted
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MANPOWER EQUATION APPLICATIOFORECAST FORECASTED FORECASTED

A. FORECASTED WMNS NUR CARE RATIO OBD NCH COMMENT STAFF
| _=(((X3*7*7.5)/60)*1.689)/x18 _ 1.000_ _ _ _ f 0 ____00oo_ _ _ _ _ _._ _0000cCaTI _ _ _]
= (((xa*227.5)160)*1.689)/X18_ 1000 __ "0 _ 0000  _ """ 0000 CATN__ |
| = ((X5*48*7.5)160)°1.689)/X18_ 1.000_ _ _ 1912 19371648 __ 11133 cata__ |
- ((X6*807.5)/60) *1.689) /X18_ 1000 _ _ 1583 _ 26731465 __ _ __ 15363 CaTv _ |
. _=(((X7*12177.5)/60)* 1.689)/X18 1000 _ _ 66 _ _ _ 1697.336__ __ _ __ 0975CATvV__ |
| _=(((X8*204°7.5)/60)*1.689)/X18 1000 _ _ 39 _ 1685740 __ 0969 CATVI _ _ |

3600 49486.189 TOTAL  28.440

TOTAL(S) 28.851
MANAGEMENT/ADMIN  3.000
GRAND TOTAL(S) 31.851

GRAND TOTAL(S) <120r>12  31.851
ROUNDED 32.0

RECOMMENDED BREAKOUT: RN PARA LPN A/ ADMIN

62% 70% TOTAL

1222 19.8 6.0 139 320
RECOMMENDED STAFF PER SHIFT: DAYS  EVENINGS NIGHTS TOTAL

[ 450% | 350% | 200% 100%

RN 55 43 24 12.2

LPN/NAJADM 89 6.9 40 19.8

32,0

COMMENTS
NOTE: IAW THE WORKLOAD MANAGEMENT SYSTEM FOR NURSING, FM 8-501

NOTE: FORECAST RATIO = (X3 POPULATION TO SUPPORT / X2 POPULATION SUPPORTED) ; OBD FORECASTED = (Current OBI
1 PSY HD NUR, MEN HLTH NCO, MED SPT (OA)
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Fort Hood Inpatient Behavioral Health Unit MEPRS Data
ey |eml MEPRS3 Code | MEPRS3 [ Available g’fr:i'gt;': ﬁ‘;’f;"':,br'; Avalable | Available | Available | o oo
Description Code |AdminFTEs FTEs FTEs Prof FTEs | RN FTEs | Total FTEs
2001 | 1 | COST POOLS | _AFX 0 0 0 0 0 0 0
2001 ] 2 | COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 3 | COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 4 | COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 5 | COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 6 | COST POOLS | _AFX 0 0 0 0 0 0 0
2001 | 7 [ cosT PoOLS | AFX 0 0 0 0 0 0 0
2001 | 8 { COST POOLS | AFX 0 0 0 0 0 0 0
2001] 9 ) COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 10] COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 11] COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 12| COST POOLS | AFX 0 0 0 0 0 0 0
2002 ] 1| COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 2 | COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 3 | COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 4 | COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 5 | COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 6 | COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 7 | cosT POOLS | AFX 0 0 0 0 0 0 0
2002 | 8 | COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 9 | COST POOLS | _AFX 0 0 0 0 0 0 0
2002 | 10| COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 11] COST POOLS | AFX 0 0 0 0 0 0 0
2002 | 12] COST POOLS | AFX 0 0 0 0 0 0 0
2003 ] 1 | COST POOLS AFX 0 0 0 0 0 0 0
2003 | 2 | cosT PoOLS | AFX 0 0 0 0 0 0 0
2003 | 3 | COST POOLS | _AFX 0 0 0 0 0 0 0
2003 | 4 | COST POOLS | _AFX 0 0 0 0 0 0 0
2003 | 5 | COST POOLS | AFX 0 0 0 0 0 0 0
2003 | 6 | COST POOLS | AFX 0 0 0 0 0 0 0
2003 | 7 | COST POOLS | AFX 0 0 0 0 0 0 0
2003 | 8 | COST POOLS | AFX 0 0 0 0 0 0 0
2003 | 9 | COST POOLS | AFX 0 0 0 0 0 0 0
2003 | 10| COST POOLS | AFX 0 0 0 0 0 0 0
2003 | 11| COST POOLS | AFX 0 0 0 0 0 0 0
2003 [ 12| COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 1 | COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 2 | COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 3 | COST POOLS | _AFX 0 0 0 0 0 0 0
2004 | 4 | COST POOLS | _AFX 0 0 0 0 0 0 0
2004 | 5 | COST POOLS | __AFX 0 0 0 0 0 0 0
2004 | 6 | COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 7 | COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 8 | COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 9 | cosT POOLS | AFX 0 0 0 0 0 0 0
2004 | 10| COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 11| COST POOLS | AFX 0 0 0 0 0 0 0
2004 | 12| COST POOLS | AFX 0 0 0 0 0 0 0
2005 | 1 | COST POOLS | _AFX 0 0 0 0 0 0 0
2005 | 2 | COST POOLS | _AFX 0 0 0 0 0 0 0
2005 | 3 | COST POOLS | _AFX 0 0 0 0 0 0 0
2005 | 4 | COST POOLS | _AFX 0 0 0 0 0 0 0
2005 ] 5 | COST POOLS | AFX 0 0 0 0 0 0 0
2005 | 6 | COST POOLS | AFX 0 0 0 0 0 0 0
2005 | 7 | COST POOLS | AFX 0 0 0 0 0 0 0
2005 | 8 | COST POOLS | AFX 0 0 0 0 0 0 0
2005 | 9 | cosTPOoLS | AFX 0 0 0 0 0 0 0
2005 | 10| COST POOLS | AFX 0 0 0 0 0 0 0
2005 | 11| coST PooLS | AFX 0 0 0 0 0 0 0
2005 | 12| COST POOLS | AFX 0 0 0 0 0 0 0
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fy || MEPRS3 Code | MEPRS3 | Avaitable ‘C‘;‘I’f‘n'i'gg': ;‘;’f‘;'ﬁﬁ Avaiable | Available | Available | gy
Description Code |AdminFTEs FTEs FTEs Prof FTEs | RN FTEs | Total FTEs
2006 | 1| COST POOLS | _AFX 0 0 0 0 0 0 0
2006] 2 | COST POOLS | _AFX 0 0 0 0 0 0 0
2006 | 3 | COST POOLS | AFX 0 0 0 0 0 0 0
2006 | 4 | COST POOLS | AFX 0 0 0 0 0 0 0
2006 | 5 | COST POOLS | _AFX 0 0 0 0 0 0 0
2006 | 6 | COST POOLS | AFX 0 0 0 0 0 0 0
2006 ] 7] COST POOLS | AFX 0 0 0 0 0 0 0
2006 | 8 | COST POOLS | _AFX 0 0 0 0 0 0 0
2006 ] 9 | COST POOLS | AFX 0 0 0 0 0 0 0
2006 | 10] COST POOLS | AFX 0 0 0 0 0 0 0
2006 11] COST POOLS | _AFX 0 0 0 0 0 0 0
2006 | 12] COST POOLS | AFX 0 0 0 0 0 0 0
2007 | 1] COST POOLS | _AFX 0 0 0 0 0 0 0
2007 ] 2 | COST POOLS | _AFX 0 0 0 0 0 0 0
2007 ] 3 | COST POOLS | _AFX 0 0 0 0 0 0 0
2007 | 4 | COST POOLS | AFX 0 0 0 0 0 0 0
2007 | 5] COST POOLS | _AFX 0 0 0 0 0 0 0
2007 | 6 | COST POOLS | _AFX 0 0 0 0 0 0 0
2007 | 7 | COST POOLS | AFX 0 0 0 0 0 0 0
2007 | 8 | COST POOLS | _AFX 0 0 0 0 0 0 0
2007 | 9| COST POOLS | AFX 0 0 0 0 0 0 0
2007 | 10| COST POOLS | AFX 0 0 0 0 0 0 0
2007 | 11] COST POOLS | AFX 0 0 0 0 0 0 0
2007 | 12] COST POOLS | AFX 0 0 0 0 0 0 0
2008 | 1 | COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 2 | COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 3 | COST POOLS | AFX 0 0 0 0 0 0 0
2008 ] 4 | COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 5 | COST POOLS | AFX 0 0 0 0 0 0 0
2008 ] 6 | COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 7 | COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 8 | COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 9 | COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 10] COST POOLS | AFX 0 0 0 0 0 0 0
2008 | 11] COST POOLS | _AFX 0 0 0 0 0 0 0
2008 | 12| COST POOLS | AFX 0 0 0 0 0 0 0
2000 ] 1] COST POOLS | AFX 0 0 0 0 0 0 0
2000 | 2 | COST POOLS | AFX 0 0 0 0 0 0 0
2000 | 3 | COST POOLS | _AFX 0 0 0 0 0 0 0
2009 | 4 | COST POOLS | AFX 0 0 0 0 0 0 0
2009 | 5 ] COST POOLS | AFX 0 0 0 0 0 0 0
2001 | 1 | PSYCHIATRY | _AFA 1 0.5 54 0 5.05 17.95 206
2001 | 2 | PSYCHIATRY | _AFA 0.9 1.31 7.4 0 7.47 17.08 223
2001 | 3 | PSYCHIATRY | _AFA 0.7 144 7.51 0 8.07 17.72 235
2001 | 4 | PSYCHIATRY | _AFA 0.9 125 11.37 0 7.36 20.88 268
2001 | 5 | PSYCHIATRY | _AFA 1.32 133 10.34 0 8.24 2123 212
2001 | 6 | PSYCHIATRY | _AFA 2.1 1.21 .16 0 10.4 2487 256
2001 ] 7 | PSYCHIATRY | _AFA 2 1.19 10.94 0 9.82 23.95 208
20011 8 | PSYCHIATRY | _AFA 214 14 11.66 0 10.03 2523 253
2001 ] 9 | PSYCHIATRY | _AFA 2 1.01 11.96 0 9 23.97 255
2001 | 10] PSYCHIATRY | _AFA 186 0.32 13.92 0 9.1 25.2 342
2001 | 11] PSYCHIATRY | _AFA 7.19 1.75 1.72 0 8.34 23 254
2001 | 12| PSYCHIATRY | _AFA 1.66 1.49 12.86 0 7.99 24 281
2002 | 1 | PSYCHIATRY | _AFA 0.9 1.47 11.48 0 7.06 20.91 228
2002 | 2 | PSYCHIATRY | _AFA 114 152 13.51 0 673 2.9 323
2002 | 3 | PSYCHIATRY | _AFA 2 1.39 15.62 0 7 26.01 341
2002 | 4 | PSYCHIATRY | _AFA 1.43 1.48 13.54 0 765 241 345
2002 | 5 | PSYCHIATRY | _AFA 0.81 1.44 11.62 0 6.28 20.15 266
2002 | 6 | PSYCHIATRY | _AFA 119 115 12.73 0 6.86 21.93 339
2002 | 7 | PSYCHIATRY | _AFA K 17 12.84 0 7.06 22.7 364
2002 | 8 | PSYCHIATRY | _AFA 143 719 14.65 0 827 25.54 336
2002 | 9 | PSYCHIATRY | _AFA 19 1.88 145 0.71 7.72 26.71 324
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fy |pw| MEPRS3 Code | MEPRS3 | Available ’(\:"’f‘n'i'gg': Ff\;’f;'_?f:ﬁ Avalable | Available | Avaiable | o i p.
Description Code {AdminFTEs| FTEs ETEs Prof FTEs | RN FTEs | Total FTEs
2002 ] 10| PSYCHIATRY | AFA 1 11 1528 7 864 27.02 303
2002 | 11] PSYCHIATRY | _AFA 0.66 187 12.53 1 9.32 2558 342
2002 ] 12| PSYCHIATRY | _AFA 0.94 122 12.12 0.87 8.2 23.35 337
2003 ] 1 | PSYCHIATRY | _AFA 1.1 0.58 14.57 0 10.4 26.65 329
2003 | 2 | PSYCHIATRY | _AFA 1 1.43 14.07 0 10.02 26.52 270
2003 | 3 | PSYCHIATRY | _AFA 0 0.85 14.27 0 10.47 2559 174
2003 | 4 | PSYCHIATRY | _AFA 0 0.94 13.96 0 10.85 2575 288
2003 | 5 ] PSYCHIATRY | _AFA 0 0.85 11.88 0 8.79 2152 243
2003 | 6 | PSYCHIATRY | _AFA 0 0.04 12 0 8 2004 235
2003 | 7 | PSYCHIATRY | _AFA 08 14 12.48 0 832 23 210
2003 | 8 | PSYCHIATRY | _AFA 1.04 0.63 12.04 0 8.32 2243 726
2003 9 | PSYCHIATRY | _AFA 0.98 0.9 1078 0 7.84 20.56 145
2003 | 10| PSYCHIATRY | _AFA 1.1 0.99 12.45 0 8.63 23.17 152
2003 ] 11] PSYCHIATRY | _AFA 0.93 0.95 13.58 0 9.02 24.48 168
2003 | 12| PSYCHIATRY | _AFA 0.83 0.7 1411 0 5.08 24.62 195
2004 | 1 | PSYCHIATRY | AFA 0.99 1.56 1573 0 8.60 26.97 19
2004 | 2 | PSYCHIATRY | _AFA 0.72 0.7 12.47 0 7.02 20.91 124
2004 | 3 | PSYCHIATRY | _AFA 073 0.14 11.53 0 7.29 19.69 105
2004 | 4 | PSYCHIATRY | AFA 0.82 0.84 1.5 0 7.39 2055 176
2004 | 5 | PSYCHIATRY | _AFA 084 131 11.74 0 7.85 2174 135
2004 | 6 | PSYCHIATRY | AFA 1.06 153 12.18 0 5.78 23.55 157
2004 | 7 | PSYCHIATRY | _AFA 0.95 1.54 13.45 0 7.36 23.3 139
2004 ] 8] PSYCHIATRY | AFA 0.6 T.04 1278 0 767 23.25 139
2004 | 9 | PSYCHIATRY | _AFA 0.94 1.26 11.43 0 823 21.86 95
2004 | 10] PSYCHIATRY | _AFA 0.04 0.94 16 0 844 21.92 198
2004 | 11] PSYCHIATRY | _AFA 095 0.81 11.49 0 857 2182 210
2004 | 12| PSYCHIATRY AFA 0.81 1.15 10.14 0 8.13 20.23 157
2005 1 | PSYCHIATRY | _AFA 093 008 10 52 0 733 19.06 61
2005 2 | PSYCHIATRY | _AFA 0.88 0.68 7.69 0 7.24 16.49 149
2005] 3 | PSYCHIATRY | _AFA 0.74 0.18 6.32 0 5.11 13.35 140
2005 | 4 | PSYCHIATRY | _AFA 0.86 0.37 10.04 0 8.06 19.33 203
2005 | 5 | PSYCHIATRY | _AFA 0.78 0.8 10.38 0 7 18.96 206
2005 6 | PSYCHIATRY | _AFA 1.04 222 12.19 0 841 23.86 164
2005 7 | PSYCHIATRY | _AFA 0.99 1.04 121 0 7.04 2028 179
3005 8 | PSYCHIATRY | AFA 0.92 0 10.93 0 776 19.61 730
2005 o | PSYCHIATRY | _AFA 0.61 0.02 8.56 0 6.69 16.08 195
2005 10| PSYCHIATRY | AFA 0.63 0.04 9.9 0 6.5 17.13 221
2005 11] PSYCHIATRY | _AFA 1.1 0.33 10.4 0.3 8.7 2083 186
2005 | 12| PSYCHIATRY | _AFA 0.89 0.63 107 0 755 19.77 168
2006 | 1 | PSYCHIATRY | _AFA 1.38 1.49 10.76 0 7.04 9157 133
2006 | 2 | PSYCHIATRY | _AFA 0.83 0.88 15.37 0.84 12.75 3067 123
2006 | 3] PSYCHIATRY | _AFA 1.00 162 12.9 0.12 8.84 24.5 153
2006 | 4 | PSYCHIATRY | _AFA 0.91 126 12 0 8.04 2311 165
2006 | 5 | PSYCHIATRY | _AFA 0.87 0.7 1163 0 8.31 2151 163
2006 ] 6 | PSYCHIATRY | _AFA 082 7.16 5.41 0 5.98 18.37 91
2006 | 7 | PSYCHIATRY | _AFA 085 163 12.60 0 7.84 23.01 185
2006 ] 8 ] PSYCHIATRY | _AFA 101 2.56 11.03 0 6.74 2134 150
2006 | 9 | PSYCHIATRY | _AFA 0.81 114 1114 0 723 20.32 151
2006 | 10] PSYCHIATRY | _AFA 052 1.5 13.45 0.74 6.83 23.49 172
2006 | 111 PSYCHIATRY | _AFA 1.1 1.29 13.73 0.33 8.93 25.38 152
2006 | 12] PSYCHIATRY | _AFA 0.95 0.98 13.47 0 865 24.05 175
2007 | 1] PSYCHIATRY | _AFA 1 1.61 12.98 017 8.24 24 198
2007 | 2 | PSYCHIATRY | _AFA 087 1 1168 0 7.87 21.42 128
2007 ] 3 | PSYCHIATRY | AFA 0.86 1 12.04 0 734 .24 17
2007 | 4 | PSYCHIATRY | _AFA 0.81 .03 11.65 0 833 21.82 154
2007 ] 5 | PSYCHIATRY | _AFA 0.80 1.02 1079 0.4 6.48 19.58 192
20071 6 | PSYCHIATRY | _AFA 1.01 1 11.26 0.49 65.48 20.35 217
2007 | 7 | PSYCHIATRY | _AFA 0.9 1.84 12.4 0.04 6.85 22.03 246
2007 | 8 | PSYCHIATRY | _AFA 1.04 2.99 13.26 0 777 2506 225
2007 ] 9 | PSYCHIATRY | AFA 0.93 1.57 13.1 0 762 23.22 238
2007 | 10] PSYCHIATRY | _AFA 0.91 2.96 11.55 0 7.02 2244 301
2007 | 11] PSYCHIATRY | AFA 1.05 2.21 15.1 0 706 | 2542 279
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ey |yl MEPRS3 Code | MEPRS3|  Available /c\:\ll.:::l:: ﬁ;’f‘;'ibr'oef Avaiable | Available | Available | o oo o
Description Code |Admin FTEs FTEs FTEs Prof FTEs | RN FTEs | Total FTEs
2007 | 12| PSYCHIATRY | _AFA 0.92 1.82 12.35 063 608 21.8 220
2008 | 1 | PSYCHIATRY | _AFA 0.91 2.13 14.39 0.17 566 23.26 222
2008 | 2 | PSYCHIATRY | AFA 0.5 1.69 13.03 0.17 5.58 2097 232
2008 | 3 | PSYCHIATRY | _AFA 0.68 159 138 05 6.93 23.5 219
2008 | 4 | PSYCHIATRY | _AFA 0.81 1.57 13.79 0.27 8.29 24.73 217
2008 | 5 | PSYCHIATRY | _AFA 1.72 16 12.76 0 6.76 2284 188
2008 | 6 | PSYCHIATRY | _AFA 1.61 1.66 12.49 0 783 23.50 289
2008 | 7 | PSYCHIATRY | _AFA 115 164 12.68 06 5.38 25.45 287
2008 | 8 | PSYCHIATRY | _AFA 133 1.89 13.72 063 9.35 26.92 223
2008 | 9 | PSYCHIATRY | _AFA 1.26 181 14.29 0 9.15 26.51 223
2008 | 10] PSYCHIATRY | _AFA 0.93 2.00 15.22 0.63 8.56 27.43 239
2008 | 11] PSYCHIATRY | _AFA 1.23 1.96 12.76 0 9.21 2516 282
2008 | 12| PSYCHIATRY | _AFA 0.97 317 13.02 0.72 918 27.06 236
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Personnel Cost Data (Retrieved 30 May 09 from www.salary.com)
Psychi_a_trist - Colorada Springs.., CO 80913 o Psychalagist - Calorado Springs, CO 80913
Benefit Median Amount %6 of Total Benefit Median Amount %o of Total
Base Salary $175,449 73.4% pase Salary $76,939 71.7%
Bonuses $7,964 3.3% Bonuses £1,200 1.1%
Social Security $9,29¢6 3.9% Sucial Security $5,978 5.6%
401k / 403b $6,639 2.8% 401k / 403b $2.813 2.6%
Disability £1,844 0.8% Dicahility £7e1 0.7%
Healthcare $5,722 2.4% Heaithcare $S,722 5.3%
Pension $8,482 3.5% Pension $3.594 3.4%
Time Off £24,116 10.0% Time Off ¢10,218 9.5%
Total $240,512 100% Total $107,246 100%

Benefit

Base Salary
Bonuses
Sucial Security
401k / 403b
Disahility
Healthcare
Pension

Time Off

Total

Head Nurse - Psychiatric Unit ~ Colorado

Springs, CO 8049

nMedian Amount
$83,043

£927

$5,424

$3,023

£240

£5,722

$3,863

£10,981
$114,822

9% of Total
72.3%
0.8%
5.6%
2.6%
0.7%
5.0%
2,4%
9.6%
100%

Staff Nurse - RN - Psychiatric Unit - Colorado Springs, CO

Benefit Median Amount
Base Salary $n0,543
Bonuses $46
Social Security $4,635
401k f 403b $£2,181
Disability £606
Haealthcare £5,722
Pension £2,787
Time Off §£7,823
Total $84,443

%% of Total
71.7%
0.1%
5.5%
2.6%
0.7%

8%
3.3%
9.,4%
100%

ja)}

Licensed Practical Nurse - Colorads Springs, €O 60913

Psychiatric Technician - Colorade Springs, CO 80913

Benefit Median Amount %% of Total Benefit Median Amount %o of Total
Base Galary $38,575 59.0% Base Salary $27,908 66.3%
Bonuses $46 0.1% Bonuses 67 0.2%
Social Security $2,262 5.3% Social Security $2,140 S5.1%
401k / 403b $1,394 2.5% 401k / 403b $1,007 2.4%
Disability $387 0.7% Disability £280 0.7%
Healthcare 45,722 10.2% Healthcare $5.722 13.6%
pension $1,781 3.2% Pension $£1,287 3.1%
Time Off £5,064 9.0% Time Off $3,652 8.7%
Total $56,031 100% Total $42,069 100%
mMedical Secretary - Colorado Springs, CO 0913
Benefit Median Amount 8% of Total
Base Salary £22,065 67.6%
Bonuses $39 0.1%
Social Security £2,456 5.2%
401k / 403b $1,156 2.4%
Disability $321 0.7%
Healthcare $5,722 12.1%
Pension £1,477 3.1%
Time Off £4,193 3.9%
Total $47,434 1009%
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Appendix C: Financial Projections

Financial Projection Formulas
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~ Proposal implementation Financial Projection Formulas

FYo8 FY09 FY10 FY11 FY12 FY13
Personnel =2052877/12 2052877 2052877 2052877 2052877 2052877
Ancillary 407017 407017 407017 407017 407017
Owerhead 1158911 1158911 1158911 1158911 1158911
Facility Construction 4584013
Total Costs =SUM(C4:C7) =SUM(D4:D7) =SUM(E4:E7) =SUM(F4:F7) =SUM(G4:G7) =SUM(H4:H7)
Reimbursement 0 =3107*492 =3107"492 =3107*492 =3107*492 =3107"492
Yearly Cash Flow  =c10.C8 =D10-D8 =E10-E8 =F10-F8 =G10-G8 =H10-H8
NPV =C12 =PV(0.016,1,,-D12) =PV(0.016,1,,-E12) =PV(0.016,1,,-F12) =PV(0.016,1,,-G12) =PV(0.016,1,,-H12)
Total NPV =SUM(C13:H13)

Incremental Impacts Financial Projection Formulas

FY08 FY09 FY10 FY11 FY12 FY13
Personnel =2052877/12 2052877 2052877 2052877 2052877 2052877
Ancillary 407017 407017 407017 407017 407017
Overhead 1158911 1158911 1158911 1158911 1158911
Facility Construction 4584013
Total Costs =SUM(C19:C22) =SUM(D19:D22)  =SUM(E19:E22) =SUM(F19:F22) =SUM(G19:G22) =SUM(H19:H22)
Reimbursement 0 =3107"775 =3107*775 =3107*775 =3107"775 =3107*775
Yearly Cash Flow  =(o5.¢23 =D25D23 =E25-E23 =F25-F23 =(25-G23 =H25-H23
NPV =c27 =PV(0.016,1,,-D27) =PV(0.016,2,,-E27) =PV(0.016,3,,-F27) =PV(0.016.4,,-G27) =PV(0.016,5,.-H27)

Cash Flow NPV
Total NPV

=SUM(D28:H28)
=SUM(C28:H28)
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Modified Internal Rate of Return (MIRR) Formulas

Global Impact
FY08 FY09 FY10 FY11 FY12 FY13
Cash Outflows 4755086 3618805 3618805 3618805 3618805 3618805
Cash Inflows 2407925 2407925 2407925 2407925 2407925
FV of Cash Inflows =FV(0.016,4,-C4) =FV(0.016,3,-D4) =FV(0.016,2,-E4) =FV(0.016,1,-F4) =G4
NPV (Cash Outfiows) -g3+NPV(0.016,03:G3)
NFV (Cash Inﬂows) =SUM(C5:GS)
n 5
[ NEV (Cash Inflows) «]12,431,106
M = = MIRR = 1
HERR (\,’ NPV (Cash Outflows) | * g J22,012,013
MIRR = =((B8/B7)1/B10)H1
MTF Impact
FY08 FY09 FY10 FY11 FY12 FY13
Cash Outflows 4755086 3618805 3618805 3618805 3618805 3618805
Cash Inflows 1528644 1528644 1528644 1528644 1528644
FV of Cash inflows =FV(0.016,4,-C4) =FV(0.016,3,-D4) =FV(0.016,2,-E4) =FV(0.016,1,F4) =G4

NPV (Cash Outfows) =g3+NPV(0.016,C3:G3)
NFV (Cash Inﬂows) =SUM(CSZGS)

n 5

NFV (Cash Inflow. 891,
MIRR:(H?‘ (Cas nfmw))_l MIRR=(s}7891747)_1

N NPV (Cash Outflows) \f22,012,013

MIRR = =((B8/B7)N1/B10)1
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Appendix D: Facilities

DoD Space Planning Criteria
2.1
DoD Space Planning Criteria for Health Facilities
General Administration

2.1.1 PURPOSE AND SCOPE:

This Chapter provides guidance for the planning of the administrative activities in DoD medical facilities. General
Admumstration includes: Conunand Suite. office and office support space for key personnel. Medical Readiness,
adnunistrative support spaces. lobby areas. general staff (see defimtions below) spaces. mailrooms and
admunistrative conference rooms.

2.1.2 DEFINITIONS:

Ambulatory Health Care Ceuter: An outpatient clinic with surgical suites providing general anesthesia surgical
procedures to patients that will not stay 1 the facility overnight (or liave a less than 24 hour stay).

Administrative Personnel: Adminstrative personnel are all personnel who do not counsel. diagnosis, exanune or
treat patients. but who do work that is esseutial for the acconplishiment of thie missions of a niedical weatmeint
facihity. This does mclude military (assigned and borrowed). contract and civilian personnel. It does not include
volunteers.

Commander: The Commander is the person in command or in charge of the unit. This is a typical designation used
in Service hospitals and is equivalent to the “Commanding Officer”. This title 1s a designation conferred by written
military orders and carries legal responsibilities. If the Conunander is a general officer. then he or she is referred to
as the “Conunanding General.™”

Coinmand Suite: The location of the office of the Commander and the Conunander’s supporting staff.

Clinical Staff: The clinical staff is composed of those healthcare personnel who diagnose or treat patients. whose
profession is licensed by a professional group and whose scope of practice is subject to credentials from the medical
treatient faciliry.

Full-Thiine Eguivaleut (FTE): A work force equivalent to one individual working full time for a specific period.
which may be made up of several part-time individuals or one full-time individual. This will include everyone
working m the facility: mulitary. civilian and contractor personnel.

Free Standing Clinic: An outpatient clinic. which occupies a building or part of a building. but 1s not phyvsically
located with a hospital or medical center. This designation includes a clinic building with ambulatory suwgery
services.

General Administration: Administrative functions melude: The office of the Comumander and the Commander’s
immediate staff. Nursing Admimstration. Resource Management (Conproller functions). Personnel. Readiness { Air
Force = Medical Readiness. Army = Plans. Training. Mobilization and Security and Navy = Plans. Operations.
Medical Intelligence). General adininistrative staff also includes administrative personuel (clerks. secretarnies,
adnunistrator and anyone whose primary responsibilities are administrative in nature (not clinical)} who work in any
department. section or service of a medical treatment faciliry.

Hospital: A healthcare facility. which includes surgical suttes and inpatient services to patients who are admitted
for more than a 24-hour stay. A hospital will also normally contain clinics, which provide ambulatory patient
services to patients wlo are not admitted as an inpatient.

Last Updated 27 October 2006 Section 2.1 Page 1 of 9 {GP) — Guideplate Available



EACH Inpt Psych 81

2.1

DoD Space Planning Criteria for Health Facilities
General Administration

Kev Personuel: The following key leadership positions in each Service are normally located within the Conmiand
Suite. This list is a sample of the most common key personnel by Service. This is not inclusive of all positions. It
1s the respousibility of each Service to determine their key personnel per staff docunient.

ARMY NAVY AIR FORCE
Commander Commander Conmmander
Deputy Comumander for Officer in Charge Deputy Commander
Aduunistration Deputy Conunander Squadron Conunander
Deputy Conunander for Clinical Director of Nursing Adnunistrator
Service Director of Surgery Chief Nurse

Cliief Hospital Services
Senior Enlisted Advisor

Director of Nursing or Chief Nurse Director of Medical
Troop Commander Director of

Troop Command Sgt. Major Adumnistration First Sergeant
Command Sergeant. Major Director of Ancillary
Services

Command Master Cluef

Medical Center: Amedical center is a Service designation for a type of hospital. Generally. medical centers have a
Graduate Medical Education (GME) nussion.

Medical Treatiment Facilitv (MTF): Any Anny. Navy or Air Force fixed structure where DoD healthcare
beneficiaries are provided with healthcare or preventive medicine services.

Noucoininissioned Officer ln Charge (NCOLC). Leading Chief Petty Officer (LCPO). Leadiug Pettv Officer
(LPO): These individuals are the senior enlisted person who typically has responsibility of overseeing other
enlisted personmnel in a unit. Usually. there is one per departiment or area requiring a private office for counseling.

Office: A private office is an enclosed room outfitted with either standard furniture (Room Code OFAO1) or
systems furniture (Room Code OFA02). An administrative cunbicle is within an open room and is constructed out of
system fumiture (Room Code OFA03).

Tricare Regional Office (TRO): Tlus office is responsible for administering a TRICARE Health Service Region.
The TRO 1nay also be the Commander of a major medical facility located 1 the area. The office functions as the
focal point for health services and collaborates with the other military treatment facility conumanders withiu the
region to develop an integrated plan for the delivery of healthcare for beneficiaries.
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DoD Space Planning Criteria for Health Facilities
General Administration

Military Grade

Seuior Execntive

Merit Pay

General Schedule

Wages Svstem

Group Service Emplovee
O-7 though SES-1 through )
0-10 SES-6 GS-16 through GS-18
06 GM-15 GS-15
GM-13 and WS-14 through WS-19 WL-
-5 S-13 . £
2 GM-14 G isonglG 15 and Production Support
0O-1 GS-12 Equivalents
8:‘: i [ WS-8 through WS-12 WL-6

W-3 and W-4 | GS-8 and GS-9

O-1.

through WL-14 WG-12
through WG-15 and Product

W-1l and W-2 GS-7 support Equivalents
E-7 through E-9 GS-6 WS-1 through WS-7 WL-1
through WL-5 WG-9
&% = -5 <
BT S through WG-11
E-4 GS-4

WG-1 tlrough WG-8

E-1 through E-3 GS-1 through GS-3

Note: O = Officer: W = Warrant Officer; E = Eulisted;: GM = General Mauagement (civilian): WS = Wage
Supervisor; WL = Wage Leader; WG = Wage Grade

2.1.3 POLICIES:

Auditorinms: An auditorium sized to seat 300. will be progranuued into each medical center. Auditoriums will not
normally be progranuned in clinics. Separate validation 1s required for facilities other than medical centers,

Couference Rooms: Eacl separate health facility will have a muimmum of one conference room in the area of the
Commander. Medical centers will have a minimum of two conference rooms in the area of the Conmmand Suite. All
departments (including administrative departments) that include eight or more officers or officer equivalents
(coutract or civil service) will be provided a conference room. Conference rooms may be shared between clinics,
and they may be shared between departments.

Classrooms: Classrooius will be progranmued in all freestanding clinics and hospitals for continuing education.
staff computer systems training and patient education. Each freestanding clinic will be provided with one classroomn
and if required. one computer waming room. Each hospital will be programmed with one classroom and one
computer training roonm. Medical Centers will be progranuned with a minimum of two classrooms and rwo
computer tramnig rooms.

File storage: Nonmnal file storage s provided as part of the fumiture for each individual workstation (one file drawer
minimum). Addituonal file storage is provided for with lateral file cabinets. For rooms where additional file storage
1s required. add 10 nst for each file cabinet. Secured file storage for classified working docuunents should be placed
in an occupied room and not placed in a file storage room. with the exception of the Secure Storage room in Medical
Readiness.

Offices, Kev Personnel: Key personnel. as identified in Chapter 2.1. paragraph 2.1.2. will be provided with private
offices of the size stated in Chapter 2.1 (General Administration). paragraph 2.1.5.
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2zl

DoD Space Planning Criteria for Health Facilities
General Administration

Offices. Private: With the exception of the office provided for “Key Persounel.” all other private offices will be
120 net square feet as stated in Chapter 2.1 (General Administration). paragraph 2.1.5. Private offices will be
provided to following personnel:

a) Staff who must meet with patients/customers on a regular basis and hold private
consultations/discussion.

b) The senior officer and enlisted miember of a department.

¢} Staff who supervise others and must hold frequent. private counseling sessions with their junior staff.
This does not include staff who supervise a very small number of people. and who would only occasionally
need private counseling space. These staff can use available conference rooms or other private areas for
their infrequent counseling needs

d) Any personnel who interview or counsel patients with patient privacy concems.

Office. Nou-Private or Shared Space: Persomnel. who require office space. but not a private office. will be
provided space in a shared office. Non-private or shared office space will be progranumed at 60 net square feet per
occupait.

2.1.4 PROGRAM DATA REQUIRED:

‘What is the projected rank of the Commander (1.e. 03, 04. 05, 06. 07. or 08)?
How many Key personnel require an executive office? See Chapter 2.1 (General Adunmstration). Section 2.1.2.
Key Personnel Chart.
How many additional Conmnand personnel (other than Key Personnel) require a private office?
How many Command personnel require a dedicated cubicle?
How many executive secretaries will work in the Comumand Section?
Is there a separate Conunand Suite receptionist?
Total number of FTEs working ou peak shift. Note: This information is used to calculate the number of
Command Staff toilets and the size of the Staff Lounge.
Will there be vending machines in the staff lounge?
How many cubicles are required the Center Correspondence Distribution Ceuter?
Will the facility have a Medical Readiness funcion?
How many private offices are required in Medical Readiness?
How miany cubicles are required in Medical Readiness?
How many personnel will require mobility equipment or TA-50 storage?
Will the facility have a Personnel function?
How many private offices are required in Personnel? Do not include Department Cluef. NCOIC/LCPO. LPO.
secretary. Chief. Military Persounel: Chief. Civilian Personnel: or Chief. Patient Personnel.
How many dedicated cubicles are required in Personnel?
Will there be a Clief of Military Persounel i this facility?
Will there be a Chief of Civilian Personnel in this facility?
Will there be a Chief of Patient Personnel iu this facility?

2.1.4 PROGRAM DATA REQUIRED: Continued

{ Will there be a Comptroller function?
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How many FTE Efficiency Review officers are required in the Comptroller Oftice?

How many FTE Quality Assurance officers are required in the Comptroller Office?

How many FTE Budget Analysts are required in the Comptroller Office?

How many FTE Program Analvsts are required in the Comptrolier Office?

How many FTE Managenient Analysts are required in the Comptroller Office?

or Management Analyst,

How many private offices are required in the Comptroller Section? Do not count Comptroller.
NCOIC/LCPO/LPO. Efficiency Review Officer. Quality Assurance Officer. Budget Analyst. Program Analyst

How many dedicated cubicles are required in the Comptroller Section?

How many FTEs are projected in Main Disuibution. Medical Readiness. Personnel and Comptroller Sectios?
Note: Tlus nfonnation is used to calculate the number of Staff Toilets,

Note to Programmer: Each of the Military Services has structired their healthcare organizations differeutly. Even
within a Service {Army. Navy or Air Force). there may be considerable variety in the way a healthcare unit is
organized. Additionally. the Services use different titles and in many cases the respousibilities. of what may seem to
be equivalent titles. may differ (Deputy Conunand Administration and Administrator). It 1s important for the
Progranuner to understand the Clinic Concept of Operations and the organizational structure of the specific medical
weatment facility. which he or she 1s programming. The “Conunand Suite™ is a good example of the need for the

Progranuner to understand the Chinic Concept of Operations. In some organizations. the MTF s Key Persomnel are

located in thie Conunand Suite. especially in smaller facilities. In other organizations. especially larger ones. the
Key Persomnel are the heads of departments with a mumber of subordinates. In such cases. the Chnic Concept of
Operations may dictate that the Key Personnel are not located mn the “Conunand Suite.” but mstead are located

within their departiment.

NOTE: GP iudicates that a guideplate exists for that particular Rooin Cede.

2.1.5 SPACE CRITERIA:

2.1.5.1 COMMAND SUITE: (in Hospitals, Medical Centers or Freestandiug Clinics)

e . ROOM | AUTHORIZED Iy . ,
FUNCTION CODES NSM NSF PLANNING RANGE/COMMENTS
Comndes OFCo1 | 18.58 200 0-3 ACommszier of a Freestanding Clinic (does
; not include toilet).
Lo Pkt 0O-4 Conunander of a Conpreliensive Healthcare
Conunander as opposed to OFCO01 | 2230 | 240 linic (d R d “; ) U
etk ik of petson ih Clinic (does not include toilet).
e ' OFC02 27.87 250 O-5 Commander {includes closet).
P ) OFC03 29.73 270 O-6 or lugher Commander {(includes and closet).
Toilet TLTU1 4.65 50 Authorized for O-5 or higher Conunanders.
SR : S Per projected Key Personnel requiring an
I\ey l?ex ST R DO OFMO1 13.01 140 executive office (see chait of Key Persowel in
(Clinuc) = 4
paragraph 2.1.2).
CIEC i . Per projected Key Personnel requiring an
Fey P.el Fous Ui iRio s OFMO2 14.86 160 executive office (see chart of Key Personnel in
{(Hospital) i -
paragraph 2.1.2).
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2.1

DoD Space Planning Criteria for Health Facilities
General Administration

2 5 ROOM AUTHORIZED R AT ey
FUNCTION CODES NSM NSE PLANNING RANGE/COMMENTS
. X Coert Per projected Key Personmnel requiring an
pd I?ersonnel. executiveoffice OFMO03 16.72 180 executive office (see chart of Keyv Persorutel i1t
(Medical Center) E
paragraph 2.1.2).
Private Office. Standard Furniture. Per projected
OFAOl 11.18 120 FTE (for personnel other than those listed in
Private Office for other than Chart of Key Personutel 1 paragrapl 2.1.2).
Key Personnel Private Office. Systems Furniture, Per projected
OFAQ2 1 1L 120 FTE (for persommel other than those listed mn
Chart of Key Personniel m paragraph 2.1.2).
Cubicle. Systems Fumirure. Per projected FTE
Administrative Cubicle OFAQ3 5.57 60 requiring a dedicated work space but not a private
office.
Etitive SEcietay witti Per projected F?'E executive secretary in the )
g L i SECO02 11.15 120 Command Section (see Chart of Key Personuel in
Visitor Waiting .
= paragraph 2.1.2).
Location for Command Suite copy machine. fax
Copy Room RPROI 11.15 120 machine. central printer. file cabinet (unsecured)
and supplies.
: e Per projected FTE. Oune per Command Suite with
Cc‘mm}:‘n?d Sluze.Receptxolust SECO02 16.72 180 a qeﬁer-:al officer connnmi)diusz. Waiting area is
with Visitor Waiting fiv . : . .
ve seats plus one handicapped seat.
Conference 1.100111. CRCO1 2787 300 One per Freestanding Clinic or an Ambulatory
Commander’s Surgery Center.
o RO, CRCO1 | 37.16 | 400 | One per Hospital.
Commander’s
Two conference rooms per Command Suite of a
CRCO1 37.16 400 | Medical Center - one at 400 and one at 600 nsf.
Conference Rooins. Note: A 400 nsf conference room can seat
Commander’s approximately 20: a 600 nsf conference room can
CRCO1 55.74 600 | seat approximately 50 (not all seated at the
conference table).
One per Medical Center. 300 seats at S usf per
Anditciitn AUDO1 | 260.12 | 2300 zeat and 15. seats at 25 nsf for h.andicap. 'Incl'u.des
200 nsf for lecteny'stage. Special study required
for larger requirements.
Projector Booth AVBO1 11.15 120 | One per auditoriuny
Minimum of 140 nsf for 10 FTEs on peak shift.
Add 5 nsf for each peak shift FTE over 10.
Command Statf Lounge (GP) SLOOI 13.01 140 | Maximum size 1s 300 nsf without vending
machines and 320 nsf it vending machines are
included.
Minimum, for total Command Suite statf of at
Conunand Staff Toilet TLTU1 4.65 50 least 15. For total staff greater than 15, provide
two toilets.
Command Suite Storage SRSO1 5.57 60 One per Comunand Suite.
Consinand S Eitclen FSNP1 557 60 gll:‘;epel Hospital or Medical Center Command

2.1.5.2 MAIN DISTRIBUTION: (in a Freestanding Clinic. Hospital. or Medical Center)
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2.1

DoD Space Planning Criteria for Health Facilities
General Administration

Correspondence, Distribution 3:37 o0 | ifa Freesfanding Sinic

e MRMBI1 11.15 120 | In a Hospital.

) 16.72 180 | In a Medical Center.
Con:espondence. Receiving. MRRS1 5:57 60 [ In a Freestanding Clinic.

Sorting Area i 11.15 120 | In a Hospital or Medical Center.
Administratve Cubicle OFA03 5.57 60 | Per projected administrative FTE.

2.1.5.3 MEDICAL READINESS (in a Freestanding Clinic. Hospital. or Medical Center)

Secure Storage Room SSSo1 5.57 60 | For secure files and’or safe.
Minunum. For Air Force mobility bags. Army TA-
50 and Navy mobilizarion gear (unit items of issue
Field Equipment Storage SRSO1 11.15 120 | 1.e.. gas mask. etc.) Add 2 nsf for each mdividual
requiring such storage. This can be co-located in
the Logistics warehouse.
Weapons Room varies | Special justification.
OFAO] Private Office. Standard Furniture. See Policies.
Private Office ) 11.1% 120 | paragraph 2.1.3.
OFA02 Private Office. Systems Furniture.
Cubicle. Systems Furniture. One per FTE
Administrative Cubicle OFAO03 587 60 | requiring a dedicated work space but not a private
office.
. 18,58 200 One per Freestanding Clinic. if special justification
Emergency Operations Center ) provided (only MTF on installation).
{EQOC) or a Medical Control CROP1 27.87 300 | One per Hospital.
Cren@4CC), 37.16 400 | One per Medical Center.
Can be part of EOC. For dedicated storage.
Storage area SRSOI 2.78 30 | including a cabinet for comtmnications equipment
and maps.

2.1.5.4 Administrative Support Spaces (in a Freestanding Clinics., Hospital or Medical Center):

Administrative functions/positions can be found in almost all elements of the organization of mulitary healthcare
facilities. for example. a secretary or an administrator in the Department of Surgery. The space criteria for these
admuinistrative support elements are the same and are consolidated in this Chapter of the criteria.

2.1.5.4.1 Space for Administrative Personnel: There are areas for functions. which are cotmmnon for
admimstrative functions within the General Administration Department i.e. Personnel, TRICARE. etc. Each of the
above paragraphs (paragraphs 2.1.5.2 thru 2.1.5.8) may be one person or may be an entwe department with
mumerous administrative personnel. If there are numerous administrative FTEs in a section or department. then use
the following sizing data. An understanding of the Clinic Concept of Operations and the specific organization chart
15 essential as noted m paragraph 2.1.4.
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2.1

DoD Space Planning Criteria for Health Facilities
General Administration

2.1.5.4.1 GENERAL ADMINISTRATIVE PERSONNEL SPACES

) ) OFAO!L 1115 120 Private thce: Standm:d Funn:ure. Per projected
Private Office for other than FTE. See Policies. paragraph 2.1.3.
Key Persounel OFA02 1115 120 Private Office. Systems Furniture. Per projected

FTE. See Policies. paragraph 2.1.3.
OFAQL

NCOIC'LCPO/LPO OFAO2 11.18 120 | Per projected FTE.
Cubicle. Systems Fumniture. Per projected FTE
5.57 60 | requiring a dedicated work space but not a private

Adnnmstrative Cubicle OFA03
. office.

Secretary with Visitor Waiting | SECO1 11.18 120 | Per projected FTE.

2.1.5.4.2 Common Administrative Space. These are areas for functions. which are conunon to eacl of the above
sections or departments and to other clinical and support departments in a health facility. In these cases. conunon
support areas can be shared when the section or department size justifies sharing.

2.1.5.4.2 COMMON ADMINISTRATIVE SPACE (May be shared)

Maximum of 100 usf when additional space 1s
required.

n

File Storage Room FILE1 .57 60

Location for copy machine. fax machine. central
Copy Room RPROI 9.29 100 | printer. tile cabinets (unsecured) and supplies.
For use by this department only.

Provide one per Ambulatory Healtlicare Center.

o 5 A
Copy Room. High Volume Lt e ] (e LEQ Hospital or Medical Center.

Provide one per departiment with between § and
12 FTE officers or officer equivalent personnel.
Note: Departiuients with less than eight officers or
officer equivalent need to share this conference
room with one or more other departiments mtil
there are a combined munimmun of eight officers.
See Chart for Persomuel Equivalents. paragraph
20030

CRAOI 23.23 250

Couference Room within
Adnunistrative Departments

St Y Provide one per departiment or combination of
CRAQ2 | 27.87 300 | departmerntts with 13 to 16 FTE officers or officer
equivalents.
Provide per departinent or combination of
CRAO3 37.16 400 | departments with more than 16 FTE officer
equivalents.
Storage Room SRSO1 5.57 60 One per department.

Provide one 1if there are less than 10 staff in the
Staff Toilet TLTU!L 4.65 50 [ department. For statfing greater than 10 provide 2
unisex toilets.

2.1.5.4.2 COMDMON ADMINISTRATIVE SPACE: Continued (May be shared)
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2.1
DoD Space Planning Criteria for Health Facilities
General Administration

Minimum 140 nsf for 10 FTEs on peak shift. Add

- ’ R 5 nst for each peak shift FTE over 10. Maximun
St Leuige (GE) SLO0L 138 149 size 15 200 nsf without vending machines and 320
nsf if vending machines are mchuded.
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DoD Space Planning Criteria for Health Facilities
Medical Administration

ROOM | AUTHORIZED

NC N NNIN N "OMMEN
FUNCTIO CODES ! | =y PLANNING RANGE/COMDMENTS
2.5.1 PURPOSE AND SCOPE:
This Chapter provides guidance for the planning of Patient Administration in a 1nedical faciliry. Patient

Administration includes TRICARE offices. Admissions & Dispositions. Inpatient and Outpatient Records. and
Transcription.

2.5.2. DEFINITIONS:

Administrative Personnel: Administrative personnel are all personnel who do not counsel. diagnosis. examine or
treat patients, but who do work that is essential for the accomplishment of the missions of a inedical reatment
facility. This does include military (assigned and borrowed). coutract and civilian personnel. It does not inclnde
volunteers.

Admission aud Disposition Clerk: A medical records teclmician. wlio interviews patients being adnutted to the
Hospital or Medical Center and who creates the inpatient record and all documents necessary for tlie admission.

Ambulatory Surgery Records: Ambulatory snrgery records are called “Extended Ambulatory Records™ but are
weated thie same as inpatient records aud stored with inpatient records u1 a hospital or medical center. In a
freestanding clinic with ambulatory surgery service, these records are managed and stored the same as inpatient
records.

Birth Clerk: The birth cletk is responsible for birth related records such as birth certificates and
comuseling/applications for social security numbers.

Cashier: The cashier 1s the person responsible for receiving. holding and disbursing caslt to and from hospital or
Medical Center patients as a result of diagnostic care or treatment.

Decedent Affairs Clerk: Tle decedent affairs clerk is the person responsible for the admnumistrative details
(survivor counseling. paperwork and notifications) incidental to the death of a patient.

Extended Auinbulatorv Records (FAR): Extended Ambulatory Records are the records used to document
ambulatory or “same day” surgery and observation status. These records are treated in the same manner as an
mpatient record and they are kept on file for the same period of time as an inpatient record. Tliey are stored within
the mpatient records rooni. or a similar secure area.

Iupatient Records: Inpatient records exist in lospitals and in clinics (where they keep records of active duty
members admitted to civilian medical treatment facilities). They provide a record of diagnosis and treatment.
Service Regulation and Retention Schedules govern the creation and maintenance of inpatient records. While each
of the three services have their own patient record forms and separate training for patient administration technicians.
who work with records. the recording within records of diseases and procedures is done in accordance with the
Interational Classification of Diseases-9-CM. (See http:/www.icd-9-cm.org).

MEDICARE Eligible: A patient who is 65 years of age or older and is qualified for federal reinbursement for
healthcare.

Office: A private office 1s an enclosed room ontfitted with either standard fumiture (Room Code OFAQ1]) or

systems furniture {Room Code OFA02). An administrative cnbicle 1s within an open room and is constructed ont of
systemn furniture (Room Code OFA03).
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DoD Space Planning Criteria for Health Facilities
Medical Administration

FUNCTION 1?00}1 ALTHORIZED PLANNING RANGE/COMMENTS
CODES m> | nsf

2.5.2. DEFINITIONS: Contiuued

Outpatient Records: Outpatient records provide a record of diagnostic and treatment encounters of ambulatory
patients in the clinic or a hospital or in a freestanding chinic. Outpartient records are maintaimned (filed) separately
from inpatient records and may be kept in a hospital. Medical Center or a fieestanding clinic.

Third Partv Collection: Third party collection 1s that effort to obtain payment for health care services from other
than the patient. The first two parties to a health care encounter are the patient and the provider or the organization.
which the provider represents. The third party (not existitig in all cases) is a payer other than the patienr. Third
Party pavers may be insnrance companies. employers or. in some case. govermumnental agencies.

TRICARE: A Tri-Service managed care program that provides all health care for DoD beneficiaries within a DoD
geographical region It integrates Medical Treatment Facilities (MTF) direct care and TRICARE civilian provider
resources by forming partnerships with military medical personnel and civilian contractors. There is typically both a
military TRICARE Section and a TRICARE Service Center (TSC) run by civilian contractors in every MTE
Planners must review the regional TRICARE contract to determune 1f specific amount of minimum space for the
contractor 1s stated for the TSC. Note: TSC space is not necessarily i the same area as Medical Administration.
Military TRICARE Sections are separate and distinct from TSC's.

2.5.3. POLICIES:

Offices, Private: With the exception of the office provided for “Key Personnel.” all other private offices will be
120 net square feet as stated in Chapter 2.1 (General Administration). paragraph 2.1.5. Private offices will be
provided to following personnel:

a) Staft who must meet with patients/customers on a regular basis and hold private
consultations/discussion.

b) The senior officer and enlisted member of a departient.

¢) Staft who supervise others and must hold frequent. private counseling sessions with their junior statt.
This does not include staff who supervise a very small number of people. and who would only occasionally
need private counseling space. These staff can use available conference rooms or other private areas for
their infrequent counseling needs

d) Any personnel who interview or counsel patients with patient privacy coucerns.

Office. Non-Private o1 Shared Space: Personnel. who require office space. but not a private office. will be
provided space 1 a shared office. Non-private or shared office space will be progranumed at 60 net square feet per
occupant

Patient Records. Patient records in DoD facilities will be created. managed and stored in a manner. which
maiutains patient privacy. Outpatient records will be stored in a single area or may be stored in multiple areas but
they are located in dedicated rooms and kept from other records such as inpatient records. Extended Ambulatory
Records will be kept as mpatient records and will be separate from outpatient records. even if created and stored i1 a
freestanding clinic.
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DoD Space Planning Criteria for Health Facilities
Medical Administration

FUNCTION 1?00.\1‘ At ONAD PLANNING RANGE/COMMENTS
CODES m: | nsf

2.5.3. POLICIES: Continued

Patient Familv Waiting: Supports several functions of the Medical Administrative Sections. Most patients using
these areas will be seen by A&D clerks. Air Evac Clerks. and Special Actions Correspondence cletks. Sizes listed
are for each independent function. These are three independent sectious/offices that may be co-located. Co-location
of these functions could reduce the overall size.

2.5.4. PROGRAM DATA REQUIRED:

Will the facility have a separate Patient Admiuistration function?

Will there be a Cluef of Patient Admunistration?

How many NCOIC/LCPO/LPOs are projected?

How many FTE Medical Records Clerks are projected 1 Patient Adnunistration?

How many FTE Treasurers are projected?

How many FTE Aduussion and Disposition Clerks are projected?

How many FTE Birth Clerks are projected?

How many FTE Patient Advocates are projected?

How many FTE Decedent Affairs Clerks are projected?

How many FTE Benefits Counselors are projected?

How many FTE Medical Board/Disability Board Clerks are projected?

How many FTE Service Liaison Clerks are projected?

How many FTE Third Party Collection Clerks are projected?

How many FTE Aero Medical Evacuation Clerks are projected?

How many FTE Medical Coding Clerks are projected?

How many FTE Medical Statistics and Quality Asswrance Clerks are projected?

How many additional persoiuiel require a private office? Do mclude any persowmel accomted for in tlie above
questions.

How many additional personnel require a dedicated cubicle?

Will Extended Ambulatory Records (EARs) be maintained m Patient Adnunistration?

What 1s the projected Average Daily Patient Load (ADPL)?

How many FTEs ou peak slnft are projected? Note: This information 1s nsed to calculate the munuber of Staff
Toilets and the size of the Staff Lounge.

Will there be vending machines i the Staff L ounge?

Is a TRICARE Service Center (TSC) wathin the facility?

Is a TSC Director projected?

How many FTE TSC secretaries arve projected?

How many FTE TSC staff will require a dedicated cubicle?

How many TSC Patient Interview windows are required?

How many FTE TSC Service Consultants are projected?

Is a Military TRICARE Program office projected?

Is a Military TRICARE Director projected?

Is a Military TRICARE NCOIC/LCPO/LPO piojected?

Is a Military TRICARE Secretary projected?

How many FTE adnumstrative staff requure a dedicated cubicle?

How many Military TRICARE Patient Interview Windows are required?

How many FTE Military TRICARE Consultants are projected?
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DeoD Space Planning Criteria for Health F'acilities
Medical Administration

ROOM | AUTHORIZED

BUNGHION CODES | m* | nsf

PLANNING RANGE/COMDMIENTS

2.5.4. PROGRAM DATA REQUIRED: Continued

Will the facility have inpatient care and. or ambulatory surgery?

How many annual admissions are projected?

How miany annual ambulatory surgery procedures are projected?

Will Inpatient Records use fixed shelving (Yes = fixed, No = moveable shelving)?

How many FTE Inpatient Records Clerks are projected?

How many FTE Medical Records Transcriptionists are projected?

How many inpatient beds are projected?

Will outpatient records be stored in Patient Administration?

How many FTE Outpatient Records Clerks during peak shift will require a dedicated cubicle?

How many FTE Personnel Reliability Program Clerks are projected?

How many outpatient records will be stored in Patient Administration?

How many ontpatient MEDICARE records will be stored in Patient Administration?

Will Ourpatient Records nse fixed shelving (Yes = fixed. No = moveable shelving)?

How many shelves high (5 or 6 will be used in outpatient records?

Will the MTF have a central appointment service?

How many FTE Central Appointment Clerks are projected on peak shift? Note: This information 1s used to
calculate the size of the Staff Lounge within the Central Appointments Section.

How many Red Cross Volunteers work in the MTE?

Is a Red Cross Director projected?

Is a Red Cross Secretary projected?

2.5.5. SPACE CRITERIA (for Hospitals and Medical Centers and for Free-Standing Clinics which maintain
Extended Ammbulatory Records (EAR’S))

2.5.5.1. Patient Administration Office Coordinate the ternis below, since each Service may have Service specific
terminology for various Medical Admunistration functions.

OFAOL 11.15 120 Private office, Standard Fumiture. Per

Chief of Patient Admimstration projected FTE.
OFA02 | 11.15 120 Private office. System Furniture.
. OFA01 .
- g -
NCOIC/LCPO/LPO OFAO> 11.15 120 Per projected FTE.
Medical Records Clerk(s) OFAQ3 5.57 60 Per projected FTE medical records clerks.
Storage Room SRS01 5.57 60 One per Patient Admunistration Office.
Aﬁuussmn-Dlsposmon Interview PAIAL 557 60 Per projected FTE Adnussion‘Disposition
Window Clerk.
Treasurer OFA03 | 5.57 60 Per projected FTE.
Cashier Window CASHI | 5.57 60 Secure room with a payments window
Patient Counseling Room 811::28,1; 11.15 120 One per Patient Administration Office.
] ; - OFAO01 " .
Birth Clerk Office OFAO2 11.15 120 Per projected FTE.
« ] ‘i\’ 11 . - [4 it1 - S f 1«
Patient Advocate Waiting Area WRCO1 | 7.43 &0 Imnnm‘n Add an ﬁddfnoual 40 nst foreach
i FTE patient advocate greater than one.
- = OFAOL .
¢ F. 'OCa 1S 2 .
Patient Advocate Office OFAO2 11.1 120 Per projected FTE
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DoD Space Planning Criteria for Health Facilities
Medical Administration

FUNCTION ROO‘“. AUVHORIZED PLANNING RANGE/COMMENTS
CODES | m' | usf
2.5.5.1. Patient Administration Office: Continited
Decedent Affairs Office 85:8; 11.15 120 Per projected FTE.
Benefits Counselor Office 811::28; 11.15 120 Per projected FTE.
Partient Baggage Storage SRPB! [ 11.15 120 Secure room for patient luggage
Medicgl BoardiDisability Bemrd o | gpagn | 552 | 60 | Peipeojecied ETE,
Phvsical Evaluation )
OFAOL Mmimum. If FTE greater than nwo. provide 60
nsf for each addinonal (Army. Navy. Air
Service Liaison Office 11.15 120 Force. and Marine Corps) Service
OFA02 representative attached to the Hospital or
Medical Center.
Third Party Collection Clerk(s) OFA03 5.57 60 Per projected FTE.
Aero-Medical Evacuation Clerk(s) OFA03 5.57 60 Per projected FTE.
Record Coding Room MRWKI1 | 11.15 120 Mini‘mum. ‘.de A a_dd'ition{\l o nsf: i
medical coding clerk greater than two.
Medical Statisti‘cs and Quality MRWEKI | 11.15 120 Miuutmng. .Ad'd an additional 60 usf per cletk
Assurance Section greater than two.
OFAOL Ome per projected FTE requiring a private
office. See Chapter 2.1 (General
Adnunistration). paragraph 2.1.3. Do not
Private Office OFA0> 11.15 120 include Department Chief.
T NCOIC/LCPO/LPO. Birth Clerks. Patient
Advocates. Decedent Affairs Clerks. Benefits
Couuselors. and Service Liaisons.
Per projected FTE requiring a dedicated work
-space but not a private office. See Chapter
2.1. paragraph 2.1.3. Do not include Medical
Administrative Cubicles OFA03 5.56 60 Records Clerks. Treasurer. Cashiers. Medical
Board/Disability Board/Evaluation Clerks.
Third Party Collection Clerks. and Aero
Medical Evacuation Clerks.
Mininmm 140 nsf for 10 FTEs on peak shift.
Add 5 nsf for each peak shift FTE over 10.
Staff Lounge SL001 13.01 140 Maximum size 1s 300 nsf without veuding
machines and 320 nsf if vending machines are
included.
- For freestanding clinic. that maintains EARs.
9.29 100 -
Maxinmn.
Patient / Family Waiting. WRCOL1 | 18.58 200 for h'ospitals LR T
inpatients.
3716 400 Fo'r hcl)spitafls with more than 100 average
daily inpatients.
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DoD Space Planning Criteria for Health Facilities
Medical Administration

FUNCTION

ROOM
CODES

AUTHORIZED

m* | nsf

PLANNING RANGE/COMMENTS

2.5.5.2. TRICARE Service Center

SC) (in freestanding Clinics. Hospitals. and Medical Centers) Planner must

review the regional TRICARE contract to determine if specific mininnun space requirements exist (minimun
amount of space that the government is required to provide the contractor).

. OFAO01 :
A : ; g .15 2 :
TSC Director Office OFAG2 11.1 120 | Per projected FTE
Secretary Wy Visitor Waiting SECO1 11.15 120 | Per projected FTE.
Administrative Cubicle owa0y | 557 | o | D peejected TSCisatl thatrequiten
dedicated cubicle.
Formw: Literature Storage SRS01 5.97 60 One per TSC.
. 8 . Minimuumn of two. One per statfed window.
- W . o
TSC Patient Interview Window PAIAL S 60 May be shared with Military TRICARE.
OFA01 Per projected FTE TRICARE Service
TSC Service Consultant Office 11.15 120 | Consultant. Examples — Benefits Advisors,
OFA02 e Y
Nurse Managers. Utilization Managers. etc.
. Minimum. Provide two seats at 16 nsf each
4 "ed S 5.87 -
TSC Waiting Area WRCOL 557 60 for each FTE TSC Service Consultant.
TSC Receptiony’ Information RECP3 11.15 120 | Combine with waiting area.

2.5.5.3. Militarv TRICARE (in fieestanding Clinics. Hospitals. aud Medical Centers)
TRICARE Director Office 8528 ,l, EELS 120 | Per projected FTE.
NCOIC/LCPO/LPO Office OF 0 11.15 120 Per projected FTE
) OFAO02 . i )
Secretary w7 Visitor Waiting SECO1 11.15 120 | Per projected FTE.
Administrative Cubicle OFx03: | $557 [ o | DT Proesied Militany TRICARE Statf thet
require a dedicated cubicle.
Forms: Literature Storage SRSO1 5.57 60 One per Military TRICARE.
Minimum of two. One per statfed window.
Patient Interview Window PATIAL 5.57 60 May be shared with TRICARE Service
Center.
OFAO1 Per projected FTE Military TRICARE
TRICARE Cousultant(s) Office Rl Nipp fis e Conniia B tiplen B
OFA02 Advisors. Nurse Managers. Utilization
Managers. etc.
Miminmum. Provide rwo seats at 16 nsf each
TRICARE Waiting Area WRCO1 5.597 60 for each FTE Military TRICARE Service
Consultant.
TRICARE Reception RECP3 7.43 80 Combine with waiting area.
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DoD Space Planning Criteria for Health Facilities

Medical Administration

FUNCTION

ROOM | AUTHORIZED
CODES | m! | usf

PLANNING RANGE/COMMENTS

2.5.5.4 1upatient Records (in Hospitals aud Medical Center and Clitics with Ambulatory Surgery Service)

Mininmun. Fixed Shelving. See tormula

ol below in para. 2.5.5.7
Inpatient Records File Room 18.58 200 o para. =, 0 =
Minimuun. Moveable Shelving. See forinula
MRSO02 ; o =
below in para. 2.5.5.7
MRSO1 Mininum. See formula in para. 2.5.5.7. tor
: . . . a4
Ambulatory Surgery Records NRS02 9.29 100 Tupatient Records

Records/ Air Evacuation Work

MRWEK1 | 18.58 200 One per records room. Includes copy

Room

Area machine.

Admission and Discharge (A&D) One “privacy bootl™ per projected FTE
< : 5.5

Cubicle BAIN A &0 A&D Clerk.

Patient Record Clerks OFA03 5.57 60 Per projected FTE.

Medical Records Transcription MRTO1 557 60 Per projeciod FTE.

Physician Work Roomn

Minimum for a facility with less than 50
WRCH1 | 11.15 120 beds. Increase to 180 nstif MTF has greater
than 50 iupatient beds.

2.5.5.5. Qutpatient Records (i1 auy Medical Treatment Facility)

Records Window

One per Outpatient Records area for the
dispensing’collection of records. Area may
RECP1 5.57 60 be distributed inside aud ourside of the
records area window. This space can be
deceutralized 1o the Primary Care Clinic.

NCOIC/LCPO/LPO Office

QOFAO01 Per projected FTE. This space can be

11.15 120 e ; i
OFAO02 decentralized to the Primary Care Clinic.

Record Clerk Cubicle

Miniimun. 40 nsf per Medical Records clerk
during peak staffing shitt. This accounts for
OFA03 5.57 60 large facilities that run several shifts in this
area. Tlus space can be deceutralized to the
Primary Care Clinic.

Personnel Reliability Program
(PRP) Office

Per projected FTE PRP clerk. Tlus space cau

AO3 5 . - F
i i b be decentralized to the Primary Care Clinic.

Outpatient Records Storage

Fixed Shelving. Minimum. If outpatient
records are stored in Patient Administration.

N : :
a0l 11.15 120 see formula 1 para. 2.5.5.7. This space can
be decentralized to the Primary Care Clinic.
MRS02 Movable Shelving. See above.
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DoD Space Planning Criteria for Health Facilities

Medical Administration

FUNCTION

ROOM | AUTHORIZED
CODES m' | nsf

PLANNING RANGE/COVMDMIENTS

2.5.5.6, Central Appointinents Office.

(In any Medical Treatment Facility with a Central Appointment staff)

Central Appointments Director

OFA01 Per Central Appointnent Office.

Office

SFam | B1-¥5 | 120

Central Appomunents Clerk
Cubicle

Per projected FTE Central Appointment
Clerk on peak shift. Tlis accounts for large
facilities that run more than one appointunent
shift.

OFAO03

Iz
]

1
D
<

Central Appointments Staff
Lounge

Mmimum. Only for areas with eight or more
SLOO1 9.29 100 clerks. Add 5 nsf for each five clerks over
10.

2.5.5.7 Red Cross

Waiting

Red Cross Director 811::8_1, 13.01 | 140 Per projected FTE Red Cross Director.
Red Crasg Searclary W Vusgior SECO01 11.15 | 120 Per projected FTE secretary.

Volunteer Staff Lounge

Provide one Red Cross lounge when

SLOO1 13.01 | 140
volunteer count exceeds ten.

Voluuteer Statf Personal Property
Locker

Mininmm. Provide wwo mnst for every
LROOL 1.86 20 projected voluiteer on duty at oue tiue i
excess of ten. Maximum of 100 nsf.
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2.5.5.8 Formulas.

Note: Concersiing all records storage areas: If a high-densin: file storage syvsten (space saver) is planned. the net

sguare foorage may: be rediced by 44.8%,

Formmlas for Patienr Records Storage Areas:

Formulas for Inpatient Records and Extended Ambulatory Records Storage Areas:

Inpatient/EAR Records: NSF = (annual admissions) X (maxinmm year records are retained factor) N
(inches of records per admission) X (0.055 NSF)

Note: Becanse measmrement of these records is based on an actnal measurement of records on hand, there is
nor a regnirement to calculate MEDICARE eligible records separately.

STEPS.

1.

k)

fao

Project the number of admissions and ambnlatoiy surgeiy procedwres in medical facilin: annnallv.
Determine the mmmber of vears this facilinv will retain active records and apply the appropriate
Jacior:

Factor = 3, if not required to maintain records for nvo yvears.

Facror = 6, if required to maintain records for five vears.

NOTE: As a rule medical centers retain records for five yvears and other hospitals retain

records for nvo vears.

Calenlare the inches of record per admission, often a fraction of an inch. Connt the munber of
inpatent records in a npical sample of 36 inches of records (4 foor - 2 inchess of records. This is
a measure of the thickness of the records. The fiftv inches of records vwwould be 30 inches if staked
on rop of each other. Divide 50 inches by the munber of records in the stack 50 inches high - i.e.
von will arrive ar average thickness of a record (inches per record).
0.035 is a conversion factor (sqnare foot per inci, whicl converrs inches of records into square
feer of floor space needed to store the records in shelving that is 3 feet wide and 6 shelf nnits high
and includes the aisle space 1o file and retrieve recoids.
Insert the appropriate mnnbers and faciors in the fornmla and calenlate the required net square
feet (nsf).

Note: Inactive records are sent to the National Treannent Records Center.
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Formnla for Ouitpatieni Records Storage Areas:

Note: Concerning all records storage areas: If a high-densiiy file storage systent (space saver) is planned, the net

saqucre footage mav be redirced by 44.8%,

Outpatient Records Room: NSF = (projected number of records} / (linear feet conversion factor) X (0.06
square feet per linear feet, shelf factor)

Nore: This formuda must be calenlared separately for MEDICARE eligible patienrs and for non-MEDICARE
eligible patients using a different linear feet conversion factor and different projected numbers of
records.

STEPS:

1.

Aoty

L

o M S

From the beneficiaiy population ro be seived, project the number of 1on-MEDICARE eligible
parient records thar require file space.

Use a [mear feet conversion factor of 16 records per litear foot for non-MEDICARE patients.
Inserr the appropriare manbers anud calculare the formiias.

If the MTF is providing care to MEDICARE eligible patienss. then also caiculare additional space
using the same formula as follows.

From the beneficiary population to be served, praoject the number of MEDICARE eligible parient
records that require file space.

Use a linear feet comversion factor of 8 records per linear foor.

Insert the appropriate numbers and calculate the fornulas.

Combine the NSF of space required for MEDICARE and non-MEDICARE eligible parients to
obrain the rotal omrparient files storage area required.
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3.18
DoD Space Planning Criteria for Health Facilities

Mental Health
Room | .AUTHORIZED
FUNCTION & 3 PLANNING RANGE/COMMENTS
Code n nsf

3.23.1. PURPOSE AND SCOPE: This Chapter provides guidance for the planuing of military mental hiealth.
social work. and substance abuse areas in medical facilities. This area is under revision. However. it has the basics
tor a clinic.

3.23.2. DEFINITIONS:

Administrative Personnel: Administrative personnel are all personnel who do not counsel. diagnosis. examine or
treat patients. but who do work that is essential for the accomplishiment of the missions of a medical weatment
facility. This does include military (assigned and borrowed). contract and civilian personnel. It does not include
volunteers.

Full-Time Equivalent (FTE): A work force equivalent to one individual working full time for a specific period.
which mnay be made up of several part-tune individuals or one full-time individual. This will include everyone
working in the facility: military. civilian and conwactor personnel.

Office: A private office is an enclosed room outfitted with either standard fuminure (Room Code OFA01) or
systems furniture (Room Code OFA02). An adnuuistrative cubicle is within an open roon and is constructed out of
systein furninure (Room Code OFAQ03).

Provider: An individual. who examines. diagnoses. treats, prescribes medication and mauages the care of patients
within his or her scope of practice as established by the goveming body of a healthcare organization. General
providers are physicians. physician's assistants and clinical nurse practitioners. The term ‘statf physician” i relation
to a Residency Prograny. does not include physician assistants. nurse practitioners or residents.

3.23.3. POLICIES:

Offices. Private: With the exception of the office provided for “Key Personnel.” all other private offices will be
120 net square feet as stated in Chapter 2.1 (General Administration). paragraph 2.1.5. Private offices will be
provided to following personnel:

a) Staff who must meet with patients/customers on a regular basis and hold private
consultations/discussion.

b) The szenior officer and enlisted member of a departinent.

¢} Staff who supervise others and must hold frequent. private counseling sessions with their junior staff.
This does not include staff who supervise a very small number of people. and who would only occasionally
need private counseling space. These staff can use available conference rooms or other private areas for
their infrequent counseling needs

d) Any persomnel who interview or counsel patients with patient privacy concerns.

Office, Non-Private or Shared Space: Persounel. who require office space. but not a private office, will be
provided space in a shared office. Non-private or shared office space will be programnmed at 60 net square feet per
occupant

Providers® Offices: Generally. each provider (physician. physician's assistant, clinical nurse practitioner. and allied
scientist) on the staff will be provided a private office (excluded offices are provided under other criteria. such as
Radiologists. Pathologists. Anesthesiologists. Conunanders. etc.). However. shared office space is encouraged and
is an option 1t 1t 1s witlin the Clinic Concept of Operations.
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3.18
DoD Space Planning Criteria for Health Facilities
Mental Health

Room | AUTHORIZED

FUNCTION B PLANNING RANGE/COMMENTS
Code m usf

3.23.4. PROGRAM DATA REQUIRED:

How many FTE psvchiatrists are projected?

How many FTE psychologists are projected?

How many FTE nurse practitioners are projected?

How many FTE nurse clinicians are projected? Note: Acts as a ‘provider’.

How many FTE social workers?

How manyv FTE mental liealth rechnicians are projected?

How many FTE NCOIC/LCPO/LPO are projected?

How many FTE officers or officer equivalents are projected? Note: This informationt is used to calculate tlie size
of the Conference Room. See Chapter 2.1 (General Administration). paragraph 2.1.2 for Personnel Equivalents
Chart.

How many FTE staff will require a private office? Note: Do not count providers. nurse muanagers, advice muses,
or NCOIC/LCPO/LPOs.

How many FTE staff will require a cubicle? Note: Do not include providers or nursing staff

How many staff will require a locker? Note: Do not include staff with offices or cubicles.

How many FTEs on peak shift are projected? Note: This information is used to calculate the nuuber of Staff
Toilets and the size of the Staff Lounge.

Will a play waiting area be required?

‘Will biofeedback be performed in the clinic?

Is a Clhild Psychiatry/Psychology Program projected?

Will psycliological testing be performed in clinic?

Will patient records use fixed shelving?

How many patient records will be stored 1n tlus clinic?

How many slelves high (5 or 6) will be used?

How MEDICARE records are stored in this clinic?

Will there be vending machines in the Staff Lounge?

3.23.5. SPACE CRITERIA:

NOTE: GP indicates that a guideplate exists for that pasticular Room Code.

[RECEPTION AREAS

Muunuuu. Provide three seats per each
projected FTE provider. Provide 16 nsf for 95%
of the seats and 25 nsf for 5% of the seats
(handicapped waitinig).

Clinic Waiting WRCO1

h
n
)

60

One per cluuc. if in Clitne Concept of

Play Waiting (GP) PLAY1 9.29 100 5
Operations.

Mininmum. Provide 140 nsf for the first eight
Reception (GP) RECP1 13.01 |l140 providers. Increase 60 usf for each increment of
four providers over the initial eiglt providers.

ISpace will be provided in the Common Areas.

abte Botlet Pl Rt i See Chapter 6.1 (Conunon Areas).
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3.18

DoD Space Planning Criteria for Health Facilities
Mental Health

A . Room | AUTHORIZED . i i
FUNCTION P PLANNING RANGE/COMMENTS
Code m nusf
[PATIENT AREAS
Psvchiatrist Office OFDC1 | 13.01 | 140 One per projected FTE psychiatrist.
Psychologist Office OFDC1L | 13.01 | 140 One per projected FTE psychologist.
Nurse Practitioner Office OFDC1 | 13.01 | 140 Onar ol o] eclted E1Bnusepragtitioner
counseling patients.
Nwrse Clinician Office OFDC1 | 13.01 | 140 One per projected FTE nusse clinician.
Social Worker Office OFDCl [ 1301 | 140 One per projected FTE social worker.
OFAO1 Pn'\.'ate Office. Standard Fumniture - One per
Mental Health Technician Office B 11.15 | 120 projected FTE Mental Health techmcian
OFA02 Private Office. System Fumiture
One per clinic with less than or equal to three
Gronp Therdpy opmul | 1558 | 200 p_s.ychimx:ist §,<'1)S}fcl.lologists.. TT\.\'o per clinie
with more than tliree psycliatrists/
psychologists.
Biofeedback Room OPMHS3 | 1394 | 150 If in Clinic Concept of Operations.
One per clinic with child
Child Play Observation OPMH4 | 11.15 | 120 psychiatry/psychology program. For
additional rooms. individual study required.
Psychological Testing OPMH?2 | 9.29 100 If in Clinic Concept of Operations.
[STAFF AND ADMINISTRATIVE AREAS |
OFAOL Pri.\'me Office. Standard Furniture - One per
NCOIC/LCPO/LPO Office 1115|120 rojected FTE NCOIC/LCPO/LPO.
OFA02 Private Office. System Fumniture
Private Office. Standard Fumiture - One per
. - IOFAO1L projected FTE requiring a private office but is
Private Office 1115 1120 not counseling pauents.
IOFAQ2 Private Office. System Fumiture
Per projected FTE requining a dedicated work -
Administrative Cubicle IOFA03  [5.57 60 space but not a private office. See Chapter 2.1
{ General Administration).
NRSO1 MMinimum. Fixed shelving. See Chapter 2.5
Records Storage I 1115 120 (}s-.Iefiical Adnunistration) f:or increase in size.
= s ¥ B - 8§
NMRSO2 f\hml}uun. l\fc.r\ ftble s)hc:l\ ing. See C hftptgx 2.5
(Medical Adnunmistration) for increase in size.
Copy Room RPROL 9.29 100 [For Copier/Fax/Mailbox distribution.
Forms/Literature Storage ISRSO1 9.29 100 iOne per clinic.
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3.18
DoD Space Planning Criteria for Health Facilities

Mental Health
Room | AUTHORIZED
FUNCTION 3 PLANNING RANGE/COMDMIENTS
Code m nsf

I[STAFF AND ADMINISTRATIVE AREAS Continued |

Mininnnn use CRAO1. One per Departinent
with eiglit to nwelve officers or officer
lequivalents.  See Chapter 2.1 (General
Adnunistration). paragraph 2.1.2 for Persounel
Couference Room (GP) [Equivalent Chart.

One per Department with thirteen to sixteen
CRAO2 s ARl
lofficers or officer equivalents.
crRAG:  B7.16 oo One per Departutent “.’"h greater than sixteen
officers or officer equivalents.
Minimmun 140 nsf for 10 FTEs on peak shift.
IAdd 5 nsf for each peak shift FTE over 10.
Staft Lounge (GP) SLOOL 13.01 140 Maximum size is 300 nsf without vending
iachines and 320 nsf if vending machines are
lincluded.
NMintmumn one for first 15 FTEs on peak shift.
IAdd one TLTU1 for eacli additional 15 FTEs on
peak shift: can be combined mto multi-stall
roilets.

ICRAO1L

| ]
s
W
s
|53
n
<

T3
n

1
(7
=g
(=

Staff Toilets (GP) TLTUL H4.65 50
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Psvchiatric Units
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4.6

Room |AUTHORIZED

BENCEIOR Code m- [ nsf

PLANNING RANGE/COMMENTS

4.6: Psychiatric units do not usually require isolation roomns.
4.6.1 DEFINITIONS:

Administrative Persounel: Achninistrative persotutel are all personnel who do not counsel. diagnosis.
exaumnue or treat patients, but who do work that is essential for the accomplishment of the missions of a
medical treatmenn facility. This does include inilitary (assigned and borrowed). contract and civilian
personnel. It does not include volunteers.

Office: A private office is an enclosed room outfitted with either standard furniture (Roon: Code OFAO01)
or systems furniture (Room Code OFA02). An administrative cubicle is withinn an open room and is
constructed out of system furniture (Room Code OFA03).

Provider: An individual. who examines. diagnoses, rmreats. prescribes medication and nianages the care of
patients within his or her scope of practice as established by the governing body of a healtlicare
organization. For the purposes of this chapter. providers are psychiatrists. psychologists. social workers.
psychiatric nurse practitioners and psychiatiic technicians.

4.6.2 POLICIES:

Offices. Private: With the exceprion of the office provided for “Key Personnel.” all otlier private offices
will be 120 net square feet as stated in Chapter 2.1 (General Adnunistration). paragraph 2.1.5. Private
offices will be provided to following personiel:

a) Staff who must meet with patients/customers on a regular basis and hold private
cousulrations/discussion.

b) The senior officer and enlisted member of a department.

¢) Staff who supervise others and must hold fiequent. private counseling sessions with their junior
statf. This does not include staff who supervise a very small iumber of people. and who would
only occasionally need private counseling space. These staff can use available conference rooms
or othier private areas for their infrequent counseling needs

d) Any personnel who interview or counsel patients with patient privacy concems.

Office. Non-Private or Shared Space: Personnel, who require office space. but not a private office, will
be provided space in a shared office. Nou-private or shared office space will be programnied at 60 net
square feet per occupant.

Provider: An individual. who examines. diagnoses. treats. prescribes medication and manages tle care of
patients within his or her scope of practice as established by the goveming body of a healthcare
organization. For the purposes of this chapter. providers are psychiamists. psychologists. social workers.
psychiatric nurse practitioners and psychiamic techniciaus.

| INPATIENT BEDROOMS

Psych. Bedroom 1| Bed BRNP! | 17.19 185
Psych Bedroom 2 Bed BRNP2 | 26.01 280
Psych Seclusion Bedroom BRNPS | 13.01 140
Psych Seclusion. Anteroom BRN\P6 | 5.57 60
Toilet - Psychiatric TLTP1 | 5.57 60
Toilet'Shower - Psychuatric TLTP3 | 5.57 60 One per inpatient bed
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4.6

DoD Space Planning Criteria for Health Facilities

Psvchiatric Units

FUNCTION

Rooimn
Code

ORIZED

AUTH
e

nsf

PLANNING RANGE/COMMENTS

NURSING/ADMINISTRATIVE AREAS (PER NURSING UNIT) ]

Mintmum. for the first 6 beds. Add = nsf for

s e S 159 each bed over 6. One per uait

Central Monitor Server CMPO2 | 5.57 col |- =ioe powiedificepitatinoHE g s
required for telemetry. patient monitors. ete.

Treatment room (GP) TRGM1 | 16.26 175 One per unit. For minor procedures.

Medication Preparation MEDP1 | 9.29 100 One per unit

Nouwrishment Center (GP) NCWDI1| 9.29 100 Onmne per unit

Nurse Workroom WRCHI1| 11.15 120 One per unit

Conference / Report Room CRAO1 | 18.58 200 One per unit

Plivsicians” Charting / Dictation WRCH1| 7.43 80 One per unit

On-Call Room (GP) DUTY1 | 11.18 120 If required

On Call Toilet & Shower TLTS1 | 5.57 60 One per On-Call room

Kitchen OTDL1 | 11.15 120 One per unit

Group Activity Room DAYRI | 23.23 250 | Min. One per unit an 10nsf for each bed over 10

Group Therapyv OPMHI1 | 23.23 250 Min. One per unit an 10nsf for each bed over 10

it Superifor s Ofcs OFA0Ol | 11.15 120 Pr%\'ate of{xce. standard ﬁnjnitlu'e: One per unit

i OFA02 | 11.15 120 Private office. system fiuniture

NCOIC/LCPO/LPO Office OFA01/2] 11.1% 120 One per unit

Private Office OFAQ01/2] 11.15 120 For authorized FTE

Administrative work area OFA03 | 5.57 60 Cubicles for authorized FTE

| SUPPORT AREAS (PER NURSING UNIT)

Staff Lounge SLOO1 | 13.01 140 One per unit

Staff Toilets varies | See Chapter 6.1 (Common Areas).

Staff Locker LROO1 varies | See Chapter 6.1 (Conunon Areas).

Clean Supply ucerLt | 1115 120 Minimum, for the first 12 beds. Add $ nsf per
bed over 12.

Soiled Utlity USCL1 | 9.29 100 One per wiit

Clean Linen UCCLI | 5.57 60 One per unit

Equipment Storage SRSE1 | 9.29 100 One per unit

Patient property storage SRPB1 | 3.72 40 One per unit

Crash cart storage RCAO1 | 3.72 40 One per unit

Stretcher and Wheelchair Storage SRLWI1 | 743 80 One per unit
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6.1

DoD Space Planning Criteria for Health Facilities
6.1 Common Areas

6.1.1. PURPOSE AND SCOPE:

This section provides guidance for the space planning criteria for the conunon areas in DoD medical facilities. This
includes lobbies. vending areas. toilets, central changing locker rooms and janitor closets.

6.1.2. DEFINITIONS:

Automated Teller Machine (ATM): An automated machine typically associated witli a specific bank that has a
contract on the base or post to provide a banking service where patrons can withdraw nioney forin their account.

Diaper Changing Area: A fold-down table required in all public toilets in the waiting areas and patient toilets
within the clinic area in the emergency departinent. primary care aud pediatric clinics. and women'’s health.

Exchange Service: Retail outlets and services shops operated directly by. or under contract to. the excliange service
of eitlier the Anmny. Air Forces or by the Navy.

Entry: The door(s) and the exterior portion of the access to a medical reatment facility. This will include a
covering to shelter people from the weather while waiting for vehicle pick-up.

Ewnplovee Comuit: The number of FTE employees used in determining phumbing fixtures. lockers or lontige areas.
Unless specifically noted otlierwise. the number of employees used should be during the peak shift.

Fnll-Time Equivalent (FTE): A work force equivalent to one mdividual working full time for a specific period.
which may be made up of several part-timne individuals or one full-time individual. This will include all mulitary.
civilian and contractor personnel workmg in the facility.

Janitor Closets: A janitor closet 1s to be used prinarily by the housekeeping staff. either an in-house or a coutracted
service staff member. This room should include a service sink. shelving for a limited amount of housekeeping
supplies. and floor space for liousekeeping equipment. such as a vacuum cleauer and/or mnop bucket. Verify the
specific contractor requirentent if a coutracted service group is employed. These closets will be distributed
throughout the hospital. one per 10.000 nsf. Tu addition to thiese distributed jauitor closets tliere are janitor closets
dedicated to a specific function. Several departments can share oue janitor closet. as long as the area of all the
departments does not exceed 10.000 nsf.

Lobby: The anteroom of the building through which most visitors/patients enter and depart the medical weatment
facility. American Institute of Architects” Guidelme for Design and Construction of Hospital and Health Care
Facilities. requires that lobbies include: a counter or desk for reception and information. public waiting area(s).
public toilet facilities. public telephones and drinking fountain(s).

Patient Toilet: This is a toilet that is intended for the use of any patient in a dedicated area or departinent and is
located beyond the public area or public corridor.

Public Toilet: This is a toilet that is intended for the use of anyone in the facility and is located in a public area or
off a public cormridor.

Public Telephone: This ncludes pay phones and auy other pliones. usually with local call access. that are intended
for the use of patients aud visitors to the medical treatmeur facility

Staff Lounge: This is a room intended as a break area for the workers in their working area (¢clinic. section. service.
ete.) It will have a microwave. sink area. table and chairs. The staff lounge must be provided with a sink. In very
large deparnnents. it mmay include vending machines. Wlere a staff lounge will serve less thau 10 employees during
the peak-staffed shift. every effort will be made to comubine ilie lounges from two or more adjacent clinics.
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6.1

DoD Space Planning Criteria for Health Facilities
6.1 Comimon Areas

Staff Toilet: This is a toilet that is intended for the use of the personnel that work in the area. 1.e. not for public use.
Staff toilets should not as a rule. be located comventent to the public.

Staff Changing I.ocker Room: This is an area. which includes lockers. for staft personnel to work out/change
clothes while at work. This area will be adjacent to a shower area aud toilet facilities. This is au addition to tle
dedicated requireineuts for specific departments. 1.e. surgery. labor and delivery. etc.

Staff Personal Property Locker Area: Tlus is a locker area for staff persounel. who do not have an office or a
dedicated cubicle. to secure thielr persoual items while at work.

Vestibule: A passageway comnecting the outside to the iuterior of the building. This 1s intended to provide a
transition from the exterior to the interior and visa versa. This is also intended to provide a buffer from wind and
weather.

6.1.3. POLICIES/FORMULAS:

Each Departinent. Service or Clinic of a medical reatmeur facility will be provided with adequate toilet. lounge aud
locker facilities. An adequate number of toilets will be provided in appropriate locations to provide facihities to
handicapped persons in accordance with the Americaus witlt Disabilities Act (ADA).

Public Telephones: Publicly accessible telephoues shiould generally be located in the following areas of tlie
facility: main lobbies. pharmacy. emnergency departiment. labor aud delivery waiting area. ICU waiting area. and
surgery waiting area.

Plumbiug Fixtures: MIL-HDBK-1003/1 has adopted the Interuational Plumbing Code (IPC) 2000, with certain
amendments. The following forinulas (which are based on MIL-HDBXK-1003/1) will be used to determne the
number of fixtures. A fixrure 1s a water closet. lavatory. or urinal. These formulas determiue thie number of water
closets. Determiute the nuunber of water closets and add space for an equal imunber of lavatories. In a male wulti-
stall batlwoom up to 34%o of water closets may be subsrtituted with urinals.

Patient toilets within a clinic: These toilets are addressed 1 tlie individual sections tliat require patient toilets.
Provide one i1f more than three providers are assigited to thie departinent. Provide two if mnore than nine providers
are assigned to the department. Provide three if more than 16 providers are assigued to tlie department. Provide a
maxium inuuber of three water closets within a single department.

NOTE *THE FOLLOWING PUBLIC RESTROOM FORMULA IS CONSIDERED DRAFT GUIDANCE
AND SHOULD NOT BE CONSIDERED FIRM CRITERIA™

Public Restrooms: Public restrooms will be distributed throughout the facility in waiting areas and other public
areas. This can be separated into single unisex toilets or large multi-stall toilets duriug design dependeut on the
pliysical lavout of thie medical treatinent facility.

Qutpatient visits less thau 100.000 annually:
Outpatient visits year / 230 workdays year / 20 +[1 toilets per 16 iupatient beds*] = total number of public toilets**

Outpatient visits between 100.000 and 350.000 ammually:
Outpatient visits year / 250 workdays year / 40 +[1 toilets per 16 inpatient beds*]= total number of public toilets**

Outpatient visits niore than 350.000 annually:
Ourtpatient visits year / 250 workdays vear / 60 +[1 toilets per 16 iupatient beds*]= total number of public toilets**
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6.1

DoD Space Planning Criteria for Health Facilities
6.1 Common Areas

* Wlien dividing the number of inpatient beds by 16. add one water closet and lavatory if the remainder is greater
than 0.5,

**When determining the total number of toilets for a facility always add one water closet and lavatory if the
remainder is greater than 0.1.

NOTE: When determine the space required. ensure the lavatories are added i1 equal number. If the male bathroom
has a multi-stall. up to 34%6 of all water closets may be substitared with uninals.

Staff Toilets: Provide one water closet and one lavatory if there are 10 or more staff within department. otherwise
combine departnents and centrally locate the staff toilets. Provide one water closet and one lavatory per 15 staff.
When dividing the total nunber of staff by 15 to determine the rotal number of water closets. add one water
closet/lavatory if remainder is greater than 0.5 Divide the total number of total water closets mto 50% male and
50% female. If the male bathroom has a multi-stall. up to 34%5 of all water closets may be substituted with urinals.

Drinking fountains: Drinking fountams should ro7 be located within restrooms. Provide one drinking fowitain set
(one standard and one accessible) per 100 staff. and distribute throughout the facility. For multi-tloored facilities.
minimun one fountain per tloor.

Locker Rooms: In general. locker room space will be consolidated into a central locker room facility for staff
exercise programs. separated from patient areas. with appropriate water closet and facilities. They can be distributed
tlwroughout a medium or large facility if necessary. A stand-alone facility without patient visits are authorized a
small central locker room and inay be increased with justification. The following chart will be used to determine
nunber of fixtures:

260 nunimum for one shower (TLTS1). one toilet (TLTU1). and 20 half-size lockers (LR002). Add 30 nsf per
additional toilet, 6.5 nsf for locker and 30 per shower.

Facility Size \Vatevr closefs Showers Lockers (1/2 size)
/Lavatories
Small (:100.000 annual
outpatient visits)
Medium (between
100.000 and 350.000 66 6 40
annual outpatient Visits)
Large (>350.000 annual ,
outpatient visits) 10710 10 60

272 2 20

Personal Property Locker Areas: In general. personal property locker area space will be provided in departiments
when some of the staff does not have dedicated workspace. Provide one locker per employee during peak shift that
does not have a private office or dedicated cubicle. See individual departiment criteria.

Last Updated: 27 October 2006 Chapter 5.08 Page 3 of 7 (GP) — Guideplate Available




EACH Inpt Psych 108

6.1

DoD Space Planning Criteria for Health Facilities
6.1 Common Areas

6.1.4. PROGRAM DATA REQUIRED:

How many outpatient visits are projected?

How many inpatient beds are projected?

Will there be AAFES/NEX facilities within the MTF?

Is an exchange retail store or gift shop projected?

Is a food service {coffee shop or fast food shop) projected?

Is a banking facility projected?

Is a blind vendor area projected?

Is a flower shop projected?

Is a barber shop projected?

Is a beauty shop projected?

Is an ATM projected?

6.1.5. SPACE CRITERIA:

AUTHORIZED
FUNCTION Ié‘; o PLANNING RANGE/COMMENTS
' n’ I nsf |
The lobby area includes public telephones. water fowurtaings). wheelchair
LOBBIES \ e 4
storage alcove. and building directories.
Small (<100.000 amual outpatient visits)
200 | *Note: for facilities without patient visits
v ) o provide 200 nsf. increase with justfication
Free Standing Clinic Lobby LOBOL | 18.58 400 Medium (between 100.000 and 350.000 anmual
outpatient visits) !
600 | Large (350.000 annual outpatient visits) |
200 Small (<100.000 annual outpatient visits) ‘
g 1 i & 3 A ‘
Hospiial Liably LOBOL | 1s.58 600 Medm}n (b?_r\.\ een 100.000 and 350.000 anuual
outpatient visits) |
800 | Large (350,000 annual outpatient visits) |
One per freestanding clinic swith more than 15 ‘
providers and one projected FTE to staff the ‘
Information Desk RECP3 5.57 60 desk. Two per hospital. one for the clinic entry
and one for the tnpatient visitor entry, when ‘
projected FTE staffing is for two desks. |
Minimum. One per lobby. Increase in size 1s
Vestbule LOBO2 | 5.57 60 dependent o climate aud size of facility. |
Additional vestibules may be needed. |
Patient Education Kiosk/Alcove CLSC1 2.78 30 One per lobby area
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6.1

DoD Space Planning Criteria for Health Facilities
6.1 Common Areas

FUNCTION

Room
Code

AUTHORIZED

m’

nsf

PLANNING RANGE/COMMENTS

LOBBIES (CONTINUED)

Public Telephone Area

BX001

10

Minimum. one per 86.000 gsf of medical
treatnent facility space.

RETAIL AREAS

Vending Machine Area

BX001

1.86

20 nsf per vending machine. Mininnmm one.
One vending machine per 15.000 nsf of
freestanding clinic space.

Ome vending machine per 10.000 nsf of
hospital space. Note: Vending machines may
be consolidated in one area. or may be
decentralized for more convenient customer
access.

Vending Seating Area

FSCD1

9.29

100

Mintmum if provided. Small up to 150.000
owtpatient visits. Vending machine may be
consolidated in one area. or may be
decentralized for more convenient customer
access

[
[’
(78]

Medium: 150.00-300.000 ontpatient visits

b
I
| 1o
h

IR
(¢
[

Large: over 300.000 outpatient visits

Exchange Retail Store
(Gift Shop)

BX000

37.16

400

One per hospital if the Armiy and Air Force
Exchange Service or the Navy Exchange
Service agrees to provide. More space can be
programmed if agreement is reached with
AAFES/NEX.

Food Service Vendor Space
(Coffee or Fast Food Shop)

BX001

tos
i
i~
N

One per hospiral if the Army and Air Force
Exchange Service or the Navy Exchange
Service agrees to provide. More space can be
progranuned if agreement is reached with
AAFES/NEX.

Banking Facility

BF000

18.58

200

Equip by others - Special stmdy required

ATM Alcove

BF001

3.72

40

One when a contract for this service 1s
projected.

US Post Office

MRPS1

11.15

120

If in the Clinic Concept of Operations.

Blind Vendor Area

BLND1

13.94

150

Special Study required.

Flower Shop

BX001

7.43

30

One per hospital when there is contract for this
service projected.

Barber Shop

BX001

11.15

Minimum. One barbershop per hospital when a
contract for this service is projected. Mininnm
of 120 nsf for a one chair barber shop. add 60
nsf for each additional chair, Detennine the
number of chairs based on barber contract.

Beauty Shiop

BXO001

11.15

120

Mininnm. One beanty shop per hospital when
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6.1

DoD Space Planning Criteria for Health Facilities
6.1 Common Areas

a contract for this service is projected.
Mmintum of 120 nsf for a one beautician. add
60 nsf for each additional beautician.
Determine the number of beauticians based on
the contract for beauty shop services.

Dry Cleaning Drop Off'Pick Up

BX000

11.15

120

One when a contract for this service 1s
projected.

TOILETS. LOCKERS. COMMUNICATION & JANITORS CLOSETS

Toilet. Multiple — Totilet roons
conitaining two or more fixtures of
the same kind. will have at least one
accessible fixture,

TLTF2

18.58

Mintmum (2 we. 2 lav. 1 dc). (Feiale) provide
30 nsf per additional fixture plus an additional
15 nsf for each handicap accessible fixture. plus
10 nsf for additional diaper clianging arvea.

TLTM2

Minimmun. (1 we. 1 ur, 2 lav, 1 de). (Male). Use
10 nsf for urinals. Same criteria as TLTF2

Central Locker Room (GP)
Changing Area

LROO2

Snall (<<100.000). Includes 20 half-size lockers.
One room for males. another for females. See
Policy/'Formula 6.1.3.

Medium (between 100.000 and 350.000 annual
outpatient visits). Includes 40 half-size lockers.
One room for males, another for females. See
Policy/Formula 6.1.3.

250

Large (>350.000 annual outpatient visits.)
Includes 60 half-size lockers. One room for
males. another for females. See Policy/Formula
6.1.3.

Central Locker Room (GP)
Toilet Area

TLTU1

50

Small (<100.000) This includes 1 water
closet/lavatory. One room for males. another for
females. See Policv/Formula 6.1.3.

10.30

110

Medium (between 100.000 and 350.000 annual
outpatient visits.) Tlis includes 3 water
closet/lavatories. One room for males. anotlier
for females. See Policy/Forniula 6.1.3.

170

Large (>-350.000 annual outpatient visits.) This

includes S water closet/lavatories. Oue room for
males. another for females. See Policy/Formula

6.1.3.

FUNCTION

Roomn
Code

AUTHORIZED

ml

nsf

PLANNING RANGE/COMMENTS

Central Locker Room (GP)
Shower Area

SHWRI1

5.60

60

Small (<100.000) Tlis includes 1 shower. Oue
roowm for males. another for females. See
Policyv/Formula 6.1.3.
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6.1

DoD Space Planning Criteria for Health Facilities
6.1 Common Areas

11.20

120

Mediwn (between 100.000 and 350.000 annual
outpatient visits.) This includes 3 showers. One
room for males. another for females. See
Policy/Formula 6.1.3.

16.80

180

Large (>350.000 annual outpatient visits.) This
includes 5 showers. One room for males,
another for females. See Policy Formula 6.1.3,

Conununication Room

COMC1

10.22

110

One information system closet per 10.000 gsf.
Several departineuts can share one closet. as
long as the area does not exceed 10.000 gst.

Janitor Closet

JANC1

40

One janitor closet per 10.000 gsf. Several
departments can share one janitor closet. as long
as the area does not exceed 10.000 gsf.
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