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PREFACE 

This~paper was prepared by the Institute for Defense Analyses (IDA) for the 

Office of the Assistant Secretary of Defense (Personnel and Readiness), under a task 

entitled "Survey of Military Medical Care Beneficiaries." The objective of this task is to 

design a survey instrument and conduct analyses of the survey response data to determine 

access to and utilization of medical care services as well as the attitudes and knowledge 

of military medical care beneficiaries regarding various aspects of their health care 

benefits. This paper fulfills that objective by describing the survey design considerations; 

analyzing outpatient, inpatient and dental utilization; displaying satisfaction overall as 

well as with various aspects of outpatient, inpatient, and dental care; and summarizing 

comments made by survey respondents. 

The authors are especially indebted to Arthur Kirsch, Chairman of the Department 

of Statistics at The George Washington University, for his help in designing the survey 

instrument. 

This paper was reviewed within IDA by Arthur Fries, Christopher Jehn, and John 

Kane. It was also reviewed by two independent consultants, Katherine Railey and Wray 

Smith. 
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EXECUTIVE SUMMARY 

ES.1 BACKGROUND 

The Congress, through enactment of the National Defense Authorization Act for 

Fiscal Years 1992 and 1993, Section 733, directed the Department of Defense to conduct 

a survey of military medical care beneficiaries regarding the quality and availability of 

health and dental care. According to the National Defense Authorization Act, "the, study 
required by Sec. 733, subsection (a), shall ... include a survey of members of the Armed 

Forces and covered beneficiaries in order to - 
(1) determine their access to and use of inpatient and outpatient health care 
services in the military medical care system 

(A) by source of care and source of payment, including private sector health 
insurance; and 
(B) in relation to civilian sector standards established for particular clinical 
services. 

(2) determine their attitudes and the extent of their knowledge regarding 

(A) the quality and availability of health and dental care under the military 
medical care system; 
(B) their freedom of choice with respect to health care providers and level of 
health care benefits; 
(C) the premiums, fees, copayments, and other charges imposed under the 
military medical care system; and 
@) any changes in the rules, regulations, or charges that characterize the 
military medical care system." 

The body of this report provides detailed analyses in response to the congressional 

tasking. A summary of the results of the report is discussed in the following paragraphs. 

ES.2 ACCESS TO CARE 

The survey asked questions concerning four different aspects of access to 

outpatient care: 

number of telephone calls needed to make an appointment, 
time between making an appointment and the visit, 
time spent in the waiting room, and 
travel time to the facility. 

ES- 1 



information on various aspects of their health care benefit. Second, a pair of questions asked 

beneficiaries about their current CHAMPUS deductibles and copayrnents. The choices for the 

latter pair of questions included the currently correct amount., the amounts before they were 

changed (about a year prior to administration of the survey), and some incorrect choices that 

do not reflect the benefit at any point in time. The responses to these questions provided a 

means for examining whether beneficiaries lcnew about the benefits pertaining to their status 

and whether they were familiar with recent changes to those benefits. 

As might be expected, knowledge of health care benefits varied widely across 

-beneficiary type. Generally, juniorenlisted (E-1 to E-4) personnel knew the least about 

their benefits. This is undoubtedly because this group has the least experience with the 

military health care system. They seemed to know the least about freedom of choice in 

selecting health care providers and about when a Nonavailability Statement is needed. 

(Actually, their lowest level of knowledge was about health benefits after age 65, but it 

was not considered crucial that they know this.) Although senior-enlisted personnel (E-5 
to E-9) and officers seemed to know a lot more about their benefits, they also knew the 

least about freedom of choice in selecting health care providers and when a 

Nonavailability Statement was needed (again, not counting health benefits after age 65). 

Retirees seemed to know less about their benefits than active-duty personnel, 

except junior-enlisted. Retirees knew the least about dental care available at military 

facilities (retirees typically have difficulty accessing dental care at military facilities). A 

surprisingly large number (69 percent) of retirees under 65 did not know about military 

health benefits after age 65. Even retirees over 65 did not have a good understanding of 

the benefits wrtaining to their age group; over 40 percent did not know where to obtain 
information about military health benefits after age 65. 

Less than 20 percent of juniorenlisted personnel responded correctly to the 

questions concerning CHAMPUS deductibles and copayments. In no case did more than 

30 percent of any other beneficiary group respond correctly to either question. A plurality 

of beneficiaries responded simply that they did not know what the deductibles and 

copayments were. In most instances, when beneficiaries specified a deductible or 

copayment amount, it was lower than the actual amount. 

ES.4 UTILIZATION OF HEALTH CARE 

ES.4.1 Outpatient Utilization 

Outpatient utilization was measured as the average number of visits per 

beneficiary during a 12-month period. This period is defined as the 12 months prior to 



thought of as a single visit and a phone call for medical advice is not likely to be thought 

of as a visit at all. Therefore, the survey numbers are smaller because the beneficiaries 

and DoD are defining visits differently. 

Among all beneficiaries together, the average number of visits was 4.5 per year. 
This compares with approximately 5 visits per year in the general population. Overall, 

utilization w'as almost evenly divided between military and non-military facilities. There 
were large differences in utilization patterns across beneficiary groups, however. As 

expected, active-duty sponsors used military facilities almost exclusively for their care, 

averaging slightly over three visits per year. Activeduty family members predominately 

used military facilities, but used civilian facilities for about one-fourth of their,,care. 

Because of access difficulties to military facilities and residence closer to civilian 

facilities, retirees/survivors and their family members predominately used civilian 

facilities for their care. Retireeslsurvivors under 65 and their family members averaged 

between four and five visits per year, almost 60 percent of which were to civilian 

facilities. Retirees/survivors 65 and over and their family members used more outpatient 

care than other groups, over six visits per year. Two-thirds of these visits were to civilian 

facilities. 

As for method of payment, the majority of activeduty family members used 

CHAMPUS to pay for care at civilian facilities. A sizable number (about 20 percent) also 

cited using private health insurance or one of the new military health care programs (see 

Appendix B for a description of these programs) to pay for care. The majority of retiree 

families used either private insurance or a combination of private insurance and Medicare 

Part B (depending on whether the sponsor was over 65). Over 40 percent of retirees 

under 65 also used CHAMPUS to pay for their care. 

ES.4.2 Inpatient Utilization 

The measure of inpatient utilization was divided into two components-the 

likelihood of being admitted to the hospital and the length of stay in the hospital, both 

during a 12-month period. This period is defined as the 12 months prior to the date the 

survey was completed, and can vary from respondent to respondent since the survey was 

in the field for six months. Beneficiaries were categorized into the same four groups used 

for the outpatient analysis: active-duty sponsors; family members of active-duty sponsors; 

retired sponsors or survivors under 65 and their families; and retired sponsors or survivors 

65 and over and their families. 



For all beneficiary groups except activeduty sponsors (who seldom use civilian 

hospitals), stays in civilian hospitals were longer, on average, than stays in military 

hospitals. This disparity persisted even when the reason for the hospitalization was taken 

into account (there could, however, be a great deal of variation in the scope and severity 
of the problem treated). As expected, retirees and survivors over 65 and their families 

had the longest average stays. 

Regarding method of payment, the patterns were very similar to those for 

outpatient care. The large majority of active-duty family members used CHAMPUS to 
pay for care at civilian hospitals. Almost 10 percent of senior-enlisted (E-5 to E-9) 

families and over 10 percent of officer families used private health insurance to pay for 

inpatient care. The majority of retiree families used either private insurance or a 

combination of private insurance and Medicare (depending on whether the sponsor was 

over 65). Over 50 percent of retirees under 65 also used CHAMPUS to pay for their care. 

ES.5 SATISFACTION WITH HEALTH CARE 

ES.5.1 Satisfaction With Outpatient Care 

Satisfaction with outpatient care was determined fiom the responses to questions 

asking the beneficiary to rate the facility and staff with regard to a number of different 

factors. There was also a question addressing overall satisfaction. All questions were 

directed to the most recent visit for outpatient care, provided it was within the last six 

months. This period of time was considered long enough to allow for a sufficient number 

of responses while not placing undue burden on beneficiaries' recall abilities. Because 

respondents were asked to evaluatea their most recent visit only, the ratings for military 
and civilian facilities were made by different beneficiaries. 

Overall satisfaction was high for both military and civilian facilities across all 

beneficiary groups. For activeduty families who used military facilities, the rate of 

satisfaction (either "very satisfied" or "satisfied") ranged from 73 percent for junior- 

enlisted (E-1 to E-4) families to 83 percent for officers. The corresponding range for 

active-duty families who used civilian facilities was 86 to 90 percent. Retiree families 

experienced the highest levels of satisfaction with military facilities of all the beneficiary 

groups. This may seem surprising in light of this group's poorer access to military 

facilities and its expressed dissatisfaction with various aspects of outpatient care. It may 

be that the primary source of this group's overall satisfaction is the free care provided at 

military facilities. 



facilities-retirees and survivors under 65-was one of the most satisfied (91 percent) 

with the care received at civilian facilities. Overall satisfaction with civilian facilities 

ranged from 84 percent for junior-enlisted families to 92 percent for retirees and survivors 

age 65 and over. 

ES.6 ANALYSIS OF COMMENTS 

Enclosed with each questionnaire was a Comment Sheet for any written 

comments respondents cared to make. A sample of 4,678 respondents' comments was 

analyzed. Approximately 34 percent of the sample wrote comments. The issues outlined 

in the respondent comments were primarily negative in nature. About a third of those 

writing comments were dissatisfied or very dissatisfied with their military medical 

benefits, whereas of those not writing comments, only about one-eighth were dissatisfied 

or very dissatisfied. 

Concerns frequently mentioned by respondents included: inadequate dental care, 

inadequate resources and specialists available at health-care facilities, excessive waiting 
periods associated with obtaining appointments, rude or unresponsive attitudes of health- 

care providers and/or staff, and difficulties in obtaining medications and dealing with 

pharmacies. 

It is important to note that respondents were not entirely negative. Comments 
were often coupled with suggestions and recommendations on how to improve the 

military health care system. 



1.0 INTRODUCTION 

1.1 CONGWSIONAL MANDATE 

The Congress, through enactment of the National Defense Authorization Act for 

Fiscal Years 1992 and 1993, Section 733, directed the Department of Defense (DoD) to 

conduct a comprehensive review of the military medical care system, private sector 

alternatives, and beneficiary attitudes and knowledge regarding the quality and 
availability of health and dental care. According to the National Defense ~uthoAzation 

Act, "the study required by Sec. 733, subsection (a), shall ... include a survey of members 

of the Armed Forces and covered beneficiaries 6 order to - 
(1) detennine their access to and use of inpatient and outpatient health care 
services in the military medical care system 

(A) by source of care and source of payment, including private sector health 
insurance; and 
(B) in relation to civilian sector standards established for particular clinical 
services. 

(2) determine their attitudes and the extent of their knowledge regarding 
(A) the quality and availability of health and dental care under the military 
medical care system; 
(B) their freedom of choice with respect to health care providers and level of 
health care benefits; 
(C) the premiums, fees, copayments, and other charges imposed under the 
military medical care system; and 
(D) any changes in the rules, regulations, or charges that characterize the 
military medical care system." 

The congressional tasking was analyzed, and it was determined that a number of 

issues could be addressed only by the survey. These issues received the highest priority. 

Other issues could be addressed either by the survey or by other means. Many of these 

issues were also included in the survey. The decision on inclusion was based on the 

potential length and complexity of the questionnaire. 

1.2 SURVEY REQUIREMENTS 

In addition to the congressional mandate, there were other reasons why a survey of 
beneficiaries was needed. The last comprehensive survey of beneficiaries was conducted in 

1984, over nine years ago. Since 1984, many significant changes have been made to the 



for Defense Analyses (IDA), Vector Research Incorporated (VRI), and consultants. The 

project staff worked closely with the joint Survey Working Group, which consisted of 
representatives from the Office-of the Secretary of Defense (OSD), the military Services, 

and the Office of Management and Budget (OMB). OASD(P&R) staff, working with 

IDA, identified additional issues and held individual meetings with the Survey Working 

Group members to solicit any additional issues or questions they felt were important to 

include in the questionnaire. Table 1.1 shows the Health Care Survey issues that were 

contained in the congressional mandate as well as those identified by project staff. 

Table 1.1. DoD Health Care Survey Issues 

A. Congressional issues: 
1. Access to and use of inpatient and outpatient health care 

services. 
2. Attitudes and knowledge regarding military health care 

benefits and services. 

B. Other Issues: 
1. Valuation of health care benefits. 
2. Utilization of preventive health care services. 
3. Satisfaction with obstetrical/gynecological (OBIGYN) 

services. 
4. Expected utilization of health care facilities in the future. 
5. Hypothetical use of new kinds of health plans. 

Because the purpose of this section is to describe the considerations that influenced the 

survey design process, al l  issues that were considered are shown in Table 1.1. However, this 

report deals only with the analysis of the congressional issues. 

The design phase began with the collection and review of related survey 

instruments. Next, questions were selected and adapted from other surveys that related to 

the issues identified in Table 1.1. Additional questions were constructed as necessary to 

cover all the issues. 

Once all the essential issues were covered, an initial draft of the questionnaire was 

developed. The order of the questions was changed to improve the question flow for the 

respondent. This meant moving from simpler to more complex questions and moving 

from less sensitive to more sensitive topics. Questions were consolidated by grouping 
together those that had similar topics and response patterns, and the questions were 

grouped by subject area. Project staff then put together a draft questionnaire for review. 

The next stage was iterative revision. The questionnaire was provided to the 



pretest. Most of the modifications to the pretest versions concerned the wording of questions 

and the exhaustiveness and exclusivity of the response categories. 

The wording of questions needs to be clear, direct, and unambiguous. For 

categories of responses to be useful, they must be well-defined, univocal, exhaustive, and, 

where possible, mutually exclusive. Well-defined means that different researchers 

working indkpendently will sort the same response into the same category. Univocal 

means measuring only one behavior or opinion with a single category. Exhaustive means 

the set of response categories account for all conceivable responses to a particular 

question. Finally, mutually exclusive means a response can be sorted into only one 

category. Often, responses to questions with the instructions "Mark all that apply" .ye not 

mutually exclusive. 

The results of the pretest were generally encouraging. All of the problems were 

solved by improving the precision of question wording, by providing additional 

instructions in concise, simple language, and by clearly defining categories and response 
options in accordance with the principles of good category design. The reading level 

established seemed appropriate. Wherever possible, clinical terms were avoided and 

common terms used. Respondents were queried about what they did not understand 

about a question so that ambiguities could be resolved or questions rephrased. The length 

of the questionnaire did not pose a problem for the pretest respondents. Respondents 

completed the items within the 30 minutes established as a maximum. For single 
members without dependents and in good health, the questionnaire took only 10 minutes 

on average to complete. 

1.5 FINAL SURVEY INSTRUMENT 

1.5.1 Overview 

The final survey instrument (reproduced as Appendix A) consists of 109 questions 

organized into the following seven sections plus a Comment Sheet: 

Sponsor and Family Information, 
Health Care Benefits, 
Recent Medical History, 
Most Recent Visit for Outpatient Care, 
Most Recent Hospital Stay, 
Most Recent Dental Visit, and 
General Information. 

Each of these sections is described below. 



for the person in the family with the most recent'visit, provided that visit occurred within 

the last six months. Questions asked about the reasons for the visit and the location and 

type of medical facility used. There were also questions designed to objectively measure 

access such as the number of phone calls needed to make an appointment, as well as 

questions about the patient's overall satisfaction with care, satisfaction with specific 
aspects of the facility and staff, time medical professionals spent with the patient, and 

sources of funds used to pay for the visit. 

1.5.15 Most Recent Hospital Stay 

This section (Questions 72-89) asked questions parallel to those in the outpatient 

section, but about the most recent hospital stay. Because patients were more likely to 

recall a hospital stay than an outpatient visit, respondents are asked to answer the 
questions if anyone in the family had a hospital stay within the last year. As with 

outpatient care, respondents were asked to rate their satisfaction with the overall quality 
of care and with specific aspects of the facility and staff, to report the type and location of 

the hospital, and to report the sources of funds that were used to pay for the stay. There 

were also questions about whether surgery was performed during the stay and whether the 
patient was admitted from the emergency room. 

1.5.1.6 Most Recent Dental Visit 

The section on dental care (Question 90-99) asked about the reason for the most 

recent visit (provided it was within the last six months), the type and location of the 

facility used, satisfaction with aspects of the facility and staff, and overall satisfaction 

with the care received. 

1.5.1.7 General Information 

This section (Questions 100-109) contained questions that did not reasonably 

belong in any of the previous sections. Respondents were asked about reasons for family 

members not getting health care when they wanted to, and about satisfaction with the 

overall military health care benefit. They were also given a list of possible concerns 

about military treatment facilities (such as difficulty getting an appointment) and were 

asked if they have any of these concerns. To get respondents' views of alternative medical 

plans, the questionnaire posited two hypothetical choices, a civilian Health Maintenance 

Organization (HMO) and a military HMO, and asked respondents whether they would 

prefer each HMO to the current system, given various charges. Women were asked about 

their satisfaction with specific aspects of obstetrical and gynecological care, including the 



1.6 SAMPLING PLAN 

1.6.1 Development of Survey Sampling Plan 

Based on related survey analyses and discussions with the Survey Working Group 

members and staff, a consensus was reached that the variables with the strongest likely 

impact on the study outcomes (access, utilization, satisfaction, etc.) are beneficiary 

category, family status (with or without dependents), and geographic region. The 

beneficiary categories are: 

junior enlisted (E-1 to E-4), 
senior enlisted (E-5 to E-9), 
officers (warrant and commissioned), 
retirees under age 65, 
retirees age 65 and over, and 
survivors of deceased service members and retirees. 

Active-duty personnel are required to use military treatment facilities for their care 

unless the required services are unavailable. Family members, however, may use civilian 

medical facilities for most of their outpatient care, and for inpatient care if they reside 

more than 40 miles from a military hospital. Junior enlisted personnel tend to be in better 

health and to have lower family incomes than the other beneficiary groups. They or their 

spouses are also more likely to be pregnant. These factors will determine freedom of 

choice in selecting military or civilian health care providers and will affect utilization 

rates. In addition, the military is a hierarchical system based on rank and, consequently, 
paygrade and whether one is enlisted or an officer may affect access to health care. (This 

is not a matter of official policy, but it is a fact of life in the military.) Retirees are older, 
need more health care, and reside farther from military treatment facilities. Once retirees 

reach age 65, they become eligible for Medicare and lose their CHAMPUS eligibility. 

These considerations led to the beneficiary categories given above. 

Over the past several years, numerous military health care initiatives and 

demonstration projects have been implemented across the country. These initiatives vary 

in scope, features, and cost by geographic region. All are designed to save the 

government and the beneficiary money by providing more efficient management and 

delivery of health care services. To facilitate the generation of the sample, a mapping of 

ZIP codes to the proposed regional stratification groups defined by the health care 

initiatives and demonstration projects was developed. Estimates of the beneficiary 

populations in these groups were then produced. Several iterations of the mapping and 

estimating had to be performed, because the resulting population estimates often provided 





Figure 1.2 shows that the retiree samples in each Service responded at about the 

same rate (76 to 80 percent). Within the active-duty sample, the Army and Marine Corps 

responded at the lowest rate (less than 60 percent), the Navy responded at a somewhat 

higher level (66 percent), and the Air Force responded at the highest rate (75 percent). 

1.8 PREPARATION FOR ANALYSIS 

1.8.1 Data Integrity Checks 

Once the survey data file was received from DMDC, integrity checks and cleaning 

procedures were applied to the survey response data. These checks and procedures were 

formulated to accomplish several goals: 

identify and eliminate contradictory responses; 

attempt to fill in missing responses- to demographic questions based on 
information provided in the remainder of the questionnaire; and 

prepare the survey response data set for statistical analyses. 

A detailed description of the procedures employed to clean the data is provided in 

Appendix E. 

1.8.2 Weighting 

Survey weights are used to adjust the sample composition so that it more nearly 

reflects the population composition with respect to selected factors. Factors are selected 

if they are believed to have an impact on an outcome of interest (such as the average 

outpatient utilization rate), either in terms of the outcome level or its variance. Proper use 
of weighting -can improve the precision of estimates and could possibly reduce 

nonresponse bias to the extent that it is related to the selected factors. All the results in 

subsequent chapters, with the exception of tabulations based on the entire beneficiary 

population and analyses of survey comments, are derived using the survey weights. A 

description of the method used to obtain the survey weights is given in Appendix F.- 

1.9 ANALYSES 

The chapters that follow contain a description of the basic analyses from the 

Survey. Chapter 2 contains a description of the beneficiary population; Chapter 3 covers 

access and availability of care, Chapters 4 and 5 cover outpatient and inpatient 

utilization, respectively; Chapters 6 and 7 cover satisfaction with outpatient and inpatient 

care, respectively; Chapter 8 covers dental utilization and satisfaction with care; and 

Chapter 9 describes the analysis of the Comment Sheet. 



2.0 DESCRIPTION OF BENEFICIARY POPULATION 

The. beneficiary survey contains a variety of questions that characterize 
respondent families according to sponsor characteristics (such as sex, race, education, 

marital status, and living quarters) and family characteristics (such as family size, 

employment, family income, health insurance coverage, and health status). This chapter 
- summarizes this demographic information. 

2.1 BENEFICIARY STATUS 

Table 2.1 presents the number and distribution of beneficiary families by sponsor 
beneficiary status. There were more than 3.5 million families eligible for military health 

care in 1992, and 53 percent of these families were retiree or survivor families. 

Table 2.1 Composition of FY92 Beneficiary Population 

Number of 
Beneficiary Status Families Percentage 
Junior Enlisted 709,399 20.0% 
Senior Enlisted 702,905 19.8 
Officers 268,068 7.6 
Retirees Under 65 1,136,784 32.1 
Retiree. 65 and Over 541.589 15.3 
Survivors 1 85,872 5.2 - a - . s  

Total 3544.617 100.0 

Source: 1992 DoD Health Care Survey 

The composition of beneficiary families has changed substantially since the 1984 
DoD Health Care Survey [I], as demonstrated in Figure 2.1. The share of families with 

an active-duty sponsor has decreased from 57 percent in 1984 to 47 percent in 1992. 

Figure 2.2 illustrates that, in 1992,.the share of families with an activeduty sponsor 

varied by Service branch, ranging from 43 percent of Air Force families to 55 percent of 

Marine Corps families. 



Table 2.2 Sponsor's Beneficiary Status by Survey Region 

Retirees and Retirees and 
Junior Senior Survivors Survivors 

Survey Region Enlisted Enlisted Officers Under 65 65 and Over 

Army CAM 25.5% 22.7% 1 1.4% 28.7% 1 1.7% 

CRI 21.2 17.9 6.7 31.1 23.1 
Army Gateway to Care 27.9 24.6 9.4 - 27.4 10.8 

Tidewater ~ e i i o n  (TRICARE) 19.7 27.8 9.1 30.6 12.9 
Overlapping Catchment Areas 12.7 16.4 10.5 37.5 22.8 

Southeast Region FIPPO 9.0 11.1 5.6 47.5 26.8 
New Orleans CRI-Like 2.3 15.7 4.6 50.6 26.8 
PRIMUS 1 NAVCARE 22.2 18.0 6.6 35.3 18.0 
Non-Catchment Areas 2.9 4.7 1.8 58.1 32.5 
Outside the U.S. 42.1 39.2 11.3 5.5 -2.0 
Navy CAM 16.8 23.6 5.9 40.1 13.7 
Air Force CAM 6.9 8.7 3.5 52.3 28.6 
No Initiatives 18.3 18.9 8.7 37.0 17.1 

Source: 1992 DoD Health Care Survey 

2.2 SPONSOR'S SEX 

The overwhelming majority, more than 93 percent, of sponsors were male. Table 

2.3 shows that the percentage of activeduty sponsors who were male was less than that 

of retirees and that there were fewer male sponsors among the junior-enlisted (84 percent) 

than the senior-enlisted (92 percent) or officers (90 percent). 

Table 2.3 Sponsor's Sex by Beneficiary Status 

Junior Senior Retirees Retirees All -~ - - - - -  . -. 

Sponsor's Sex Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Male 84.0% 9 1.6% 90.0% 98.4% 98.3% 93.3% 
Female 16.0 8.4 10.0 1.5 1.7 6.7 
No response 0.0 0.0 0.0 0.1 0.1 0.0 

Source: 1992 DoD Health Care Survey 
Question 2 - "Is the sponsor: (1) Male (2) Female?" 

2.3 SPONSOR'S RACE / ETHNICITY 

Table 2.4 displays the ethnic composition (HispanicISpanish origin or descent) of 

each beneficiary group. The proportion of Hispanic sponsors is clearly larger in the 

youngerAess-senior beneficiary groups. 



Table 2.6 Sponsor's Living ~uarters  by Beneficiary Status 

Retirees and Retirees and 
Junior Senior Survivors Survivors All 

Current Quarters Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Does not apply- 
sponsor deceased 0.4% 0.2% 0.1% 4.4% 18.0% 5.0% 

Unaccompanied 
base quarters , 37.3 9.9 3.9 0.0 0.0 9.8 

Base family 
housing 14.5 30.5 22.3 0.2 0.1 10.6 

Off-base, military 
provided housing 4.8 4.2 2.7 0.0 0.0 2.0 

Civilian housing 
(rented or owned) 33.6 50.3 69.2 89.6 70.2 , 65.4 

Aboard ship 6.6 2.9 0.8 0.8 0.0 2.0 
Navy lodge 0.0 0.0 0.0 0.0 0.0 0.0 
Other 1.7 1.2 0.7 2.4 3.5 2.1 
No response 1.1 0.8 0.2 3.3 8.1 3.1 

Time at Current Junior Senior Retirees Retirees All 
Quarters Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
3 months or less 9.4% 6.4% 7.1% 0.4% 0.3% 4.1% 
Between 3 and 6 
months 13.2 10.2 11.6 1.6 0.5 6.4 

Between 6 and 12 . - 
months 23.4 17.2 18.4 3.4 0.9 11.3 

Over 12 months 36.7 47.6 48.9 72.9 75.2 58.4 
No response 17.3 18.6 14.0 21.8 23.1 19.8 

Source: 1992 DoD Health Care Survey 
Question 7 - 'What is the location of the sponsor's current living quarters?" 
Question 9 - "How long has the sponsor lived at hidher current living quarters (including aboard 
ship)? 

2.5 SPONSOR'S MARITAL STATUS 

Table 2.7 displays the share of sponsors in each beneficiary group who were 

single, married and living in the same quarters, or married but living in separate quarters. 

Marital status is correlated with age and, as expected, a larger percentage of junior- 

enlisted sponsors were single (52 percent) compared with all other beneficiary groups. A 

larger share of senior-enlisted sponsors were manied and living in separate quarters (10 

percent) compared to all other groups, which was due to a combination of their high 
marriage rate and the types of duty assignments received by senior-enlisted personnel. 



Table 2.8 Number of Eligible Family Members Excluding Sponsor and Spouse by 
Beneficiary Status 

Number of Eligible Family Members 

Age of Family Member None One Two Three Four Five or More 
Junior Enlisted 
Under 1 year old 66.7% 32.3% 0.8% 0.1% 0.2% 0.0% 
1-5 years old 29.3 41.3 22.5 5.9 - 0.6 0.5 
6-18 012 62.5 23.7 8.6 3.5 0.5 1.3 
19-23 years old 89.4 6.7 2.7 1.2 0.0 0.0 
24-64 years old 77.0 9.4 6.1 2.5 3.5 1.5 
Over 64 years old 98.8 1.2 0.0 0.0 0.0 0.0 
All ages 70.6 19.1 6.8 2.2 0.8 0.5 
Senior Enlisted 
Under 1 year old 87.9% 10.9% 0.8% 0.2% 0.0% 012% 
1-5 years old 50.3 33.4 13.9 1.8 0.5 0.1 
6- 18 years old 21.3 25.4 31.2 15.4 4.4 2.3 
19-23 years old 93.8 5.3 0.7 0.1 0.1 0.0 
24-64 years old 86.6 10.9 2.4 0.0 0.0 0.0 
Over 64 years old 99.4 0.6 0.0 0.0 0.0 0.0 
All ages 73.2 14.4 8.2 2.9 0.8 0.4 - 
Officers 
Under 1 year old 87.8% 1 1.7% 0.5% 0.0% 0.0% 0.0% 
1-5 y= old 53.3 29.2 15.3 1.9 0.2 0.1 
6-18 years old 26.4 21.6 32.5 13.7 4.3 1.5 
19-23 years old 87.4 10.4 2.0 0.2 0.0 0.0 
24-64 years old 91.3 7 .O 1.3 0.0 0.3 0.1 
Over 64 years old 99.4 0.5 0.0 0.0 0.0 0.1 
All ages 74.3 13.4 8.6 2.6 0.8 0.3 
Retirees and Survivors c 65 
Under 1 year old 96.4% 2.3% 1.2% 0.1% 0.0% 0.0% 
1-5 years old 87.2 9.9 2.2 0.4 0.0 0.4 
618 years old 24.9 31.5 26.7 12.4 2.2 2.2 
19-23 years old 64.4 30.6 4.7 0.2 0.1 0.0 
24-64 years old 77.7 12.4 6.8 1.4 1.4 . 0.3 
Over 64 years old 99.0 0.7 0.0 0.0 0.4 0.0 
All ages 74.9 14.6 6.9 2.4 0.7 0.5 
Retirees and Survivors 2 65 
Under 1 year old 87.5% 9.0% 3.4% 0.1% 0.0% 0.0% 
1-5 years old 84.3 9.8 4.5 1.3 0.0 0.0 
6-18 years old 61.9 9.1 21.0 2.6 5.4 0.1 
19-23 years old 70.2 9.4 10.0 6.8 0.3 3.2 
24-64 years old 28.5 24.7 26.3 10.4 4.1 6.0 
Over 64 years old 94.5 4.2 1.3 0.0 0.0 0.0 
All ages 71.2 11.0 11.1 3.5 1.6 1.6 

Source: 1992 DoD Health Care Survey 
Question 16 - "Other than the sponsor and spouse, how many currently eligible family members 
are there in each of the following age groups?" 
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Table 2.1 &Continued 

Sponsor's Junior Senior Retirees Retirees All 
Employment Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Disabled, unable to 
work 0.1 0.0 0.0 7.3 7.6 3.7 

Retired from civilian 
employment 0.0 0.0 0.0 9.9 - 41.9 10.1 

Homemaker 0.8 1.2 0.6 1.1 1.7 1.1 

Unpaid volunteer 1.2 2.1 1.3 4.0 6.8 3.3 

Other 0.2 0.3 0.2 0.9 1.2 0.6 
No response 2.1 1.5 0.5 1.7 3.3 1.9 

- Source: 1992 DoD Health Care Survey 
Question 17 - 'What is the current employment status for the sponsor and spouse?" 

2.9 SPOUSE'S EMPLOYMENT 

Table 2.11 shows the distribution of spouse employment status by sponsor beneficiary 

status. Just over 15 percent of junior-enlisted sponsors had spouses who were on military 

active duty. For other activeduty sponsors, 8 percent and 7 percent of seniorenlisted and 
officer sponsors, respectively, had spouses who were on military active duty. Nearly 21 

percent of spouses of juniorenlisted sponsors worked full-time, while 29 percent and 24 
percent of seniorenlisted and officer spouses worked full-time, respectively. Over 33 percent 

of retirees and survivors under age 65 had spouses who worked full-time. 

2.10 FAMILY INCOME 

Table 2.12 displays the distribution within and estimated mean family income1 of 

each beneficiary group. Mean family income ranged from $16,314 for junior-enlisted 
families to $5 1,222 for officer families. Overall mean family income was $34,15 1. The 

majority of juniorcnlisted families had incomes of less than $15,000. The largest 
plurality of seniorznlisted families had incomes in the $15,000 to $24,999 range. More 

than 75 percent of officer families had family incomes greater than $35,000, while nearly 

60 percent of families with a retiree sponsor under age 65 had family incomes greater 

than $35,000. As military retirees and their spouses retire from civilian jobs, their family 

incomes decline; this is reflected by the more than 20-percent decrease in mean income 
when retidsurvivor families with a sponsor under age 65 are compared with 

retiree/survivor families with a sponsor over age 65. 

Respondents were asked to specify their incomes within predetermined intervals. Mean incomes were 
estimated by fitting a log-normal distribution to the interval counts. The log-normal distribution 
provided an excellent fit to the income data. 

2-9 



2.11 USE OF ASSISTANCE PROGRAMS 

Table 2.13 presents the use of various assistance programs available to military 

and civilian families. Nearly 8 percent of junior-enlisted families received benefits 

through the Women, Infants, and Children (WIC) program and over 4 percent of senior- 
enlisted families received benefits through WIC. Over 25 percent of retiree/survivor 

families with a sponsor under age 65 received Veterans Affairs (VA) disability benefits. 

Table 2.13 Use of Assistance Programs by Beneficiary Status 

hogram 
Unemployment 
compensation 

Women, Inbts, and 
Children (WIC) 

Worker's 
compensation 

VA disability 
Other disability 
Food stamps 

Junior 
Enlisted 

Senior 
Enlisted 

Retirees and 
Survivors 

Officers Under 65 

Retirees and 
Survivors All 

65 and Over Beneficiaries 

Aid for Dependent . . Children (AFDC) 0.0 0.2 0.0 0.1 0.1 0.1 
Social Security 1.3 1 .O 0.7 17.0 80.9 21.5 
Supplemental 
Security Income 0.7 0.5 0.1 1 .O 1.2 0.8 

Medicaid 0.4 0.4 0.2 0.9 3 -6 1.2 
Other 1.3 1.2 0.5 2.3 6.2 2.5 
None 79.5 83.3 91.8 51.7 12.4 59.1 
No response 8.7 6.9 5.7 6.1 . 4.4 6.4 

Source: 1992 DoD Health Cart Survey 
Question 18 - "Does your family receive assistance from any of the following programs?" 

2.12 INSURANCE COVERAGE ' 

Table 2.14 displays the percentage of sponsors, spouses, and households that had 

insurance coverage under various health programs. Household coverage means either the 
sponsor or the spouse (or both) is covered. Respondents were permitted to indicate as many 

programs as applied, and a nonresponse was appropriate for activeduty sponsors as they may - 
not be eligible for care outside the MHSS direct care system (only their spouses and children 

are CHAMPUSeligible). For retirees/survivors under 65 years of age, over 16 percent of the 

households had CHAMPUS supplemental insurance and 36 percent were covered by private 

insurance. Less than 11 percent of families with an activeduty sponsor had CHAMPUS 



good, or excellent health. Note that 9 percent of sponsors and 7 percent of spouses did not 

reply for retiredsurvivor families age 65 and over. Thus, for this age group the reported 
health status of rnilitaxy beneficiaries was comparable to the U.S. population overall. Of all 

people age 0-17, approximately 80 percent reported excellent or very good health according to 

the 1991 NHXS, while 78 percent of all military beneficiary children reported excellent or very 

good health, again illustrating that the military population was *camparable to the U.S. 

population as a whole in terms of reported health status. 

Table 2.15 Family Health Status by Beneficiary Status 

sponsor's Junior Senior Retirees Retirees All 
Health Status Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Excellent 41.3% 39.6% 65.1% 18.7% 10.3% 30.1% 
Very Good 35.7 34.8 24.3 28.6 24.0 30.3 
Good 15.3 18.6 7.5 33.0 30.1 23.8 
Fair 3.8 3.6 1.4 12.0 17.9 8.6 
Poor 1.2 0.6 0.4 4.5 8.6 3.3 
No response 2.6 2.9 1.4 3.3 9.0 3.8 

Retirees and Retirees and 
Spouse's Junior Senior Survivors Survivors All 
Health Status Enlisted Enlisted Off~cers Under 65 65 and Over Beneficiaries 
Excellent 31.1% 25.9% 49.5% 165% 7.8% 21.7% 
Very Good 35.0 36.3 30.0 29.4 23.9 30.8 
Good 23.9 26.4 14.1 34.9 34.1 29.7 
Fair 6.6 7.4 3.5 12.5 20.0 11.1 
Poor 2.0 1.8 1.4 4.0 7.6 3.7 
No response 1.5 2.2 1.4 2.7 6.5 3.0 

Retirees and Retirees and 
Children's Junior Senior Survivors Survivors All 
Health Status - Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Excellent 46.096 41.7% 62.0% 49.4% 24.1% 46.8% 
Very Good 29.1 34.6 23.8 30.9 29.1 31.4 
Good 18.3 17.8 11.1 13.9 33.1 16.1 
Fair 4.3 4.8 2.5 3.1 9.2 4.0 
Poor 2.0 1 .O 0.6 2.4 2.6 1.4 
No response 0.2 0.1 0.0 0.3 1.9 0.2 

Source: 1992 DoD Health Care Survey 
Question 34 - 'How would you describe the health status of your eligible family members in 
general?" 



3.0 ACCESS AND AVAILABILITY OF CARE 

Key elements of quality in a health care system are access and availability of care. 

Access to and availability of outpatient care were addressed in the survey by questions 

regarding the number of telephone calls required to make an appointment, the time 

between when an appointment was made and the day of the visit, travel time to the 

facility, and the amount of time spent in the waiting room. Results of the analysis of 

access to care are presented in Section 3.1. In addition, Section 3.2 addresses the 

availability of care through questions related to reasons for not seeking care. Section 3.3 

reviews beneficiary concerns about care at military treatment facilities (MTFs). Lastly, 

beneficiaries' knowledge of their health care benefits was reviewed, and the results of this 

analysis are presented in Section 3.4. 

The tables in Section 3.1 are presented such that active-duty sponsors, active-duty 

spouses and children, and retiree/su~ivor families are distinguished because their MHSS 
benefits are different. In general, active-duty sponsors are restricted to using the direct 

care system, while their spouses and children are eligible for care at MTFs or civilian 

facilities through CHAMPUS. Retiree/survivor families, including the sponsor, spouse, 

and/or children are provided MHSS care at MTFs on a space-available basis only, or in 

civilian facilities through CHAMPUS or Medicare. Retirees/survivor families are 

separated into families with a sponsor under age 65 or a sponsor age 65 and over to 
distinguish beneficiaries who rely primarily on Medicare (sponsors age 65 and over) 

versus CHAMPUS (sponsors under age 65). Questions related to reasons for not seeking 

care, concerns about care at h l ~ ~ s ,  and knowledge of health care benefits were directed 

to the family rather than individual family members. Thus, the beneficiary groups 

presented in Sections 3.2 through 3.4 reflect families rather than individual family 

members. Lastly, note that statistici based on fewer than 100 actual responses are not 

displayed in the tables presented in this chapter, and the symbol "-" is substituted in their 

place. 

3.1 ACCESS TO OUTPATIENT CARE 

The following subsections discuss access to outpatient care. Note that access to 

inpatient care is primarily controlled by the health care provider. Beneficiary satisfaction with 



Table 3.1 Number of Phone  Calls Needed t o  Make Appointment by Source  of Ca re  

Sponsor SpouseIChild Sponsor and Family 

Retirees1 , 

Retirees/ Survivors 
Junior Senior Junior Senior Survivors 65 and All 

Number of Phone Calls Enlisted Enlisted Officers Enlisted Enlisted Officers Under 65 Oyer Beneficiaries 
Users of Military 
Facilities 
Did not try to make 
appointment over the 
phone 67.7% 57.6% 52.9% 25.2% 28.4% 29.0% 23.0% 27.3% 39.8% 

Made appointment with 
1 or 2 phone calls 22.1 25.5 27.6 36.5 34.2 37.4 39.0 37.5 3 1.9 

Had to make several 
calls 7.1 10.9 12.7 27.1 26.3 24.9 28.7 27.8 20.2 

Gave up trying to make 
appointment by phone 0.6 4.3 5.3 5.5 5 .I 5 .O 7.2 5.2 4.9 

Don't know 2.4 1.8 1.4 5.7 5.5 3.7 2.2 2.2 3.2 

Users of Civilian 
Facilities 
Did not try to make 
appointment over the I 

phone - - - 48.5% 36.9% 35.1% 41.7% 52.4% 43.9% 
Made appointment with 
1 or 2 phone calls - - - 32.1 42.0 49.6 47.3 38.6 43.6 

Had to make several < 

calls - - - 5.1 6.7 6.8 4.7 4.1 4.9 
Gave up trying to make 
appointment by phone - - - 1 .O 2.6 2.6 2.0 2.0 2.0 

Don't know - - - 13.2 11.9 6.0 4.2 3.0 5.5 

Source: 1992 DoD Health Care Survey 
Question 61 - "How many phone calls were made by (or for) this family member before getting through to the appointment clerk?" 



Table 3.2 Time Between Appointment Contact and Visit by Source of Care 

Sponsor SpouseIChild ' Sponsor and Family 

Retireed Retireed 
Time Between Contact Junior Senior Junior Senior Survivors Survivors All 
and Visit Enlisted Enlisted Officers Enlisted Enlisted Officers < 65 2 65 Beneficiaries 
Users of Military Facilities 
Did not make an 
appointment 52.6% 41.2% 38.6% 19.2% 22.0% 20.4% 16.2% 13.0% 26.8% 

Appointment intentionally 
made in advance 7.3 9.6 11.8 11.5 7.7 10.5 11.5 20.0 10.3 

Same or next day 12.3 18.5 12.7 24.3 29.7 26.5 17.1 10.9 20.8 

More than 1 day but 
less than a week 6.4 9.1 7.9 12.3 12.4 12.9 13.3 13.1 11.3 

Between 1 and 2 weeks 10.1 8.2 8.6 15.5 11.0 12.0 15.2 17.9 12.4 
Between 2 weeks and a 
month 8.5 8.5 13.9 9.7 9.1 9.2 17.5 15.1 11.2 

More than a month 2.0 3.7 5.5 4.1 3.9 4.4 7.5 9.1 4.8 

Don't know 0.9 1.2 1.1 3.4 4.3 4.0 1.7 0.9 2.5 

Users of Civilian Facilities 
Did not make an 
appointment 

Appointment intentionally 
made in advance 

Same or next day 
More than 1 day but 
less than a week 

Between 1 and 2 weeks 

Between 2 weeks and a 
month 

More than a month 

Don't know 

Source: 1992 DoD Health Care Survey 
Question 62 - "How long after the appointment clerk or receptionist was first contacted did this family member have to wait for the appointment 
at the medical facility used most recently for outpatient care?" 



Table 3.4 Time Spent in Waiting ~ o o m  by Source of Care 

Sponsor SpouseIChild Sponsor and Family 

Retirees1 
Retirees1 Survivors 

Time Spent in Junior Senior Junior Senior Survivors 65 and All 
Waiting Room Enlisted Enlisted Officers Enlisted Enlisted Officers Under65 Oyer Beneficiaries 
Users of Military 
Facilities 
15 minutes or less 3 1.7% 29.3% 38.2% 27.7% 20.5% 26.1 % 23.9% 25.4% 26.0% 
16-30 minutes 38.4 35.2 31.1 34.3 38.3 36.1 37.9 44.8 37.5 
3 1-45 minutes 9.7 12.6 14.0 12.7 13.8 13.5 19.1 16.6 14.2 
46 minutes to an hour 5.6 7.5 5.7 7.5 8.1 6.6 6.8 5.2 6.9 
More than an hour 12.9 13.9 10.6 15.4 14.6 13.7 10.5 6.6 12.8 
Don't know 1.7 1.5 0.3 2.4 4.7 4.0 1.8 1.3 2.7 

Users of Civilian 
Facilities 
15 minutes or less - - - 41.1% 42.8% 49.7% 44.0% 40.6% 43.1% 
16-30 minutes - - - 27.7 29.9 28.2 32.3 37.5 32.8 
3 1-45 minutes - - - 10.0 10.0 8.4 11.1 9.8 10.4 
46 minutes to an hour - - - 5.9 3.9 3.2 4.4 4.7 4.4 
More than an hour - - - 5.6 5.9 5.0 4.7 4.2 4.8 
Don't know - - - 9.8 7.4 5.4 3.5 3.2 4.4 ! 

Source: 1992 DoD Health Care Survey 
Question 64 - "After this family member arrived at the medical facility used for the most recent outpatient visit, how long was the wait to see the 
doctor or other health care provider?" t 



I 
I Table 3.5 Distribution of Beneficiaries Citing ~iven-Reasons for Not Seeking care* 

Retirees and Retirees and 
Reasons for Not Junior Senior Survivors Survivors All - 

Seeking Care Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Didn't have the time 21.7% 14.2% 21.8% 10.1% 3.7% 14.2% 

Didn't want to miss 
I work or school 22.8 24.6 29.1 25.6 - 2.8 22.9 

Couldn't get off ' 

I work 23.5 15.3 10.4 8.4 1.6 13.0 
I Thought it might 

cost too much 11.1 18.6 14.9 40.5 25.1 24.4 1 Typeofcareneeded 
was not covered or 
not available 17.8 24.4 24.5 29.1 21.2 24.2 

confidence in 1 Didn*t have 
available doctors 17.0 18.5 17.0- . 9.8 9.2 14.3 

I Too hard to get an 
appointment 43.3 58.3 60.8 44.0 39.7 48.9 

Facility's staff was 
not helpful 19.8 14.4 15.8 8.9 6.5 13.2 : I  Didn*twantthe 
hassle of filing a 

-3 claim 3.6 6.3 6.9 9.9 6.4 7.0 
. - Didn't want to give * up their leisure time 1.6 0.8 0.5 0.3 1.9 0.9 

I Would have had to 
travel too far 4.2 7.6 6.4 11.6 9.1 8.2 

Couldn't see doctor 
of choice 9.6 13.8 14.1 11.4 9.9 11.7 

Couldn't find the 
kind of doctor they - 
needed 12.7 8.2 6.7 9.0 8.6 9.3 1 Couldn't find 
anyone to stay with 
the children 7.6 8.2 7.3 1.2 0.1 4.9 3 Didn'thaveany 
transportation to 
the doctor's office 5.6 3.7 1 .O 2.7 2.8 3.4 

Were not enrolled in 1 DERS 1.5 0.8 0.8 2.8 6.6 2.1 

Other reason 20.8 13.3 11.1 8.5 20.6 13.8 

Percentage marking 
at least one response 22.0 27.9 27.5 19.9 10.3 20.7 

* Those who always sought care when needed were to skip this question. 
Source: 1992 DoD Health Care Survey 

Question 101 - "During the past 12 months, what were the most important reasons that members of 
your family did not see a doctor or other health care provider whensthey wanted to?" 



The top three concerns represented access problems and were: 

too hard to get an appointment (3 1 percent), 

too long between appointment and visit (29 percent), and 

waiting room time is too long (27 percent). 

T h e s ~  concerns appear in the top five concerns of each bkneficiary group, except 

retireelsurvivor families with a sponsor age 65 or over. These latter families were 

primarily concerned with a facility not being located nearby. In addition, a major concern 

of families with a senior-enlisted or officer sponsor was the inability to see the same 

-doctor each time (over a third of these families cited this concern). 

3.4 KNOWLEDGE OF HEALTH BENEFITS 

Beneficiaries' knowledge of their health benefits was solicited through several 

questions, including: 

Quesriorr 20: "Do you know who to contact or where to get information 
about the following?" (Benefit topics are shown in Appendix A and in 
Table 3.7.) 

Qitrstion 22: "What are the current deductibles (payments you make 
before you receive any money from CHAMPUS). for you and your 
family. for outpatient services (no overnight stays) covered under 
CHAMPUS?" 

C)lr~>stion 23: "What are the current copayments (your out-of-pocket 
costs after the deductible is met). for you and your family members, for 
outpatient sen'ices covered under CHAMPUS?" 

As illustr~ted in Table 3.7. a smaller fraction of junior enlisted families knew 

whcrc to obtain benefit information than did other active-duty families. In most subject 

arcah. the senior enlisted and officer families displayed greater knowledge of information 

sources than other f~milics. The largest differences between active-duty and non-active- 

duty fiimilics. were for information concerning dental care. Retiree and survivor families 

arc not eligible for the Active Duty Rpendents Dental Plan. and typically do not receive 

care in military dental facilities. Dental care at military facilities is provided to active- 

duty dependents and non-active-duty sponsors and family members on a space-available 

basis onl!.. 



Table 3.8 illustrates beneficiary knowledge of CHAMPUS deductibles and 
copayments. The shaded areas denote the correct response for each beneficiary group. 

The correct responses reflect the deductibles and copayments in effect since April 1, 

1990. Prior to that date, the deductibles were $50 per person and $100 per family for all 

beneficiaries. Copayments did not change for any beneficiary group. 

Table 3.8 Knowledge of CHAMPUS Deductibles and ~opa~rnents* 

Retirees and Retirees and 
Junior Senior Survivors Survivors 

Knowledge of Deductibles Enlisted Enlisted Officers Under 65 65 and Over 
No deductible 19.0% 8.9% 7.8% 6.0% 5.3% 
$50 per puson, $ lo0 per family 
$100 per puson. $200 per family 
$150 per person, $300 per family 
None of the above 
Don't larow 

Knowledge of Copayments 
No copayments 17.9% 12.7% 14.9% 8.1% 6.8% 
10% 
20% 
25% 
None of the above . - 
Don't know 50.4 38.0 34.9 33.3 37.9 

* Correct responses are shaded. Percentages are based on families who reside in non-catchment, non- 
initiative, and overlapping catchment areas, all of which did not have CHAMPUS demonstration projects. 
Excludes non-respondents. 

Source: 1992 DoD Health Care Survey 
Question 22 - 'What are the current deductibles (payments you make before you receive any 
money from CHAMPUS), for you and your family, for outpatient services (no overnight stays) 
covered under CHAMPUS?" 
Question 23 - 'What ate the current copayments (your out-of-pocket costs after the deductible is 
met), for you and your family members, for outpatient services covered under CHAMPUS?" 

The analysis of beneficiary knowledge of CHAMPUS deductibles and 

copayments was based on respondents who resided in regions with no initiatives, non- 

catchment areas, and overlapping catchment areas. These regions did not have MHSS 

demonstration projects at the time of the survey and were selected for the analysis 

because many MHSS demonstration projects allow enrollment in programs that change 

beneficiary copayments and deductibles. As reflected in the table, less than 20 percent of 
junior enlisted personnel responded correctly to questions concerning either deductibles 

or copayments. In no case, did more than 30 percent of the families respond correctly to 

either question. 



CHAMPUS Prime or CHAMPUS Extra,' which are available only in the CRI region. 

This clearly indicates confusion among beneficiaries regarding whether they actually used 

these programs. Consequently, it will not be possible to sort out the effects of these new 
programs on utilization and satisfaction. 

3.5 SUMMARY OF KEY FINDINGS 

This chapter addressed access to outpatient care and beneficiaries' knowledge of 

their health care benefits. The key results are: 

Except for travel time to the facility, most beneficiary families who used 

civilian facilities had better access than those who used military facilities. 

Users of civilian facilities got through to the appointment clerk more easily on 
the telephone, had shorter intervals between making the appointment and the 

visit, and spent less time in waiting rooms. 

Some of the differences in time between making the appointment and the visit 

may be attributable to different appointment procedures in military and civilian 
facilities and different priorities for care among different groups at military 

facilities. Between a third to half of the time, active-duty sponsors did not try to 

make a telephone appointment. Activeduty family members who used 

military facilities were more likely to be seen the same or the next day than 

civilian facility users. Still, over 13 percent of active-duty spouses and children 

had to wait two weeks or more for an appointment at a military facility. 

Retiree families have a lower priority for care at military facilities, and they 

experienced more delays than activeduty families. 

The most frequently selected reason for not seeking care was that "it was too 

hard to get an appointment." Other barriers to seeking care included excessive 

cost, lack of coverage or availability of care, and need to fulfill work and 

school obligations. 

The disparities in access between military and civilian facilities were also 

reflected in respondents' satisfaction with certain aspects of care. 

Dissatisfaction with such components of care as hours when the facility is 

open, the ability to see specialists when needed, the ability to see doctor of 

choice, and the ability to get medical advice over the phone was considerably 

1 This number is obtained by dividing the percentage in the Navy CAM region who reported using 
CHAMPUS Prime or CHAMPUS Extra by the percentage who reported using any of the new programs. 



4 . 0  GENERATION OF ALTERNATIVE SCENARIOS 

T h i s  economic a n a l y s i s  examines and compares v a r i o u s  scenar ios  f o r  

p r o v i d i n g  f o r  t h e  t o t a l  h e a l t h  ca re  demand f aced  by FAMC. The p r o j e c t e d  

h e a l t h  ca re  demand. as desc r i bed  i n  chap te r  3.0, i n c l u d e s  h e a l t h  ca re  

h i s t o r i c a l l y  p rov i ded  t o  l o c a l  FAMC catchment area b e n e f i c i a r i e s  by v a r -  

i o u s  sources, and t o  some b e n e f i c i a r i e s  f rom o u t s i d e  t h e  catchment area. 

The f o l l o w i n g  components o f  work load were q u a n t i f i e d  i n  t h e  base yea r :  

(1) care  h i s t o r i c a l l y  p rov i ded  by FAMC t o  l o c a l  b e n e f i c i a r i e s ;  

( 2 )  ca re  h i s t o r i c a l l y  p rov i ded  by FAMC t o  b e n e f i c i a r i e s  f rom o u t -  
s i d e  t h e  l o c a l  catchment area ( r e f e r r a l  c a r e ) ;  

( 3 )  care  h i s t o r i c a l l y  p rov i ded  a t  t he  Lowry AFB c l i n i c ;  and 

( 4 )  care  h i s t o r i c a l l y  p rov i ded  t o  l o c a l  b e n e f i c i a r i e s  th rough  
CHAMPUS. 

Components (1). ( 3 ) .  and ( 4 )  t oge the r  r ep resen t  t h e  t o t a l  h e a l t h  

ca re  demand of l o c a l  FAMC catchment area b e n e f i c i a r i e s .  Component ( 2 )  

r ep resen t s  a  p o r t i o n  o f  t h e  h e a l t h  ca re  requi rements  of b e n e f i c i a r i e s  

f rom o u t s i d e  t h e  catchment area - -  t h e  p o r t i o n  t h a t  a  f u t u r e  FAMC f a c i l -  

i t y  would be expected t o  p rov i de ,  based on FAMC's h i s t o r i c a l  r e f e r r a l  

work load.  Each scena r i o  examined i n  t h i s  a n a l y s i s  i s  d e f i n e d  i n  t e r m s  

of how h e a l t h  ca re  would be p rov i ded  t o  these f o u r  components o f  h e a l t h  

care demand, and t h e  r e s u l t i n g  work load requi rements  a t  FAMC. Based on 

c o n t r a c t  requ i rements  and d i scuss ions  w i t h  t h e  government. t h e  f o l l o w i n g  

scenar ios  were examined: . 

NO MTF: 

S ta tus  Quo; 

A l l  Care; and 

Best  Economic S o l u t i o n  (BES). 

The assumptions and t h e  l e v e l  o f  work load seen a t  FAMC under each o f  

these scenar ios  a re  d iscussed i n  t h e  subsec t ions  t h a t  f o l l o w .  
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2.0 ASSESSMENT OF FEDERAL AND CIVILIAN HEALTH CARE RESOURCES 

Th i s  chap te r  documents t h e  f i r s t  s t ep  o f  t h e  F i t zs imons  Army Med i -  

ca l  Center (FAMC) economic a n a l y s i s :  assess ing t h e  h e a l t h  ca re  

resources a v a i l a b l e  t o  uni formed se rv i ces  b e n e f i c i a r i e s  i n  t h e  FAMC 

catchment area.1 Our assessment was based p r i m a r i l y  on t h e  f o l l o w i n g  

sources o f  i n f o r m a t i o n :  

c e n t r a l  o r  system-wide da ta  ob ta ined  f rom t h e  i n f o r m a t i o n  
systems of t h e  m i l i t a r y  h e a l t h  se r v i ces  system ( M H S S ) ;  

q u a n t i t a t i v e  and q u a l i t a t i v e  da ta  gathered d u r i n g  a t h ree -day  
s i t e  v i s i t  t o  t h e  s tudy  area; and 

p u b l i s h e d  da ta  from s t a t e  and n a t i o n a l  source$ on f ede ra l  and 
c i v i l i a n  h e a l t h  ca re  resources.  

The body o f  t h i s  chap te r  i s  d i v i d e d  i n t o  t h r e e  sec t i ons .  Sec t i on  

2 .1  p rov i des  an overv iew o f  t h e  FAMC area and h i g h l i g h t s  f e a t u r e s  o f  t h e  

area which a r e  most r e l e v a n t  t o  t h i s  economic a n a l y s i s .  Sec t i on  2 .2  

desc r ibes  t h e  000 h e a l t h  ca re  f a c i l i t i e s  o p e r a t i n g  i n  t h e  area. 

F i n a l l y ,  s e c t i o n  2.3 desc r i bes  a l t e r n a t i v e s  t o  t h e  DoD h e a l t h  ca re  f a c i l -  

i t i e s  - -  t h e  o t h e r  f e d e r a l  and c i v i l i a n  h e a l t h  ca re  resources a v a i l a b l e  

t o  b e n e f i c i a r i e s  i n  Denver and t h e  sur round ing  area. 

2.1 O V E R V I E W  OF THE FAMC AREA 

FAMC i s  l o c a t e d  i n  Aurora.  Colorado, j u s t  o u t s i d e  o f  m e t r o p o l i t a n  

Denver. E x h i b i t  2 - 1  i s  a  map showing t h e  l o c a t i o n  o f  FAMC and o t h e r  

major  m i l i t a r y  i n s t a l l a t i o n s  i n  Colorado, as w e l l  as an en la rged  view of  

t h e  immediate area around FAMC. 

IThe i n p a t i e n t  catchment area around a  m i l i t a r y  medica l  t r ea tmen t  
f a c i l i t y  i s  r ough l y  d e f i n e d  as t h e  z i p  codes whose c e n t r o i d s  a r e  w i t h i n  
40 m i l e s  o f  t h e  f a c i l i t y .  Appendix A con ta ins  a complete l i s t i n g  o f  
t h e  z i p  codes t h a t  f o r m  t h e  FAMC catchment area. 





2 - 3 

Tak ing  a  b road  v iew of t h e  area. t he re  a re  two o t h e r  ma jo r  m i l i t a r y  

i n s t a l l a t i o n s  i n  Colorado w i t h i n  d r i v i n g  d i s t a n c e  of FAMC: F o r t  Carson 

and t h e  A i r  Force Academy. b o t h  i n  t h e  Colorado Spr ings area.  The c i r -  

c l e s  around these  l o c a t i o n s  on t h e  map rep resen t  r ough l y  4 0 - m i l e  c a t c h -  

ment areas around t h e  MTFs a t  each s i t e .  A l though  Colorado Spr ings  i s  

over  an h o u r ' s  d r i v e  from FAMC (70  m i l e s ) .  t h e  catchment areas o f  t h e  

t h r e e  f a c i l i t i e s  do o v e r l a p  somewhat. Since t h e  h e a l t h  ca re  needs o f  

b e n e f i c i a r i e s  l o c a t e d  i n  more than  one MTF catchment area can t h e o r e t i -  

c a l l y  be p lanned f o r  a t  e i t h e r  f a c i l i t y ,  t he  presence o f  o v e r l a p p i n g  

catchment areas l e d  t o  f u r t h e r  examina t ion  of t h e  p o p u l a t i o n  l i v i n g  i n  

t he  o v e r l a p  area (see chap te r  3.0. s e c t i o n  3 . 1  o f  t h i s  document). 

FAMC's catchment area encompasses e leven coun t i es  i n  t h e  Denver- 

Boulder  m e t r o p o l i t a n  area: Adams. Arapahoe. Boulder .  C lea r  Creek. Den- 

v e r ,  Douglas. E l b e r t .  G i l p i n ,  J e f f e r s o n ,  Park and Weld. A l though  t h e  

western p a r t  o f  t h e  catchment area l i e s  i n  t h e  Rocky Mounta ins,  t h e  area 

as a  whole i s  m o s t l y  urban and suburban, and i s  w e l l  served by a  v a r i e t y  

o f  roads. Du r i ng  t h e  w i n t e r .  weather can slow t r a f f i c ,  b u t  t h e r e  a re  no 

s i g n i f i c a n t  t r a n s p o r t a t i o n  b a r r i e r s .  

Tak ing  a c l o s e r  l o o k  a t  t h e  Denver/Aurora area. t h e r e  a r e  t h r e e  

a c t i v e  m i l i t a r y  i n s t a l l a t i o n s :  t h e  FAMC i n s t a l l a t i o n ,  Lowry Air Force 

Base (AFB), and Buck ley  A i r  Na t i ona l  Guard Base (ANGB). A l l  o f  these 

i n s t a l l a t i o n s  a r e  w i t h i n  10 m i l e s  o f  each o t h e r .  

Buck ley A i r  N a t i o n a l  Guard Base i s  one o f  t h e  few A i r  Na t i ona l  

Guard i n s t a l l a t i o n s  i n  t h e  n a t i o n .  I t s  p r imary  m i ss i on  i s  p r o v i d i n g  

combat read iness  t r a i n i n g  t o  t h e  t a c t i c a l  u n i t s  o f  t h e  Colorado A i r  

Na t i ona l  Guard. I t  i s  a l s o  a r e f u e l i n g  and s e r v i c e  s t o p  f o r  m i l i t a r y  

c ross  coun t r y  f l i g h t s .  Buckley ANGB i s  p r i m a r i l y  a r ese rve  base, and 

has o n l y  a  smal l  a c t i v e  du t y  component. However, as t h e  o n l y  a c t i v e  

f l y i n g  base i n  t h e  area. i t  p l a y s  a key r o l e  i n  t h e  a r e a ' s  m i l i t a r y  



medica l  system as t h e  t r a n s p o r t  and r e c e i v i n g  s i t e  f o r  aeromedical evacu- 

a t i o n  (aerovac)  system a i r c r a f t .  

When aerovac p a t i e n t s  a r r i v e  a t  Buckley ANGB, they  a re  met by a  

team o f  A i r  Force personnel  s t a t i o n e d  t h e r e .  who then t r a n s p o r t  them t o  

FAMC. If t h e  p a t i e n t s  a re  ambulatory o r  do n o t  r e q u i r e  spec ia l  a t t e n -  

t i o n ,  t h e y  a r e  t r a n s p o r t e d  on a bus; o the rw i se  they  a re  t r a n s p o r t e d  v i a  

m i l i t a r y  ambulance. 

Lowry AFB i s  a  major  t e c h n i c a l  t r a i n i n g  cen te r  and home t o  t h e  A i r  

Force Accoun t ing  and Finance Center and A i r  Reserve Personnel Center .  

The p r i m a r y  m i ss i on  a t  t h e  base i s  t o  p r o v i d e  t e c h n i c a l  s k i l l  t r a i n i n g  

i n  over  f i v e  ca ree r  areas.  Each yea r .  about 25.000 s tuden ts  r e c e i v e  

t r a i n i n g  i n  over  370 courses a t  Lowry. i n c l u d i n g  space t r a i n i n g .  l o g i s -  

t i c s  t r a i n i n g .  a v i o n i c s ,  v i s u a l  i n f o r m a t i o n  t r a i n i n g ,  and e l e c t r o n i c s .  

A i r  Force personnel  assoc ia ted  w i t h  Lowry AFB c o n s t i t u t e  t h e  m a j o r -  

i t y  o f  t h e  a c t i v e  d u t y  p o p u l a t i o n  i n  t h e  FAMC catchment area. The b a s i c  

o u t p a t i e n t  h e a l t h  ca re  needs of t he  a c t i v e  d u t y  A i r  Force p o p u l a t i o n  a t  

Lowry a r e  served by t h e  Lowry AFB c l i n i c .  A i r  Force a c t i v e  du t y  depen- 

dents  and r e t i r e e s  r e c e i v e  t h e  m a j o r i t y  o f  t h e i r  h e a l t h  ca re  a t  FAMC.  

Cu r ren t  o p e r a t i o n s  a t  t h e  Lowry AFB c l i n i c  and a t  FAMC are  summarized i n  

t h e  n e x t  s e c t i o n .  

P . 7  DOD HFALTH CARF RFSOURCFS I N  THF ARFA 

The two DoD h e a l t h  ca re  f a c i l i t i e s  i n  t h e  area a re  FAMC and t h e  

Lowry AFB c l i n i c .  An overv iew o f  each i s  p resen ted  below. 

2.2.1 OVERVIEW OF OPERATIONS AT FITZSIMONS ARMY MEDICAL CENTER 

The coo l ,  d r y  c l i m a t e  o f  t h e  Denver area p rov i ded  an i d e a l  e n v i r o n -  

ment f o r  t r e a t i n g  r e s p i r a t o r y  d iseases i n  1918, when F i t zs imons  Army 

Medica l  Center  began as US Army H o s p i t a l  No. 21. Operat ions grew t o  



r e q u i r e  a new 608-bed h o s p i t a l  b u i l d i n g ,  completed j u s t  f o u r  days p r i o r  

t o  t h e  s t a r t  of World War 11. T h i s  s t r u c t u r e  ( b u i l d i n g  500) i s  s t i l l  

t h e  main i n p a t i e n t  f a c i l i t y  a t  FAMC. 

Du r i ng  WWII. severa l  semi-permanent b u i l d i n g s  were cons t ruc ted  a t  

F i t zs imons  t o  hand le  t h e  requ i rements  o f  t h e  war. O f  t h e  282 b u i l d i n g s  

now on t h e  FAMC i n s t a l l a t i o n .  most were cons t ruc ted  e i t h e r  around 1918 

o r  d u r i n g  WWII. Except f o r  p s y c h i a t r i c  p a t i e n t s ,  a l l  i n p a t i e n t s  a re  c u r -  

r e n t l y  t r e a t e d  i n  t h e  main h o s p i t a l  b u i l d i n g .  The FAMC o u t p a t i e n t  

c l i n i c s ,  l a b o r a t o r i e s .  pharmacy, medica l  l i b r a r y .  a d m i n i s t r a t i v e  o f f i c e s  

and t h e  p s y c h i a t r i c  ward a re  l o c a t e d  i n  o t h e r  b u i l d i n g s  on t h e  

i n s t a l l a t i o n .  

Whi le  s t i l l  s t r u c t u r a l l y  sound, t h e  i n p a t i e n t  h o s p i t a l  b u i l d i n g  

s u f f e r s  f r om  a  number of des ign  i n e f f i c i e n c i e s .  such as l a c k  o f  s to rage  

space and l a c k  o f  a i r  c o n d i t i o n i n g  i n  some wards, due t o  i t s  age.1 

Other  s t r u c t u r e s  on t h e  i n s t a l l a t i o n  s u f f e r  f r om  s i m i l a r  problems a l s o  

due t o  age. A l i f e  sa fe t y  upgrade t o  c o r r e c t  some of  these d e f i c i e n c i e s  

i s  proceeding on b u i l d i n g  500; r enova t i ons  t o  o t h e r  b u i l d i n g s  a re  on- 

go ing  as funds p e r m i t .  

FAMC today i s  a  l a r g e  m i l i t a r y  r e f e r r a l  cen te r  p r o v i d i n g  v i r t u a l l y  

a l l  medica l  s p e c i a l t i e s .  I t s  m i s s i o n  i nc l udes :  

(1) H e a l t h  Care D e l i v e r y ;  

(2) Graduate Medica l  Educat ion;  

(3) M o b i l i z a t i o n  Readiness; 

( 4 )  Tenant U n i t  Support ;  

(5) Regional  V e t e r i n a r y  Suppor t ;  

l F o r  a  complete a r c h i t e c t u r a l  and eng inee r i ng  assessment of t h e  e x i s t i n g  
FAMC b u i l d i n g ,  see Ana l ys i s  o f  Medica l  A1 t e r n a t i v e s :  Denver and 
Colorado Spr ings .  Volume 111: C o n s t r u c t i o n  Cost Es t imate .  CRS S i r r i n e ,  
I nc . .  31 August 1987. 
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( 6 )  Regional  Denta l  Support ;  and 

(7) Regional  P r e v e n t a t i v e  Medic ine Support .  

I n  a d d i t i o n  t o  s e r v i n g  t h e  h e a l t h  ca re  needs o f  t h e  catchment area 

p o p u l a t i o n .  FAMC i s  a  r e f e r r a l  cen te r  f o r  DoD r e g i o n  I 1 1  and t h e  Army's 

1 5 - s t a t e  FAMC H e a l t h  Serv ices  Region. These r e f e r r a l  r eg i ons  a r e  shown 

i n  e x h i b i t  2 - 2 .  

To serve  t h e  h e a l t h  ca re  needs o f  bo th  l o c a l  and r e f e r r a l  b e n e f i c i -  

a r i e s .  FAMC opera tes  about 400 beds w i t h  an a d d i t i o n a l  80 beds immedi- 

a t e l y  a v a i l a b l e .  The average d a i l y  census i s  about 380. and ranges from 

360 t o  460 beds occupied.  FAMC employes a  s t a f f  o f  1.200 m i l i t a r y  p e r -  

sonnel and 1.400 c i v i l i a n s  i n  p r o v i d i n g  t h i s  ca re .  

As a  ma jo r  m i l i t a r y  r e f e r r a l  cen te r ,  FAMC p rov i des  a  comprehensive 

a r r a y  of i n p a t i e n t  and o u t p a t i e n t  se r v i ces ,  as d e t a i l e d  i n  e x h i b i t  2 - 3 .  

T h i s  wide a r r a y  of s e r v i c e s  p rov ides  t h e  v a r i e t y  and volume o f  work load  

necessary  t o  suppo r t  t h e  Graduate Medical  Educat ion (GME)  m i s s i o n  a t  

FAMC. E x h i b i t  2 - 4  shows t h e  number o f  GME t r a i n e e s  a t  FAMC and t h e  p e r -  

cen t  o f  t o t a l  A rmy  t r a i n e e s  they  represen t  i n  each s p e c i a l t y .  As shown. 

about 10% o f  a l l  Army GME t r a i n e e s  a re  r e c e i v i n g  a t  l e a s t  a  p o r t i o n  o f  

t h e i r  s k i l l s  a t  FAMC. 

I n  a d d i t i o n  t o  p r o v i d i n g  GME t o  Army t r a i n e e s .  FAMC has s e v e r a l  

agreements t o  p r o v i d e  t r a i n i n g  t o  c i v i l i a n  i n t e r n s  and r e s i d e n t s  i n  t h e  

Denver area,  and a l s o  f o r  FAMC t r a i n e e s  t o  r e c e i v e  t r a i n i n g  i n  o t h e r  

t e a c h i n g  h o s p i t a l s  i n  t h e  Denver area. The f o l l o w i n g  i s  a  b r i e f  l i s t i n g  

o f  t h e  a f f i l i a t i o n  agreements w i t h  l o c a l  h o s p i t a l s .  

H o s p i t a l s  send ing  t r a i n e e s  t o  FAMC: 

Denver VA Medica l  Center;  

Mercy Fami ly  Medica l  Program/St. Anthony's H o s p i t a l  Systems; 

N a t i o n a l  Jewish Center f o r  Immunology & R e s p i r a t o r y  Med ic ine ;  



EXHIBIT 2-2: DoD MILITARY MEDICAL REGION Ill AND 
FAMC HEALTH SERVICES REGION 
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EXHIBIT 2-3: SERVICES AVAILABLE AT FAMC 

ALCOHOUCHEMICAL DEPENDENCY OUTPATIENT SERVICES 
BIRTHINGRDR ROOM 
BLOOD BANK 
CARDIAC CATHETERIZATION LAB 
CT SCANNER 1 DIAGNOSTIC RADIOISOTOPE FACILITY 
EMERGENCY ROOM 
GENETIC COUNSELINGISCREENING 
HEALTH PROMOTION SERVICES 
HEMODIALYSIS 
HISTOPATHOLOGY LAB 
INTENSIVE CARE UNlT 
MAGNETIC RESONANCE IMAGING 
MEGAVOLTAGE RADIATION THERAPY 
NEONATAL ICU 
OBSTETRICS 
OCCUPATIONAL THERAPY 
OPEN-HEART SURGERY 
ORGANIZED OUTPATIENT DEPARTMENT 
OUTPATIENT REHABILITATION UNlT 
OUTPATIENT SURGICAL SERVICES 
PATIENT REPRESENTATIVE SERVICES 
PEDIATRIC INPATIENT UNlT 
PHYSICAL THERAPY 
PSYCHIATRIC CONSULTATION-LIAISON SERVICES 
PSYCHIATRIC EDUCATION SERVICES 
PSYCHIATRIC EMERGENCY SERVICES 
PSYCHIATRIC INPATIENT UNlT 
PSYCHIATRIC OUTPATIENT UNlT 
RADIOACTIVE IMPLANTS 
RECREATIONAL THERAPY 
REPRODUCTIVE HEALTH SERVICES 
RESPIRATORY THERAPY SERVICES 
SPEECH PATHOLOGY SERVICES 
THERAPEUTIC RADIOISOTOPE FACILITY 
TRAUMA CENTER 
ULTRASOUND 
VOLUNTEER SERVICES DEPARTMENT 
X-RAY RADIATION THERAPY 

Sources: 1989 AHA Guide to the Health Care Field, and 
Fitzsimons site visit, December 1 1-1 3, 1990. 



EXHIBIT 2-4: GRADUATE MEDICAL EDUCATION AT FAMC, 1 JULY 1990 

FAMC PERCENT 
ARMY TOTAL FAMC TOTAL OF ARMY TOTAL 

INTERNS 
RESIDENTS 
FELLOWS 

TOTAL 

BREAKDOWN BY lYPE AND SPECIALTY 

RESIDENT SPECIALTY 

DERMATOLOGY 
GENERAL SURGERY 
INTERNAL MEDICINE 
OBSTETRICS-GYNECOLOGY 
OPHTHALMOLOGY 
ORTHOPEDIC SURGERY 
OTOLARYNGOLOGY 
PEDIATRICS* 
RADIOLOGY 
UROLOGY 

FELLOWS 

ADOLESCENT MEDICINE' 
ALLERGY-IMMUNOLOGY' 
ANGIOGRAPHY 
CARDIOLOGY 
ENDOCRINOLOGY 
GASTROENTEROLOGY 
PLASTIC SURGERY 
PULMONARY DISEASE 
RHEUMATOLOGY' 

' Does not include Air Force or Navy trainees, one trainee per specialty. 

Source: Fitzsirnons Army Medical Center Command Brief, 11 December 1990. 
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P resby te r i an /S t .  Luke's cen te r  f o r  H e a l t h  Sciences Educa t ion :  

S t .  Joseph 's  H o s p i t a l ;  and 

U n i v e r s i t y  o f  Colorado Hea l t h  Sciences Center.  

Hospi t a  1s r e c e i v i n g  FAMC t r a i n e e s :  

C h i l d r e n ' s  H o s p i t a l  ; 

Denver General H o s p i t a l  ; 

Oenver VA Medica l  Center;  

S t .  Anthony 's  H o s p i t a l ;  

N a t i o n a l  Jewish Center f o r  Immunology & R e s p i r a t o r y  Med ic ine :  

P r e s b y t e r i a n / S t .  Luke's cen te r  f o r  H e a l t h  Sciences Educa t ion ;  

Rose Med ica l  Center;  and 

S t .  Joseph 's  H o s p i t a l  ; 

U n i v e r s i t y  o f  Colorado Hea l t h  Sciences Center;  and 

U n i v e r s i t y  H o s p i t a l ,  

FAMC i s  c u r r e n t l y  i n v o l v e d  i n  a number o f  i n i t i a t i v e s  aimed a t  

r educ ing  c o s t s  o r  improv ing  s e r v i c e .  A few o f  these i n i t i a t i v e s  a r e  

d iscussed  be1 ow. 

P a r t n e r s h i p  Program 

The P a r t n e r s h i p  Program a l l ows  FAMC t o  c o n t r a c t  w i t h  c i v i l i a n  

h e a l t h  c a r e  p r o f e s s i o n a l s  t o  p rov i de  t h e i r  s e r v i c e s  a t  FAMC. a t  a  n e g o t i -  

a t e d  d i s c o u n t  f r om  f u l l  CHAMPUS r a t e s .  T h i s  arrangement, known as an 

i n t e r n a l  P a r t n e r s h i p  agreement, a l l ows  FAMC t o  augment i t s  s t a f f  and 

p r o v i d e  b e t t e r  access t o  i t s  b e n e f i c i a r i e s .  The c i v i l i a n  h e a l t h  ca re  

p r o f e s s i o n a l s  have a  ready supply  o f  p a t i e n t s  and suppor t  s e r v i c e s ,  and 

may b i l l  CHAMPUS f o r  t h e i r  p r o f e s s i o n a l  s e r v i c e s .  I n  exchange f o r  ope r -  

a t i n g  o u t  o f  t h e  FAMC f a c i l i t y ,  c i v i l i a n  p r o v i d e r s  have agreed t o  charge 

a  d i scoun ted  r a t e .  g e n e r a l l y  nego t i a t ed  t o  be 70% o r  l owe r  o f  t o t a l  



CHAMPUS a l l owab le  charges. P a r t n e r s h i p  agreements a re  c u r r e n t l y  i n  

p lace  f o r  about 25 FTE p h y s i c i a n s .  r e p r e s e n t i n g  about 80 p a r t n e r s .  

T h i r d  P a r t y  C o l l  e c t i o n  Program 

T h i r d  p a r t y  c o l l e c t i o n  a l l ows  FAMC t o  r e c e i v e  payment f r om  a b e n e f i -  

c i a r y ' s  o t h e r  insurance  p lans  f o r  ca re  r ece i ved  a t  FAMC. FAMC has s tead -  

i l y  i n t e n s i f i e d  i t s  e f f o r t s  i n  t h i s  area i n  r e c e n t  yea rs .  I n f o r m a t i o n  

i s  now reques ted  a t  t h e  t i m e  of admiss ion about a  p a t i e n t ' s  t h i r d  p a r t y  

insurance.  

I n  FY90, FAMC b i l l e d  insurance  companies f o r  6 3 . 5  m i l l i o n  d o l l a r s .  

So far. about 63 m i l l i o n  d o l l a r s  have been c o l l e c t e d . .  C u r r e n t l y ,  t h e  

program i s  implemented f o r  i n p a t i e n t  ca re  o n l y .  App l y i ng  t h i s  concept 

t o  o u t p a t i e n t  ca re  i s  be ing  d iscussed .  b u t  t h e  l a r g e  number o f  v i s i t s  

and d i f f e rences  i n  r eco rd - keep i  ng p resen t  l o g i s t i c a l  d i f f i c u l t i e s  which 

have n o t  y e t  been so lved .  

2.2 .2  OVERVIEW OF OPERATIONS AT LOWRY AFB CLINIC 

The Lowry AFB c l i n i c  p rov i des  o u t p a t i e n t  medica l  ca re  f o r  a c t i v e  

du ty  base personne l .  I n  FY89. approx imate ly  40.000 v i s i t s  were recorded 

a t  t h e  c l i n i c ,  most o f  which were f o r  p r ima ry  o r  u rgen t  ca re .  a l though  

t h e  c l i n i c  does p r o v i d e  some o u t p a t i e n t  p s y c h i a t r i c  ca re .  A i r  Force 

dependents o f  a c t i v e  du t y  and o t h e r  b e n e f i c i a r i e s  r e c e i v e  v i r t u a l l y  a l l  

t h e i r  ca re  a t  FAMC, as do a c t i v e  du t y  b e n e f i c i a r i e s  r e q u i r i n g  spec ia l  - 

i z e d  o r  i n p a t i e n t  t r ea tmen t .  FAMC a l s o  p r o v i c e s  l a b o r a t o r y  and pharmacy 

s e r v i c e s  t o  Lowry c l i n i c .  The c l i n i c  i s  p h y s i c a l l y  spacious and e a s i l y  

s u s t a i n s  i t s  c u r r e n t  work load.  



There i s  one VA h e a l t h  ca re  f a c i l i t y  l o c a t e d  i n  t h e  FAMC catchment 

area;  t h e  Denver VA medica l  cen te r  ( V A M C ) .  The Denver VAMC opera tes  291 

beds: 111 med i ca l .  99 s u r g i c a l .  'and 80 p s y c h i a t r i c .  I n  1989. t h e  f a c i l -  

i t y  had an average occupancy r a t e  o f  82.5 percen t .  I n  a d d i t i o n ,  t h e  

Denver VAMC p r o v i d e d  208,000 annual o u t p a t i e n t  v i s i t s .  

A l though  t h e r e  a r e  no p lans  t o  s i g n i f i c a n t l y  expand t h e  Denver 

VAMC's c a p a c i t y  a t  t h i s  t ime ,  d iscuss ions  w i t h  adm in i s t r a . t o r s  a t  t h e  

f a c i l i t y  i n d i c a t e  t h a t  demand f rom veterans i n  t h e  area c u r r e n t l y  

exceeds t h e i r  c a p a c i t y .  P o t e n t i a l  a d d i t i o n s  t o  t h e i r  c u r r e n t  o p e r a t i o n  

i n c l u d e  approva l  t o  i n s t a l l  Magnet ic Resonance Imaging ( M R I )  w i t h i n  two 

yea rs .  The f a c i l i t y  i s  a l s o  s h o r t  o f  research space. and ways t o  s o l v e  

t h i s  p rob lem a r e  c u r r e n t l y  under cons ide ra t i on .  b u t  no expans ion i s  

c u r r e n t l y  p lanned.  The f a c i l i t y  underwent an e x t e n s i v e  u p d a t i n g  p r o j e c t  

i n  1986, i n c l u d i n g  complete replacement o f  i t s  medica l  equipment.  

FAMC c u r r e n t l y  has severa l  VA/DoD resource  s h a r i n g  agreements i n  

p l a c e  w i t h  t h e  Denver VAMC, i n c l u d i n g  t he  f o l l o w i n g :  

FAMC p rov i des  M R I  se r v i ces  t o  t he  VA a t  c o s t  ( t h i s  may n o t  con- 
t i n u e  once t h e  VA i n s t a l l s  i t s  approved M R I  c a p a b i l i t y ) ;  

FAMC p rov i des  r a d i a t i o n  therapy t o  t h e  V A  a t  cos t ;  

t h e  VA p rov i des  hemodia lys is .  s leep  s t u d i e s .  and l a b  work t o  
FAMC a t  cos t ;  

under a  t e n t a t i v e  agreement. t h e  V A  may p r o v i d e  p s y c h o l o g i c a l  
t e s t i n g  t o  FAMC a t  cos t ;  and 

under  a  t e n t a t i v e  agreement, t he  VA may p r o v i d e  l a u n d r y  s e r v i c e s  
t o  FAMC, a l t hough  t h i s  a c t i o n  must w a i t  u n t i l  FAMC's c u r r e n t  con- 
t r a c t  w i t h  a  p r i v a t e  f i r m  f o r  l aund ry  s e r v i c e s  e x p i r e s .  

7 .4  CIVILIAN HEALTH CARF RESOURCES 

T h i s  s e c t i o n  p rov i des  an overv iew o f  t h e  c i v i l i a n  h e a l t h  ca re  

resources  a v a i l a b l e  i n  t h e  FAMC catchment area. 



2.4.1 PHYSICIAN SUPPLY 

There i s  an abundant supp ly  of phys i c i ans  i n  t h e  FAMC catchment 

area, p a r t i c u l a r l y  i n  t h e  Denver m e t r o p o l i t a n  area.  As shown i n  e x h i b i t  

2-51. phys i c i ans  p r a c t i c i n g  i n  t h e  p r imary  ca re  s p e c i a l t i e s  a re  i n  abun- 

dant supply .  There i s  1 FTE p r ima ry  ca re  p h y s i c i a n  f o r  every  1272 

people, r ough l y  t h r e e  t imes  t h e  1:3500 r a t i o  accepted as a  c r i t e r i o n  o f  

a  Hea l t h  Manpower Shortage Area by t h e  Department o f  Hea l t h  and Human 

Serv ices.  Du r i ng  t h e  s i t e  v i s i t ,  c i v i l i a n  h e a l t h  c a r e  a d m i n i s t r a t o r s  

a l s o  i n d i c a t e d  t h a t  s p e c i a l i s t s  and s u b - s p e c i a l i s t s  were i n  even g r e a t e r  

supply than  p r ima ry  ca re  p h y s i c i a n s ,  

2.4.2 CIVILIAN HOSPITALS AND MEDICAL CENTERS 

I n  a d d i t i o n  t o  an abundance of phys i c i ans ,  t h e r e  i s  a  wide v a r i e t y  

o f  s o p h i s t i c a t e d  h o s p i t a l  ca re  a v a i l a b l e  i n  t h e  FAMC catchment area.  

Located m o s t l y  i n  t h e  Denver m e t r o p o l i t a n  area. t h e r e  a re  n i ne teen  gen- 

e r a l  ca re  h o s p i t a l s  i n  t h e  catchment area. possess ing an i n p a t i e n t  capa- 

c i t y  o f  more than  5,000 beds. I n  a d d i t i o n .  t h e r e  a re  f i v e  p s y c h i a t r i c  

h o s p i t a l s  w i t h  a  t o t a l  c a p a c i t y  i n  excess o f  500 beds. and f o u r  s p e c i a l -  

i zed h o s p i t a l  s. 

E x h i b i t  2 - 6  summarizes t h e  c a p a c i t y  o f  t h e  i n p a t i e n t  f a c i l i t i e s  i n  

t h e  FAMC catchment area. The c a l c u l a t e d  occupancy r a t e  f o r  t h e  c i v i l i a n  

genera l  ca re  h o s p i t a l s  was 6 4 . 4 3 .  Using 85% as a  t a r g e t  occupancy r a t e .  

t h e r e  a re  more than  1000 a v a i l a b l e  beds i n  Denver area c i v i l i a n  

h o s p i t a l s .  

A p r e l i m i n a r y  examina t ion  o f  c i v i l i a n  h e a l t h  ca re  cos ts  i n  t he  

Denver m e t r o p o l i t a n  area showed t h a t  h o s p i t a l  ca re  i s  expensive r e l a t i v e  

t o  bo th  t h e  s t a t e  o f  Colorado and n a t i o n a l  averages. E x h i b i t  2 - 7  shows 

t he  Ad jus ted  Expense pe r  Bed Day, a  measure t h a t  takes bo th  i n p a t i e n t  



EXHIBIT 2-5: FTE PRIMARY CARE PHYSICIANS 
IN THE FAMC CATCHMENT AREA 

I COUNTY 

ADAMS 
ARAPAHOE 
BOULDER 
CLEAR CREEK 
DENVER 
DOUGLAS 
ELBERT 
GlLPlN 
JEFFERSON 
PARK 
WELD 

ALL COUNTIES 

1 990 
POPULATION 

SERVED 

FTE 
PRIM CARE 
'HYSICIANS 

Source: Area Resource File of the Department of Health and Human Services, 
Health Resources and Services Administration, Bureau of Health Professions 
Area Resource File. 



2-1 5 

EXHIBIT 2-6: DENVER AREA CIVILIAN HOSPITALS 

AM1 PRESBYTERIAN-DENVER' 
AM1 PRESBYTERIANST LUKE'S 
BOULDER COMMUNITY HOSPITAL 
CHILDREN'S HOSPITAL 
DENVER HEALTH AND HOSPITALS 
HIGHLAND CENTER HOSPITALS 
HUMANA HOSPITAL-AURORA 
HUMANA HOSPITAL-MTN VIEW 
LONGMONT UNITED HOSPITAL 
LUTHERAN MEDICAL CENTER 
MERCY MEDICAL CENTER 
PLAlTE VALLEY MEDICAL CENTER 
PORTER MEMORIAL HOSPITAL 
ROSE MEDICAL CENTER 
ST ANTHONY HOSPITAL SYSTEMS' 
ST JOESEPH HOSPITAL 
SWEDISH MEDICAL CENTER 
UNIVERSITY HOSPITAL 
VA MEDICAL CENTER* 

These hospitals contain a total of 259 nursing home type beds not included in the exhibit 

- Continued - 



EXHIBIT 2-6: DENVER AREA CIVILIAN HOSPITALS 
(Concluded) 

DENVER AREA PSYCHIATRIC HOSPITALS 

CENTENNIAL PEAKS HOSPITAL 
CLEO WALLACE HOSPITAL' 

This hospital contains 63 nursing home type beds not included in this exhibit. 

DENVER AREA SPECIALIZED HEALTH FACILITIES 

HOSPITAL NAME 
ZIP DISTANCE 

CODE TOFAMC 

CRAIG HOSPITAL 801 10  9 
NATIONAL JEWISH HOSPITAL 80206 6 
OAKVIEW HOSPITAL 8021 8 7 
SPAULDING REHAB1LITATK)N HOSPITA 7 

TOTAL I I 

Sources: 1989 AHA Guide to the Health Care Field, and 
DMlS Catchment Area Directory, 1 January 1990. 

All distances are from centroid of zip code area to FAMC. 



EXHIBIT 2-7: ADJUSTED EXPENSE PER BED DAY 

....... ............ ............ ..... ...... .......... ....... ...... ...... ......... ......... ...... ...... ............ ...... ........ ........ United States $586.33 z:!;:::::!, 

........ .......... ...... ...... ...... ........... ...... 

ADJUSTED EXPENSE 
AREACENSUS DIVISION (CD) PER BED DAY 

New England (CD # I )  

Middle Atlantic (CD #2) 

South Atlantic (CD #3) 

East North Central (CD #4) 

East South Central (CD #5) 

West North Central (CD #6) 

West South Central (CD #7) 

Mountain (CD #8) 

State of Colorado 
Metropolitan 
Non-Metropolitan 
Boulder-Long mont MSA 
Denver MSA 

Pacific (CD #9) 

@$ ,A::::::: ........... ..... ..... ........... ........... ...... ............ .+:::.:< ..... ........... ............ ........... .......... 

Source: AHA Hospital Statistics. 1989 Edition. 
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and o u t p a t i e n t  cos t s  i n t o  cons ide ra t i on .  f o r  n a t i o n a l .  s t a t e  o f  Co lo -  

rado. and l o c a l  areas o f  i n t e r e s t .  Combining t h e  Denver and Bou lde r -  

Longmont S t a t i s t i c a l  M e t r o p o l i t a n  Area ( S M A )  g i ves  an area wh ich  rough l y  

cor responds t o  t h e  FAMC catchment area. Th i s  area has t he  h i g h e s t  h o s p i -  

t a l  c o s t s  i n  t h e  s t a t e ,  about 22% h ighe r  than t h e  Colorado average and 

about 30% h i g h e r  t han  t h e  n a t i o n a l  average. 

One p o t e n t i a l  reason f o r  t h e  h i g h  cos t  observed i n  t h e  Denver area 

i s  t h e  abundance o f  t each ing  h o s p i t a l s .  These f a c i l i t i e s  p r o v i d e  h i g h  

q u a l i t y .  advanced medica l  ca re ,  bu t  a l s o  have h i g h  c o s t s .  The U n i v e r -  

s i t y  o f  Colorado Medica l  School .  Rose Medical  Center.  S t .  Anthony 's  

H o s p i t a l  Systems. Na t i ona l  Jewish Center f o r  Immunology and R e s p i r a t o r y  

Med ic ine .  P r e s b y t e r i a n / S t .  Luke's, and S t .  Joseph's a l l  p r o v i d e  some 

t y p e  o f  GME. 

D u r i n g  t h e  s i t e  v i s i t .  a d m i n i s t r a t o r s  f rom S t .  Anthony 's  H o s p i t a l  

Systems. C h i l d r e n ' s  H o s p i t a l .  and Rose Medical  Center ,  a l l  desc r i bed  t h e  

h e a l t h  c a r e  market  i n  t h e  Denver area as h i g h l y  c o m p e t i t i v e .  I t  was 

a l s o  g e n e r a l l y  f e l t  t h a t  due t o  t he  market c o n d i t i o n s ,  one o r  two area 

h o s p i t a l s  c o u l d  c l o s e  i n  t h e  nex t  few years .  It was g e n e r a l l y  b e l i e v e d  

t h a t .  even w i t h  p o t e n t i a l  c l osu res .  t he  h e a l t h  ca re  p rov i ded  t o  l o c a l  

b e n e f i c i a r i e s  by FAMC c o u l d  be e a s i l y  absorbed by area c i v i l i a n  

h o s p i t a l s .  

Bo th  t h e  U n i v e r s i t y  o f  Colorado Hea l th  Sciences Center  and C h i l -  

d r e n ' s  H o s p i t a l  (as  w e l l  as t h e  Denver VAMC) i n d i c a t e d  t h a t  FAMC was a  

v a l u a b l e  a d d i t i o n  t o  t h e  h e a l t h  ca re  community. I f  f o r  some reason t h e  

GME m i s s i o n  a t  t h e  f a c i l i t y  w a s  reduced o r  d i scon t i nued ,  b o t h  h o s p i t a l s  

f e l t  t h i s  would  be a l o s s  f o r  t h e  Denver area medica l  educa t i on  p r o -  

grams. and a l o s s  f o r  t h e  medical  community i n  genera l .  
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2.4.3 MANAGED CARE PROGRAMS I N  T H E  AREA 

The c o s t  and c o m p e t i t i v e  n a t u r e  of h e a l t h  care i n  t h e  Denver area 

appears t o  have c r e a t e d  a  f avo rab le  market f o r  managed care .  Both 

Hea l th  Maintenance Organ i za t i ons  (HMO's) and P r e f e r r e d  P rov i de r  Organiza-  

t i o n  (PPO's) a re  numerous i n  t h e  area. as shown i n  e x h i b i t s  2-8 and 2 - 9 .  

C o l l e c t i v e l y .  HMO's and PPO's p r o v i d e  care  t o  over  a m i l l i o n  people  i n  

the Denver Metro  area.  The amount o f  ca re  p rov i ded  by c i v i l i a n  h o s p i -  

t a l s  t o  managed care  program members averages 30% o f  t h e  h o s p i t a l ' s  

t o t a l  work load.  Some sources f e e l  t h a t  t h e  market f o r  managed care  i s  

reach ing  m a t u r i t y  and l e v e l i n g  o f f ,  w h i l e  o the rs  i n d i c a t e  t h a t  managed 

care w i l l  c on t i nue  t o  grow. In any even t .  t h e  h e a l t h  ca re  market  i n  

Denver i s  l a r g e ,  and t h e  mechanisms f o r  h o s p i t a l s  t o  hand le  i t  are  

a l r eady  i n  p lace .  The p o s s i b i l i t y  e x i s t s  then f o r  t h e  government t o  

e i t h e r  j o i n  an e x i s t i n g  managed care  o r g a n i z a t i o n  o r  f o rm  t h e i r  own. 

p o t e n t i a l l y  o f f s e t t i n g  t h e  h i g h  c o s t  o f  h e a l t h  ca re  i n  t h e  area.  



EXHIBIT 2-8: HEALTH MAINTENANCE ORGANIZATIONS (HMO's) 
OPERATING IN THE FAMC CATCHMENT AREA 

. . . . ., . .. :.:.:.: ... I Federally Qualified HMO's' Enrollment ...... .::. ..,.,.: . . .... . 
. . . .,.. .::. . . ... .. ...: . . .. .. 

Kaiser Foundation HP of Colorado 
HMO Colorado INC 
Prudential Health Care Plan, Inc 

Non Federally Qualified HMO's* 

Cigna Healthplan of Colorado Inc 
Comprecare Health Care Services Inc 
Equicor Health Plan of Colorado Inc 
Exclusive Healthcare of Colorado Inc 
Hurnana Health Plan Inc 
Metlife Healthcare Network of Colorado Inc 
Partners Health Plan of Colorado Inc 

1 Department of Health and Human Services Health Care Financing 
Administration, Office of Prepaid Health Care. 

* Colorado Division of Local Government, Department of Local Affairs. 



EXHIBIT 2-9: PPO's OPERATING IN THE FAMC CATCHMENT AREA 

NAME 

Arapahoe IPA Co 
BCIBS-Prime Health Plan 
Boulder Valley Ind Prac 
Cherry Creek Assoc Phys 
Colo Preferred Phys Org 
Equicor- Denver Preferred 
Front Range Medical Group 
Humana Health Care Plans 
Key Health Care 
Mountain Medical Affiliates 
Sloans Lake Medical Group 
Travelers-Colorado 
University Park Hlth Care Ntwk 

All Organizations 

Source: American Association of PPO'S, 
1989 Preferred Provider Organizations Directory. 





3.0 FORECAST OF TOTAL HEALTH CARE DEMAND 

Step two o f  t h i s  economic a n a l y s i s  r e q u i r e s  p r o j e c t i n g  t h e  t o t a l  

h e a l t h  ca re  demand o f  m i l i t a r y  b e n e f i c i a r i e s  served by FAMC a t  t h e  bene- 

f i c i a l  occupancy da te  (BOD)  of a  new o r  renovated f a c i l i t y .  FAMC c u r -  

r e n t l y  p rov i des  f o r  t h e  h e a l t h  ca re  needs o f  b o t h  i t s  l o c a l  catchment 

area b e n e f i c i a r y  p o p u l a t i o n  and a  l a r g e  p o p u l a t i o n  o f  r e f e r r a l s  o r i  g i n a t  - 

i n g  o u t s i d e  t h e  catchment area. Both t h e  l o c a l  and t h e  non loca l  compo- 

nents o f  FAMC's work load a re  cons idered  as p a r t  o f  t h i s  a n a l y s i s .  

I n  p r o j e c t i n g  t h e  h e a l t h  ca re  demand generated by l o c a l  catchment 

area b e n e f i c i a r i e s ,  t h e  a n a l y s i s  i d e n t i f i e d  t h e  e l i g i b l e  b e n e f i c i a r y  

p o p u l a t i o n  i n  t h e  area, and t h e  t o t a l  amount of h e a l t h  ca re  r ece i ved  by 

t h i s  p o p u l a t i o n  f r om  a l l  sources i n  t h e  base y e a r .  The h e a l t h  care 

requi rements  of t h e  catchment area p o p u l a t i o n  a t  t h e  BOD were then  based 

on t h e  p r o j e c t e d  growth i n  t h i s  b e n e f i c i a r y  p o p u l a t i o n .  w i t h  ad justments  

f o r  any expected changes i n  u t i l i z a t i o n  p a t t e r n s  between t h e  base year  

and BOD. 

I n  a d d i t i o n  t o  t h e  l o c a l  catchment area p o p u l a t i o n .  FAMC has h i s t o r -  

i c a l l y  been respons ib l e  f o r  meet ing a p o r t i o n  of t h e  h e a l t h  ca re  r e q u i r e -  

ments o f  b e n e f i c i a r i e s  o r i g i n a t i n g  o u t s i d e  t h e  catchment area. Th i s  

component o f  t h e  h e a l t h  ca re  demand f aced  by FAMC w i l l  be l o o s e l y  termed 

" r e f e r r a l  ca ren ,  s i nce  i t  p r i m a r i l y  r ep resen t s  ca re  u n a v a i l a b l e  a t  t he  

b e n e f i c i a r y ' s  MTF which i s ,  r e f e r r e d  t o  FAMC. 

The l e v e l  o f  r e f e r r a l  ca re  seen a t  FAMC i s  determined by a v a r i e t y  

of c o n d i t i o n s ,  p o l i c i e s ,  and behav io r  p a t t e r n s .  B e n e f i c i a r i e s  l i v i n g  

o u t s i d e  t h e  catchment area, b u t  s t i l l  w i t h i n  d r i v i n g  d i s t a n c e .  may 

choose t o  t r a n s p o r t  themselves t o  FAMC t o  r e c e i v e  ca re .  r a t h e r  than  

i n c u r  c o s t s  shared under t h e  CHAMPUS program. The l e v e l  o f  r e f e r r a l  

ca re  r e c e i v e d  by FAMC through o t h e r  avenues such as t h e  aeromedical  



evacuat ion system i s  i n f l u e n c e d  by f a c t o r s  i n c l u d i n g  DoD and Army p o l i -  

c i es  and t h e  d i r e c t  care  and nond i rec t  care resources a v a i l a b l e  i n  l o c a -  

t i o n s  across a t  l e a s t  a 1 5 - s t a t e  reg ion  o f  the  count ry .  Given t h e  v a r i -  

e t y  o f  q u a n t i t a t i v e  and q u a l i t a t i v e  f a c t o r s  a f f e c t i n g  t h e  amount o f  

r e f e r r a l  care seen. p r o j e c t i o n  of t h i s  component o f  demand was d r i v e n  t o  

a l a r g e  degree by assumptions and government guidance concern ing t h e  

p o l i c i e s  and behaviors descr ibed above. 

The data and methodology used i n  each step o f  t h e  demand p r o j e c t i o n  

process are documented i n  t h e  four  sec t ions  o f  t h i s  chapter .  Sec t ion  

3 .1  presents est imates of t h e  base year l o c a l  b e n e f i c i a r y  p o p u l a t i o n  and r t  
i I 

t he  p r o j e c t i o n  o f  t h i s  popu la t i on  t o  t he  BOD. Sec t ion  3.2 documents t h e  

t o t a l  h e a l t h  care demand observed i n  the  base year ,  i n c l u d i n g  care  seen 

a t  FAMC f rom bo th  l o c a l  and r e f e r r a l  b e n e f i c i a r i e s .  Sec t i on  3.3 exam- 

i nes  h i s t o r i c a l  u t i l i z a t i o n  ra tes  t o  i d e n t i f y  any t rends  o r  adjustments 

t o  i n c o r p o r a t e  i n t o  t h e  demand p r o j e c t i o n s .  F i n a l l y .  s e c t i o n  3.4 com- 

b ines  the  p r o j e c t e d  popu la t ions .  ad justed h e a l t h  care u t i l i z a t i o n .  and 

assumptions rega rd ing  r e f e r r a l  care. t o  f o recas t  the  t o t a l  h e a l t h  care 

demand a t  t h e  BOD. 

3.1 FAMC CATCHMENT AREA P O P U I A T I O N  E S T I M A T E S  

Th is  s tudy  considered t h e  h e a l t h  care requirements o f  t h e  f o l l o w i n g  

types o f  b e n e f i c i a r i e s :  a c t i v e  duty personnel.  dependents o f  a c t i v e  

du ty  personnel ,  r e t i r e d  m i l i t a r y  personnel.  dependents o f  r e t i r e d  person-  

n e l ,  and s u r v i v o r s .  Dur ing  the  course of the  ana l ys i s .  these b e n e f i -  

c i a r y  types were co l l apsed  i n t o  four  ca tegor ies  - -  a c t i v e  du ty ,  depen- 

dent o f  a c t i v e  du ty .  "o the rs "  under 65 years o f  age, and over 64 - -  

based on d i f f e r i n g  cos t  i m p l i c a t i o n s  o f  the h e a l t h  care b e n e f i t  de f i ned  

f o r  each category.  



Since f i s c a l  y e a r  1989 (FY89) was t h e  most r ecen t  yea r  f o r  which 

complete and r e l i a b l e  p o p u l a t i o n .  work load.  and c o s t  data were a v a i l -  

ab le ,  t h i s  yea r  was chosen as t h e  base year  f o r  s tudy .  F i s c a l  yea r  1998 

(FY98) was s e l e c t e d  by t h e  government as t h e  BOD, t h e  approximate year  

i n  which a  new o r  renova ted  FAMC f a c i l i t y  would be completed. Through- 

ou t  t h i s  r e p o r t .  base yea r  and FY89 a re  used in te rchangeab ly .  as a re  BOD 

and FY98. 

Base yea r  and BOD p o p u l a t i o n  es t ima tes  f o r  t h e  FAMC catchment area 

were ob ta i ned  from t h e  Resource Ana l ys i s  and P lann ing  System (RAPS) 

model, v e r s i o n  4.20. Developed f o r  t h e  O f f i ce  of t h e  A s s i s t a n t  Secre-  

t a r y  o f  Defense f o r  H e a l t h  A f f a i r s  (OASD(HA1). t h e  RAPS model p r o j e c t s  

t he  s i z e  and compos i t i on  of MHCS b e n e f i c i a r i e s  by va r i ous  geographic  

areas based on: 

counts  o f  e l i g i b l e  b e n e f i c i a r i e s  e n r o l l e d  i n  t h e  Defense 
Enro l lment  E l i g i b i l i t y  Repo r t i ng  System (DEERS); 

t o t a l  Se rv i ce  a c t i v e  d u t y  ends t reng th  p r o j e c t i o n s ;  and 

S e r v i c e - s p e c i f i c  g rowth  r a t e s  o f  p a i d  r e t i r e e s  r e p o r t e d  by t h e  
O f f i c e  o f  t h e  DoD Ac tuary .  

The b a s e l i n e  p o p u l a t i o n  da ta  used i n  t h e  c u r r e n t  gene ra t i on  RAPS 

r e f l e c t  counts  of e l i g i b l e  b e n e f i c i a r i e s  e n r o l l e d  i n  DEERS as o f  30 

September 1989. E x h i b i t  3 - 1  p resen ts  RAPS FY89 b e n e f i c i a r y  p o p u l a t i o n  

es t imates  by age, sex, and sponsor Se rv i ce  branch f o r  t h e  FAMC i n p a t i e n t  

catchment area.  

The e x h i b i t  shows approx imate ly  63,000 b e n e f i c i a r i e s  r e s i d i n g  i n  

t h e  catchment area, most of whom a r e  assoc ia ted  w i t h  r e t i r e d  personnel .  

A i r  Force and Army personnel  make up t h e  m a j o r i t y  o f  catchment area 

b e n e f i c i a r i e s ,  w i t h  t h e  A i r  Force r e p r e s e n t i n g  over  h a l f  o f  t h e  popu la -  

t i o n  and t h e  Army ano ther  o n e - t h i r d  o f  t h e  p o p u l a t i o n .  

The b e n e f i c i a r y  t y p e  d i s t r i b u t i o n  o f  t h e  FAMC p o p u l a t i o n  i s  some- 

- what a t y p i c a l  compared t o  a l l  Army h o s p i t a l s .  E x h i b i t  3 -2  i l l u s t r a t e s  



EXHIBIT 3-1 : FY89 FAMC CATCHMENT AREA BENEFICIARY POPULATION 

I. POPULATKIN BY AGE AND Sf3 

II. POPULATION BY SPONSOR SERVICE 

SERVICE 
BRANCH 

ARMY 

NA W 
AFLOAT 
USMC 
USAF 

USCG 
OTHER 

ACTIVE / MED ELG / DEP OF / DEP OF 
DUTY NGIRES ACTDUTY NGIRES RETIREE 

TOTAL 1 8,027 1 844 1 13,904 1 1.029 1 16,122 

~ - -  - 

DEP OF 
RETIREE SURVIVOR 

Source: Resource Analysis and Planning System (RAPS). based on OEERS counts as of 30 September 1989. 

1 



1 EXHIBIT 3-2: W 8 9  POPULATION DISTRIBUTIONS BY BENEFICIARY TYPE 

ACTIVE DUTY 
ACTIVE DUTY OTHER 



t h e  comparison. About 14% of  FAMC b e n e f i c i a r i e s  a re  a c t i v e  d u t y  o r  

m e d i c a l l y  e l i g i b l e  Na t i ona l  Guard/Reserve members, compared t o  about 31% 

f o r  a l l  Army h o s p i t a l s .  Conversely,  t h e  r e t i r e e .  dependent o f  r e t i r e e .  

and s u r v i v o r  p o p u l a t i o n  ( " o t h e r " )  forms about 62% o f  t h e  FAMC catchment 

area p o p u l a t i o n .  w h i l e  t h e  same p o p u l a t i o n  c o n s t i t u t e s  about 31% o f  t h e  

e l i g i b l e  p o p u l a t i o n  f o r  a l l  Army h o s p i t a l s .  

E x h i b i t s  3 - 3  th rough  3 -7  d i s p l a y  t h e  z i p  code l o c a t i o n s  o f  t h e  

63.000 b e n e f i c i a r i e s  i n  t h e  FAMC catchment area f o r  a c t i v e  d u t y ,  a c t i v e  

d u t y  dependents, o t h e r  b e n e f i c i a r i e s ,  and t h e  t o t a l  p o p u l a t i o n .  On 

t hese  maps. each d o t  represen ts  r ough l y  one b e n e f i c i a r y ,  The c i r c l e  

around F i t zs imons  approximates t h e  40 -m i l e  i n p a t i e n t  catchment area.  

A c t i v e  d u t y  b e n e f i c i a r i e s  a re  mapped t o  z i p  code l o c a t i o n s  based on 

t h e  z i p  code o f  t h e i r  assigned work s t a t i o n :  i t  i s  n o t  unexpected t o  see 

a heavy c o n c e n t r a t i o n  o f  these b e n e f i c i a r i e s  i n  t h e  Lowry AFB area. 

Dependents and r e t i r e e s  a re  mapped t o  z i p  codes based on t h e  z i p  code o f  

t h e i r  res idence ;  these  b e n e f i c i a r i e s  a re  shown t o  be d i spe rsed  over  t h e  

catchment area, w i t h  t h e  heav ies t  c o n c e n t r a t i o n  i n  t h e  m e t r o p o l i t a n  

Denver area. 

In a d d i t i o n  t o  p r o v i d i n g  i n f o r m a t i o n  on t h e  o v e r a l l  g e o g r a p h i c  

d i s t r i b u t i o n  o f  b e n e f i c i a r i e s  i n  t h e  catchment area, t h e  z i p - code  l e v e l  

p o p u l a t i o n  da ta  a l lowed examinat ion o f  t he  p o p u l a t i o n  r e s i d i n g  i n  t h e  

o v e r l a p  between FAMC and t h e  two Colorado Spr ings  MTFs. On t h e  maps 

j u s t  shown, t h e  sparse spread o f  d o t s  i n  t h e  lower  p o r t i o n  o f  t h e  c a t c h -  

ment area i n d i c a t e d  t h a t  a  few b e n e f i c i a r i e s  were r e s i d i n g  i n  t h e  o v e r -  

l a p .  E x h i b i t  3 - 8  q u a n t i f i e s  t h i s  ove r l ap  p o p u l a t i o n .  

As shown. o n l y  about 2,300 peop le  l i v e  i n  t h e  segment o f  t h e  FAMC 

catchment area which over laps  w i t h  o t h e r  t h e  Colorado Spr ings  MTF c a t c h -  

ment areas. These b e n e f i c i a r i e s  may be assoc ia ted  w i t h  e i t h e r  t he  FAMC, 

F o r t  Carson. o r  t h e  A i r  Force Academy catchment areas.  By s u b t r a c t i n g  
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EXHIBIT 3-5: ZIP CODE LOCATION OF FAMC DEPENDENT OF 
ACTIVE DUTY BENEFICIARIES 

Source: Zip code level FAMC catchment area population in DEERS as of September 1989. 







EXHIBIT 3-8: FAMC POPULATION RESIDING IN OVERLAP 

TOTAL 

OVERLAP 

Air Force Ac- Ft, Car= 

Total Population Within 40 Miles of FAMC: 63,656 

Total FAMC Catchment Area Population: 62,941 

Number in Overlap Not Associated With FAMC: 71 5 

I 
...... ...... ...,. 

Percent of FAMC Catchment Living in Overlap: 2.5% 
:: :,.. ... ...... ...... ...... ...... ............ .:.:.::.:.: ...... ... ..... ... ...... ...... 

Source: Analysis of zipcode level population data from the Defense Enrollment Eligibility 
Reporting Systems (DEERS) as of September 1989. 



t h e  t o t a l  p o p u l a t i o n  l i v i n g  w i t h i n  40 m i l e s  o f  FAMC f r om t h e  p o p u l a t i o n  

d e f i n e d  t o  be i n  t h e  catchment area,  we see t h a t  about 715  peop le  f r om  

o t h e r  catchment areas l i v e  w i t h i n  40 m i l e s  o f  FAMC. The rema in ing  1.589 

b e n e f i c i a r i e s  i n  t h e  o v e r l a p  who a re  a p a r t  o f  FAMC's catchment area 

rep resen t  o n l y  2.5% of  t h e  t o t a l  catchment p o p u l a t i o n .  S ince t h e  o v e r -  

l a p  p o p u l a t i o n  was so sma l l ,  t h i s  a n a l y s i s  concen t ra ted  on q u a n t i f y i n g  

t h e  p o p u l a t i o n  and t o t a l  demand from b e n e f i c i a r i e s  d e f i n e d  t o  be i n  t h e  

FAMC catchment area, and cons idered  t h e  Colorado Spr ings  area o n l y  as i t  

had h i s t o r i c a l l y  impacted on FAMC r e f e r r a l  ca re .  

E x h i b i t  3 -9  p resen ts  t h e  p r o j e c t e d  FY98 b e n e f i c i a r y  p o p u l a t i o n  i n  

t h e  FAMC catchment area.  as taken  from RAPS. To p r o j e c t  t h e  a c t i v e  d u t y  

p o p u l a t i o n  (ADPOP). t h e  RAPS model uses t h e  change i n  Program O b j e c t i v e  

Memorandum (POM) a c t i v e  d u t y  ends t reng ths l  as shown below: 

ADPOPproj. ADPOPbasel i ne * POMproj. POMbasel i ne 

RAPS a p p l i e s  t h e  POM growth r a t e s  p a r t i c u l a r  t o  each S e r v i c e  branch and 

ca tegory  of personnel  (e.g. .  o f f i c e r ,  e n l i s t e d )  acco rd i ng  t o  t h e  p r o p o r -  

t i o n  o f  each p o p u l a t i o n  ca tegory  p resen t  i n  t h e  catchment area. 

Dependent of a c t i v e  du t y  p o p u l a t i o n  p r o j e c t i o n s  (DADPOP) a r e  corn- 

pu ted  i n d i r e c t l y  u s i n g  b a s e l i n e  dependency r a t i o s  and ADPOP p r o j e c t i o n s  

as shown: 

DADPOPproj. = ADPOPproj. * DADPOPbaSel i n e  / ADPOPbasel i n e  

S i m i l a r  methods a re  used t o  p r o j e c t  r e t i r e e ,  dependents o f  r e t i r e e ,  and 

s u r v i v o r  o f  deceased sponsor popu la t i ons ;  however. O f f i c e  o f  t h e  Do0 

Ac tuary  es t ima tes  of r e t i r e d  personnel  a re  used i n  p l a c e  o f  POM end- 

s t r e n g t h s .  

1Current  gene ra t i on  RAPS uses POM ends t reng th  p r o j e c t i o n s  as o f  t h e  FY91 
Budget. 



EXHIBIT 3-9: FY98 PROJECTED FAMC CATCHMENT AREA 
BENEFICIARY POPULATION 

I. POPUtATDN BY AGE AND SEX 

ACTIVE MED ELG DEPOF DEP OF 
RETIREE 

131 
1,173 

921 

1.327 
60 

26 

12 
17 

115 

' 1,258 
915 

1.546 
413 

2,034 
8,559 

3,004 

21,511 

DEP OF 
NGIRES 

82 

1 66 
46 

47 
24 
10 
5 
1 

91 

167 
48 

98 
119 

146 
43 

1 

1,094 

AGVSEX I DUTY I NUAES 1 ACTDllPl RETIREE SURVIVOR I TOTAL 

00-04iM 

05-1 4/M 
15-17/M 
18-24iM 
253AIM 
w / M  
45-64iM 

65+/M 

00-04/F 
05- 1 4/F 

1517/F 
16-24/F 

2534ff 
3544/F 

45-64lF 

65+/F 

TOTAL 

II. WPULATION BY SPONSOR SERVICE I 

SURVIVOR TOTAL 

1,504 20,460 

379 6.61 7 
- 317 

141 2.083 
1.548 35,083 

13 212 
30 336 

3,615 65.108 

DEPOF DEPOF 
ACT DUTY NGIRES RETIREE 

SERVICE 
BRANCH 

ACTIVE MED ELG 
DUTY NGIRES 

DEP OF 
RETIREE 

ARMY 
NA W 

AFLOAT 
USMC 
USAF 
USCG 

OTHER 

Source: Resource Analysis and Planning System (RAPS). based on Program Objective Memorandum (POMI 
active duty endstrength projection and office of the DoD Actuary retiree projections. . 



E x h i b i t  3-10 summarizes t h e  p o p u l a t i o n  growth r a t e s  p r o j e c t e d  from 

FY89 t o  FY98 by each ca tegory .  As shown. t h e  o v e r a l l  FAMC p o p u l a t i o n  i s  

p r o j e c t e d  t o  i nc rease  rough l y  3.4% over  t h e  n i ne -yea r  span. The a c t i v e  

du ty  p o p u l a t i o n  and dependent of a c t i v e  du t y  p o p u l a t i o n  i s  p r o j e c t e d  t o  

decrease by about 7%. w h i l e  o t h e r  b e n e f i c i a r i e s  under 65 a re  p r o j e c t e d  

t o  i nc rease  by about 92. W i t h i n  t h e  a c t i v e  du t y  popu la t i on .  POM end- 

s t r eng ths  a p p l i e d  t o  t h e  FAMC catchment area r e s u l t e d  i n  an A i r  Force 

a c t i v e  du t y  decrease of  about 9% and an Army a c t i v e  du t y  decrease o f  

about 5 . 7 % .  These p o p u l a t i o n  growth r a t e s  were p resen ted  f o r  rev iew a t  

t h e  i n t e r i m  work ing  sess ion  f o r  t h i s  s tudy .  

3 . 2  B A S F  YEAR H F A l  TH CARF U T I  1 IZATION 

Base yea r  h e a l t h  ca re  u t i l i z a t i o n  a t  FAMC was examined f o r  b o t h  

l o c a l  and non loca l  b e n e f i c i a r i e s  served by FAMC. For l o c a l  catchment 

area b e n e f i c i a r i e s .  t o t a l  h e a l t h  ca re  u t i l i z a t i o n  f rom a l l  sources o f  

care was examined. For b e n e f i c i a r i e s  from o u t s i d e  t h e  catchment area, 

o n l y  t h e  p o r t i o n  o f  h e a l t h  ca re  demand seen a t  FAMC was cons idered  p a r t  

o f  t h e  t o t a l  demand faced  by FAMC. No a t tempt  was made t o  q u a n t i f y  o r  

cap tu re  a d d i t i o n a l  ca re  f r om  o t h e r  MTFs o r  f rom CHAMPUS o u t s i d e  t h e  

l o c a l  catchment area. 

S p e c i f i c a l l y ,  t o t a l  FAMC h e a l t h  ca re  demand was d i v i d e d  i n t o  t h e  

f o l l o w i n g  components o f  re levance  t o  t h i s  a n a l y s i s :  

(1) Care h i s t o r i c a l l y  p rov i ded  by FAMC t o  l o c a l  b e n e f i c i a r i e s ;  

(2) Care h i s t o r i c a l l y  p r o v i d e d  by FAMC t o  b e n e f i c i a r i e s  f rom o u t -  
s i d e  t h e  l o c a l  catchment area ( r e f e r r a l  c a r e ) ,  i n c l u d i n g :  

( 2a )  Care t o  b e n e f i c i a r i e s  f r om  t h e  Colorado Spr ings  area. 
and 

( 2 b I  Care t o  a1 1  o t h e r  non loca l  b e n e f i c i a r i e s .  



EXHIBIT 3-10: PROJECTED CHANGE IN FAMC CATCHMENT AREA POPULATION 

I. BENEFICIARY TYPE 

Dependent of GuardIRES < 65 

Total All Beneficiaries 

11. ACTIVE DUTY ONLY, BY SERVICE 

Service Branch 

Total All Services 

Source: Resource Analysis and Planning System (RAPS) projections, based on Program Objective Memorandur 
(POM) active duty endstrength projections and Office of the DoD Actuary retiree projections. 



(3) Care h i s t o r i c a l l y  p rov i ded  a t  t h e  Lowry AFB c l i n i c :  and 

( 4 )  Care h i s t o r i c a l l y  p rov i ded  t o  l o c a l  b e n e f i c i a r i e s  th rough  
CHAMPUS. 

Another  p o t e n t i a l  component. of t o t a l  demand - -  ca re  p rov i ded  t o  

b e n e f i c i a r i e s  ass igned  t o  t h e  FAMC catchment area by MTFs o t h e r  than  

FAMC - -  was n o t  i d e n t i f i e d  i n  t h e  l i s t  above. Th is  p o t e n t i a l  component 

represen ted  a  v e r y  sma l l  amount of care;  about 52 o f  t h e  i n p a t i e n t  

d i r e c t  c a r e  p r o v i d e d  t o  FAMC b e n e f i c i a r i e s .  Fu r t he r ,  s i n c e  FAMC i s  a 

t e r t i a r y  c a r e  f a c i l i t y ,  i t  was reasonable  t o  assume t h a t  t h i s  ca re  was 

n o t  a c t u a l l y  b e i n g  r e f e r r e d  t o  o t h e r  MTFs. b u t  was be ing  r e c e i v e d  e l s e -  

where f o r  o t h e r  reasons. For example. t h e  b e n e f i c i a r y  m igh t  have been 

TDY o r  o t h e r w i s e  t e m p o r a r i l y  neare r  t o  another  MTF when care  was 

requ i r ed .  W i t h  ove r  60.000 b e n e f i c i a r i e s ,  over  t he  course o f  a  year  i t  

i s  l i k e l y  t h a t  some amount o f  d i r e c t  ca re  w i l l  always be seen a t  o t h e r  

MTFs, so t h i s  amount of ca re  was assumed t o  remain o u t s i d e  t h e  catchment 

area i n  a l l  s cena r i os  and n o t  impact on f u t u r e  FAMC requ i rements .  

A d e s c r i p t i o n  of t h e  FY89 workloads assoc ia ted  w i t h  each o f  t h e  

i d e n t i f i e d  components of demand f o l l ows .  

Care Provided by FAMC to Local and Nonlocal Beneficiaries 

Since t h e  da ta  sources and methodolog ies used t o  q u a n t i f y  i n p a t i e n t  

and o u t p a t i e n t  c a r e  d i f f e r e d .  they  a re  d iscussed sepa ra te l y  below. 

J n ~ a t l e n t  Care  

E x h i b i t  3 -11  d i s p l a y s  numbers of d i s p o s i t i o n s  and bed days p r o v i d e d  

by FAMC t o  t h e  l o c a l  catchment area p o p u l a t i o n  i n  FY89. A t o t a l  o f  

about  8,000 d i s p o s i t i o n s  and 50.000 bed days were p rov i ded  t o  t h e  l o c a l  

b e n e f i c i a r i e s ,  f o r  an average l e n g t h  of s t a y  o f  about 6 days. These 

es t imates  were d e r i v e d  f r om RAPS FY89 FAMC work load r e p o r t s ,  which a re  



I. DISPOSITIONS 

I CLINICAL A R M  

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

1 ALL CLINICAL AREAS 

11. BED DAYS 

I 
I CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
DUTY 

ACTIVE 
DUTY 

DEPACT OTHERS 
< 65 < 65 

DEP ACT 
< 65 

OTHERS 
< 65 OVER 64 

Source: Resource Analysis and Planning System (RAPS), based on FY89 Medical Expense and Performance 
Reporting System (MEPRS) and Army biometrics data. 



based on FY89 Se rv i ces '  b i o m e t r i c s  i n p a t i e n t  records .  s t anda rd i zed  t o  

Medica l  Expense and Performance Repor t ing  System ( M E P R S )  c l i n i c a l  area 

t o t a l  s. 

E x h i b i t  3-12 d i s p l a y s  t h e  comparable i n p a t i e n t  work loads p rov i ded  

by FAMC t o  b e n e f i c i a r i e s  from o u t s i d e  t h e  catchment area.  These e s t i -  

mates were a l s o  d e r i v e d  from t h e  RAPS model. based on b i o m e t r i c s  and 

MEPRS da ta .  FAMC p rov i ded  about 6.000 d i s p o s i t i o n s  and 72.000 bed days 

t o  non loca l  b e n e f i c i a r i e s .  f o r  a  l onge r  average l e n g t h  o f  s t a y  o f  about 

12 days. 

E x h i b i t  3 -13  d i s p l a y s  t h e  p r o p o r t i o n  o f  i n p a t i e n t  ca re  p rov i ded  by 

FAMC t o  l o c a l  and non loca l  b e n e f i c i a r i e s .  As shown, about 40% o f  t o t a l  

d i s p o s i t i o n s ,  and 60% of t o t a l  bed days, were p rov i ded  t o  b e n e f i c i a r i e s  

f r om  o u t s i d e  t h e  l o c a l  catchment area. 

E x h i b i t s  3 -14  and 3 -15  d i s p l a y  s i m i l a r  p i e  c h a r t s  f o r  d i s p o s i t i o n  

and bed day o r i g i n s  by b e n e f i c i a r y  t ype .  These e x h i b i t s  i l l u s t r a t e  t h a t  

t h e  p r o p o r t i o n  o f  ca re  p rov i ded  t o  b e n e f i c i a r i e s  from o u t s i d e  t h e  c a t c h -  

ment area i s  much g r e a t e r  f o r  a c t i v e  du t y  b e n e f i c i a r i e s  (80% o f  FAMC 

a c t i v e  d u t y  bed days)  than  f o r  dependents o f  a c t i v e  du t y  and o t h e r s  

( r o u g h l y  50% of FAMC n o n - a c t i v e  du t y  bed days) .  T h i s  r e s u l t  i s  n o t  s u r -  

p r i s i n g ,  c o n s i d e r i n g  t h e  r e l a t i v e l y  low p r o p o r t i o n  o f  a c t i v e  d u t y  p e r -  

sonnel i n  t h e  l o c a l  p o p u l a t i o n ,  and t h e  f a c t  t h a t  a  l a r g e r  p r o p o r t i o n  o f  

d i r e c t  ca re  r e f e r r a l s  a re  a c t i v e  du ty .  

To de te rmine  more s p e c i f i c a l  l y  where t h e  FAMC non loca l  i n p a t i e n t  

work load  was o r i g i n a t i n g .  FY89 b i o m e t r i c s  data f o r  ca re  r e c e i v e d  a t  FAMC 

were examined. The b i o m e t r i c s  da ta  c o n t a i n  f i e l d s  i d e n t i f y i n g  t h e  z i p  

code o f  t h e  b e n e f i c i a r y  and t h e  d i r e c t  ca re  f a c i l i t y  where they  rece i ved  

care .  By mapping t h e  b e n e f i c i a r y  z i p  codes o f  FAMC p a t i e n t s  i n t o  

catchment areas,  i t  was determined t h a t  FAMC r e c e i v e d  i n p a t i e n t  work load 

f r om over  150 catchment areas wor ldwide,  a l t hough  o n l y  a  hand fu l  o f  



EXHIBIT 3-1 2: FY89 FAMC INPATIENT CARE PROVIDED TO BENEFICIARIES 
FROM OUTSIDE THE CATCHMENT AREA 

I. DISPOSITIONS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 

ACTIVE 
DUTY 

244 
1 44 
45 
0 

155 
86 

549 
5 

52 
172 
108 
62 

295 
48 

PSYCHIATRY 21 8 

ALL CLINICAL AREAS 2,183 

DEP ACT 
< 65 

OTHERS 
< 65 OVER 64 TOTAL 

II. BED DAYS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
DUTY 

DEP ACT 
< 65 

OTHERS 
< 65 OVER 64 

Source: Resource Analysis and Planning System (RAPS), based on FY89 Medical Expense and Performance 
Reporting System (MEPRS) and Army biometries data. 
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EXHIBIT 3-13: ORIGIN OF FY89 FAMC INPATIENT WORKLOAD 

DISPOSITIONS 

BED DAYS LOCAL 

Source: Analysis of FY89 inpatient biometries data. 



EXHIBIT 3-14: ORIGIN OF FY89 FAMC DISPOSITIONS 
BY BENEFICIARY TYPE 

NON LO 
.... .. . . . . . . . . 

LOCAL 

ACTIVE DUTY OTHER 

DEPENDENT OF 
ACTIVE DUTY 

OVER 64 

Source: Analysis of FY89 inpatient biometries data. 



EXHIBIT 3-15: ORIGIN OF FY89 FAMC BED DAYS BY BENEFICIARY TYPE 

ACTIVE DUTY OTHER 

DEPENDENT OF 
ACTIVE DUTY 

OVER 64 

Source: Analysis of W 8 9  biometries data. 



as represented 2% o r  more o f  t h e  t o t a l  work load.  E x h i b i t s  

3-16 and 3-17 d i s p l a y  t h e  r e s u l t s  o f  t h e  FY89 FAMC i n p a t i e n t  o r i g i n  

a n a l y s i s .  f o r  d i s p o s i t i o n s  and bed days. 

As shown i n  t h e  e x h i b i t s .  i n p a t i e n t  work load f r om F o r t  Carson and 

t h e  A i r  Force Academy represen ts  a  s i g n i f i c a n t  p o r t i o n  o f  FAMC's work-  

load .  Catchment areas and noncatchment areas i n  M i s s o u r i .  Kansas, Utah, 

Wyoming, and South Dakota a l s o  c o n t r i b u t e d  somewhat t o  FAMCs non loca l  

work1 oad. 

E x h i b i t  3 -18  d i s p l a y s  t h e  t o t a l  i n p a t i e n t  work load p r o v i d e d  a t  FAMC 

i n  FY89, t o  b o t h  l o c a l  and non loca l  b e n e f i c i a r i e s .  As shown. FAMC 

r e c e i v e d  over  14.000 d i s p o s i t i o n s  and n e a r l y  122.000 bed days. w i t h  an 

o v e r a l l  average l e n g t h  of s t a y  o f  8.7 days. 

D u t p a t i e n t  Care 

E x h i b i t  3 -19  d i s p l a y s  o u t p a t i e n t  v i s i t s  p rov i ded  t o  a l l  b e n e f i -  

c i a r i e s  a t  FAMC i n  FY89. These da ta  were d e r i v e d  f rom R A P S .  based on 

b i o m e t r i c s  counts  of o u t p a t i e n t  v i s i t s  by c l i n i c a l  area and b e n e f i c i a r y  

t ype .  w i t h  t h e  c ross  p roduc t  d e r i v e d  th rough  use o f  an i t e r a t i v e  f i t t i n g  

a l g o r i t h m  (see  RAPS Model Technica l  D e s c r i p t i o n .  Defense Medica l  In forma-  

t i o n  System (DMIS). VRI-DMIS-2.20 WP89-32(R). 23 May 1990. pages 3-18  

th rough  3 - 2 1  f o r  a  d e t a i l e d  d e s c r i p t i o n  o f  t h i s  methodology) .  

FAMC i n p a t i e n t  v i s i t s  were es t imated  f r om FY89 MEPRS i n p a t i e n t  

v i s i t  da ta  by c l i n i c a l  area f rom t h e  DMIS. The b e n e f i c i a r y  t ype  d i s t r i -  

b u t i o n  o f  these  v i s i t s  r e q u i r e d  e s t i m a t i o n .  S ince t he  v i s i t s  were p e r -  

formed on FAMC i n p a t i e n t s ,  an i n p a t i e n t  b e n e f i c i a r y  t ype  d i s t r i b u t i o n  

measure was des i r ed .  I n p a t i e n t  v i s i t s  r ep resen t  p a t i e n t s  r e c e i v i n g  ca re  

i n  c l i n i c a l  areas o t h e r  than  t h e  one under which they  have been adm i t -  

ted .  Whi le  t h e y  a re  more r e l a t e d  t o  the  i n p a t i e n t  ca re  b e i n g  p rov i ded  

a t  FAMC than  t o  t h e  o u t p a t i e n t  care,  t h e  i n p a t i e n t  v i s i t s  i n  a  
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EXHIBIT 3-16: DETAILED ORIGIN OF FY89 FAMC DISPOSITIONS 

Ft. Leonard Wood, MO 2% Ellsworth AFB, SD 
Ft. Riley, KS 3% F. E. Warren AFB, WY 
Air Force Academy, 2% Non-Catchment CO I 

2% Ft. Leavenworth, KS 
Ft. Carson, C 

14% Other 

58% Fitzsimmons AMC, CO 

Source: Analysis of FY89 biornetrics data. 
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EXHIBIT 3-17: DETAILED ORIGIN OF FY89 FAMC BED DAYS 

2% Ellsworth AFB, SD 1 2% F. E. Warren AFB, WY 

5% Ft. Leonard Wood, MO 2% Non-Catchment CO 

3% Ft. Leavenworth, KS 2% Non-Catchment MO 

6% Ft. Riley, KS 2% Hill AFB, UT 

4% Air Force Aca 

18% Other 

1 3% Ft. Carson, CO 

41 % Fitzsimmons AMC, CO 

Source: Analysis of FY89 biometries data. 



EXHIBIT 3-1 8: FY89 FAMC INPATIENT CARE PROVIDED TO 
ALL BENEFICIARIES 

I. DISPOSITIONS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTWLMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

11. BED DAYS 

..... ....,. 
ACTIVE DEP ACT OTHERS 

.... ...., .... . . . .,. .... . . . .,. .... :......< 
CLINICAL AREA DUTY < 65 < 65 OVER 64 TOTAL $$$? . . ...... ..... .... ..., ..... ...... . . ..... 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOURYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

Source: Resource Analysis and Planning System (RAPS), based on N 8 9  Medical Expense and Performance 
Reporting System (MEPRS) and Army biometries data. 

\! 1 
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EXHIBIT 3-1 9: FY89 FAMC OUTPATIENT VISITS 

CLINICAL AREA 
ACTIVE 
DUTY 

INTERNAL MEDICINE 
FAM PRAC/PRIM CARE 
FLTIUNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

DEP ACTIVE 
< 65 

OTHERS 

49,626 

0 
1 24,222 

4,724 
14,257 
10,932 
2,336 

17,588 
10,657 
12,299 
16,488 
2,286 
5,706 
5,155 
1,897 
4,259 
3,584 

229,984 

OVER 64 

Source: Resource Analysis and Planning System (RAPS), based on FY89 Army biometrics data. 



p a r t i c u l a r  c l i n i c a l  area do n o t  r e l a t e  t o  t he  i n p a t i e n t  b e n e f i c i a r i e s  i n  

a  comparable i n p a t i e n t  c l i n i c a l  area.  Furthermore, t h e  cos t s  f o r  these 

v i s i t s  a re  no l o n g e r  assessed back t o  t h e  i n p a t i e n t  c l i n i c a l  area.  so 

the o r i g i n  of these  i n p a t i e n t  v i s i t s  i s  no l onge r  t r acked  i n  t h e  da ta .  

Therefore,  i n p a t i e n t  v i s i t s  r e p o r t e d  under MEPRS f o r  each c l i n i c a l  area 

were d i s t r i b u t e d  by b e n e f i c i a r y  t y p e  based on t h e  t o t a l  i n p a t i e n t  bene f i  - 

c i a r y  t ype  d i s t r i b u t i o n .  E x h i b i t  3 -20  d i s p l a y s  t h e  r e s u l t i n g  es t ima tes  

of t o t a l  i n p a t i e n t  and o u t p a t i e n t  v i s i t s .  

The f i n a l  s t e p  i n  q u a n t i f y i n g  base yea r  FAMC c l i n i c  work loads was 

t o  assess t h e  p r o p o r t i o n s  o f  ca re  be ing  p rov i ded  t o  l o c a l  catchment area 

b e n e f i c i a r i e s  and t o  non loca l  b e n e f i c i a r i e s .  T h i s  l e v e l  o f  d e t a i l  i s  

no t  n o r m a l l y  a v a i l a b l e  i n  MHSS o u t p a t i e n t  data.  However, t h e  FAMC 

P a t i e n t  A d m i n i s t r a t i o n  o f f i c e  was a b l e  t o  compi le  data on o u t p a t i e n t  

v i s i t s  f o r  b e n e f i c i a r i e s  from l o c a l  and non loca l  z i p  codes, by b e n e f i -  

c i a r y  t y p e  and c l i n i c ,  f o r  ca lendar  year  1990. These da ta  a l l owed  e s t i -  

mat ion o f  t h e  p r o p o r t i o n  of o u t p a t i e n t  v i s i t s  FAMC p rov i des  t o  t h e  l o c a l  

popu la t i on .  

E x h i b i t  3 - 2 1  d i s p l a y s  t h e  percentage of v i s i t s  p rov i ded  by FAMC t o  

l o c a l  catchment area b e n e f i c i a r i e s ,  c a l c u l a t e d  from the  s p e c i a l  P a t i e n t  

A d m i n i s t r a t i o n  o f f i c e  da ta .  A s  shown, about 80% of t h e  o u t p a t i e n t  

v i s i t s  a re  p r o v i d e d  t o  l o c a l  b e n e f i c i a r i e s .  For a c t i v e  d u t y  o u t p a t i e n t  

care,  t h e  pe rcen t  p r o v i d e d  t o  l o c a l  b e n e f i c i a r i e s  was a somewhat lower  

60%. The percentages i n  e x h i b i t  3 -20  were a p p l i e d  t o  t h e  t o t a l  FAMC 

v i s i t s  t o  d e r i v e  l o c a l  and non loca l  o u t p a t i e n t  v i s i t s .  The r e s u l t i n g  

es t imates  o f  t o t a l  c l i n i c  v i s i t s  p rov i ded  t o  l o c a l  and non loca l  b e n e f i c i -  

a r i e s  a re  d i s p l a y e d  i n  e x h i b i t s  3 -22  and 3 -23 .  



CLINICAL AREA 

INTERNAL MEDICINE 
FAM PRACIPRIM CARE 
FLTIUNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOIARY NGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

EXHIBIT 3-20: FY89 FAMC OUTPATIENT AND INPATIENT VISITS 

OPV 
ACTIVE 
DUTY 

IPV 
ACTIVE 
D m  

OPV 
DEP ACT 

< 65 

IPV 

"': F 
OPV 

OTHERS 
< 65 

IPV 
OTHERS 

< 65 
OPV 

OVER 64 
IPV 

OVER 64 
OPV ' 

TOTAL 
IPV 

TOTAL 

Source: Outpatient visits derived from the Resource Analysis and Planning System (RAPS), based on FY89 Army biometries data. 
Inpatient visits derived from FY89 Medical Expense and Performance Reporting System (MEPRS) data. 



EXHIBIT 3-21 : PERCENTAGE OF FAMC OUTPATIENT VISITS 
PROVIDED TO LOCAL BENEFICIARIES 

% LOCAL % LOCAL 
CLINIC ACT DUT DEP ACT 

INTERNAL MEDICINE 49% 83% 
FAM PRACfPRIM CARE 62% 91 40 
PEDIATRICS 78% 84% 
ALLERGY 65% 82% 
CARD K)LOGY 100% 100% 
DERMATOLOGY 67% 88% 
NEUROLOGY 40% 64% 
EMER MEDICINE 60% 88Yo 
GENERAL SURGERY 39% 72% 
ORTHOPEDICS 53% 81% 
OPHTHALMOLOGY 45% 79% 
E M  40% 81 % 
UROLOGY 57% 76% 
GYNECOLOGY 75% 87% 
OBSTETRICS 90% 85'10 
OPTOMETRY 74Yo 92% 

TOTAL 1 609/0 1 85% 

% LOCAL 
OTHER 

Source: Analysis of data provided by FAMC Patient Administration office for calendar year 1990. 



EXHIBIT 3-22: N 8 9  FAMC CLINIC VISITS PROVIDED 
TO LOCAL BENEFICIARIES 

' CLINICAL AREA I 

ACTIVE DEP ACT 
DUTY < 65 

INTERNAL MEDICINE 
FAM PRACIPRIM CARE 
FLTNNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

OTHERS L- OVER 64 TOTAL L 



4IBIT 3-23: FY89 FAMC CLINIC VISITS PROVIDED TO BENEFICIARIES 
FROM OUTSIDE THE CATCHMENT AREA 

CLINICAL AREA 
- 

INTERNAL MEDICINE 
FAM PRAClPRlM CARE 
FLTIUNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDlClNI 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHlATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

ACTIVE DEP ACT 1 DUTY 1 <65 

OTHERS 
c 65 

OVER 64 



Care P rov i ded  a t  Loury  AFB C l i n i c  

E x h i b i t  3-24 d i s p l a y s  t h e  v i s i t s  seen i n  F Y 8 9  a t  t h e  Lowry A F B  

c l i n i c .  These f i g u r e s  were taken f rom t h e  RAPS model, based on FY89 

biometries da ta .  

The Lowry A F B  c l i n i c  p rov i ded  a  t o t a l  of about 38,000 o u t p a t i e n t  

v i s i t s .  t h e  m a j o r i  t y  o f  which were f a m i l y  p r a c t i c e / p r i m a r y  ca re  v i s i t s  

t o  a c t i v e  d u t y  b e n e f i c i a r i e s .  The remainder o f  ca re  r e q u i r e d  by t h e  

Lowry Air Force p o p u l a t i o n  i s  g e n e r a l l y  r e f e r r e d  t o  FAMC. 

Nond i r ec t  Care Workloads 

E x h i b i t  3 - 2 5  d i s p l a y s  t h e  i n p a t i e n t  work loads p r o v i d e d  by c i v i l i a n  

sources under  t h e  CHAMPUS program t o  FAMC b e n e f i c i a r i e s  i n  F Y 8 9 .  These 

work loads were taken  f rom t h e  RAPS model, based on F Y 8 9  CHAMPUS i n d i v i d -  

u a l  c l a ims  da ta  f o r  t h e  FAMC catchment area.  These da ta  were i n f l a t e d  

t o  r e p r e s e n t  t h e  f u l l  24-month c o l l e c t i o n  c l a ims  p e r i o d  and were mapped 

i n t o  i n p a t i e n t  c l i n i c a l  areas comparable t o  those  r e p o r t e d  f o r  d i r e c t  

c a r e  work1 oads . 
Given t h e  c a p a b i l i t i e s  a t  FAMC. t h e  ve r y  smal l  amount o f  i n p a t i e n t  

c a r e  seen under CHAMPUS i s  n o t  s u r p r i s i n g .  The m a j o r i t y  o f  t h i s  CHAMPUS 

work load.  about h a l f  o f  t h e  d i s p o s i t i o n s  and over  75% o f  t h e  bed days, 

was f o r  p s y c h i a t r i c  care.  

E x h i b i t  3 - 2 6  d i s p l a y s  CHAMPUS o u t p a t i e n t  work loads f r o m  RAPS f o r  

t h e  FAMC catchment area. On t h e  o u t p a t i e n t  s i d e ,  CHAMPUS da ta  do n o t  

r e a d i l y  map i n t o  t h e  same l e v e l  o f  c l i n i c a l  area d e t a i l  a v a i l a b l e  f o r  

d i r e c t  c a r e  work loads,  p a r t i c u l a r l y  f o r  b a s i c  medica l  ca re .  The 

med i ca l / p r ima ry  ca re  category  i n t o  which t h e  CHAMPUS da ta  can be mapped 

i s  comparable t o  t h e  c o n s o l i d a t i o n  o f  f o u r  o f  t h e  c l i n i c a l  areas used i n  

d i r e c t  c a r e  work load  r e p o r t s :  i n t e r n a l  medic ine.  f a m i l y  p r a c t i c e /  

p r i m a r y  ca re ,  f l i g h t / u n d e r s e a s  medic ine,  and p e d i a t r i c s .  Thus, t h e  



EXHIBIT 3-24: FY89 LOWRY AFB CLINIC OUTPATIENT VISITS 

CLINICAL AREA 

INTERNAL MEDICINE 
FAM PRAC/PRIM CARE 
FLTtUNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

ACTIVE DEP ACTIVE OTHERS LOWRY 
DUTY < 65 < 65 OVER 64 

Source: Resource Analysis and Planning System (RAPS), based on IT89 biometries data. 



EXHIBIT 3-25: FY89 CHAMPUS INPATIENT CARE PROVIDED TO FAMC 
CATCHMENT AREA BENEFICIARIES 

I. DISPOSITIONS 

I CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

1 ALL CLINICAL AREAS 

II. BED DAYS 

ACTIVE DEP ACT 
DUTY < 65 

0 17 
0 2 
0 5 
0 52 
0 4 
0 16 
0 2 
0 0 
0 0 
0 4 
0 1 
0 4 
0 4 
0 12 
0 139 

0 262 

I - 

OTHERS 
< 65 

Source: Resource Analysis and Planning System (RAPS), based on FY89 CHAMPUS 
individual inpatient claims data. 



EXHIBIT 3-26: FY89 CHAMPUS OUTPATIENT VISITS PROVIDED TO 
BENEFICIARIES IN THE FAMC CATCHMENT AREA 

I. TOTAL OUTPATIENT VISITS INCLUDING PARTNERSHIP VISITS 

CLINICAL AREA 

CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 

GYNECOLOGY 

PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

II. ESTIMATED PARTNERSHIP VISITS 

MEDICAUPRIM CARE 

DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 

GYNECOLOGY 

PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

Source: Total visits taken from Resource Analysis and Planning System (RAPS), based on Medical 
Expense and Performance Reporting System (MEPRS), and N 8 9  Biometries data. 
Partner visits estimated from OCHAMPUS reports, as detailed in text. 



, 
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m e d i c a l l p r i m a r y  ca re  (medlpc) group repo r t ed  under RAPS f o r  s e r v i c e  area 4 < 
n o n d i r e c t  ca re  workloads should  be compared t o  t h e  sum of those  f o u r  9 

d i  r e c t  ca re  c a t e g o r i  es . 
Another c l i n i c a l  area r e q u i r i n g  spec ia l  t r ea tmen t  was o b s t e t r i c s .  

O u t p a t i e n t  o b s t e t r i c s  cos ts  under CHAMPUS a re  r e p o r t e d  w i t h  t h e  i n p a -  

t i e n t  episode; n o n d i r e c t  ca re  o b s t e t r i c s  v i s i t s  t h a t  a re  comparable t o  

i r e c t  ca re  v i s i t s  a r e  n o t  a v a i l a b l e  i n  t h e  CHAMPUS data.  The re fo re ,  

o n d i r e c t  c a r e  o b s t e t r i c a l  v i s i t s  were es t ima ted  by a p p l y i n g  t h e  r a t e  of 

13 v i s i t s  p e r  d e l i v e r y  ( w i t h  d e l i v e r i e s  es t imated  as o b s t e t r i c a l  d i s p o s i -  

t i o n s )  recommended i n  1983 by t h e  America1 Co l l ege  o f  O b s t e t r i c i a n s  and 

Gyneco log is ts .  

F i n a l l y .  an ad justment  t o  CHAMPUS o u t p a t i e n t  work loads was r e q u i r e d  

t o  p r o p e r l y  handle  t h e  work load seen under P a r t n e r s h i p  Program p r o v i d e r s  

o p e r a t i n g  o u t  o f  t h e  FAMC f a c i l i t y .  Since t h i s  work load was per formed 

a t  t h e  MTF, i t  was r e p o r t e d  as d i r e c t  ca re  work load.  S ince t h e  P a r t n e r -  

s h i p  p r o v i d e r  f i l e d  a  CHAMPUS c l a im ,  t h i s  work load was a l s o  r e p o r t e d  

under FAMC catchment area CHAMPUS work loads.  To e l i m i n a t e  t h i s  doub le  

coun t ing ,  b o t h  t h e  d i r e c t  ca re  and CHAMPUS data r e p o r t i n g  systems were 

examined w i t h  r espec t  t o  P a r t n e r s h i p  Program work loads.  (No te  t h a t  

P a r t n e r s h i p  agreements a t  FAMC are  v i r t u a l l y  a l l  " i n t e r n a l " ,  meaning 

t h a t  t h e  c i v i l i a n  p r o v i d e r  works o u t  o f  t h e  MTF.) 

S t a r t i n g  i n  mid-FY90. FAMC began t o  t r a c k  P a r t n e r s h i p  Program work -  

l o a d  sepa ra te l y .  However , . th is  work load was n o t  t r a c k e d  i n  FY89. I t  i s  

b e l i e v e d  t o  be i n c l u d e d  i n  FAMC FY89 d i r e c t  ca re  work loads.  Suppor t  and 

a d m i n i s t r a t i v e  c o s t s  assoc ia ted  w i t h  Pa r t ne rsh ip  work loads a t  t h e  MTF 

a re  n o t  t r acked .  

CHAMPUS p u b l i s h e s  a  r e p o r t  on Pa r t ne rsh ip  Program work load  and 

c o s t s  t h a t  i s  s i m i l a r  i n  fo rmat  t o  t he  f u l l  Hea l t h  Care Summary Repor t  



( H C S R )  f o r  each catchment area.  Th i s  r e p o r t  was a v a i l a b l e  f o r  FAMC f o r  

e. - FY89. 

Thus, f r om  a  p r a c t i c a l  s t andpo in t .  i t  was much e a s i e r  t o  i d e n t i f y  

the p o r t i o n  of t h e  CHAMPUS work load assoc ia ted  w i t h  P a r t n e r s h i p  than t he  

p o r t i o n  o f  t h e  d i r e c t  ca re  work load.  Fu r t he r ,  s i nce  t h e  b e n e f i c i a r y  

exper iences no d i f f e r e n c e  i n  t h e  l o c a t i o n  o r  t h e  cos t  o f  ca re .  P a r t n e r -  

sh ip  ca re  shou ld  be more comparable t o  d i r e c t  ca re  than t o  CHAMPUS. i n  

terms o f  b e n e f i c i a r y  u t i l i z a t i o n  behav io r .  There fo re .  i t  was decided t o  

leave t h e  P a r t n e r s h i p  Program work load  as p a r t  o f  d i r e c t  ca re  workloads. 

and deduct  t h e  work load  from t h e  CHAMPUS counts .  

The FY89 CHAMPUS P a r t n e r s h i p  Program r e p o r t  f o r  t h e  FAMC catchment 

area showed o u t p a t i e n t  v i s i t s ,  o u t p a t i e n t  p ro fess i ona l  cos t s .  and some 

i n p a t i e n t  p ro fess i ona l  c o s t s .  S ince  t h e r e  were no h o s p i t a l  se r v i ces  

costs under P a r t n e r s h i p ,  d i s p o s i t i o n s  and bed days were n o t  r epo r t ed .  

Therefore.  t h i s  a n a l y s i s  concen t ra ted  on e l i m i n a t i n g  t h e  double  coun t i ng  

o f  o u t p a t i e n t  v i s i t s .  

The FY89 P a r t n e r s h i p  Program v i s i t  counts by c l i n i c a l  area were 

compared t o  t h e  t o t a l  FY89 HCSR counts  . f o r  FAMC. Since workloads a re  

presented by c l i n i c a l  area.  b u t  n o t  by b e n e f i c i a r y  t ype  i n  these  

r e p o r t s ,  t h e  d i s t r i b u t i o n  by b e n e f i c i a r y  t ype  i n  each c l i n i c a l  area was 

c a l c u l a t e d  by u s i n g  t h e  b e n e f i c i a r y  d i s t r i b u t i o n  o f  t h e  user  p o p u l a t i o n  

i n  t h a t  c l i n i c a l  area, a p p l i e d  t o  t h e  number of v i s i t s  r epo r t ed .  The 

p r o p o r t i o n  o f  v i s i t s  t h a t  were P a r t n e r s h i p  f o r  each c l i n i c a l  area and 

b e n e f i c i a r y  t y p e  was t hen  c a l c u l a t e d  by d i v i d i n g  t he  P a r t n e r s h i p  counts 

by t h e  t o t a l  counts  f r om  t h e  HCSR.  These percentages were a p p l i e d  t o  

t h e  RAPS es t ima tes  of CHAMPUS o u t p a t i e n t  v i s i t s  i n  t h e  FAMC catchment 

area. t o  e s t i m a t e  v i s i t s  assoc ia ted  w i t h  t h e  P a r t n e r s h i p  Program. 

E x h i b i t  3 - 2 7  d i s p l a y s  t h e  r e v i s e d  FY89 FAMC CHAMPUS o u t p a t i e n t  work- 

loads,  w i t h  es t ima ted  P a r t n e r s h i p  Program v i s i t s  removed. 



EXHIBIT 3-27: FY89 CHAMPUS OUTPATIENT VISITS PROVIDED TO 
BENEFICIARIES IN THE FAMC CATCHMENT AREA 
(EXCLUDING PARTNERSHIP VISITS) 

CLINICAL AREA I A= 

MEDlCAUPRlM CARE 
ALLERGY 
CARDIOLOGY 
0 ERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS I 0 

DEP ACT 
< 65 

OTHERS 
< 65 OVER M 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

0 

Source: Resource Analysis and Planning System (RAPS), based on CHAMPUS individual outpatient 
claims data, adjusted to remove Partnership Program visits. 



Document Separator 



Medicare Work1 oad 

? FAMC p rov i des  a  s i g n i f i c a n t  amount of h e a l t h  ca re  t o  l o c a l  b e n e f i -  

c i a r i e s  65 years  of age and o l d e r .  S ince t h e  m a j o r i t y  o f  b e n e f i c i a r i e s  

aged 65 and o l d e r  a r e  e l i g i b l e  f o r  Medicare,  these b e n e f i c i a r i e s  a r e  no t  
t 

e l i g i b l e  f o r  reimbursement under t h e  CHAMPUS program. The a l t e r n a t i v e  

t o  d i r e c t  ca re  f o r  these  b e n e f i c i a r i e s  i s  thus  c i v i l i a n  s e c t o r  p r o v i d e r s  

,reimbursed under Medicare o r  p r i v a t e  insurance.  
/ 

T h i s  economic a n a l y s i s  i nc l udes  Medicare cos t s  as a  p a r t  o f  t h e  

t o t a l  government c o s t  o f  p r o v i d i n g  h e a l t h  ca re  t o  FAMC b e n e f i c i a r i e s .  

I n  o t h e r  words, t h e  c o s t  o f  p r o v i d i n g  care  t o  M e d i c a r e - e l i g i b l e  b e n e f i -  

c i a r i e s  does n o t  become zero  i f  they  a re  seen o u t s i d e  t h e  MTF, as i t  

would i f  o n l y  DoD c o s t s  were cons idered.  There fo re ,  t o  complete t h e  

p i c t u r e  o f  t o t a l  h e a l t h  ca re  r ece i ved  by FAMC catchment area b e n e f i -  

c i a r i e s ,  t h e  amount of ca re  p o t e n t i a l l y  seen under t h e  Medicare program 

i n  FY89 was examined, as f o l l ows .  

H e a l t h  ca re  p r o v i d e d  t o  m i l i t a r y  b e n e f i c i a r i e s  o u t s i d e  an MTF o r  

CHAMPUS i s  n o t  t r a c k e d  i n  t h e  da ta  systems of  t h e  MHSS. Therefore,  t h i s  

work load can o n l y  be rough l y  es t ima ted  by comparing t h e  work load seen i n  

t he  MHSS w i t h  t h e  work load  one would expect  t o  be generated by t h e  g i v e n  

p o p u l a t i o n .  

Expected h o s p i t a l  d i scharge  r a t e s  and p h y s i c i a n  v i s i t  r a t e s  f o r  

males and females 65 yea rs  o f  age and o l d e r  were taken  f rom Cu r ren t  

Est imates f rom t h e  N a t i o n a l  Hea l t h  I n t e r v i e w  Survey. 1988. NCHS s e r i e s  

10. Number 173. Tables 71  and 7 7 .  DHHS P u b l i c a t i o n  No. (PHs) 89-1592. 

October 1989. These r a t e s  were m u l t i p l i e d  by t h e  es t ima ted  number o f  

males and females over  64 i n  t h e  FAMC catchment area, t o  produce t h e  

expected number o f  d i s p o s i t i o n s  and v i s i t s  generated by  t h i s  p o p u l a t i o n .  

The expected d i s p o s i t i o n s  and v i s i t s  were then  compared t o  t h e  



d i s p o s i t i o n s  and v i s i t s  p r o v i d e d  by FAMC t o  t h i s  age group i n  FY89. 

These c a l c u l a t i o n s  a r e  shown below. 

Loca l  FAMC popu l  a t  i on 
aged 65 and o l d e r  

Mall Female 

N a t i o n a l  average h o s p i t a l  
d i s c h a r g e s  p e r  100 f o r  
ages 65 and o l d e r  28.8 

N a t i o n a l  average p h y s i c i a n  
c o n t a c t s  p e r  pe rson  f o r  
ages 65 and o l d e r  8.5 8.8 

Expected Discharges 1.365 + 1,028 = 2.393 
Repor ted FAMC D i s p o s i t i o n s  - 1 .961 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  - - - - - - 
P o t e n t i a l  M e d i c a r e  D i s p o s i t i o n s  432 

Expected V i s i t s  40,273 + 37.699 = 77.972 
Repor ted FAMC V i s i t s  - 72.852 
- - - - - - - - - - - - - - - - - - - - - - - - -  - - - - - - -  
P o t e n t i a  7 M e d i c a r e  V i s i t s  5,120 

Based on these  e s t i m a t e s .  FAMC i s  a l r e a d y  p r o v i d i n g  82% o f  t h e  d i s -  

p o s i t i o n s  and 93% o f  t h e  v i s i t s  expected t o  be genera ted  by  t h e  65 and 

o l d e r  b e n e f i c i a r y  p o p u l a t i o n  i n  t h e  FAMC catchment  area.  An e s t i m a t e d  

400 d i s p o s i t i o n s  and 5.000 v i s i t s  may have been r e c e i v e d  i n  FY89 o u t s i d e  

t h e  MHSS t h r o u g h  Medicare  o r  o t h e r  i n s u r a n c e .  Fo r  a n a l y s i s  purposes,  

t h i s  p o t e n t i a l  a d d i t i o n a l  p i e c e  o f  work load  i s  assumed t o  remain  o u t s i d e  

t h e  MHSS as i t  has h i s t o r i c a l l y .  

3 3 D  ADJUSTMFNTS 

The b a s i c  f o r m u l a  f o r  p r o j e c t i n g  h e a l t h  c a r e  demand i s  t o  grow t h e  

t o t a l  h e a l t h  c a r e  work load  p r o v i d e d  t o  b e n e f i c i a r i e s  i n  t h e  base y e a r  by 

t h e  expec ted  change i n  t h e  b e n e f i c i a r y  p o p u l a t i o n .  However, t o  ade- 

q u a t e l y  e s t i m a t e  f u t u r e  h e a l t h  c a r e  demand, i t  i s  a l s o  necessary  t o  



i n c o r p o r a t e  any expected changes i n  h i s t o r i c a l  u t i l i z a t i o n  p a t t e r n s  

before p r o j e c t i n g  i n t o  t h e  f u t u r e .  

H i s t o r i c a l  p a t t e r n s  were examined f o r  t h e  ca re  p rov i ded  t o  t h e  FAMC 

catchment area p o p u l a t i o n .  and f o r  t h e  work load t h a t  FAMC had h i s t o r i -  

c a l l y  p r o v i d e d  t o  non loca l  b e n e f i c i a r i e s .  E x h i b i t  3 - 2 8  d i s p l a y s  t h e  

h i s t o r i c a l  p o p u l a t i o n  and work load da ta  examined f o r  FAMC. These data 

were d e r i v e d  from t h r e e  sources: t h e  D M I S .  t h e  RAPS model. and t he  CRS 

S i  r r i n e  r e p o r t  documenting t h e  p rev i ous  economic a n a l y s i s  o f  FAMC. The 

l a t t e r  two sources were r e q u i r e d  i n  o r d e r  t o  s p l i t  t h e  i n p a t i e n t  work-  

l oad  i n t o  l o c a l  and non loca l  ca re  f o r  h i s t o r i c a l  yea rs .  

As shown i n  t h e  e x h i b i t .  t h e  FAMC catchment a r e a . p o p u l a t i o n  has 

remained q u i t e  s t a b l e  i n  r ecen t  years ,  so t h a t  any changes i n  per  c a p i t a  

u t i l i z a t i o n  r a t e s  f o r  t h e  l o c a l  p o p u l a t i o n  a re  n o t  be ing  d r i v e n  by popu- 

l a t i o n  f l u c t u a t i o n s .  The p r o p o r t i o n  of l o c a l  t o  non loca l  i n p a t i e n t  ca re  

has a l s o  n o t  f l u c t u a t e d  d r a m a t i c a l l y  over  p a s t  years  f o r  which these 

data were a v a i l a b l e .  

E x h i b i t  3-29 d i s p l a y s  h i s t o r i c a l  FAMC u t i l i z a t i o n  r a t e s ,  c a l c u l a t e d  

from t h e  da ta  i n  e x h i b i t  3 - 2 8 .  On t h e  i n p a t i e n t  s i d e ,  t h e  u t i l i z a t i o n  

o f  FAMC by t h e  l o c a l  p o p u l a t i o n  appears t o  be r e l a t i v e l y  s t a b l e .  

a l though  o v e r a l l  numbers of d i s p o s i t i o n s  have been decreas ing.  FY90 

data f r om  FAMC i n d i c a t e  t h a t  i n p a t i e n t  work loads a t  FAMC have a c t u a l l y  

inc reased  aga in  over  FY89 l e v e l s .  so t h e  d i s p o s i t i o n  r a t e s  were n o t  

p r o j e c t e d  t o  d e c l i n e  f u r t h e r  from FY89 l e v e l s .  

On t h e  o u t p a t i e n t  s i de ,  t h e  data d i d  n o t  a l l o w  t h e  sepa ra t i on  o f  

h i s t o r i c a l  l o c a l  and non loca l  ca re  ( t h i s  was done i n  f o r  FY89 o n l y  

th rough  a  s p e c i a l  data  reques t  t o  t he  f a c i l i t y ,  as desc r i bed  i n  s e c t i o n  
t 

3 . 2 ) .  Because we c o u l d  n o t  i n t e r p r e t  whether t h e  apparent  r i s e  i n  

o u t p a t i e n t  ca re  was t h e  r e s u l t  o f  i nc reased  u t i l i z a t i o n  from l o c a l  

b e n e f i c i a r i e s ,  o r  an i nc rease  i n  t he  number of o u t p a t i e n t  r e f e r r a l s ,  we 



Sources: 
All N 8 7  data from 87 base year RAPS 
All N 8 9  data from 89 base year RAPS 
FY84 and FY85 FAMC local and nonlocal inpatient workloads from previous 
CRS Sirrine Economic Analysis of FAMC, August 1987. 
All remaining data from the Defense Medical Information System (DMIS) 
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EXHIBIT 3-29: FAMC HISTORICAL UTILIZATION RATES 

LOC DISPSI100 BENF 

TOTAL DISPSI100 BENF 

LOCAL ALOS 
NONLOCAL ALOS 
LOC+NLOC ALOS 

CHAMPUS ALOS 

TOTAL ALOS 

OUTPATIENT TRENDS 

OPV VISITSBENF 
IPV+ OPV VISITS/BENF 

LOWRY CLINIC VISITS/BENF 

CHAMPUS VISITS/BENF 

FAMC+CHAMPUS 
TOTAL VISITS/BENF 

FAMC+LOWRY+CHAMPUS 
TOTAL VlSlTS/BENF 



adopted a  conse rva t i ve  approach and d i d  n o t  a d j u s t  o u t p a t i e n t  u t i l i z a -  

t i o n  f r o m  t h e  FY89 l e v e l s .  

The one d i r e c t  ca re  c l i n i c a l  area t h a t  r e q u i r e d  a  s p e c i a l  a d j u s t -  

ment was p s y c h i a t r i c  care.  due t o  expected changes i n  f u t u r e  p s y c h i a t r i c  

p r a c t i c e  p a t t e r n s .  A r ecen t  DoD i n i t i a t i v e  t o  be adopted by FAMC c a l l s  

f o r  r educ ing  p s y c h i a t r i c  l eng ths  of s t a y  t o  h a l f  t h e i r  h i s t o r i c a l  l e v e l s  

by i n t e n s i f y i n g  t h e  ca re  p rov ided .  P a t i e n t s  would  be t r e a t e d  more i n t e n -  

s i v e l y  as an i n p a t i e n t ,  d i scharged  e a r l i e r .  and t r e a t e d  more i n t e n s e l y  

as an o u t p a t i e n t .  I n  p r o j e c t i n g  t h e  f u t u r e  p s y c h i a t r i c  ca re  assoc ia ted  

w i t h  FAMC, we accounted f o r  t h i s  s h i f t  i n  p r a c t i c e  p a t t e r n s ,  as f o l l o w s .  

We f i r s t  reduced p r o j e c t e d  p s y c h i a t r i c  bed days by h a l f  t h e  number o r i g i -  

n a l l y  p r o j e c t e d  ( t h e  e q u i v a l e n t  o f  c u t t i n g  l e n g t h  o f  s t a y  i n  h a l f  and 

m u l t i p l y i n g  by t h e  p r o j e c t e d  d i s p o s i t i o n s ) .  I n s t e a d  o f  i n p a t i e n t  bed 

days, we expected t h i s  exc luded care  t o  be seen a t  FAMC as o u t p a t i e n t  

v i s i t s .  Therefore.  we m u l t i p l i e d  t h e  number o f  bed days we had removed 

f r om t h e  f a c i l i t y  by 2.5.  t o  es t ima te  t he  a d d i t i o n a l  number o f  FAMC 

p s y c h i a t r i c  v i s i t s .  I n  us i ng  2 .5  v i s i t s  p e r  exc luded  bed day, we 

assumed a t  l e a s t  2 i n d i v i d u a l  v i s i t s  per  day, p l u s  a  l e s s e r  number o f  

group o r  o t h e r  t ypes  o f  sess ions.  

U t i l i z a t i o n  r a t e s  f o r  FAMC catchment area CHAMPUS c a r e  were a l s o  

examined, r e v e a l i n g  a r i s i n g  l e n g t h  o f  s t a y  f o r  i n p a t i e n t  c a r e  i n  r e c e n t  

yea rs .  S ince  FAMC CHAMPUS i s  p redominan t l y  p s y c h i a t r i c  ca re ,  t h e  o v e r -  

a l l  l e n g t h  o f  s t a y  i n  any one year  can be d r i v e n  by a  few ve ry  l o n g  LOS 

p s y c h i a t r i c  p a t i e n t s .  P s y c h i a t r i c  ca re  was examined f u r t h e r  t o  d e t e r -  

mine an a p p r o p r i a t e  l e n g t h  o f  s tay  t o  assume f o r  f o r e c a s t i n g  i n t o  t h e  

f u t u r e .  

Recent changes t o  t h e  CHAMPUS p s y c h i a t r i c  b e n e f i t  p l a c e  new r e s t r i c -  

t i o n s  on t h e  number o f  days reimbursed. For a d u l t s ,  t h e  new l i m i t  i s  30 

days. w h i l e  f o r  c h i l d r e n  and adolescent  p s y c h i a t r i c  ca re ,  t h e  l i m i t  i s  



45 days. Data f r om  t h e  Re t rospec t i ve  Case Mix Ana l ys i s  System ( R C M A S )  

were p r o v i d e d  by t h e  government t o  i d e n t i f y  p s y c h i a t r i c  cases i n  ou r  

h i s t o r i c a l  da ta  t h a t  exceeded these new l i m i t s .  By e l i m i n a t i n g  bed days 

over t h e  l i m i t s .  ou r  p r o j e c t e d  p s y c h i a t r i c  l e n g t h  o f  s t a y  was reduced by 

about a  day. f rom 35.8 t o  34.7 days. The s t i l l  h i g h  l e n g t h  o f  s t a y  may 

be a  r e f l e c t i o n  of t h e  f a c t  t h a t  t h e  m a j o r i t y  of p s y c h i a t r i c  CHAMPUS 

care  i n  t h e  FAMC area i s  p rov i ded  t o  c h i l d r e n  and ado lescen ts .  

3 - 4 P M F D  HFA' TH CARF DFMAND AT FAMC 

As d iscussed  e a r l y  i n  t h i s  chap te r .  t o t a l  FAMC demand has been 

d i v i d e d  i n t o  seve ra l  components under t h i s  a n a l y s i s .  A l l  c a re  p r o v i d e d  

a t  FAMC, a t  Lowry. and th rough  CHAMPUS t o  l o c a l  catchment area b e n e f i c i -  

a r i e s  has been q u a n t i f i e d .  The care  p rov i ded  a t  FAMC t o  non loca l  b e n e f i -  

c i a r i e s  has a l s o  been q u a n t i f i e d .  Th i s  s e c t i o n  descr ibes  how h e a l t h  

ca re  requ i rements  assoc ia ted  w i t h  each o f  these components were p r o -  

j e c t e d  t o  FY98. 

P r o j e c t i o n  o f  Loca l  Catchment Area Demand 

A11 components o f  demand a s s o c i a t e d  w i t h  t h e  l o c a l  catchment area 

p o p u l a t i o n  were grown by t h e  FAMC p o p u l a t i o n  growth r a t e s  d iscussed  i n  

s e c t i o n  3.1. For  example, t h e  f o l l o w i n g  formula was used t o  p r o j e c t  BOD 

bed days f o r  each c l i n i c a l  area and b e n e f i c i a r y  type: 

Bed, Daysbase year  
Bed Dayssoo = * Adj  * Popula t ionBoD 

 POP^^ a t  ionbase ye,, 

As d iscussed  i n  t h e  p rev i ous  s e c t i o n ,  examinat ion o f  h i s t o r i c a l  

h e a l t h  ca re  u t i l i z a t i o n  y i e l d e d  no ad justments  t o  t h e  work load  h i s t o r i -  

c a l l y  p r o v i d e d  a t  FAMC o r  Lowry, so t h a t  t he  va lue  o f  "Ad j "  i n  t h e  above 

equa t ion  was s e t  t o  1 i n  these  p r o j e c t i o n s .  E x h i b i t s  3 -30  and 3 - 3 1  



EXHIBIT 3-30: FY98 PROJECTED FAMC INPATIENT CARE PROVIDED 
TO LOCAL CATCHMENT AREA BENEFICIARIES 

I. DISPOSITIONS 

I I I I 

1 CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAC' AREAS 

ACTIVE DEP ACT 
DUTY < 65 

149 11 1  
32 22 
12 4 
0 41 0 
61 50 
83 90 

1 87 125 
48 14 
15 25 
57 164 
29 65 
92 31 3 
70 95 
104 646 
78 7 

OTHERS 
<65 OVER 64 

II. BED DAYS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
DUTY 

DEP ACT OTHERS 1 <65 I r61 OVER 64 



EXHIBIT 3-31 : FY98 PROJECTED FAMC LOCAL CLINIC VISITS 

CLINICAL AREA 

INTERNAL MEDICINE 
FAM PRACIPRIM CARE 
FLTIUNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

ACTIVE 
DUTY 

1 1,055 
7,242 

0 
0 

1,089 
1,810 
2,949 

566 
4,019 
1,641 
7,825 
1,283 

449 
989 

2,040 
1,890 
9,816 

849 

55.51 3 

DEP ACT 
< 65 

OTHERS 
< 65 OVER 64 

25,779 
9,306 

0 
0 

I 1,675 
5,130 
3,727 

886 
5,868 
5.001 
4,830 
6,167 
860 

2.190 
1,808 

20 
5,079 
1,201 

79,527 

TOTAL 



d i s p l a y  t h e  FY98 p r o j e c t i o n s  of i n p a t i e n t  and o u t p a t i e n t  h e a l t h  c a r e  

demand h i s t o r i c a l l y  p rov i ded  a t  FAMC. E x h i b i t  3 - 3 2  d i s p l a y s  t h e  p r o -  

j e c t e d  demand h i s t o r i c a l l y  p rov ided  by t he  Lowry c l i n i c .  

Loca l  CHAMPUS base yea r  workloads were a l s o  p r o j e c t e d  based on t h e  

l o c a l  p o p u l a t i o n  growth r a t e s .  E x h i b i t s  3 -33  and 3-34 d i s p l a y  p r o j e c t e d  

FY98 i n p a t i e n t  and o u t p a t i e n t  demand h i s t o r i c a l l y  p r o v i d e d  t h rough  

CHAMPUS. As d iscussed  i n  s e c t i o n  3.3. t h e  CHAMPUS p s y c h i a t r i c  ALOS was 

reduced b e f o r e  p s y c h i a t r i c  bed days were p r o j e c t e d .  The reduced ALOS 

was a p p l i e d  t o  p r o j e c t e d  FY98 p s y c h i a t r i c  d i s p o s i t i o n s  t o  p r o j e c t  FY98 

psych i  a t r i  c  bed days. 

E x h i b i t s  3 -33  and 3-34 d i s p l a y  t h z  p r o j e c t e d  l e v e l  o f  work load  

h i s t o r i c a l l y  assoc ia ted  w i t h  l o c a l  CHAMPUS ca re .  S ince t h i s  a n a l y s i s  

examines scenar ios  i n  which a p o r t i o n  o f  t h i s  CHAMPUS c a r e  c o u l d  be 

recap tu red  by FAMC. i t  i s  necessary t o  q u a n t i f y  t h e  amount o f  work load  

any recap tu red  amount would represen t  a t  FAMC. The d e d u c t i b l e s  and 

copayments exper ienced  under CHAMPUS. p a r t i c u l a r l y  f o r  r e t i r e e  b e n e f i c i -  

a r i e s .  suggest  t h a t  t h e  amount o f  work load seen under CHAMPUS w i l l  be 

l owe r  t h a n  i f  t h a t  ca re  were a v a i l a b l e  a t  t h e  MTF. Care t h a t  i s  p a i d  

f o r  by o t h e r  insurance  o r  t h a t  Goes n o t  exceed t h e  d e d u c t i b l e  would  n o t  

appear as CHAMPUS work load.  Some care  may a l s o  be avo ided  by t h e  b e n e f i -  

c i a r y  due t o  t h e  h i g h e r  c o s t  share. F i n a l l y .  t h e r e  may be d i f f e r e n c e s  

i n  t h e  way work loads a re  counted i n  t h e  two systems. The r e l a t i o n s h i p  

between u n i t s  o f  work load a t  t h e  MTF and u n i t s  o f  work load  seen by DoD 

under CHAMPUS has been q u a n t i f i e d  f o r  medica l  and s u r g i c a l  c a r e  i n  a  12 

September 1989 memorandum f rom t h e  O f f i c e  o f  t h e  A s s i s t a n t  S e c r e t a r y  o f  

Defense ( H e a l t h  A f f a i r s ) .  Th is  memorandum s t a t e s  t h a t  one u n i t  o f  

CHAMPUS work load  i s  e q u i v a l e n t  t o  t h e  f o l l o w i n g  u n i t s  o f  MTF work load :  



EXHIBIT 3-32: FY98 LOWRY AFB CLINIC PROJECTED 
OUTPATIENT VISITS 

CLINICAL AREA 

INTERNAL MEDICINE 1 FAM PRAWPRlM CARE 
I FLTIUNDERSEAS MED 

PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHlATRY 
OPTOMETRY 

ALL CLINICAL AREAS 



EXHIBIT 3-33: FY98 PROJECTED FAMC CHAMPUS CARE PROVIDED 
TO LOCAL CATCHMENT AREA BENEFICIARIES 

I. DISPOSITIONS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
DUiY 

DEP ACT 
< 65 

O M  ERS 
< 65 OVER 64 TOTAL 

II. BED DAYS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDlATRlCS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
D U N  

DEP ACT 
< 65 

OTHERS 
< 65 OVER 64 



EXHIBIT 3-34: FY98 PROJECTED CHAMPUS OUTPATIENT VISITS 
(EXCLUDING PARTNERSHIP VISITS) 

MEDlCAUPRlM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

.... . . ... 

ALL CLINICAL AREAS I 0 1 12,890 1 31,003 I 0 1 43,893 1 . ..... ... /... :.., . . . . . . . , . . 



A c t i v e  Duty 1.0 
A c t i v e  Duty Dependents 1 .O 
Ret i rees/Dependents 2.8 

The memorandum f u r t h e r  d i c t a t e s  t h a t  these  work load  conve rs i on  

f a c t o r s  (sometimes termed "MTF-to-CHAMPUS t r a d e o f f  f a c t o r s " )  a re  t o  be 

used i n  economic analyses o f  m i l i t a r y  h e a l t h  ca re .  Note t h a t  f o r  a l l  

a c t i v e  d u t y  ca re  and f o r  i n p a t i e n t  dependent o f  a c t i v e  d u t y  ca re .  t h e r e  

i s  a  one- to -one  r e l a t i o n s h i p  between MTF and CHAMPUS care .  For  

r e t i r e e s ,  on t h e  o t h e r  hand. one v i s i t  o r  d i s p o s i t i o n  under CHAMPUS 

t r a n s l a t e s  t o  2.8 v i s i t s  o r  d i s p o s i t i o n s  a t  t h e  MTF. As s t a t e d ,  these  

f a c t o r s  app l y  t o  medica l  and s u r g i c a l  ca re  o n l y .  Q u a n t i f y i n g  f a c t o r s  

f o r  o b s t e t r i c a l  and p s y c h i a t r i c  ca re  has proved p r o b l e m a t i c .  so these  

convers ions  a re  c u r r e n t l y  assumed t o  be one- to -one .  

I n  t h i s  s tudy .  f u r t h e r  a n a l y s i s  was r e q u i r e d  t o  p r o p e r l y  app l y  t h e  

d i c t a t e d  re t i r ee /dependen t  o f  r e t i r e e  f a c t o r s .  as desc r i bed  below. (For  

ease o f  d i s c u s s i o n ,  they  w i l l  be r e f e r r e d  t o  as s imp l y  " r e t i r e e "  f a c -  

t o r s . )  The r e t i r e e  f a c t o r s  d i c t a t e d  i n  t h e  government memorandum were 

developed by comparing d i r e c t  care t o  ca re  seen under CHAMPUS f o r  b e n e f i -  

c i a r i e s  bo th  under and over  65 years  o l d .  Thus, t h e  government f a c t o r s  

i n c o r p o r a t e  t h e  f a c t  t h a t  numbers o f  v i s i t s  or d i s p o s i t i o n s  p r o v i d e d  by 

t h e  MTF t o  b e n e f i c i a r i e s  over  65 years  o l d  e f f e c t i v e l y  become zero  under 

CHAMPUS ( t h i s  c a r e  would be seen under Medicare and would n o t  be CHAMPUS- 

e l i g i b l e ) .  S ince t h i s  economic a n a l y s i s  i s  r e q u i r e d  t o  assess a  govern -  

ment c o s t  f o r  b o t h  ca re  seen under CHAMPUS and care  seen under Medicare.  

i t  was necessary t o  decompose t h e  r e t i r e e  f a c t o r s  i n t o  under-65 and o v e r -  

65 r e t i r e e  f a c t o r s .  

Analyses per formed t o  i n c o r p o r a t e  t h e  government f a c t o r s  i n t o  t h e  

RAPS model showed t h a t  o f  care p rov i ded  t o  r e t i r e e s  and t h e i r  dependents 

a t  MTFs, approx imate ly  67 percen t  o f  i n p a t i e n t  ca re  and 80 p e r c e n t  o f  



o u t p a t i e n t  ca re  i s  p r o v i d e d  t o  those under 6 5 .  Using these  r e s u l t s .  

t r a d e o f f  f a c t o r s  f o r  r e t i r e e s  under 65 were es t ima ted  as f o l l o w s :  

2.80 T r a d e o f f  f o r  a l l  r e t i r e e s  2.80 
x .67 X o f  ca re  t o  under 65 r e t i r e e s  - - - - -  x  .80 - - - - - 

1.88 T radeo f f  f o r  under 6 5  r e t i r e e s  2.24 

The above methodology can be exp la i ned  u s i n g  o u t p a t i e n t  c a r e  as an 

example. The government f a c t o r  says t h a t  every  2.8 v i s i t s  p rov i ded  t o  

r e t i r e e s  a t  t h e  MTF become 1.0 v i s i t  when seen under CHAMPUS. Since 20 

pe rcen t  o f  these  2.8 v i s i t s  a re  p rov i ded  t o  r e t i r e e s  ove r  65, these .56 

v i s i t s  (2.8 x .20) r e a l l y  become 0.0 v i s i t s  under CHAMPUS. There fo re .  

i t  i s  t h e  rema in ing  2.24 v i s i t s  (2 .8  x  .80) t h a t  become 1.0 v i s i t  under 

CHAMPUS; i n  o t h e r  words, under 65 r e t i r e e s  d i s p l a y  a  t r a d e o f f  f a c t o r  o f  

2.24. 

For  ove r  65 r e t i r e e s .  ca re  sen t  o u t  o f  t h e  MTF would be p r o v i d e d  

under Medicare.  S ince  no i n f o r m a t i o n  on p o t e n t i a l  MTF-to-Medicare t r a d e -  

o f f  f a c t o r s  i s  c u r r e n t l y  a v a i l a b l e ,  t h i s  economic a n a l y s i s  assumed over  

65 r e t i r e e  t r a d e o f f  f a c t o r s  o f  1.0 f o r  b o t h  i n p a t i e n t  and o u t p a t i e n t  

ca re .  

By a p p l y i n g  the '  work load convers ion  f a c t o r s  j u s t  d iscussed,  t h e  

p r o j e c t e d  FY98 CHAMPUS work loads can be expressed as t h e  number o f  

d i s p o s i t i o n s ,  bed days. and v i s i t s  t h a t  would be seen a t  FAMC. shou ld  

t h i s  c a r e  be recap tu red  by t h e  MTF. E x h i b i t s  3 - 3 5  and 3 - 3 6  d i s p l a y  

these  p r o j e c t e d  "MTF-equiva lent "  work loads.  

The t o t a l  i n p a t i e n t  and o u t p a t i e n t  h e a l t h  c a r e  requi rements  gener-  

a t e d  by t h e  l o c a l  b e n e f i c i a r y  p o p u l a t i o n  a r e  d i s p l a y e d  i n  e x h i b i t s  3 - 3 7  

and 3-38. These work loads a re  t h e  sum of  p r o j e c t e d  work loads h i s t o r i -  

c a l l y  p r o v i d e d  by t h e  f o l l o w i n g  sources: FAMC t o  l o c a l  b e n e f i c i a r i e s .  

t h e  Lowry c l i n i c .  and l o c a l  CHAMPUS, i n  MTF-equiva lent  u n i t s .  



EXHIBIT 3-35: FY98 TOTAL CHAMPUS INPATIENT WORKLOAD IN 
MTF-ECIU IVALENT UNITS 

I. DISPOSITIONS 

I CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

I ALL CLINICAL AREAS 

ACTIVE 
DUTY 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

0 

DEP ACT 
< 65 

16 
2 
5 

48 
4 

15 
2 
0 
0 
4 
1 
4 
4 

11 
129 

245 

II. BED DAYS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
D U N  

DEP ACT 
c 65 

O M  ERS 
<65 

OTHERS 
<65 

-- - 

OVER 64 



EXHIBIT 3-36: FY98 CHAMPUS OUTPATIENT VISITS IN MTF UNITS 

CLINICAL AREA 

MEDlCAUPRlM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS I 

ACTIVE 
DUTY 



EXHIBIT 3-37: FY98 TOTAL INPATIENT DEMAND 
FROM LOCAL BENEFICIARIES 

I. DISPOSITIONS 
~ 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
D U N  

DEP ACT 
< 65 

II. BED DAYS 

OTHERS 
< 65 

ACTIVE DEP ACT 
CLINICAL AREA / D u n  / <65 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

OTHERS 
< 65 OVER 64 TOTAL 



3-59 

EXHIBIT 3-38: TOTAL OUTPATIENT DEMAND FROM LOCAL . ... 

BENEFICIARIES 

CLINICAL AREA 

MEDlCAUPRlM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOtARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

DUTY < 65 < 65 

..... 

ALL CLINICAL AREAS 
. ...... 



P r o j e c t i o n  o f  R e f e r r a l  Care a t  FAMC 

Al though l o c a l  work load i s  n o t  i n s u b s t a n t i a l .  r e f e r r a l  work loads 

f r om o u t s i d e  t h e  FAMC catchment area w i l l  be v i t a l  i n  m a i n t a i n i n g  FAMC's 

suppor t  o f  GME and o t h e r  t r a i n i n g  programs. As d iscussed e a r l i e r .  t h e  

l e v e l  o f  r e f e r r a l  ca re  i s  i n f l uenced  by a  v a r i e t y  o f  p o l i c i e s  and c o n d i -  

t i o n s  i n c l u d i n g  r e f e r r a l  p a t t e r n s  e s t a b l i s h e d  by DoD and t h e  Army. behav- 

i o r  p a t t e r n s  o f  b e n e f i c i a r i e s .  and t h e  c a p a c i t y  o f  b o t h  t he  MTF and t h e  

c i v i l i a n  community i n  l o c a t i o n s  t h a t  send ca re  t o  FAMC. S ince  t h i s  

a r r a y  o f  c o n d i t i o n s  cou ld  n o t  be p r e c i s e l y  p r o j e c t e d  i n t o  t h e  f u t u r e .  

t h e  f o l l o w i n g  assumptions were made i n  p r o j e c t i n g  r e f e r r a l  c a r e  i n t o  

FAMC . 
The genera l  assumption was t h a t  FAMC would con t i nue  t o  r e c e i v e  t h e  

l e v e l  o f  r e f e r r a l  ca re  t h a t  t h e  f a c i l i t y  had r e c e i v e d  h i s t o r i c a l l y .  The 

da ta  assembled t o  assess t r ends  i n  s e c t i o n  3.3 showed t h a t  t h e  p r o p o r -  

t i o n  o f  non loca l  i n p a t i e n t  care has been r e l a t i v e l y  s t a b l e  over  r e c e n t  

years .  Base yea r  l e v e l s  of i n p a t i e n t  and o u t p a t i e n t  r e f e r r a l  ca re  were 

t h e r e f o r e  p r o j e c t e d  t o  remain cons tan t  t o  FY98, w i t h  one ad jus tment .  

There were some concerns expressed by Army personnel  t h a t  FY89 

work loads d i d  n o t  r e f l e c t  h e a l t h  ca re  demand a t  FAMC a s  a c c u r a t e l y  as 

FY90 work loads.  S ince we r e q u i r e d  a  complete and c o n s i s t e n t  s e t  o f  

p o p u l a t i o n ,  d i r e c t  care.  and CHAMPUS data t o  pe r f o rm  t h e  economic a n a l y -  

s i s .  FY89 remained t h e  b e s t  cho ice  f o r  our  base y e a r .  However, i n  p r o -  

j e c t i n g  t h e  f u t u r e  r e f e r r a l  workload a n t i c i p a t e d  a t  FAMC. FY90 MTF work-  

l oads  were a l s o  examined. 

FAMC p rov i ded  t h e  p r o j e c t  team w i t h  t o t a l  i n p a t i e n t  and o u t p a t i e n t  

work load  da ta  f o r  FY89 and FY90. The FY89 FAMC data proved t o  be cons i s  

t e n t  i n  comparable c l i n i c a l  areas w i t h  t h e  RAPS es t imates  used i n  t h i s  

a n a l y s i s .  so t h a t  i n c o n s i s t e n c i e s  i n  mappings o r  accoun t ing  procedures 

d i d  n o t  appear t o  be a  problem. A comparison between FY89 and FY90 FAMC 



I ; .  

work loads revea led  a  f a i r l y  s i g n i f i c a n t  growth i n  i n p a t i e n t  ca re  

between t h e  two yea rs .  I n p a t i e n t  bed days inc reased  by about 13%. w h i l e  

inc reased  d i s p o s i t i o n s  by about 7%.  between FY89 and FY90. 

The i nc rease  i n  FAMC's FY89 and FY90 i n p a t i e n t  work load was 

assumed i n  t h i s  a n a l y s i s  t o  be due t o  r e f e r r a l  care,  under t h e  f o l l o w i n g  

r a t i o n a l e .  S ince t h e r e  was no i n d i c a t i o n  t h a t  t h e  l o c a l  p o p u l a t i o n  had 

inc reased  s i g n i f i c a n t l y ,  t h i s  i nc rease  was n o t  l i k e l y  t o  be due e n t i r e l y  

t o  t h e  l o c a l  p o p u l a t i o n .  Even if t h i s  ca re  was due t o  t h e  r ecap tu re  o f  

a  s i g n i f i c a n t  p o r t i o n  of t h e  l o c a l  CHAMPUS care  i n  FY90 (which t h e r e  i s  

a l s o  no reason t o  b e l i e v e  occu r red ) .  t h e r e  was n o t  enough CHAMPUS care  

p resen t  i n  FY89 t o  t o t a l l y  e x p l a i n  t h e  inc rease .  F i n a l l y .  t h e  lower  

r a t e  o f  i n c rease  i n  d i s p o s i t i o n s  r e l a t i v e  t o  bed days suggests t h e  

i nc rease  occu r red  i n  cases w i t h  l o n g e r  than FAMCes average l e n g t h  o f  

s t a y  - -  ano ther  i n d i c a t i o n  t h a t  a  s i g n i f i c a n t  p o r t i o n  o f  t h i s  inc reased  

ca re  was l i k e l y  t o  be r e f e r r a l  ca re .  

Thus. FY90 FAMC work load  da ta  was used t o  supplement base yea r  e s t i -  

mates o f  r e f e r r a l  work load,  p r o v i d i n g  more r e c e n t  i n f o r m a t i o n  t o  b e t t e r  

e s t i m a t e  t h e  l i k e l y  f u t u r e  l e v e l  o f  r e f e r r a l  ca re  seen a t  FAMC. Pro -  

j e c t e d  FY98 r e f e r r a l  work loads s t a r t e d  w i t h  base year  FY89 es t imates .  

desc r i bed  e a r l i e r  i n  t h i s  chap te r .  Where FY90 l e v e l s  o f  work load were 

h i g h e r .  t h e  base yea r  es t ima tes  o f  r e f e r r a l  ca re  were ad jus ted  upward. 

The r e s u l t i n g  p r o j e c t i o n s  o f  FY98 h e a l t h  ca re  demand assoc ia ted  w i t h  

r e f e r r a l  c a r e  a re  d i s p l a y e d  i n  e x h i b i t s  3-39 and 3-40. 

P r o j e c t i o n  o f  T o t a l  FAMC H e a l t h  Care Demand 

The combina t ion  o f  h e a l t h  ca re  demand f r om l o c a l  b e n e f i c i a r i e s  and 

h e a l t h  ca re  demand f r om non loca l  r e f e r r a l s  c o n s t i t u t e s  t h e  t o t a l  h e a l t h  

p r o j e c t e d  c a r e  demand assessed f o r  FAMC i n  t h i s  s tudy .  E x h i b i t s  3 - 4 1  

and 3 -42  d i s p l a y  t h i s  t o t a l  i n p a t i e n t  and o u t p a t i e n t  demand. 



EXHIBIT 3-39: FY98 PROJECTED FAMC INPATIENT CARE PROVIDED TO 
BENEFICIARIES FROM OUTSIDE FAMC CATCHMENT AREA 

I. DISPOSITIONS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
DUTY 

DEP ACl 
< 65 

It. BED DAYS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
DUTY 

4,973 
1,598 

809 
0 

1,891 
1,446 
9,942 

141 
502 ' 

1,737 
1,270 

431 
6,224 
i , i n  
3,698 

35.819 

DEP ACT 
< 65 

1,049 
228 
267 

2.398 
385 
567 

1,253 
5 

224 
238 
257 

1.053 
2,040 
2,275 

4 

12,242 

OTHERS 
< 65 OVER 64 TOTAL 

12.861 
6,401 
1,324 
2,640 
5,550 
6,962 

1 4,782 
147 

1,621 
3,215 
3,332 
2,719 

15,551 
3,626 
3,705 

84,437 



EXHIBIT 3-40: FY98 PROJECTED FAMC CLINIC VISITS PROVIDED TO 
BENEFICIARIES FROM OUTSIDE THE CATCHMENT AREA 

CLINICAL AREA 

INTERNAL MEDICINE 
FAM PRAC/PRIM CARE 
FLT/UNDERSEAS ME0 
PEDIATRICS 
ALL€ RGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDlCS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHlATRY 
OPTOMETRY 

ACTIVE DEP ACT 
DUTY I <65 

I OTHERS 
I < 65 

8,472 
6,772 

0 
7,184 

852 
0 

1,728 
878 

3,664 
2,770 
2,942 
3,736 

1 578 
1,120 
1,650 

244 
1,861 

59 1 

OVER 64 

I ALL CLINICAL AREAS 1 52.860 1 27.369 1 45,041 



EXHIBIT 3-41 : TOTAL FY98 PROJECTED FAMC INPATIENT DEMAND 

I 

I II. BED DAYS 

I. DISPOSITIONS 
I 
I 

I ACTIVE DEP ACT OTHERS 
CLINICAL AREA DUTY c 65 < 65 

ACTIVE DEP ACT OTHERS 
CLINICAL AREA DUTY < 65 < 65 

INTERNAL MEDICINE 5,660 1,983 9.061 
CARDIOLOGY 1,914 324 5,580 
NEUROLOGY 883 348 1,198 
PEDIATRICS 0 3,957 54 1 
OTHER MEDICAL 2,143 783 4,112 
GENERAL SURGERY 2,071 1,155 7.01 8 
ORTHOPEDICS 1 1,709 1,873 4,833 
ORAL SURGERY 232 38 29 
OPHTHALMOLOGY 565 268 91 4 
OTOLARYNGOLOGY 1,998 580 1,441 
UROLOGY 1,377 472 1,847 
GYNECOLOGY 769 2,102 1,756 
OTHER SURGERY 6,817 2,504 7,059 
OBSTETRICS 1,808 5,350 864 
PSYCHIATRY 4,534 4,755 6,088 

, 

I ALL CLINICAL AREAS 1 42,480 1 26,491 1 52.341 

INTERNAL MEDICINE 579 285 1,051 
CARDIOLOGY 203 57 867 
NEUROLOGY 59 26 67 
PEDIATRICS 0 1,012 144 
OTHER MEDICAL 323 134 95 1 

i GENERAL SURGERY 181 156 585 
ORTHOPEDICS 758 285 532 

1 ORAL SURGERY 54 15 13 
OPHTHALMOLOGY 7 1 83 171 
OTOLARYNGOLOGY 232 233 174 
UROLOGY 160 125 306 
GYNECOLOGY 159 503 275 
OTHER SURGERY 41 1 320 478 

i OBSTETRICS 173 890 150 
PSYCHIATRY 297 137 191 

! I ALL CLINICAL AREAS 1 3,658 1 4,261 1 5,956 
i 
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EXHIBIT 3-42: TOTAL FY98 PROJECTED FAMC OUTPATIENT DEMAND 

CLINICAL AREA 

MEOlCAUPRlM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ACTIVE DEP ACT 
DUTY I r 6 5  

OTHERS 
c 65 OVER 64 TOTAL 

I 

I / ALL CLINICAL AREAS 1 140.950 1 187,003 ( 328.722 1 81.091 737.767 
......... .... :. 





Doc~unent Separator 



Under t he  No MTF scenar io .  FAMC workloads were s e t  t o  zero;  i . e . ,  

FAMC would n o t  p r o v i d e  f o r  any o f  t h e  h e a l t h  ca re  requi rements  generated 

by l o c a l  o r  n o n - l o c a l  b e n e f i c i a r i e s  i n  1998 and beyond. Costs o f  p r o v i d -  

i n g  f o r  those h e a l t h  ca re  requirements elsewhere were c a l c u l a t e d  (by  

methods d iscussed i n  chapter  6.0) a s  a p o i n t  o f  comparison t o  t h e  o the r  

scenar ios  examined. 

The a n a l y s i s  o f  t h i s  scenar io  d i d  n o t  i n c l u d e  a  c o s t  a n a l y s i s  o f  

t h e  r e a l - w o r l d  i m p l i c a t i o n s  o f  c l o s i n g  t h e  e x i s t i n g  FAMC. For example, 

we d i d  n o t  a t tempt  t o  determine cos ts  assoc ia ted  w i t h  moving medica l  o r  

t enan t  u n i t  ope ra t i ons  f rom the  FAMC i n s t a l l a t i o n ,  o r  p o t e n t i a l  revenues 

f rom t h e  s a l e  o r  lease  o f  any l and  o r  f a c i l i t i e s  t h a t  m igh t  be p o s s i b l e  

i f  FAMC were n o t  o p e r a t i n g  as an MTF. 

Some obv ious consequences o f  n o t  o p e r a t i n g  FAMC which a re  n o t  neces- 

s a r i l y  c o s t - r e l a t e d .  b u t  which would r e q u i r e  c o n s i d e r a t i o n .  i n c l u d e  t he  

f o l l o w i n g :  

(1) The GME m i ss i on  c u r r e n t l y  supported by F A M C .  

The No MTF scena r i o  c l e a r l y  does n o t  p r o v i d e  f o r  t h e  GME m iss i on  

c u r r e n t l y  suppor ted by FAMC. A s  d e t a i l e d  i n  e x h i b i t  2 - 4 ,  chap te r  2 .0  o f  

t h i s  document. FAMC c u r r e n t l y  suppor ts  170 i n t e r n s .  r e s i d e n t s .  and f e l -  

lows i n  19 s p e c i a l t i e s .  r ep resen t i ng  about 10% o f  t h e  Army's GME p r o -  

gram. I n  a d d i t i o n .  t h e  FAMC GME program i s  i n t e g r a t e d  w i t h  t h e  t each ing  

and t r a i n i n g  programs o f  t h e  Denver h e a l t h  ca re  community. 

( 2 )  T r a i n i n g  o f  o t h e r  h e a l t h  ca re  p r o f e s s i o n a l s  c u r r e n t l y  suppor ted  by 
FAMC 

I n  a d d i t i o n  t o  GME, FAMC c u r r e n t l y  suppor ts  t r a i n i n g  o f  o t h e r  

h e a l t h  ca re  p r o f e s s i o n a l s .  Nurs ing t r a i n i n g  a t  FAMC i n c l u d e s  nurse  
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anesthesia and c r i t i c a l  ca re  courses. as w e l l  as phase I and I 1  p r a c t i -  

cal. nurse  t r a i n i n g .  En1 i s t e d  h e a l t h  ca re  personnel  a re  t r a i n e d  i n  

occupa t iona l  the rapy .  p h y s i c a l  the rapy .  r a d i o l o g y .  nuc lea r  medic ine.  and 

many o t h e r  s p e c i a l t y  areas.  I n  t h e  absence o f  FAMC, these t r a i n i n g  p r o -  

grams would no l onge r  be suppor ted.  

( 3 )  The t e n a n t  u n i t s  c u r r e n t l y  housed on t h e  FAMC i n s t a l l a t i o n  

FAMC c u r r e n t l y  suppor ts  a  v a r i e t y  o f  t enan t  a c t i v i t i e s  l o c a t e d  on 

the  i n s t a l l a t i o n .  Ma jo r  t enan t s  i n c l u d e  OCHAMPUS. t h e  US Army Medica l  

Equipment and O p t i c a l  School ,  and Region V I  of t h e  S e l e c t i v e  Se rv i ce  

System. A l t e r n a t i v e  means of p r o v i d i n g  l o g i s t i c a l  and a d m i n i s t r a t i v e  

suppor t  t o  these  tenan ts  would need t o  be developed, i n c l u d i n g  po ten-  

t i a l l y  moving them t o  o t h e r  l o c a t i o n s .  

( 4 )  Refer ra l  b e n e f i c i a r y  h e a l t h  c a r e  requi rements  

The 6.000 d i s p o s i t i o n s ,  66,000.bed days. and 125,000 v i s i t s  f rom 

m i l i t a r y  r e f e r r a l s .  most o f  which i s  ca re  t o  a c t i v e  du t y  personnel .  

would n o t  be suppor ted under t h e  No MTF scenar io .  Th i s  care would need 

t o  be p rov i ded  a t  ano ther  m i l i t a r y  r e f e r r a l  f a c i l i t y  o r  through t h e  

c i v i l i a n  s e c t o r  i n  t h e  b e n e f i c i a r y ' s  l o c a t i o n .  

App l y i ng  t h e  DoD medica l  space p l ann ing  c r i t e r i a  t o  t he  r e f e r r a l  

work load generated 206 t o t a l  beds. T h i s  i s  t h e  a d d i t i o n a l  capac i t y  t h a t  

would be needed i n  m i l i t a r y  r e f e r r a l  system t o  absorb t h e  r e f e r r a l  work-  

l o a d  f rom FAMC w i t h o u t  u s i n g  t h e  c i v i l i a n  sec to r .  

4 . 2  THF STATUS QUO 

Under t h i s  scena r i o .  FAMC work loads a re  d e f i n e d  t o  remain a t  base 

year  l e v e l s .  The h e a l t h  ca re  d e l i v e r y  p a t t e r n s  observed i n  t h e  FY89 



base y e a r  were t h e r e f o r e  ma in ta ined .  and each component o f  work load  was 

assumed t o  r e c e i v e  ca re  from i t s  h i s t o r i c a l  source. 

FAMC work loads under t h e  S ta tus  Quo scena r i o  equal  FY89 work loads ,  

a s  shown i n  e x h i b i t  4 - 1 .  FAMC would p r o v i d e  about 14,000 d i s p o s i t i o n s .  

122.000 bed days, and over  600.000 v i s i t s  t o  b e n e f i c i a r i e s  w i t h i n  and 

o u t s i d e  t h e  FAMC catchment area. App ly ing  t h e  DoD medica l  space p l a n -  

n i n g  c r i t e r i a  t o  t h e  S ta tus  Ouo workloads generated 364 t o t a l  beds. 

T h i s  number i n c l u d e s  31 o b s t e t r i c a l  beds, and 333 Med/Surg/Psych beds, 

o f  wh ich  about 8% o r  27 would be p s y c h i a t r i c  beds. The GME and o t h e r  

t r a i n i n g  programs c u r r e n t l y  p resen t  a t  FAMC would be suppor ted  i n  t h e  

same manner as t hey  a re  now. 

4 . 3  THF A l  l CARF SCFNARIO 

The A l l  Care scenar io  represen ts  an upper bound on t h e  work loads t c  

be per formed a t  FAMC. I t  i nc l udes  a l l  ca re  c u r r e n t l y  b e i n g  per fo rmed a t  

FAMC, p l u s  a l l  a d d i t i o n a l  ca re  t h a t  c o u l d  reasonably  be b rough t  i n t o  t h f  

f a c i l i t y .  Note t h a t  c o s t - e f f e c t i v e n e s s  i s  n o t  cons idered  i n  t h e  A l l  

Care scena r i o  - -  a l l  ca re  t h a t  cou ld  be performed a t  a  new o r  renova ted  

FAMC i s  i nc l uded .  

I n  de te rm in i ng  t h e  t o t a l  amount o f  ca re  p o t e n t i a l l y  r e c a p t u r a b l e  b 

a  new o r  renova ted  FAMC, a l l  f ou r  components o f  demand were examined. 

The f o l l o w i n g  assumptions were made rega rd i ng  t h e  a b i l i t y  o f  a  new o r  

renova ted  FAMC t o  p r o v i d e  t a r e  h i s t o r i c a l l y  seen a t  each o f  t hese  hea l1  

ca re  sources: 

(1) t h e  l e v e l  o f  ca re  t o  l o c a l  b e n e f i c i a r i e s  t h a t  FAMC p r o v i d e d  
t h e  base yea r ,  i nc reased  s l i g h t l y  f o r  p o p u l a t i o n  g rowth ,  cou 
be p rov i ded  by a  new FAMC a t  t h e  BOO; 

( 2 )  t he  l e v e l  o f  r e f e r r a l  care p r o j e c t e d  t o  be seen a t  FAMC i n  
FY98 cou ld  be p rov i ded  by a  new FAMC ( t h i s  l e v e l  was based c 
h i s t o r i c a l  r e f e r r a l  ca re  p rov i ded  a t  FAMC i n  FY89 and FY90): 



EXHIBIT 4-1 : FAMC WORKLOADS UNDER STATUS QUO SCENARIO 

I. DISPOSITIONS 

I I I I 
ACTIVE DEPACT OTHERS 

CLINICAL AREA DUTY < 65 c 65 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

I ALL CLINICAL AREAS 1 3.277 1 3.539 1 4,506 

II. BED DAYS 

ACTIVE DEPACT OTHERS 
CLINICAL AREA I DYTI  / r 6 5  I r 6 5  

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 

I PSYCH'ATRY 

I ALL CLINICAL AREAS ( 42,453 1 17,787 1 36.437 

-- Continued -- 



EXHIBIT 4-1 : FAMC WORKLOADS UNDER STATUS QUO SCENARIO 
(Concluded) 

CLINICAL AREA 

INTERNAL MEDICINE 

FLTNNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 

GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 



( 3 )  t h e  p r o p o r t i o n  of o u t p a t i e n t  care h i s t o r i c a l l y  p rov i ded  a t  t h e  
Lowry AFB c l i n i c  would remain a t  t h a t  c l i n i c :  and 

( 4 )  some p o r t i o n  of p r o j e c t e d  l o c a l  catchment area CHAMPUS ca re  
c o u l d  p o t e n t i a l l y  be recovered by FAMC. (Note t h a t  our  compar- 
i s o n  of expected M e d i c a r e - e l i g i b l e  u t i l i z a t i o n  w i t h  FAMC l o c a l  
ca re  t o  t h e  65-and-o lder  age group i n d i c a t e d  t h a t  FAMC appears 
t o  a l r eady  be p r o v i d i n g  t he  v a s t  m a j o r i t y  o f  ca re  we would 
expect  t o  be generated by t h i s  age group: no f u r t h e r  work load 
p o t e n t i a l l y  be ing  seen now under Medicare was cons idered  recov -  
e r a b l e  by FAMC). 

The process used t o  d e r i v e  t o t a l  r ecap tu rab le  workloads i s  d e p i c t e d  

schema t i ca l l y  i n  e x h i b i t  4 - 2 ,  and i n v o l v e d  t h e  f o l l o w i n g  tasks :  

p r o j e c t  FAMC work load p rov i ded  t o  l o c a l  b e n e f i c i a r i e s  i n  FY89 t o  
FY98, t o  r e f l e c t  l o c a l  p o p u l a t i o n  growth;  

. dete rmine  FY98 FAMC r e f e r r a l  workload l e v e l s ;  

p r o j e c t  h i s t o r i c a l  CHAMPUS workloads t o  FY98, t o  r e f l e c t  popu la -  
t i o n  g rowth  and ad justments  t o  p s y c h i a t r i c  l e n g t h s  o f  s tay ;  

de te rmine  t h e  percen t  of bed days. d i s p o s i t i o n s ,  and v i s i t s  
cons idered  recove rab le  from CHAMPUS, f o r  each c l i n i c a l  area and 
benef  i c i  a  r y  t ype  : 

app l y  t h e  r e c o v e r a b i l i t y  percentages t o  p r o j e c t e d  FY98 CHAMPUS 
work loads t o  es t ima te  ca re  recoverab le  f rom CHAMPUS; 

app l y  a p p r o p r i a t e  work load convers ion f ac to r s  t o  recoverab le  
CHAMPUS ca re  t o  express recoverab le  ca re  as "MTF-equ iva len t "  
work loads - -  t h e  amount o f  workload expected t o  be seen a t  t h e  
MTF i f  t h i s  ca re  were t o  be recovered f rom CHAMPUS: and 

add FY98 l o c a l  and r e f e r r a l  FAMC workloads t o  t h e  "MTF- 
e q u i v a l e n t "  r ecove rab le  CHAMPUS ca re  t o  ge t  t o t a l  r e c a p t u r a b l e  
work loads.  Note t h a t  t o t a l  r ecap tu rab le  work loads,  s i n c e  they  
a re  used as t h e  s t a r t i n g  p o i n t  f o r  s i z i n g  t he  MTF under t h e  BES. 
w i l l  always be expressed i n  terms o f  MTF-equiva lent  work loads.  

The f i r s t  t h r e e  s teps i n  t h e  above process,  p r o j e c t i n g  l o c a l  FAMC 

workloads, r e f e r r a l  FAMC work loads.  and nondi  r e c t  ca re  work1 oads t o  FY98 

were performed i n  chap te r  3.0 as p a r t  of f o r e c a s t i n g  t o t a l  demand (see 

s e c t i o n  3 .4) .  

E s t i m a t i n g  t h e  amount o f  ca re  t h a t  a  new FAMC cou ld  recover  f rom 

l o c a l  CHAMPUS was based p r i m a r i l y  on a n a l y s i s  o f  FY89 i n p a t i e n t  CHAMPUS 

c la ims  data f o r  t h e  FAMC catchment area. For each c l i n i c a l  area and 

b e n e f i c i a r y  t ype ,  t h e  percen t  o f  i n p a t i e n t  ca re  h i s t o r i c a l l y  seen 



EXHIBIT 4-2: CALCULATION OF RECAPTURABLE CARE 

NOT 
RECAPTURABLE - 

OBSERVED FY89 FAMC 
BASE YEAR TO LOCAL 

WORKLOADS BENEFICIARY 
I I I 

I recoverability I 

FY89 FAMC 
REFERRAL 

CARE 

grow by 
population 

PROJECTED 
FY98 { 

DEMAND 

percents -52- 

FY89 CHAMPUS 
IN FAMC 

CATCHMENT AREA 

FY89 
RECOVERABLE 
CHAMPUS CARE 

set to 
FY 89/90 

FY98 FAMC 
LOCAL 

FY89 FAMC 
LOWRY 
CLINIC J 

grow by 
population 

FY98 
TOTAL FY98 FY98 FAMC FY98 FAMC RECOVERABLE 

RECAPTURABLE LOCAL REFERRAL CHAMPUS CARE 
CARE IN MTF UNITS 

I 

FY98 FAMC 
REFERRAL 

FY98 
CHAMPUS 
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through CHAMPUS t h a t  was cons idered  recoverab le  was c a l c u l a t e d  as 

descr ibed  i n  t h e  paragraphs below. Note t h a t  each s tep  was performed 

f o r  b o t h  d i s p o s i t i o n s  and bed days. t o  p reserve  leng ths  o f  s t a y .  

The CHAMPUS i n p a t i e n t  c l a ims  data c o n t a i n  a f i e l d  which i n d i c a t e s  

t he  b a s i s  under which t h e  ca re  was rece i ved  through CHAMPUS. The main 

ca tego r i es  under t h i s  f i e l d  a re  "NAS Required",  "Emergency", and "Bene- 

f i c i a r y  Covered Over 7 5 %  by Other  Insurance" .  O f  these c a t e g o r i e s ,  o n l y  

ca re  f o r  which an NAS was r e q u i r e d  was cons idered recoverab le  by  FAMC. 

Care t r e a t e d  under CHAMPUS on an emergency bas i s ,  and care  t o  b e n e f i c i -  

a r i e s  covered a t  l e a s t  752 by o t h e r  insurance  was assumed t o  remain 

under CHAMPUS as i t  had h i s t o r i c a l l y .  There fo re ,  f o r  each c l i n i c a l  area 

and each b e n e f i c i a r y  t ype .  ca re  t h a t  had been seen under CHAMPUS under 

t h e  issuance of  an NAS was i d e n t i f i e d  as be ing  p o t e n t i a l l y  recoverab le  

a t  FAMC. Care f o r  which an NAS was r e q u i r e d  was d i v i d e d  by t o t a l  care 

i n  each ca tegory  t o  c r e a t e  t h e  r e c o v e r a b i l i t y  r a t i o s  shown i n  e x h i b i t  

4 -3 .  

For CHAMPUS o u t p a t i e n t  ca re .  i n f o rma t i on  on how and why t h e  care 

was rece i ved  was n o t  a v a i l a b l e .  I n  gene ra l .  s i nce  o u t p a t i e n t  ca re  i s  

l e s s  c o s t l y ,  of s h o r t e r  d u r a t i o n ,  l e s s  r e g u l a t e d  i n  terms o f  cos t s .  and 

represen ts  a  much l a r g e r  number o f  p a t i e n t s ,  i t  i s  no t  t r acked  a t  a  

l e v e l  o f  d e t a i l  comparable t o  i n p a t i e n t  ca re .  Furthermore, m i l i t a r y  

b e n e f i c i a r i e s  a re  n o t  r e q u i r e d  t o  o b t a i n  an NAS t o  r e c e i v e  o u t p a t i e n t  

ca re  reimbursed th rough  CHAMPUS. so t h i s  i n f o r m a t i o n  cou ld  no t  be used 

t o  es t ima te  r e c o v e r a b i l i t y  on t h e  o u t p a t i e n t  s i d e .  Assumptions were 

r e q u i r e d  t o  es t ima te  t h e  amount of o u t p a t i e n t  ca re  h i s t o r i c a l l y  seen 

th rough  CHAMPUS t h a t  cou ld  be recovered by FAMC. 

S ince some i n p a t i e n t  ca re  was cons idered  recoverab le  f rom CHAMPUS. 

i t  was reasonable  t o  assume t h a t  some o u t p a t i e n t  care - -  a t  l e a s t  the 

o u t p a t i e n t  ca re  t h a t  would be assoc ia ted  w i t h  t h e  a d d i t i o n a l  i n p a t i e n t  
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EXHIBIT 4-3: INPATIENT RECOVERABILITY RATIOS 

I. DISPOSITIONS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

NIA 
NIA 
0.000 
0.000 
0.31 3 
0.750 
0.500 

II. BED DAYS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

DEP ACT 
< 65 

OTHERS 
< 65 

0.449 
0.1 58 
0.624 
0.400 
0.241 
0.393 
0.477 
1.000 
N/A 
NIA 
0.000 
0.000 
0.267 
0.857 
0.396 



care  - -  was recoverab le .  For l a c k  of more d e t a i l e d  i n f o r m a t i o n ,  i t  w a s  

assumed t h a t  t h e  pe rcen t  o f  o u t p a t i e n t  care recoverab le  f rom CHAMPUS was 

comparable t o  t h e  pe rcen t  o f  i n p a t i e n t  care cons idered recove rab le  i n  a  

r e l a t e d  i n p a t i e n t  c l i n i c a l  area.  Therefore,  o u t p a t i e n t  r e c o v e r a b i l i t y  

f a c t o r s .  by b e n e f i c i a r y  t ype .  were s e t  equal t o  t h e  r e c o v e r a b i l i t y  f a c -  

t o r s  f o r  bed days i n  a  comparable c l i n i c a l  area. Th i s  method. i n  

e f f e c t ,  ma in ta i ns  t h e  CHAMPUS v i s i t - t o - b e d  day r a t i o  observed i n  t h e  

base yea r  f o r  ca re  be ing  recovered by t he  MTF. The r e s u l t i n g  o u t p a t i e n t  

r e c o v e r a b i l i t y  percentages a re  shown i n  e x h i b i t  4 - 4 .  

The i n p a t i e n t  and o u t p a t i e n t  r e c o v e r a b i l i t y  percentages were 

a p p l i e d  t o  t h e  t o t a l  p r o j e c t e d  FY98 n o n d i r e c t  workloads t o  o b t a i n  

es t imates  o f  t h e  amount o f  CHAMPUS care recoverab le  i n  FY98, as shown i n  

e x h i b i t  4 -5 .  

The work loads i n  e x h i b i t  4 -5  a re  expressed as though t h e  care  were 

p rov i ded  under CHAMPUS. To p r o p e r l y  combine t h i s  recoverab le  ca re  w i t h  

t h e  p r o j e c t e d  FY98 FAMC d i r e c t  care.  i t  was necessary t o  conver t  t h e  

CHAMPUS workloads t o  "MTF-equiva lent "  workloads. The medical  and s u r g i -  

c a l  workloads i n  e x h i b i t  4 -5  were m u l t i p l i e d  by t he  a p p r o p r i a t e  f a c t o r s  

f o r  each b e n e f i c i a r y  t ype .  as descr ibed  i n  s e c t i o n  3.4, t o  es t ima te  t h e  

amount o f  a d d i t i o n a l  work load  t h a t  would be seen a t  FAMC if t h i s  r ecove r -  

ab le  c a r e  were per formed a t  t h e  MTF. Th is  MTF-equiva lent  r ecove rab le  

n o n d i r e c t  ca re  work load  i s  d i s p l a y e d  i n  e x h i b i t  4 - 6 .  

The f i n a l  s t e p  i n  comput ing t o t a l  r ecap tu rab le  ca re  was t o  combine 

p r o j e c t e d  FY98 FAMC workloads w i t h  t h e  MTF-equivalent recoverab le  non- 

d i r e c t  ca re  work loads.  The r e s u l t i n g  es t imate  of t o t a l  r ecap tu rab le  

ca re  i s  d i s p l a y e d  i n  e x h i b i t  4 -7 .  These are t h e  FAMC workloads under 

t he  A l l  Care scenar io .  The bed t o t a l s  generated by t h e  DoD medica l  

space p l a n n i n g  c r i t e r i a  under t h e  A l l  Care scenar io  a re  37 o b s t e t r i c a l  



EXHIBIT 4-4: OUTPATIENT RECOVERABILITY RATIOS 'F 
A 

CLINICAL AREA 

MEDlCAUPRlM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

DEP ACT 
< 65 

OTHERS 
< 65 
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<. EXHIBIT 4-5: RECOVERABLE CHAMPUS WORKLOAD Ti' 9 4; 

I. DISPOSITIONS 

ACTIVE 
CLINICAL AREA I DUTY 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

DEP ACT OTHERS 

15 ' 2 
9 

13 
2 
3 
0 
0 
0 
0 
6 
4 

91 

OVER 64 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

0 

11. BED DAYS 

ACTIVE I CLINICAL AREA 1 DUTY 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 1 ALL CLINICAL AREAS I O 

DEP ACT OTHERS 1 r61 1 <66 

-- Continued -- 



EXHIBIT 4-5: RECOVERABLE CHAMPUS WORKLOAD 
(Concluded) 

CLINICAL AREA 

MEOICAUPRIM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 



EXHIBIT 4-6: RECOVERABLE CHAMPUS WORKLOAD 
IN MT5UNITS 

i- *!j-,~t-fl'j- 
I. DISPOSITIONS 

I 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 

OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 

GYNECOLOGY 
OTHER SURGERY 

11. BED DAYS 

ACTIVE 
CLINICAL AREA DUTY 

INTERNAL MEDICINE 0 
CARDIOLOGY 0 
NEUROLOGY 0 
PEDIATRICS 0 
OTHER MEDICAL 0 
GENERAL SURGERY 0 
ORTHOPEDICS 0 
ORAL SURGERY 0 
OPHTHALMOLOGY 0 '  
OTOLARYNGOLOGY 0 
UROLOGY 0 
GYNECOLOGY 0 
OTHER SURGERY 0 
OBSTETRICS 0 
PSYCHIATRY 0 

1 ALL CLINICAL AREAS I O 

.- Continued -- 



EXHIBIT 4-6: RECOVERABLE CHAMPUS WORKLOAD 
IN (~onffuded) MT$HK!&. * 

- ~ 

CLINICAL AREA 

MEDlCAUPRlM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
N €UROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ACTIVE 
D U N  

DEP ACT OTHERS 
c 65 < 65 OVER 64 TOTAL 

4,583 7,744 0 12,327 
0 0 0 0 
0 0 0 0 
0 0 0 0 
0 0 0 0 
0 0 0 0 

893 3,078 0 3,971 
0 1,332 0 1,332 
0 0 0 0 

1,124 0 0 1,124 
207 0 0 207 

1,895 0 0 1,895 
59 0 0 59 

3,895 4,997 0 8,892 
0 0 0 0 

.... >>. .... 

..... 

ALL CLINICAL AREAS I 0 1 12,657 1 17,152 I 0 1 29,808 .... 



EXHIBIT 4-7: FAMC WORKLOADS UNDER ALL CARE SCENARIO 
(TOTAL FAMC RECOVERABLE DEMAND) 

1. DISPOSITIONS 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

11. BED DAYS 

CLINICAL AREA I 
INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

I ALL CLINICAL AREAS 

ACTIVE 
DUTY 

DEP ACT 1 <I5 

- Continued -- 



EXHIBIT 4-7: FAMC WORKLOADS UNDER ALL CARE SCENARIO 
(TOTAL FAMC RECOVERABLE DEMAND) 
(Concluded) 

CLINICAL AREA 

INTERNAL MEDICINE 
FAM PRAC/PRIM CARE 
FLTAJNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ACTIVE 
D U N  

DEP ACT 
< 65 

OTHERS 
c 65 

OVER 64 

25,779 
9,306 

0 
0 

1,675 
5,130 
3.727 

886 
5,868 
5,001 
4,830 
6,167 

860 
2,190 
1,808 

20 
5,079 
1.201 

1 ALL CLINICAL AREAS 1 108,372 1 181,597 1 291.052 1 79.527 



beds and 388 Med/Surg/Psych beds o f  which 7 %  o r  27 would be f o r  p s y c h i -  

a t r i c  care,  f o r  a  t o t a l  o f  425 beds. 

I n  summary. a l l  h e a l t h  ca re  demand except  t h a t  h i s t o r i c a l l y  p r o -  

v i d e d  by t h e  Lowry AFB c l i n i c  and t h e  p o r t i o n  o f  CHAMPUS t h a t  would n o t  

be p o s s i b l e  o r  a p p r o p r i a t e  f o r  FAMC t o  r ecap tu re  i s  p rov i ded  a t  FAMC 

under t h e  A l l  Care scenar io .  Comparing t h e  A l l  Care workloads t o  t h e  

S ta tus  Quo workloads. t h e  A l l  Care represen ts  an i nc rease  o f  n e a r l y  20% 

i n  i n p a t i e n t  work load and n e a r l y  10% i n  o u t p a t i e n t  work load over  h i s -  

t o r i c a l  l e v e l s .  

4 .4  THE BFST FCOWMIC S O I U T W  SCF- 

The Best  Economic S o l u t i o n  (BE$) scenar io  de f i nes  t h e  l e v e l  o f  

i n p a t i e n t  and o u t p a t i e n t  work load t h a t  represen t  t he  l e a s t  c o s t  t o  t h e  

government. Government cos t s  cons idered i n c l u d e d  cos ts  t o  opera te  a  

r e f e r r a l  f a c i l i t y  a t  FAMC, cos ts  t o  p r o v i d e  care  a t  o t h e r  r e f e r r a l  MTFs 

i n  t h e  absence o f  FAMC, and government cos t s  f o r  ca re  p rov i ded  i n  t he  

c i v i l i a n  s e c t o r  i n  t h e  absence o f  FAMC. The e s t i m a t i o n  of each o f  these 

cos t s  i n  descr ibed  i n  chap te r  5.0, and t h e i r  comparison t o  determine t h e  

most c o s t - e f f e c t i v e  work load  l e v e l s  i s  desc r ibed  i n  s e c t i o n  6.1. A 

summary o f  t h e  r e s u l t i n g  work loads i s  p resen ted  i n  t h i s  chap te r  t o  com- 

p l e t e  t h e  d i s c u s s i o n  o f  a l l  scenar ios  cons idered f o r  FAMC. 

The BES workloads d e r i v e d  f rom t h e  chap te r  6.0 c o s t  a n a l y s i s  a re  

d i s p l a y e d  i n  e x h i b i t  4 -8 .  ,Under t h e  BES. FAMC prov ides  about 12.800 

d i s p o s i t i o n s .  114.400 bed days. and 409.000 v i s i t s .  T h i s  represen ts  

over  90% of  t h e  S ta tus  Quo i n p a t i e n t  work load and c l ose  t o  70% of  t he  

S ta tus  Quo o u t p a t i e n t  work load.  The main decrease i n  t h e  work load 

p r o v i d e d  a t  FAMC i s  ca re  t o  r e t i r e e / o t h e r  b e n e f i c i a r i e s  under age 65 - -  

f o r  t h i s  group, purchas ing  t h e  care  th rough  CHAMPUS was found t o  be l e s s  

c o s t l y  than  p r o v i d i n g  t h e  ca re  a t  FAMC. The BES represen ts  348 t o t a l  

beds; 289 m e d i c a l / s u r g i c a l .  25 p s y c h i a t r i c .  and 34 o b s t e t r i c a l .  
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EXHIBIT 4-8: FAMC BEST ECONOMIC SOLUTION WORKLOADS # 

.& 
I. DISPOSITIONS 

ACTIVE 
CLINICAL AREA I D U N  

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL.AREAS 

DEP ACT 
< 65 

OTHERS 
< 65 

41 9 
220 

11 
39 

343 
116 
127 

2 
58 
27 
n 
60 

1 83 
4 
0 

1,685 

............  is^;; .......... i... . ,(, . 

......................... ....... ; ....... 

II. BED DAYS I 

CLlNlCAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE DEP ACT 
D U N  1 <65 

OTHERS 
< 65 OVER 64 

-- Continued -- 



EXHIBIT 4-8: FAMC BEST ECONOMIC SOLUTION CLINIC VISITS 
(Concluded) 

CLINICAL AREA 

INTERNAL MEDICINE 
FAM PRACIPRIM CARE 
RTNNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

ACTIVE 
D U N  

DEP ACT 
c 65 

OTHERS 
c 65 OVER 64 





5.0 ANALYSIS OF HEALTH CARE CQSTS 

Th i s  chap te r  documents t h e  techniques and r a t i o n a l e  used t o  e s t i -  

mate h e a l t h  ca re  c o s t s  i n  t h i s  economic a n a l y s i s .  The types of  cos t s  

es t imated  i n c l u d e d  cos t s  assoc ia ted  w i t h  o p e r a t i n g  a  r e f e r r a l  cen te r  a t  

FAMC and t h e  government cos t s  of p r o v i d i n g  care  th rough  a l t e r n a t i v e s  t o  

FAMC. The assumptions. da ta ,  and methodologies used i n  e s t i m a t i n g  each 

t ype  o f  c o s t  a re  desc r i bed  i n  t h e  sec t i ons  t h a t  f o l l o w .  

To e s t i m a t e  t h e  cos t s  of o p e r a t i n g  a  new f a c i l i t y  a t  FAMC i n  FY98 

(and beyond), we used i n f o r m a t i o n  on t h e  ac tua l  o p e r a t i n g  cos t s  asso- 

c i a t e d  w i t h  each i n p a t i e n t  and o u t p a t i e n t  c l i n i c a l  area f o r  a l l  r e f e r r a l  

MTFs i n  FY89. The EA methodology uses c o s t  models based on a l l  MTFs o f  

a  s i m i l a r  t y p e  t o  p r e d i c t  f u t u r e  MTF cos ts .  r a t h e r  than  s imp ly  u s i n g  t he  

ac tua l  base yea r  cos t s  a t  t h e  MTF be ing  s tud ied .  f o r  severa l  reasons. 

F i r s t ,  a more s t a b l e  and robus t  es t ima te  o f  cos ts  i n  each c l i n i c a l  area 

i s  p o s s i b l e  u s i n g  a l a r g e r  number o f  data p o i n t s .  Second, s i n c e  an E A  

' i s  be i ng  per formed t o  analyze a  c o n s t r u c t i o n  dec i s i on ,  t h e  c u r r e n t  MTF 

i s  presumably o p e r a t i n g  under some phys i ca l  c o n s t r a i n t s  o r  i n e f f i c i e n -  

c i e s  which shou ld  n o t  be i nco rpo ra ted  i n t o  t he  cos t s  o f  o p e r a t i n g  a 

f u t u r e  new f a c i l i t y .  

The s p e c i f i c  d i r e c t  ca re  cos t  es t imates  used i n  t h i s  a n a l y s i s  were 

based on models developed f o r  t h e  O f f i c e  of t h e  A s s i s t a n t  Secre ta ry  o f  

Defense f o r  H e a l t h  A f f a i r s  (OASD ( H A ) )  under t h e  Resource Ana l ys i s  and 

P lann ing  System (RAPS). The R A P S  models were es t imated  u s i n g  l i n e a r  



r eg ress i on  techniques on FY89 t h i r d  l e v e l  Medica l  Expense and P e r f o r -  

mance Repo r t i ng  System (MEPRS) data.1 

The FY89 MEPRS da ta  were based on t he  Se rv i ces '  f i n a n c i a l  da ta ,  and 

i n c l u d e  b o t h  personnel  and non-personnel  cos ts ,  a s  w e l l  as cos t s  asso- 

c i a t e d  w i t h  t h e  r e t i r e m e n t  b e n e f i t  and w i t h  base o p e r a t i n g  suppor t .  

These da ta  were mapped i n t o  t h e  i n p a t i e n t  and o u t p a t i e n t  c l i n i c a l  areas 

used i n  t h i s  a n a l y s i s  accord ing  t o  t h e  mappings d i sp l ayed  i n  e x h i b i t s  

5 - 1  and 5-2.  

Separate models were developed f o r  each i n p a t i e n t  and o u t p a t i e n t  

c l i n i c a l  area. For i n p a t i e n t  care,  models took  t h e  f u n c t i o n a l  form: 

I O C  = A0 + A 1  * DISPS + A2 * OBEDS. 

where: 

I O C  = annual d i r e c t  ca re  i n p a t i e n t  o p e r a t i n g  cos ts ;  

DISPS - annual d i s p o s i t i o n s ;  

OBEDS = annual occupied bed days; and 

AO, A l ,  A2 = parameter es t imates .  

For o u t p a t i e n t  ca re .  t h e  f u n c t i o n a l  form was: 

OOC = 00 + B1 * VISITS, 

where: 

OOC = annual d i r e c t  ca re  o u t p a t i e n t  o p e r a t i n g  cos ts :  

VISITS = annual v i s i t s :  and 

BO. 81 = parameter es t imates .  

The i n p a t i e n t  and o u t p a t i e n t  models by c l i n i c a l  area were es t ima ted  f o r  

t h r e e  *peer  groups" o f  i n p a t i e n t  f a c i l i t i e s :  n o n - r e f e r r a l  h o s p i t a l s .  

r e f e r r a l  h o s p i t a l s ,  and medica l  cen te rs .  Phys i c i an  s p e c i a l t y  pay cos t s  

by c l i n i c a l  area were n o t  i nc l uded  i n  MEPRS, so t h e  r e s u l t i n g  parameter  

l F o r  a  d e t a i l e d  d e s c r i p t i o n  o f  t h e  model ing methodology, see RAPS Model 
Techn ica l  D e s c r i p t i o n .  VRI-DMIS-2.20 WP89-32(R). Defense Med ica l  I n f o r -  
mat ion  System. 23 May 1990. 



EXHIBIT 5-1: MAPPING OF FY89 MEPRS THIRD-LEVEL ACCOUNTS INTO RAPS 

DIRECT CARE COST MODELS OF INPATIENT CLINICAL SERVICES 

RAPS INPATIENT CLINICAL SERVICES 
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EXHIBIT 5-2: MAPPING OF FY89 MEPRS THIRD-LEVEL ACCOUNTS INTO RAPS 
DIRECT CARE COST MODELS OF AMBULATORY CLINICAL SERVICES 



5 - 5  

est imates were a d j u s t e d  t o  r e f l e c t  these cos ts .  The s p e c i a l t y  pay 

adjustments were s p e c i f i c  t o  peer  group and c l i n i c a l  area. w i t h  an o v e r -  

a l l  i nc rease  i n  es t ima ted  cos t s  of about 7%.  

Th i s  EA used t h e  s p e c i a l t y - p a y  ad jus ted  r e f e r r a l  cen te r  c o s t  models 

t o  q u a n t i f y  t h e  c o s t  o f  o p e r a t i n g  a FAMC f a c i l i t y .  R e f e r r a l  cen te r  

models were used th roughou t  t h e  a n a l y s i s  r a t h e r  than n o n - r e f e r r a l  h o s p i -  

t a l  models because t h e  types and l e v e l s  of workload be ing  cos ted  under 

a l l  scenar ios  were t hose  assoc ia ted  w i t h  a r e f e r r a l  cen te r  a t  FAMC. 

A l though FAMC c u r r e n t l y  suppor ts  GME. and i s  expected t o  con t i nue  

t o  suppor t  GME. r e f e r r a l  cen te r  c o s t  models were s p e c i f i c a l l y  chosen 

i n s t e a d  of medica l  c e n t e r  models f o r  ana l yz i ng  t he  c o s t - e f f e c t i v e n e s s  o f  

b r i n g i n g  i n  ca re .  I t  has c e r t a i n l y  been es tab l i shed  t h a t  t h e  presence 

o f  GME inc reases  t h e  c o s t  o f  p r o v i d i n g  h o s p i t a l  care,  bo th  d i r e c t l y  

(e.g.. th rough  t h e  c o s t  of r e s i d e n t  s t i pends )  and i n d i r e c t l y  (e .g . .  

th rough  cos t s  o f  a d d i t i o n a l  t e s t s ,  procedures.  e t c .  performed i n  t h e  

process o f  t each ing  and t r a i n i n g ) .  C l e a r l y .  i t  w i l l  be more " c o s t -  

e f f e c t i v e "  f o r  an MTF t o  p r o v i d e  care  if i t  i s  no t  burdened by t he  cos t s  

o f  suppo r t i ng  a  GME m iss i on .  However, i f  DoD con t inues  t o  p r o v i d e  g rad -  

ua te  medical  t r a i n i n g .  t h e  a d d i t i o n a l  c o s t  burden of GME must be borne 

a t  an MTF somewhere i n  t h e  system. Whether o r  n o t  t he  b e n e f i t s  o f  GME 

t o  t he  DoD h e a l t h  ca re  system as a  whole outweigh t he  a d d i t i o n a l  cos t s  

of GME i s  an o v e r a l l  p o l i c y  ques t i on  which i s  n o t  s p e c i f i c  t o  any one 

s i t e .  There fo re ,  t h e  cos t s  assoc ia ted  w i t h  t h e  GME m i ss i on  shou ld  

remain separate  f rom t h e  q u e s t i o n  o f  t h e  c o s t - e f f e c t i v e  l e v e l  o f  ca re  t o  

p r o v i d e  a t  a  p a r t i c u l a r  l o c a t i o n .  On t h i s  bas i s ,  i t  was no t  cons idered  

app rop r i a t e  t o  use medica l  c e n t e r  c o s t  models i n  comparing FAMC cos ts  t o  

t h e  cos t s  o f  a l t e r n a t i v e  sources of care.  

As a  f i n a l  no te .  Medicare has q u a n t i f i e d  t h e  i n d i r e c t  c o s t  asso- 

c i a t e d  w i t h  GME t o  be a  4% i nc rease  i n  cos ts  f o r  every one - t en th  o f  a  



r e s i d e n t  pe r  bed. S tud ies  o f  Do0 medical  f i n a n c i a l  da ta  performed i n  

t h e  process o f  deve lop ing  a d i r e c t  ca re  DRG-based resource  a l l o c a t i o n  

model have shown t h a t  t h i s  formula i s  a l s o  a p p r o p r i a t e  f o r  e s t i m a t i n g  

t h e  i n d i r e c t  cos t s  o f  GME i n  m i l i t a r y  medical  cen te r s .  There fo re ,  i f  an 

e s t i m a t e  o f  t h e  f u l l  c o s t  o f  ope ra t i ng  a FAMC r e f e r r a l  cen te r  w i t h  GME 

i s  r e q u i r e d ,  t h i s  formula cou ld  be a p p l i e d  t o  e s t i m a t e  t h e  a d d i t i o n a l  

c o s t  assoc ia ted  w i t h  GME under each scenar io .  

E x h i b i t s  5 - 3  and 5 - 4  presen t  t h e  es t ima ted  RAPS i n p a t i e n t  and o u t -  

p a t i e n t  r e f e r r a l  h o s p i t a l  c o s t  c o e f f i c i e n t s ,  a d j u s t e d  f o r  p h y s i c i a n  

s p e c i a l t y  pay.1 As d iscussed,  these cos t  models were used i n  comparing 

FAMC c o s t s  t o  t h e  cos t s  o f  a l t e r n a t i v e  sources i n  deve lop ing  Best Econo- 

m ic  S o l u t i o n  ( 8 E S )  workloads (see s e c t i o n  6.11, and i n  comput ing t o t a l  

d i r e c t  c a r e  o p e r a t i n g  cos ts  f o r  each a l t e r n a t i v e  scena r i o  (see  s e c t i o n  

6 .2 ) .  D i r e c t  ca re  cos t s  were expressed and compared as c o s t s  per bed 

day f o r  i n p a t i e n t  ca re  and cos ts  per  v i s i t  f o r  o u t p a t i e n t  ca re .  T o t a l  

d i r e c t  c a r e  cos t s  per  bed day ( o r  v i s i t )  were c a l c u l a t e d  as t he  marg ina l  

c o s t  p e r  u n i t  o f  work load p l u s  t he  cons tan t  c o s t  f o r  each model. 

For  o u t p a t i e n t  ca re ,  t h e  c a l c u l a t i o n  o f  ma rg ina l  c o s t s  was s t r a i g h t -  

f o rwa rd ;  marg ina l  cos t s  were s imply  t h e  B 1  parameter es t imates .  On t h e  

i n p a t i e n t  s i d e ,  however. marg ina l  cos ts  were more compl i ca ted  s i n c e  t h e  

models con ta i ned  two p r e d i c t o r  v a r i a b l e s  ( d i s p o s i t i o n s  and occupied bed 

days) .  Marg ina l  cos t s  per  bed day were c a l c u l a t e d  as t h e  p a r t i a l  d e r i v a -  

t i v e  o f  i n p a t i e n t  o p e r a t i n g  costs  w i t h  r espec t  t o  bed days. Us ing d i spo -  

s i t i o n s  equal  t o  occupied bed days d i v i d e d  by average l e n g t h  o f  s t a y  

( A L O S ) ,  marg ina l  cos t s  per  bed day were d e r i v e d  as f o l l o w s :  

-~ - -  -- 

l one  c o r r e c t i o n  was r e q u i r e d  f o r  t he  o u t p a t i e n t  cos t s  o u t p u t  by R A P S .  
The RAPS models regressed t o t a l  v i s i t  cos t s  a g a i n s t  o u t p a t i e n t  v i s i t  
work loads.  thus  s l i g h t l y  o v e r s t a t i n g  t h e  c o s t  p e r  v i s i t .  The o r i g i n a l  
RAPS es t imates  were d e f l a t e d  by 3.5%. t h e  p r o p o r t i o n  o f  i n p a t i e n t  
v i s i t s  f o r  r e f e r r a l  h o s p i t a l s  i n  FY89. 



EXHIBIT 5-3: FAMC INPATIENT DIRECT CARE COST COEFFICIENTS 

INPATIENT DOLLARS PER OCCUPIED BED DAY 

CONSTANT Dl SPS OBEDS 
COEFF COEFF COEFF 

CLINICAL AREA (AO) ibu (A2) 

INTERNAL MEDICINE 21 5,045 -88.5 484.8 

CARDIOLOGY 1 5,724 248.7 666.0 

NEUROLOGY 18,378 117.5 368.5 

PEDIATRICS 5,663 -160.7 609.3 

OTHER MEDICAL 0 1 77.6 346.9 

GENERAL SURGERY 

ORTHOPEDICS 

ORAL SURGERY 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

GYNECOLOGY 

OTHER SURGERY 

PSYCHIATRY 

Outpatient obstetrical care costed with inpatient episode. 



EXHIBIT 5-4: FAMC OUTPATIENT DIRECT CARE COST COEFFlClENTS 

OUTPATIENT DOLLARS PER OUTPATIENT VISIT 

lCAl AREA 

INTERNAL MEDICINE 

FAM PRACIPRIM CARE 

FLIGHTIUNDERSEAS MED 

PEDIATRICS 

ALLERGY 

CARDIOLOGY 

DERMATOLOGY 

NEUROLOGY 

EMERGENCY MEDICINE 

GENERAL SURGERY 

ORTHOPEDICS 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

GYNECOLOGY 

OBSTETRICS' 

PSYCHIATRY 

OPTOMETRY 

CONSTANT 
COEFF 
(B01 

26,148 

334,782 

20,194 

43,186 

1,438 

884 

4,337 

379 

676,992 

41,458 

5,717 

6,462 

0 

0 

1 2,988 

--- 

VISITS 
COEFF 
(Bll 

1 12.6 

61.8 

73.5 

57.6 

29.4 

88.2 

67.7 

109.7 

77.1 

126.2 

88.6 

90.0 

102.9 

133.3 

77.5 

--- 

Outpatient obstetrical care costed with inpatient episode. 



I O C  = A0 + A 1  * D I S P S  + A 2  * OBEDS 

I O C  = A0 + A 1  * (OBEDS/ALOS) + A2 * OBEDS 

a(OC)/a(OBEDS) = (AlIALOS) + A2 

The average l e n g t h s  of s t ay  used t o  c a l c u l a t e  marg ina l  c o s t  by c l i n i c a l  

I area were those  assoc ia ted  w i t h  t he  t o t a l  work load be ing  costed.  

i 
Since a l l  c o s t  comparisons and c a l c u l a t i o n s  were made i n  BOD yea r  

d o l l a r s .  t h e  f i n a l  s t ep  i n  deve lop ing  d i r e c t  care c o s t  es t imates  was t o  

i n f l a t e  t h e  FY89 es t imates  t o  t h e  FY98 BOD. To do t h i s .  d i r e c t  ca re  

I cos ts  were broken i n t o  t h r e e  components: m i l i t a r y  personnel  cos ts .  

I c i v i l i a n  personnel  cos t s ,  and non-personnel  cos ts .  

The p r o p o r t i o n  o f  t o t a l  cos ts  represen ted  by each component was 

I 
taken f rom d e t a i l e d  analyses o f  m i l i t a r y  h e a l t h  care cos ts  performed 

d u r i n g  development o f  a  DRG-based d i r e c t  ca re  resource a l l o c a t i o n  

model.1 These analyses i n d i c a t e d  t h e  f o l l o w i n g  percentages f o r  Army 

MTFs: - - 
M i  1  i t a r y  personnel  53% 

I C i v i l i a n  personnel  26% 

Other  Opera t ing  Costs 21% 

Annual p r i c e  e s c a l a t i o n  r a t e s  f o r  t he  f i r s t  two components - -  r n i l i -  

I t a r y  personnel  and c i v i l i a n  personnel  - -  were p rov i ded  by t h e  govern- 

ment. based on OSO Comp t ro l l e r  o f f i c i a l  p l ann ing  r a t e s .  Over t he  n i n e  

year  p e r i o d  f r om FY89 t o  FY98, these r a t e s  averaged about 4.12 i n f l a t i o n  

per  yea r .  

The t h i r d  component o f  cos ts  cons i s t ed  o f  supp l i es ,  u t i l i t i e s ,  

c o n t r a c t s  and o t h e r  o p e r a t i n g  cos t s .  These cos ts  were assumed t o  r i s e  

lDoD D iagnos is  Re la ted  Group F i n a n c i a l  Model i n g  and B i o s t a t i s t i c a l  
Refinement Study t o  Support  Resource A l l o c a t i o n .  C o r r e l a t i o n  Analyses, 
( D e l i v e r a b l e  0005AH). VRI-HMS-1 WP90-4. Vector  Research. I nco rpo ra ted ,  
Ann Arbor .  M ich igan ,  19 March 1990. 



a t  a  l e v e l  comparable t o  t h e  o v e r a l l  Consumer P r i c e  Index  ( C P I )  f o r  

medica l  care.  The average i nc rease  i n  the  medica l  C P I  over  t h e  p a s t  

t h r e e  yea rs  has been 7 . 1 %  pe r  year .  

The f i n a l  i n f l a t i o n  o f  d i r e c t  ca re  cos ts  was computed by i n f l a t i n g  

t h e  m i l i t a r y  and c i v i l i a n  personnel  component, o r  79% of t o t a l  c o s t s ,  a t  

a  r a t e  o f  4.12 pe r  yea r ,  w h i l e  i n f l a t i n g  t h e  rema in ing  2 1 3  o f  t o t a l  

c o s t s  a t  7.12 pe r  yea r .  The r e s u l t i n g  annual i n f l a t i o n  r a t e  was 4 . 7 5 3  

per  yea r ,  f o r  a  t o t a l  i n c rease  o f  52.6% over  t h e  n i n e  year  p e r i o d .  

E x h i b i t s  5 - 5  and 5 - 6  d i s p l a y  t h e  f i n a l  F Y 9 8  d i r e c t  c a r e  c o s t  e s t i -  

mates used i n  t h i s  a n a l y s i s .  E x h i b i t  5 - 5  d i s p l a y s  t h e  ma rg ina l  c o s t s  

p e r  bed day. w h i l e  e x h i b i t  5 - 6  d i s p l a y s  t h e  marg ina l  c o s t  pe r  v i s i t .  

5 m F N T  a 2 , S I u m F R  A ' W T I V F S  TO FAMC; 

There a r e  two b a s i c  a l t e r n a t i v e s  t o  a  FAMC r e f e r r a l  f a c i l i t y  f o r  

t h e  h e a l t h  ca re  needs o f  m i l i t a r y  b e n e f i c i a r i e s :  t h e  c i v i l i a n  s e c t o r  

and o t h e r  m i l i t a r y  f a c i l i t i e s .  Sec t i on  5 . 2 . 1  desc r i bes  ou r  e s t i m a t i o n  

o f  cos t s  assoc ia ted  w i t h  c i v i l i a n  h e a l t h  care sources, w h i l e  s e c t i o n  

5.2.2 desc r i bes  our  approach t o  c o s t i n g  o t h e r  Do0 a l t e r n a t i v e s  t o  FAMC.  

5.2.1 COSTS A S S O C I A T E D  W I T H  C I V I L I A N  SECTOR ALTERNATIVES 

The predominant  f o rm  o f  government payment f o r  c i v i l i a n  s e c t o r  

h e a l t h  ca re  i s  s tandard  CHAMPUS reimbursement. Th i s  i s  a l s o  t h e  most 

l i k e l y  c i v i l i a n  a l t e r n a t i v e  f o r  most b e n e f i c i a r i e s .  Our e s t i m a t e s  o f  

c i v i l i a n  s e c t o r  cos t s  were t h e r e f o r e  based on CHAMPUS government c o s t  

da ta .  Note t h a t  non-s tandard a l t e r n a t i v e s  t o  CHAMPUS re imbursement f o r  

c i v i l i a n  s e c t o r  ca re  can be eva lua ted  as p a r t  o f  a  s e n s i t i v i t y  a n a l y s i s .  

on t h e  b a s i s  o f  t h e  expected r e l a t i o n s h i p  between those  a l t e r n a t i v e s  and 

s tandard  CHAMPUS cos t s .  
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EXHIBIT 5-5: FY98 FAMC INPATIENT D RECT CARE COST ESTIMATES 

MARGINAL OPERATING COSTS 
PER OCCUPIED BED DAY 

CLINICAL AREA 

INTERNAL MEDICINE 

CARDIOLOGY 

NEUROLOGY 

PEDIATRICS 

OTHER MEDICAL 

GENERAL SURGERY 

ORTHOPEDICS 

ORAL SURGERY 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

GYNECOLOGY 

OTHER SURGERY 

OBSTETRICS ' 
PSYCHIATRY 

COST 

$724 

$1,084 

$576 

$863 

$592 

$845 

'outpatient obstetrics cost combined with inpatient obstetrics cost. 

L 



EXHIBIT 5-61 FY98 FAMC OUTPATIENT DIRECT CARE COST ESTIMATES 

MARGINAL OPERATING COSTS 
PER OUTPATIENT VISIT 

CLINICAL AREA 

INTERNAL MEDICINE 

FAM PRACIPRIM CARE 

FLIGHTIUNDERSEAS MED 

PEDIATRICS 

MEDIPC GROUP ' 
ALLERGY 

CARDIOLOGY 

DERMATOLOGY 

NEUROLOGY 

EMERGENCY MEDICINE 

GENERAL SURGERY 

ORTHOPEDICS 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

GYNECOLOGY 

PSYCHIATRY 

OPTOMETRY 

COST 

$1 66 

$91 

$1 08 

$85 

.$I20 

$43 

$1 30 

$1 00 

$1 62 

$1 14 

$1 86 

$1 30 

$1 33 

$1 52 

$1 96 

$1 14 

$1 43 

$53 

1 
Med/pc group includes internal medicine, family practicelprimary care, 
flightlunderseas medicine, and pediatrics. 



Since t h e  government share of CHAMPUS cos ts  v a r i e s  by b e n e f i c i a r y  

type,  t h e  c i v i l i a n  c o s t  es t imates  were developed s p e c i f i c  t o  b o t h  c l i n i -  

c a l  area and b e n e f i c i a r y  t ype .  Since c i v i l i a n  h e a l t h  ca re  c o s t s  va ry  by 

geographic l o c a t i o n ,  es t imates  were based on observed c o s t  da ta  f o r  t h e  

area around FAMC. The f o l l o w i n g  paragraphs descr ibe  how government 

cos ts  f o r  c i v i l i a n  s e c t o r  ca re  were es t imated  i n  t h i s  a n a l y s i s .  

(1) S t a r t  Wi th  RAPS Cost Nond i rec t  Care Est imates 

Est imates of t h e  c o s t  of c i v i l i a n  a l t e r n a t i v e s  t o  FAMC were based 

on observed CHAMPUS cos t s  i n  t h e  FAMC. AF Academy. and F o r t  Carson c a t c h -  

ment areas, w i t h  some ad justments .  The s t a r t i n g  p o i n t  es t ima tes  were 

t h e  n o n d i r e c t  c a r e  c o s t s  per  bed day and per v i s i t  f o r  each o f  t h e  t h r e e  

catchment areas produced by t h e  RAPS model, ve r s i on  4.20. 

For i n p a t i e n t  ca re ,  RAPS uses CHAMPUS h o s p i t a l  s e r v i c e s  and i n p a -  

t i e n t  p ro fess i ona l  s e r v i c e s  c la ims  data t o  es t imate  n o n d i r e c t  ca re  cos t s  

per  bed day. Costs  a r e  developed sepa ra te l y  f o r  "NAS Required" CHAMPUS 

care ,  and ca re  f o r  which an NAS was n o t  r e q u i r e d  ( p r i m a r i l y  emergency 

care  and ca re  t o  b e n e f i c i a r i e s  w i t h  o t h e r  insurance) .  S ince o n l y  ca re  

f o r  which an NAS had been r e q u i r e d  w a s  cons idered recap tu rab le  by FAMC.  

o n l y  these  cos t s  were r e l e v a n t  t o  t h e  a n a l y s i s .  Therefore.  RAPS es-  

t ima tes  f o r  NAS Requi red i n p a t i e n t  care were used. 

For o u t p a t i e n t  ca re .  RAPS uses a combinat ion o f  OCHAMPUS H e a l t h  

Care Summary Repor t  (HCSR).and Cost and Workload Report (CWR)  da ta  t o  

es t ima te  n o n d i r e c t  ca re  cos t s  per  v i s i t .  The HCSR p rov i des  c l i n i c a l  

area d e t a i l .  w h i l e  t h e  CWR p rov ides  b e n e f i c i a r y  t ype  d e t a i l .  



5 - 1 4  

The methodology used t o  develop n o n d i r e c t  ca re  cos t  es t ima tes  i n  

t h e  c u r r e n t  RAPS model i s  v i r t u a l l y  t h e  same as t h e  methodology used t o  

develop these es t imates  "by hand" i n  p rev ious  economic analyses.1 

Several  aspects  o f  t he  RAPS and EA n o n d i r e c t  ca re  c o s t  es t ima tes  

a r e  wo r t h  r ev i ew ing .  F i r s t ,  as d iscussed i n  chap te r  3.0 under base year  

u t i l i z a t i o n ,  e x i s t i n g  CHAMPUS o u t p a t i e n t  da ta  cannot be mapped i n t o  t he  

same b a s i c  medica l  c l i n i c a l  areas as d i r e c t  ca re .  A med i ca l / p r ima ry  

c a r e  ca tegory  was c rea ted  f o r  CHAMPUS workloads, f o r  comparison t o  t h e  

comb ina t ion  o f  i n t e r n a l  medic ine,  f a m i l y  p r a c t i c e l p r i m a r y  ca re .  and 

p e d i a t r i c s  i n  d i r e c t  care.  The c o s t  e s t i m a t i o n  proceeded i n  a s i m i l a r  

manner. w i t h  n o n d i r e c t  care costs  developed f o r  t h e  t o t a l  med i ca l /  

p r ima ry  c a r e  ca tegory ,  f o r  comparison t o  t h e  comb ina t ion  o f  d i r e c t  ca re  

c a t e g o r i e s  . 
I n  t h e  area o f  o b s t e t r i c s .  CHAMPUS r e p o r t s  t h e  cos t s  o f  o u t p a t i e n t  

ca re  w i t h  t h e  i n p a t i e n t  episode. Therefore.  t o  p r o p e r l y  compare cos t s ,  

o u t p a t i e n t  cos t s  i n  o b s t e t r i c s  were combined w i t h  i n p a t i e n t  cos t s  f o r  

b o t h  d i r e c t  ca re  and n o n d i r e c t  ca re  cos t  es t ima tes .  

For optometry .  s ince  most ca re  r ece i ved  f r om an o p t o m e t r i s t  i s  n o t  

covered under t h e  CHAMPUS b e n e f i t ,  a CHAMPUS optometry  c o s t  e s t i m a t e  

c o u l d  no t  be der i ved .  Th is  c l i n i c a l  area was assumed t o  be a v a i l a b l e  a t  

t h e  d i r e c t  care f a c i l i t y  i f  bas ic  medica l  ca re  was p rov i ded .  

I n  t h e  area o f  emergency medic ine.  CHAMPUS cos t s  and work loads i n  

an emergency medical  category  comparable t o  d i r e c t  ca re  a r e  n o t  t r a c k e d  

s e p a r a t e l y  i n  t he  CHAMPUS data.  Rather than  use a somewhat a r b i t r a r y  

c o s t  es t ima te  f o r  CHAMPUS emergency care,  i t  was assumed t h a t  some fo rm 

l F o r  a more d e t a i l e d  d e s c r i p t i o n  o f  t he  c o s t  e s t i m a t i o n  methodology, see 
RAPS Model Technica l  D e s c r i p t i o n  Suplement. VRI-OMIS-2.21 WP90-l(R). 12  
J u l y  1990; o r  Economic Ana lys is  o f  Naval H o s p i t a l  Cherry  P o i n t .  Volume 
11: Requirements Ana lys is .  Landers -A tk ins  P lanners .  I n c o r p o r a t e d .  
A p r i l  1990. 



o f  emergency medic ine would need t o  be p rov ided  i n  any h o s p i t a l ;  t h e r e -  

fo re ,  t h i s  c l i n i c a l  area was assumed t o  be a v a i l a b l e  a t  t he  d i r e c t  ca re  

f a c i l i t y  i f  b a s i c  medica l  ca re  was p rov ided .  

F i n a l l y ,  f o r  b e n e f i c i a r i e s  over 64 years  o f  age. cos t s  f o r  CHAMPUS 

r e t i r e e s .  r e t i r e e  dependents and s u r v i v o r s  under 65 ( " o t h e r "  b e n e f i c i -  

a r i e s )  were used t o  approximate Medicare cos ts .  Whi le  t h e  d i r e c t  ca re  

b e n e f i t  i s  n o t  a f f ec ted  by age. almost a l l  b e n e f i c i a r i e s  over  64 years  

o l d  a r e  e l i g i b l e  f o r  Medicare b e n e f i t s ,  and t h e r e f o r e  do n o t  r e t a i n  

CHAMPUS e l i g i b i l i t y .  I d e a l l y .  two se t s  o f  n o n d i r e c t  ca re  c o s t  f u n c t i o n s  

would be used t o  d e s c r i b e  t h e  cos ts  exper ienced by b e n e f i c i a r i e s  under 

t h e  age o f  65 versus those 65 and o l d e r .  However. due t o  programmatic 

d i f f e r e n c e s  between CHAMPUS and Medicare. Medicare c o s t  f u n c t i o n s  t h a t  

p a r a l l e l  those  developed f o r  CHAMPUS are  ext remely  d i f f i c u l t  t o  develop.  

Ma jo r  p o i n t s  o f  d i ve rgence  between t he  Medicare and CHAMPUS programs a re  

summarized below. 

The Medicare p l a n  i s  formed of two p a r t s  - -  P a r t  A ( H o s p i t a l  
Insurance)  and P a r t  B  (Supplemental Medical  I nsu rance ) .  which 
m a i n l y  covers  p r o f e s s i o n a l  se r v i ces .  However. u n l i k e  CHAMPUS.  
f o r  wh ich  i n p a t i e n t  and o u t p a t i e n t  p ro fess i ona l  se r v i ces  can 
be separa ted  q u i t e  c o n s i s t e n t l y  and l o g i c a l l y .  P a r t  8 c o s t  and 
u t i l i z a t i o n  cannot be r e a d i l y  p a r t i t i o n e d .  Thus, t h e  cos t  o f  
a  Medicare o u t p a t i e n t  v i s i t  o r  t h e  complete c o s t  o f  an i n p a -  
t i e n t  ep isode  a re  d i f f i c u l t  t o  i s o l a t e .  a t  l e a s t  i n  aggregated 
d a t a .  

The Medicare system i s  n o t  a c t u a l l y  geared t o  r e p o r t i n g  u n i t  
c o s t s  i n  terms of expense pe r  u n i t  workload. Because Medicare 
purchases n o t  o n l y  s tandard o f f i c e  v i s i t s  and h o s p i t a l  days. 
b u t  a l s o  l a r g e  q u a n t i t i e s  of s k i l l e d  n u r s i n g  and hosp ice  s e r -  
v i c e s ,  home h e a l t h  ca re ,  du rab le  medica l  equipment. r e h a b i l i t a -  
t i v e  s e r v i c e s ,  and phys i ca l  the rapy ,  Medicare cos ts  a re  t y p i -  
c a l l y  r e p o r t e d  as reimbursements per  e n r o l l e e .  

C l i n i c a l  d i s t i n c t i o n s  o f  t he  k i n d  c rea ted  by CHAMPUS ( i . e . .  
t h e  27 h o s p i t a l  s p e c i a l t i e s  used i n  t h e  Hea l t h  Care Summary 
Repor t ) .  a r e  n o t  a  f e a t u r e  o f  Medicare r e p o r t i n g .  Now t h a t  
b o t h  programs a re  u s i n g  a DRG-based reimbursement system, t h i s  
may p r o v i d e  t h e  bas i s  f o r  a c l i n i c a l l y - o r i e n t e d  c o s t  compar i -  
son scheme i n  t h e  f u t u r e ,  a l though  i t  would be cumbersome and 
ex tend  o n l y  t o  h o s p i t a l  se r v i ces .  



For these reasons. RAPS and EAs con t i nue  t o  r e l y  upon CHAMPUS-based 

n o n d i r e c t  ca re  c o s t  f u n c t i o n s  t o  es t imate  n o n d i r e c t  ca re  cos t s  f o r  a l l  

b e n e f i c i a r i e s .  

(2) Adjus t  FAMC O u t p a t i e n t  Costs f o r  Pa r t ne rsh ip  Program 

About o n e - t h i r d  o f  CHAMPUS v i s i t s  i n  t h e  FAMC catchment area were 

v i s i t s  t o  P a r t n e r s h i p  Program p r o v i d e r s  o p e r a t i n g  o u t  o f  FAMC. S ince  

these v i s i t s  were b i l l e d  a t  a  n e g o t i a t e d  d i scoun t  f r om  t o t a l  a l l o w a b l e  

charges, t h e i r  presence s i g n i f i c a n t l y  unders ta ted  t h e  es t ima tes  o f  

CHAMPUS cos t s  pe r  o u t p a t i e n t  v i s i t .  We ad jus ted  es t ima tes  o f  FAMC c a t c h -  

ment area CHAMPUS cos t s  per  v i s i t ,  as f o l l o w s .  

For each c l i n i c a l  area, l e t :  

C R ~ ~ ~  = o r i g i n a l  c o s t / v i s i t  f rom RAPS,  which i nc l udes  P a r t n e r s h i p :  

Xp = t h e  pe rcen t  o f  t o t a l  v i s i t s  which were P a r t n e r s h i p :  and 

Cad j  = a d j u s t e d  c o s t / v i s i t  f o r  non-Par tnersh ip  care.  

Then 

CRAPS ' (%P * .7*Cadj) + ( l -%p)*Cadj  

The above equa t i on  says t h a t  our o r i g i n a l  e s t i m a t e d  c o s t s  were  composed 

o f  two p a r t s  - -  P a r t n e r s h i p  v i s i t  cos ts  and non -Pa r t ne rsh ip  v i s i t  c o s t s .  

For P a r t n e r s h i p  v i s i t s  (Xp) ,  FAMC nego t i a t es  p a r t n e r ' s  charges t o  be 70% 

o r  l e s s  o f  t o t a l  CHAMPUS a l l owab le  charges. We t h e r e f o r e  expressed 

P a r t n e r s h i p  v i s i t  cos t s  i n  our equa t ion  as 70% o f  our  a d j u s t e d  c o s t  p e r  

v i s i t .  The rema in ing  non-Par tnersh ip  v i s i t  cos t s  ( 1 - % p ) .  we expressed 

i n  ou r  equa t i on  as hav ing  t h e  f u l l  non -Pa r t ne rsh ip  c o s t  p e r  v i s i t .  

S o l v i n g  f o r  C a d j  i n  t h e  above equa t ion :  

c a d j  = cad j / ( l - .3 *%p)  

The re fo re .  t h e  o r i g i n a l  RAPS es t imates  were d i v i d e d  by (1 - . 3%p) ,  where 

Xp was t h e  pe rcen t  of v i s i t s  i n  t h a t  c l i n i c a l  area assoc ia ted  w i t h  a 



Par tne rsh ip  p r o v i d e r  i n  FY89. Our new es t imated  CHAMPUS cos ts  per  v i s i t  

f o r  non -Pa r t ne rsh ip  ca re  were about 10% h ighe r  than when P a r t n e r s h i p  was 

i n c l  uded. 

( 3 )  Combine RAPS FAMC, F o r t  Carson, and AF Academy Catchment Area 
E s t i m a t e s  

The RAPS es t ima tes  o f  cos t s  per  bed day and v i s i t  ( w i t h  FAMC cos t s  

per  v i s i t  a d j u s t e d  f o r  t h e  e f f e c t  of Pa r t ne rsh ip  v i s i t s )  were combined 

t o  f o rm  a  s i n g l e  s e t  o f  Denver/Colorado Spr ings area c i v i l i a n  cos t s .  

For each i n p a t i e n t  and o u t p a t i e n t  c l i n i c a l  area. a  weighted average was 

taken o f  t h e  t h r e e  cos t s  i n  each c l i n i c a l  area. 

Weighted averages were c a l c u l a t e d  i n  each c l i n i c a l  area f o r  depen- 

dent  o f  a c t i v e  d u t y  cos t s  and " o t h e r  under 65"  cos t s ,  For o u t p a t i e n t  

c l i n i c a l  areas. c o s t  es t ima tes  f rom the  t h r e e  catchment areas were 

weighted by t h e  number o f  FY89 v i s i t s  i n  t h a t  c l i n i c a l  area. For i n p a -  

t i e n t  c l i n i c a l  areas. s i n c e  t h e  i n p a t i e n t  cos ts  be ing  used were those 

assoc ia ted  w i t h  NAS care .  t h e  c o s t  est imates f o r  each catchment area 

were we igh ted  by t h e  number o f  bed days f o r  which an NAS was r e q u i r e d  i n  

t h a t  c l i n i c a l  area. O v e r a l l ,  combining of cos t s  from t h e  t h r e e  ca t ch -  

ment areas d i d  n o t  d r a m a t i c a l l y  change t h e  cos t  es t imates  f r o m  any one 

catchment area.  

A f t e r  c o s t s  i n  each c l i n i c a l  area f o r  dependents of a c t i v e  du ty  and 

o the rs  under 65 were combined, a c t i v e  d u t y  and r e t i r e e  over  64 cos ts  

were de r i ved .  I t  was assumed t h a t  t h e  government would pay t h e  f u l l  

share of a c t i v e  du t y  c i v i l i a n  c o s t s ,  w i t h  no copay o r  d e d u c t i b l e .  There-  

f o r e ,  a c t i v e  d u t y  cos t s  were d e r i v e d  by i n f l a t i n g  dependent o f  a c t i v e  

du t y  cos t s  t o  r e f l e c t  t o t a l  cos t s .  I n p a t i e n t  dependent o f  a c t i v e  du ty  

cos ts .  which a l r eady  r e f l e c t  n e a r l y  t he  t o t a l  CHAMPUS cos t ,  were 

i n f l a t e d  by 3%. O u t p a t i e n t  dependent o f  a c t i v e  du t y  cos t s .  o f  which t h e  



dependent b e n e f i c i a r y  pays a l a r g e r  share, were i n f l a t e d  by 28% t o  

r e f l e c t  t o t a l  cos t s .  Costs f o r  o the rs  over  64 were s e t  equal  t o  cos t s  

f o r  o t h e r s  under 65. f o r  reasons which were exp la i ned  e a r l i e r .  

( 4 )  I n f l a t e  Costs t o  t h e  BOD 

O u t p a t i e n t  c o s t  es t imates  were i n f l a t e d  t o  t h e  BOD by 7.14% pe r  

yea r ,  t h e  average annual i nc rease  over t he  pas t  t h r e e  yea rs  i n  t h e  C P I  

f o r  medica l  care.  Th i s  r a t e  i s  c o n s i s t e n t  w i t h  t h e  observed i nc rease  i n  

t o t a l  CHAMPUS c o s t s  per  v i s i t  observed over  t h e  pas t  seve ra l  yea rs .  

I n p a t i e n t  n o n d i r e c t  care cos ts  have been r i s i n g  a t  a much s lower  

r a t e  s i n c e  t h e  imp lementa t ion  i n  FY88 o f  t he  CHAMPUS DRG-based prospec-  

t i v e  payment system ( P P S ) .  The RAPS model uses a CHAMPUS i n p a t i e n t  

i n f l a t i o n  r a t e  o f  4% pe r  year .  due t o  t h e  c o s t - c o n t r o l l i n g  e f f e c t  PPS 

has on h o s p i t a l  s e r v i c e s  reimbursement r a t e s .  I n  t h i s  EA.  i n p a t i e n t  

n o n d i r e c t  c a r e  cos t s  were d i v i d e d  i n t o  h o s p i t a l  s e r v i c e s  cos t s  (abou t  

80%) and i n p a t i e n t  p r o f e s s i o n a l  costs  (about  20%). The h o s p i t a l  s e r -  

v i c e s  component was grown a t  4% per  yea r .  w h i l e  t h e  i n p a t i e n t  p ro fes -  

s i o n a l  c o s t  component w a s  grown a t  t h e  7.14% C P I  r a t e  per  yea r ,  f o r  a 

combined i n p a t i e n t  i n f l a t i o n  r a t e  o f  4.63% p e r  y e a r .  

The combined Denver/Colorado Spr ings n o n d i r e c t  care  c o s t s  per  bed  

day and v i s i t .  i n f l a t e d  t o  FY98. a re  d i sp l ayed  i n  e x h i b i t s  5 - 7  and 5-8. 

(5) Apply Work1 oad Conversion Fac to rs  

The p rev i ous  e x h i b i t s  d i sp l ayed  es t imates  o f  government cos t s  f o r  

each v i s i t  and bed day purchased f rom the  c i v i l i a n  s e c t o r .  To p r o p e r l y  

compare n o n d i r e c t  ca re  costs  w i t h  d i r e c t  ca re  cos ts ,  i t  was a l s o  neces- 

sa r y  t o  i n c o r p o r a t e  t h e  d i f f e r e n c e  i n  t he  amount o f  work load expected a t  

each source. 



EXHIBIT 5-7: FY98 FAMC INPATIENT NONDIRECT CARE COST 
ESTIMATES 

GOVERNMENT COST PER OCCUPIED BED DAY 

ACTIVE 
DUTY 

DEP ACT 
a 

OTHERS 
565 

OVER 
69 CI INICAL AREA 

INTERNAL MEDICINE 

CARDIOLOGY 

NEUROLOGY 

PEDIATRICS 

OTHER MEDICAL 

GENERAL SURGERY 

ORTHOPEDICS 

ORAL SURGERY 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

GYNECOLOGY 

OTHER SURGERY 

OBSTETRICS' 

PSYCHIATRY $867 $841 $597 $597 

1 
Outpatient obstetrics cost combined with inpatient obstetrics cost. 



EXHIBIT 5-8: W98 FAMC OUTPATIENT NONDIRECT CARE COST 
ESTIMATES 

GOVERNMENT COST PER OUTPATIENT VISIT 

ACTIVE 
DUTY 

$1 73 

DEP ACT OTHERS 
& & 
$1 41 $1 08 

OVER 
rn 
$1 00 

CLlNlCAl AREA 

ALLERGY 

CARDIOLOGY 

DERMATOLOGY 

NEUROLOGY 

EMERGENCY MEDICINE 

GENERAL SURGERY 

ORTHOPEDICS 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

$21 2 $1 58 

(combined with inpatient ob) 

GYNECOLOGY 

OBSTETRlCS 

PSYCHIATRY 

OPTOMETRY --- --- --- --- 

1 
Medlpc group includes internal medicine, family practicelprimary care, 
flighUunderseas medicine, and pediatrics. 



For o b s t e t r i c a l  and p s y c h i a t r i c  care.  t h e  amount o f  work load 

expected d i d  n o t  depend on t h e  source of ca re .  For medica l  and s u r g i c a l  

ca re ,  however, t h e  work load convers ion  f a c t o r s  used i n  t h i s  economic 

a n a l y s i s  q u a n t i f i e d  t h e  d i f f e rence  i n  work load expected a t  t h e  MTF v e r -  

sus t h e  work load  expected th rough  n o n d i r e c t  ca re  sources. As descr ibed  

i n  s e c t i o n  3.4, t h e  f o l l o w i n g  f a c t o r s  were used f o r  medica l  and s u r g i c a l  

care:  

Da t i  e n t  

A c t i v e  Duty 1.00 1 .OO 

Dependent o f  A c t i v e  Duty 1.00 1.80 

Re t i r ee /O the r  Under 65 1.88 2.24 

Over 65 1.00 1.00 

As an example o f  t h e . i n t e r p r e t a t i o n  o f  these f a c t o r s ,  cons ider  t h e  
I 
\ 

o u t p a t i e n t  dependent o f  a c t i v e  du t y  t r a d e o f f  o f  1.8. Th i s  says t h a t  f o r  

i every 1.8 v i s i t s  a t  t h e  MTF, t h e  government would o n l y  pay f o r  1 .0  v i s i t  

i f  t h e  ca re  were p rov i ded  by n o n d i r e c t  care sources. 

Nond i r ec t  ca re  c o s t s  t h a t  r e f l e c t  bo th  u n i t  cos t  es t ima tes  and t h e  

expected decrease i n  t h e  government-paid workload when care i s  sent ou t  

o f  t h e  MTF a re  d e r i v e d  by d i v i d i n g  t h e  es t imated  u n i t  cos t s  by the  above 

work load convers ion  f a c t o r s .  Thus, t h e  cos ts  per  bed day and per  v i s i t  

i n  t h e  medica l  and s u r g i c a l  c l i n i c a l  areas (p resen ted  p r e v i o u s l y  i n  

e x h i b i t s  5 - 7  and 5-81 were d i v i d e d  by t h e  above f a c t o r s  t o  produce non- 

d i r e c t  ca re  cos t s  which a l s o  i n c o r p o r a t e  t h e  d i f f e r e n c e  i n  t h e  work load 

p a i d  f o r  by t h e  government. These ad jus ted  n o n d i r e c t  ca re  c o s t  e s t i -  

mates a re  shown i n  e x h i b i t s  5 - 9  and 5-10. As descr ibed  i n  chap te r  6.0.  

t h e  cos t s  which i n c o r p o r a t e  t h e  workload convers ion were used t o  develop 

t h e  Bes t  Economic S o l u t i o n  and t o  compute t o t a l  n o n d i r e c t  ca re  cos ts  f o r  

each FAMC scena r i o .  



EXHIBIT 5-9: FY98 FAMC INPATIENT NONDIRECT CARE 
COST ESTIMATES, INCLUDING WORKLOAD 
CONVERSION FACTORS 

GOVERNMENT COST PER OCCUPIED BED DAY 

ACTIVE DEPACT OTHERS OVER 
CI .INICAL ARFA !2!L!x a §& 

INTERNAL MEDICINE $1,820 $1,767 $624 $1,173 

CARDIOLOGY $2,065 $2,004 $857 $1,611 

NEUROLOGY $1,680 $1,630 $555 $1,043 

PEDIATRICS 

OTHER MEDICAL 

GENERAL SURGERY 

ORTHOPEDICS 

ORAL SURGERY 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

GYNECOLOGY 

OTHER SURGERY $4,446 $431 7 $1,005 $1,889 

OBSTETRICS' $1,617 $1,569 $965 $1,814 

PSYCHIATRY $867 $841 $31 7 $597 

'Outpatient obstetrics cost mrnbined with inpatient obstetrics cost. 



EXHIBIT 5-1 0: FY98 FAMC OUTPATIENT NONDIRECT CARE 
COST ESTIMATES, INCLUDING WORKLOAD 
CONVERSION FACTORS 

GOVERNMENT COST PER OUTPATIENT VISIT 

ACTIVE DEPACT OTHERS OVER 
CLINICAL AREA DUTY d 63 
MEDlPC GROUP' $1 73 $79 $48 $1 00 

ALLERGY $69 $34 $22 $4 1 

CARDIOLOGY ,$I86 $84 $52 $1 10 

DERMATOLOGY $1 30 $60 $37 $76 

NEUROLOGY $210 $95 $59 $1 25 

EMERGENCY MEDICINE --- --- --- --- 

GENERAL SURGERY $3 20 $1 42 $86 $186 

ORTHOPEDICS $186 $84 $52 $1 10 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

UROLOGY 

GYNECOLOGY 

OBSTETRICS 

PSYCHIATRY 

OPTOMETRY 

$342 $1 51 $94 $203 

$262 $1 18 $71 $1 51 

(combined with inpatient ob) 

$1 36 $62 $44 $91 

--- --- --- --- 

' ~ e d l ~ c  group includes internal medicine, family practicelprimary care, 
flghtlunderseas medicine, and pediatrics. 



5.2.2 COSTS ASSOCIATED WITH D I R E C T  CARE ALTERNATIVES TO FAMC 

Besides h e a l t h  ca re  resources i n  t h e  c i v i l i a n  s e c t o r .  another  a l t e r -  

n a t i v e  t o  FAMC i s  o t h e r  Do0 r e f e r r a l  f a c i l i t i e s .  I n  t h i s  a n a l y s i s .  

o t h e r  d i r e c t  ca re  cos t s  were assumed t o  be comparable t o  FAMC o p e r a t i n g  

cos t s .  Thus, t h e  comparison between FAMC and o t h e r  r e f e r r a l  MTFs was 

e s s e n t i a l l y  c o s t - n e u t r a l .  We no te  t h a t  i f  t h e  p h y s i c a l  c a p a c i t y  c u r -  

r e n t l y  e x i s t s  t o  absorb t h i s  workload i n  t h e  m i l i t a r y  r e f e r r a l  system 

~ i t h Q l b t  a  requi rement  f o r  any a d d i t i o n a l  c o n s t r u c t i o n ,  i t  would c l e a r l y  

be cheaper f o r  t h e  government t o  r e d i s t r i b u t e  t h i s  r e f e r r a l  ca re  t o  f i l l  

e x i s t i n g  p h y s i c a l  capac i t y .  r a t h e r  than  t o  b u i l d  f o r  i t  a t  FAMC. Given 

t h e  impending c l o s u r e  o f  Let terman AMC. and p o t e n t i a l  p l ans  t o  expand 

o t h e r  f u t u r e  c o n s t r u c t i o n  p r o j e c t s  (such as F o r t  Bragg) t o  accommodate 

r e f e r r a l  o r  medica l  cen te r  l e v e l  workloads. i t  appears t h a t  t h e  c a p a c i t y  

o f  t h e  m i l i t a r y  r e f e r r a l  system i s  c u r r e n t l y  undergo ing some change. I n  

assuming c o s t - n e u t r a l i t y  f o r  d i r e c t  care a l t e r n a t i v e s  t o  FAMC, we have 

assumed t h a t :  

t h e  l e v e l  o f  r e f e r r a l  care c u r r e n t l y  seen a t  FAMC cou ld ,  i n  FY98 
and beyond. be r e f e r r e d  t o  o the r  MTFs; 

t h e r e  would e v e n t u a l l y  be an assoc ia ted  c o s t  t o  mod i fy ,  b u i l d ,  
o r  renova te  those o the r  r e f e r r a l  MTFs t o  accommodate t h e  a d d i -  
t i o n a l  care;  and . . 

t h a t  assoc ia ted  m o d i f i c a t i o n  cos t  would n o t  be s i g n i f i c a n t l y  
d i f f e r e n t  f rom t h e  cos t  o f  b u i l d i n g  t o  p r o v i d e  t h e  ca re  a t  FAMC. 



T h i s  chap te r  desc r i bes  t h e  f i n a l  s tep  i n  the  economic a n a l y s i s .  t h e  

comparison and a n a l y s i s  of h e a l t h  care cos t s .  The c o s t  a n a l y s i s  i s  

performed b o t h  t o  determine t h e  most c o s t - e f f e c t i v e  l e v e l  o f  work load  t o  

p r o v i d e  a t  FAMC. and t o  analyze a l l  scenar ios  examined. The f i r s t  sec-  

t i o n  o f  t h i s  chap te r  descr ibes  t he  assumptions. r a t i o n a l e  and c o s t  com- 

pa r i sons  per formed t o  develop t he  most c o s t - e f f e c t i v e  l e v e l  o f  work load,  

termed t h e  b e s t  economic s o l u t i o n  ( B E S ) .  

S e c t i o n  6 .2  compares bo th  t he  workload c h a r a c t e r i s t i c s  and t h e  

t o t a l  c o s t  t o  t h e  government under each o f  t h e  f o u r  scenar ios  examined. 

T o t a l  c o s t s  examined i n c l u d e  FAMC ope ra t i ng  cos ts .  cos t s  t o  p r o v i d e  ca re  

a t  o t h e r  MTFs, and government cos ts  o f  c i v i l i a n  care.  

-The s c o p e , o f  t h i s  EA does n o t  i n c l u d e  e s t i m a t i o n  o f  c o n s t r u c t i o n  ' 

a l t e r n a t i v e s  o r  c o n s t r u c t i o n  cos ts  assoc ia ted  w i t h  t h e  FAMC work load  

under e a c h h G e n a r i o .  : Howevkr., s ince  t he  i s sue  of  c o s t - e f f e c t i v e  p r o v i -  

s i o n  of c a r e  a t  FAMC i s  b e i n g  exp lo red  i n  t he  c o n t e x t  of a f u t u r e  con-  

s t r u c t i o n  p r o j e c t .  r e l a t i v e  c o s t  sav ings between scenar ios  w i l l  be d i s -  
. -  . 

cussed i n ' t e r m s  o f  t h e  l e v e l  o f  c o n s t r u c t i o n  t h a t  c o u l d  be cost: 

j u s t i f i e d  ove r  a  25-year  f a c i l i t y  l i f e  cyc l e .  

S e c t i o n  6.3 d iscusses t h e  ' s e n s i t i v i t y  o f  t h e  o v e r a l l  r e s u l t s  t o  

changes i n  assumptions made d u r i n g  t he  a n a l y s i s .  Th i s  s e c t i o n  w i l l  be 

expanded f o r  t h e  f i n a l  r e p o r t ,  based on r e a c t i o n s  t o  assumptions and 

ques t ions  r a i s e d  d u r i n g  rev iew o f  t h i s  d r a f t  r e p o r t .  

The BES i s  d e f i n e d  t o  be t h e  l e v e l  of workload t h e  government would 

p r o v i d e  a t  FAMC i f  t h e  goa l  were t o  min imize t o t a l  government c o s t .  

Th i s  s o l u t i o n  c o u l d  range from zero t o  a l l  p o s s i b l e  ca re ,  based on t h e  



c o s t  of p r o v i d i n g  care  a t  a FAMC r e f e r r a l  h o s p i t a l ,  versus t h e  govern-  

ment c o s t  o f  t h e  a l t e r n a t i v e s  t o  FAMC. The BES s o l u t i o n  may o r  may n o t  

suppor t  t h e  GME m iss i on  - -  l e v e l s  t o  suppor t  GME a re  n o t  t aken  as a  

minimum l e v e l  of work load.  b u t  a re  expected t o  be compared t o  t h e  BES 

l e v e l s  o u t s i d e  t h i s  a n a l y s i s .  

In de te rm in i ng  t h e  l e v e l  of h e a l t h  ca re  t h a t  i s  c o s t - e f f e c t i v e  f o r  

t h e  government t o  p r o v i d e  a t  FAMC. t h e  f i r s t  s t ep  was i d e n t i f y i n g  t h e  

a l t e r n a t i v e s  t o  FAMC. The two bas i c  a l t e r n a t i v e s  f o r  b e n e f i c i a r i e s  

c u r r e n t l y  served by t h e  f a c i l i t y  a re  c i v i l i a n  sources and o t h e r  m i l i t a r y  

medica l  f a c i l i t i e s .  For each component o f  t o t a l  .demand. t h e  most l i k e l y  

a l t e r n a t i v e  t o  FAMC was i d e n t i f i e d .  as descr ibed  below. 

n t  (1): FAMC care  t o  l o c a l  c a m e n t  area w ~ u l a t i o n  

Given t h e  abundance o f  t each ing  h o s p i t a l s  i n  t h e  Denver area. many 

o f  wh ich  a r e  o p e r a t i n g  below capac i t y .  and t h e  preponderance of 

r e t i r e e s l d e p e n d e n t  of r e t i r e e s  i n  t h e  area (who a r e  more l i k e l y  t o  have 

o t h e r  i nsu rance ) ,  i t  i s  reasonable t o  assume t h a t  t h e  p r ima ry  a l t e r n a -  

t i v e  t o  FAMC f o r  l o c a l  catchment area b e n e f i c i a r i e s  i s  t h e  l o c a l  c i v i l  - 

i a n  community. 

Com~onent  ( 2 ) :  Care h i s t o r i c a l l v  ~ r o v i d e d  t h roush  t h e  Lowrv c l i n i c  

T h i s  work load i s  assumed t o  remain a t  t h e  Lowry c l i n i c .  Lowry 

c l i n i c  workloads were he ld . cons tan t  across a l l  scenar ios  a t  FY98 p r o -  

j e c t e d  l e v e l s .  and d i d  n o t  a f f e c t  t h e  c o s t  comparison. 

e n t  ( 3 ) :  FAMC care t o  non-catc tment  area ( r e f e r r a l  1 b e n e f i c i a r i e s  

S ince  t h i s  ca re  i s  i n  c u r r e n t l y  seen w i t h i n  the  m i l i t a r y  h e a l t h  

c a r e  r e f e r r a l  system, we assume t h e  c a p a b i l i t y  does n o t  e x i s t  t o  pe r f o rm  

i t  a t  t h e  l o c a l  MTFs. There fo re ,  t h e  a l t e r n a t i v e s  t o  FAMC p r o v i d i n g  



t h i s  ca re  a re  t h e  c i v i l i a n  sec to r  a t  e a c h - l o c a t i o n  o r  o t h e r  m i l i t a r y  

r e f e r r a l  f a c i l i t i e s .  The use of these two a l t e r n a t i v e s  would depend on: 

c a p a c i t y  a t  o t h e r  r e f e r r a l  MTFs; 

c a p a c i t y  and c a p a b i l i t i e s  i n  t h e  c i v i l i a n  sec to r  o f  each c a t c h -  
ment area; and 

l i k e l y  behav io r  p a t t e r n s  o r  choices of  dependents and r e t i r e e s .  
who a r e  g e n e r a l l y  g i v e n  t h e  cho ice  o f  an NAS o r  m i l i t a r y  
r e f e r r a l  . 

I n  t h i s  a n a l y s i s ,  we have assumed t h a t  t h e  a l t e r n a t i v e  t o  FAMC f o r  

r e f e r r a l s  from t h e  Colorado Spr ings area i s  l o c a l  CHAMPUS. Colorado 

Spr ings  b e n e f i c i a r i e s  r ep resen t  about 15% of a l l  i n p a t i e n t  ca re  p rov i ded  

a t  FAMC ( o n e - t h i r d  o f  a l l  i n p a t i e n t  r e f e r r a l  c a r e ) .  a  s i g n i f i c a n t l y  

l a r g e r  percentage than  any o t h e r  catchment o r  noncatchment area. 

C l e a r l y ,  Colorado sp r i ngs  r e f e r r a l s  were much more t i e d  t o  t h e  prox imate 

geographic  l o c a t i o n  o f  t h e  c u r r e n t  FAMC r e f e r r a l  cen te r .  S ince  Colorado 

Spr ings  i s  w i t h i n  d r i v i n g  d i s t a n c e  o f  FAMC, these b e n e f i c i a r i e s  a r r i v e  

t h e r e  th rough  s h u t t l e  o r  p r i v a t e  ground t r a n s p o r t a t i o n  - -  i t  was l e s s  

1  i k e l y  t h a t  t h e  m a j o r i t y  o f  these b e n e f i c i a r i e s  would be e q u a l l y  w i l l  i n g  

t o  t r a v e l  on a  p l ane  t o  another  r e f e r r a l  cen te r .  F i n a l l y .  Colorado 

Spr ings  and t h e  Denver area have an abundance o f  c i v i l i a n  c a p a c i t y  and 

c a p a b i l i t y ,  so t h a t  ca re  would n o t  be forced i n t o  t h e  m i l i t a r y  r e f e r r a l  

system due t o  l a c k  o f  c i v i l i a n  access. 

For r e f e r r a l s  f r om  o u t s i d e  Colorado Spr ings,  t h e  a l t e r n a t i v e  t o  

FAMC was assumed t o  be o t h e r  r e f e r r a l  MTFs. Once t h e  b e n e f i c i a r y  i s  100 

m i l e s  o r  more d i s t a n t  f rom t h e  MTF, the  p a r t i c u l a r  geographic  l o c a t i o n  

o f  t h a t  r e f e r r a l  MTF would n o t  have as g r e a t  an impact .  

A f t e r  t h e  a l t e r n a t i v e s  t o  FAMC were i d e n t i f i e d ,  t h e  n e x t  s t e p  i n  

de te rm in i ng  c o s t - e f f e c t i v e  l e v e l s  a t  FAMC was t o  compare cos ts  among t h e  

a l t e r n a t i v e s .  Chapter 5.0 desc r i bed  the process o f  e s t i m a t i n g  cos ts  f o r  



desc r i bed  i n  s e c t i o n  5.2. o t h e r  r e f e r r a l  MTF cos t s  were assumed t o  be 

comparable t o  FAMC o p e r a t i n g  cos ts ;  t he re fo re ,  r e f e r r a l  ca re  f rom o u t -  

s i d e  t h e  Colorado Spr ings area was e s s e n t i a l l y  c o s t - n e u t r a l .  T h i s  work-  

load ,  shown i n  e x h i b i t  6-1 ,  was used as t h e  s t a r t i n g  p o i n t  f o r  t h e  B E S  

work1 oads . 
The rema in ing  p o r t i o n  o f  t he  t o t a l  r ecap tu rab le  work load was work-  

l o a d  h i s t o r i c a l l y  p rov i ded  by FAMC t o  l o c a l  catchment area and Colorado 

Spr ings  b e n e f i c i a r i e s .  a l ong  w i t h  t he  p o r t i o n  o f  l o c a l  FAMC CHAMPUS care  

t h a t  c o u l d  p o t e n t i a l l y  be recovered.  Th is  maximum l o c a l  l e v e l  o f  work-  

l o a d  i s  shown i n  e x h i b i t  6 -2 .  

To determine how much of  t he  l o c a l  FAMC and Colorado Spr ings c a t c h -  

ment area work loads were c o s t - e f f e c t i v e ,  FAMC o p e r a t i n g  cos t s  were com- 

pared t o  t h e  es t imates  o f  Denver lColorado Spr ings c i v i l i a n  cos t s  i n  each 

c l i n i c a l  area. and f o r  each b e n e f i c i a r y  t ype ,  as f o l l o w s .  

The comparison began w i t h  es t imates  o f  FY98 d i r e c t  ca re  ma rg ina l  

o p e r a t i n g  cos t s  (shown i n  e x h i b i t s  5 -5  and 5-61 and FY98 n o n d i r e c t  ca re  

cos t s  a d j u s t e d  f o r  work load convers ion f a c t o r s  (shown i n  e x h i b i t s  5 - 9  

and 5 - 1 0 ) .  Nond i r ec t  ca re  cos t s  were then  compared t o  d i r e c t  ca re  cos ts  

i n  seve ra l  s teps .  as desc r i bed  below. The computer spreadsheets used t o  

pe r f o rm  t h i s  c o s t  a n a l y s i s  a re  d i sp l ayed  i n  appendix 8. 

The f i r s t  s t ep  i n  de te rm in i ng  c o s t - e f f e c t i v e  ca re  was a  comparison 

o f  ma rg ina l  cos t s  f o r  each b e n e f i c i a r y  t ype .  I n  each c l i n i c a l  area.  t h e  

d i r e c t  ca re  marg ina l  c o s t  and t he  n o n d i r e c t  ca re  c o s t  pe r  bed day ( o r  

v i s i t )  were m u l t i p l i e d  by t h e  t o t a l  r ecap tu rab le  bed days ( o r  v i s i t s )  i n  

t h a t  c l i n i c a l  area. f o r  t h a t  b e n e f i c i a r y  t ype .  The p roduc t  o f  c o s t  and 

work load under n o n d i r e c t  ca re  was then  sub t rac ted  f rom t h e  p roduc t  of 

c o s t  and work load under d i r e c t  ca re  t o  compute t h e  marg ina l  " sav i ngs "  

ach ieved by p r o v i d i n g  t h a t  c l i n i c a l  a r e a / b e n e f i c i a r y  t y p e  a t  t h e  MTF. 



EXHIBIT 6-1 : DEMAND FROM REFERRALS OUTSIDE 
COLORADO SPRINGS 

I. DISPOSITIONS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ACTIVE 
D U N  

DEP ACT 
< 65 

11. BED DAYS 

CLINICAL AREA 

INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 
PEDIATRICS 
OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 
PSYCHIATRY 

ALL CLINICAL AREAS 

ACTIVE 
D U N  

DEP ACT OTHERS 
<65 1 r65 

-- Continued -- 



EXHIBITS 6-1 : DEMAND FROM REFERRALS OUTSIDE 
COLORADO SPRINGS 
(Concluded) 

CLINICAL AREA 
ACTIVE 
D U N  

- 

INTERNAL MEDICINE 
FAM PRACIPRIM CARE 
FLTIUNDERSEAS MED 
PEDIATRICS 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOlARY NGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
OPTOMETRY 

ALL CLINICAL AREAS 

DEP ACT 
< 65 



EXHIBIT 6-2: DEMAND FROM LOCAL FAMC AND 
COLORADO SPRINGS BENEFICIARIES 

1. DISPOSITIONS 

CLINICAL AREA 

I INTERNAL MEDICINE 
CARDIOLOGY 
NEUROLOGY 

OTHER MEDICAL 
GENERAL SURGERY 

'i 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 

1 GYNECOLOGY 
OTHER SURGERY 

I1 

II. BED DAYS 

CLINICAL AREA 

NEUROLOGY 

OTHER MEDICAL 
GENERAL SURGERY 
ORTHOPEDICS 
ORAL SURGERY 
OPHTHALMOLOGY 
OTOlARYNGOLOGY 

GYNECOLOGY 
OTHER SURGERY 
OBSTETRICS 

-- Continued -- 



EXHIBIT 6-2: DEMAND FROM LOCAL FAMC AND 
COLORADO SPRINGS BENEFICIARIES 
(Concluded) 

CLINICAL AREA 

MEDICAUPRIM CARE 
ALLERGY 
CARDIOLOGY 
DERMATOLOGY 
NEUROLOGY 
EMERGENCY MEDICINE 
GENERAL SURGERY 
ORTHOPEDICS 
OPHTHALMOLOGY 
OTOLARYNGOLOGY 
UROLOGY 
GYNECOLOGY 
OBSTETRICS 
PSYCHIATRY 
0 PTOMETRY 

ALL CLINICAL AREAS 

ACTIVE 
D U N  

18,297 
1,089 
1,810 
2,949 

566 
4,019 
1,641 
7,825 
1,283 

449 
989 

2.040 
1,890 
9,816 

849 

55,513 

DEP ACT 
< 65 

78,609 
1.951 
1,430 
2,943 

554 
20,961 
3.687 
5,776 
2,493 
2,415 

966 
12,940 
9,123 
9,408 

97 1 

154,228 

OTHERS OVER 64 
165 ( 



Where sav ings were nega t i ve .  care w a s  g e n e r a l l y  cons idered  more 

c o s t - e f f e c t i v e  t o  p r o v i d e  th rough  n o n d i r e c t  care sources t han  a t  t h e  

MTF. However, be fo re  t h i s  ca re  was excluded, i n p a t i e n t  and o u t p a t i e n t  

sav ings were combined and examined. If, f o r  example, i n p a t i e n t  sav ings 

o f f s e t  o u t p a t i e n t  l o sses  then  t h e  c l i n i c a l  area was r e t a i n e d .  

E x h i b i t s  6 - 3  th rough  6 -6  d i s p l a y  t he  marg ina l  c o s t  " sav i ngs "  i n  

each c l i n i c a l  area f o r  a c t i v e  du ty .  dependents o f  a c t i v e  d u t y .  o t h e r s  

under 65. and ove r  64 b e n e f i c i a r i e s .  r e s p e c t i v e l y .  Each e x h i b i t  shows 

t h e  d e t a i l e d  c l i n i c a l  area cos t s ,  and then  t h e  combined cos t s  i n  t h e  

fou r  ma jo r  types of ca re :  medica l ,  s u r g i c a l ,  o b s t e t r i c .  and psych ia -  

t r i c .  A s  shown. t o t a l  i n p a t i e n t  p l u s  o u t p a t i e n t  marg ina l  sav ings were 

p o s i t i v e  i n  a l l  of t h e  f o u r  major  types o f  ca re  f o r  a c t i v e  d u t y  and 

a c t i v e  duty dependents. For r e t i r e e s  under 65. a l l  t ypes  o f  ca re  showed 

losses ;  t h e r e f o r e ,  a l l  l o c a l  FAMC and Colorado Spr ings ca re  t o  o the rs  

under 65 were exc luded  from t h e  BES workloads. For o the rs  ove r  64.  t h e  

p s y c h i a t r i c  t y p e  of  c a r e  was a l s o  excluded from the  BES as n o t  c o s t -  

e f f e c t i v e .  

A f t e r  t h e  marg ina l  a n a l y s i s  by b e n e f i c i a r y  type.  and t h e  r e s u l t i n g  

e x c l u s i o n  o f  a l l  ca re  t o  r e t i r e e s  under 65 and p s y c h i a t r i c  c a r e  t o  o v e r  

64 b e n e f i c i a r i e s ,  t o t a l  cos t s  were computed i n  each c l i n i c a l  area. 

These t o t a l  cos t s ,  shown i n  e x h i b i t  6 - 7 ,  i n c l u d e  the  f i x e d  o p e r a t i n g  

cos ts  f o r  each c l i n i c a l  area.  The a d d i t i o n  of f i x e d  o p e r a t i n g  cos ts  d i d  

n o t  change t h e  c l i n i c a l  areas t h a t  generated p o s i t i v e  sav ings i f  p e r -  

formed a t  FAMC. 

The f i n a l  BES work loads were thus t h e  combinat ion o f  a l l  non- 

Colorado Spr ings  r e f e r r a l  workloads (shown p r e v i o u s l y  i n  e x h i b i t  6 -11,  

and a  p o r t i o n  o f  t h e  l o c a l  FAMC catchment area and Colorado Spr ings  

work loads (shown i n  e x h i b i t  6 - 2 1  - -  t h a t  p o r t i o n  generated by a c t i v e  

du t y  b e n e f i c i a r i e s  ( a l l  c a r e ) .  dependents o f  a c t i v e  du t y  ( a l l  c a r e ) .  and 



EXHIBIT 6-3: MARGINAL COST ANALYSIS FOR ACTIVE DUTY BENEFICIARIES 

-__________________-----_____________--_----------------------------- 
INPATIENT OUTPATIENT TOTAL 

CLINICAL AREA SAVINGS SAVINGS SAVINGS .................................................................... 
MED/PC GROUP $1,974,102 $973 , 405 $2,947,507 

INTERNAL MEDICINE $1,357,774 ------ $1,357,774 
FAM PRAC/PRIM CARE ------ ------ 
FLIGHT/UNDERSEAS ------ ------ ------ 
PEDIATRICS ------ ------ $0 
OTHER MEDICAL $616,328 -__-_- $616,328 

ALLERGY ____-- $27,829 $27,829 

CARDIOLOGY $427,521 . $101,457 $528,978 
DERMATOLOGY - - - - - - $90,163 $90,163 

NEUROLOGY $353,224 $27,565 $380,789 
EMERGENCY MEDICINE ------ ------ ------ 
SURGERY $1,401,583 $219,926 $1,621,509 
ORTHOPEDICS $8,277,371 $434,818 $8,712,189 
ORAL SURGERY $109,354 ------ $109,354 

OPHTHALMOLOGY $377,855 $176,029 $553,884 
OTOLARY NGOLOGY $1,302,205 ($10,426) $1,291,779 
UROLOGY $415,743 $144,397 $560,140 
GYNECOLOGY $832,717 $302,360 $1,135,077 
OTHER SURGERY $7,800,862 -__-_- $7,800,862 
OBSTETRICS $112,468 --_-_- $112,468 
PSYCHIATRY $1,240,169 ($66,265) $1,173,904 
OPTOMETRY ------ ------ ------ 
.................................................................... 
ALL CLINICAL AREAS $24,625,174 $2,421,258 $27,046,432 .................................................................... 

INPATIENT OUTPATIENT TOTAL 
SAVINGS SAVINGS SAVINGS .................................................................... 

MEDICAL $2,754,847 $1,220,419 $3,975,266 
SURGICAL $20,517,690 $1,267,104 $21,784,794 
OB $112 , 468 $0 $112,468 
PSYCH ' $1,240,169 ($66,265) $1,173,904 .................................................................... 
TOTAL $24,625,174 $2,421,258 $27,046,432 



EXHIBIT 6-4: MARGINAL COST ANALYSIS FOR ACTIVE DUTY DEPENDENTS 

- - _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - : _ _ _ _ _ _ _ _ _  

INPATIENT OUTPATIENT TOTAL 
CLINICAL AREA SAVINGS SAVINGS SAVINGS .................................................................... 
MED/PC GROUP $3,858,555 ($3,243,227) $615,328 

INTERNAL MEDICINE $1,048,489 ------ $1,048,489 
FAM PRAC/PRIM CARE ------ ------ ------ 
FLIGHT/UNDERSEAS ------ ------ ------ 
PEDIATRICS $2,326,774 ------ $2,326,774 
OTHER MEDICAL $483,292 - - - - - - ------ $483,292 

ALLERGY 
CARDIOLOGY 

($17,890) ($17,890) 
$122,420 ------ ($66,150) $56,270 

DERMATOLOGY ($116,840) 
NEUROLOGY 

($116,840) 
$49,549 . ($?6,800) $12,749 

EMERGENCY MEDICINE -_---_ -__-__ -_---_ 
SURGERY $985,419 ($163,537) $821,882 
ORTHOPEDICS $1,809,725 ($269,996) $1,539,729 
ORAL SURGERY $26,332 ------ $26,332 
OPHTHALMOLOGY $278,289 ($31,537) $246,752 
OTOLARYNGOLOGY $969,345 ($221,299) $748,046 
UROLOGY $657,105 ($43,850) $613,255 
GYNECOLQGY $2,493,760 $48,372 $2,542,132 
OTHER SURGERY $2,990,714 ------ 
OBSTETRICS 

$2,990,714 
$227,627 -----_ 

PSYCHIATRY 
$227,627 

$1,162,723 ($757,716) 
OPTOMETRY ------ -- - - - - $405,007 ------ .................................................................... 
ALL CLINICAL AREAS $15,631,563 ($4,920,470) $10,711,093 .................................................................... 

INPATIENT OUTPATIENT TOTAL 
SAVINGS SAVINGS SAVINGS' .................................................................... 

MEDICAL $4,030,524 ($3,480,907) $549,617 
SURGICAL $10,210,689 ($681,847) $9,528,842 
OB $227,627 $0 $227,627 
PSYCH $1,162,723 ($757,716) $405,007 .................................................................... 
TOTAL $15,631,563 ($4,920,470) $10,711,093 



EXHIBIT 6-5: MARGlNAL COST ANALYSIS FOR OTHERS UNDER 65 

______^____________------------------------------------------------- 

INPATIENT OUTPATIENT TOTAL 
CLINICAL AREA SAVINGS SAVINGS SAVINGS .................................................................... 
MED/PC GROUP ($611,437) ($9,054,459) ($9,665,896) 

INTERNAL MEDICINE ($498,569) _--_-- ($498,569) 
FAM PRAC/PRIM CARE ------ ------ ------ 
FLIGHT/UNDERSEAS ------ ------ ------ 
PEDIATRICS ($59 964) ------ ------ ($59,964) 
OTHER MEDICAL ($52,904) ($52,904) 

ALLERGY ------ ($94 I 706) ($94,706) 
CARDIOLOGY ($629,525) ($1,250,315) ($1,879,840) 
DERMATOLOGY ------ ($632,859) ($632,859) 
NEUROLOGY ($14,125) ($178,831) ($192,956) 
EMERGENCY MEDICINE ------ ------ ------ 
SURGERY ($1,319,644) ($1,370,993) ($2,690,637) 
ORTHOPEDICS $185,842 ($983,963) ($798,121) 
ORAL SURGERY ($16,029) ------ ($16,029) 
OPHTHALMOLOGY $129,694 ($872,334) ($742,640) 
OTOLARYNGOLOGY ($88,a92) ($228,867) ($317,759) 
UROLOGY ($98,697) ($554,797) ($653,494) 
GYNECOLOGY ($211,671) ($171,861) ($383,532) 
OTHER SURGERY $748,844 ------ $748,844 
OBSTETRICS ($405,617) ------ ($405,617) 
PSYCHIATRY ($162,081) ($1,412,369) ($1,574,450) 
OPTOMETRY - - - - - - ------ ------ 
------------_------------------------------------------,----.--------- 
ALL CLINICAL AREAS ($2,493,338) ($16,806,354) ($19,299,692) 
_-___--__--_____-------------------------------------,----,----------- 

INPATIENT OUTPATIENT TOTAL 
SAVINGS SAVINGS SAVINGS .................................................................... 

MEDICAL ($1,255,087) ($11,211,170) ($12,466,257) 
SURGICAL ($670,553) ($4,182,815) ($4,853,368) 
OB ($405,617) $0 ($405,617) 
PSYCH ($162,081) ($1,412,369) ($1,574,450) 
-----------------------------------------,--------------------------- 

TOTAL ($2,493,338) ($16,806,354) ($19,299,692) 



EXHIBIT 6-6: MARGINAL COST ANALYSIS FOR OTHERS OVER 64 

----------------------------------------------------- 
INPATIENT OUTPATIENT TOTAL 

CLINICAL AREA SAVINGS SAVINGS SAVINGS .................................................................... 
MED/PC GROUP $2,785,320 ($678,839) $2,106,481 

INTERNAL MEDICINE $1,950,170 ------ $1,950,170 
FAM PRAC/PRIM CARE ------ ------ ------ 
FLIGHT/UNDERSEAS ------ ------ ------ 
PEDIATRICS $0 - - - - - - 
OTHER MEDICAL $835,150 ------ $0 

$835,150 
ALLERGY ------ ($3,934) ($3,934) 
CARDIOLOGY $1,356,461 ($103,705) $1,252,756 
DERMATOLOGY ------ ($87,109) 
NEUROLOGY 

($87,1091 
$14,469 ------ ($32,665) ------ ($18,196) 

EMERGENCY MEDICINE ------ 
SURGERY $850,780 $419 $851,199 
ORTHOPEDICS $1,610,709 ($99,988) $1,510,721 
ORAL SURGERY $262 ------ $262 
OPHTHALMO KDGY $999,718 $157 799 $1,157,517 
OTOLARYNGOLOGY $298,883 ($64,764) $234,119 
UROMGY $785,165 $14,204 $799,369 
GYNECOLOGY $216,733 $66,177 $282,910 
OTHER SURGERY $2,008,332 ------ $2,008,332 
OBSTETRICS $0 - - - - - - 
PSYCHIATRY $3,831 ($261,041) 

$0 
($257,210) 

0 PTOMETRY ------ ------ ------ .................................................................... 
ALL CLINICAL AREAS $10,930,663 ($1,093,446) $9,837,217 .................................................................... 

INPATIENT OUTPATIENT TOTAL 
SAVINGS SAVINGS SAVINGS .................................................................... 

MEDICAL $4,156,250 ($906,252) $3,249,998 
SURGICAL $6,770,582 $73,847 $6,844,429 
OB 
PSYCH 

so $0 $0 
$3,831 ($261,041) ($257,210) .................................................................... 

TOTAL $10,930,663 ($1,093,446) $9,837,217 



EXHIBIT 6-7: TOTAL SAVINGS AFTER EXCLUDING NON-COST EFFECTIVE CARE 

_ _ _  ................................................................. 
INPATIENT OUTPATIENT TOTAL 

CLINICAL AREA SAVINGS SAVINGS SAVINGS .................................................................... 
MED/PC GROUP $8,281,213 ($2,948,661) $5,332,552 

INTERNAL MEDICINE $4,028,291 _-___- $4,028,291 
FAM PRAC/PRIM CARE _----- ------ ------ 
FLIGHT/UNDERSEAS _ _ _ _ _ _  ------ ------ 
PEDIATRICS $2,318,132 ------ $2,318,132 
OTHER MEDICAL $1,934,790 ---_a- $1,934,790 

ALLERGY ------ $22,235 $22,235 
CARDIOLOGY $1,882,409 ($5,900) $1,876,509 
DERMATOLOGY ------ ($193,262) ($193,262) 
NEUROLOGY $389,198 $125,690 $514,888 
EMERGENCY MEDICINE ------ ------ ------ 
SURGERY $2,900,763 $822,325 $3,723,088 
ORTHOPEDICS $11,689,950 ($307,414) $11,382,536 
ORAL SURGERY $119,520 ------ $119,520 
OPHTHALMOLOGY $1,647,371 $292,430 $1,939,801 
OTOLARYNGOLOGY $2,552,833 ($296,489) $2,256,344 
UROLOGY $1,848,775 $114,751 $1,963,526 
GYNECOLOGY $3,431,942 $397,090 $3,829,032 
OTHER SURGERY $12,799,567 ---_-- $12,799,567 
OBSTETRICS $185,347 ------ $185,347 
PSYCHIATRY $2,399,220 ($919,656) $1,479,564 
OPTOMETRY - - - - - - ------ ------ .................................................................... 
ALL CLINICAL AREAS $50,128,108 ($2,896,861) $47,231,247 .................................................................... 

INPATIENT OUTPATIENT TOTAL 
SAVINGS SAVINGS SAVINGS .................................................................... 

MEDICAL $10,552,820 ($2,999,898) $7,552,922 
SURGICAL $36,990,721 $1,022,693 $38,013,414 
OB $185,347 $0 $185,347 
PSYCH $2,399,220 ($919,656) $1,479,564 .................................................................... 
TOTAL $50,128,108 ($2,896,861) $47,231,247 

Total present value savings $428,859,723 



b e n e f i c i a r i e s  over  64 ( a l l  ca re  b u t  p s y c h i a t r i c ) .  The r e s u l t i n g  work-  

loads  a r e  shown i n  e x h i b i t  4 - 8  i n  chapter  4.0.  

FIM& COMPARISON ACROSS SCFNARIOS 

E x h i b i t  6 -8  summarizes t h e  workload t o  be p rov i ded  a t  FAMC and 

e lsewhere under each of  t h e  a l t e r n a t i v e  scenar ios  desc r i bed  i n  chap te r  

4.0 .  As shown. t h e  A l l  Care scenar io  represen ts  t h e  l a r g e s t  f a c i l i t y .  

a t  425  beds and 661.000 v i s i t s .  w h i l e  t he  BES rep resen ts  t h e  s m a l l e s t  

f a c i l i t y .  a t  342 beds and 409.500 v i s i t s .  Note t h a t  CHAMPUS workloads 

a re  expressed i n  CHAMPUS u n i t s  ( n o t  MTF-equivalent u n i t s ) .  

The f i n a l  s t e p  i n  the  a n a l y s i s  was t he  comparison o f  t o t a l  cos t s  

f o r  each scena r i o .  T o t a l  cos t s  comprise: 

cos t s  t o  opera te  a FAMC f a c i l i t y ;  

government cos t s  t o  opera te  d i r e c t  ca re  a l t e r n a t i v e s  t o  FAMC: 
and 

t h e  government share o f  c i v i l i a n  sec to r  cos t s .  

E x h i b i t  6 - 9  d i s p l a y s  t h e  bo t t o rn - l i ne  c o s t  comparison across a l l  

scenar ios  f o r  FAMC. The cos t s  i n  t h i s  e x h i b i t  rep resen t  government 

cos t s  o f  p r o v i d i n g  t h e  t o t a l  r ecap tu rab le  l o c a l  and non loca l  work loads.  

i . e . .  t h e  A11 Care scena r i o  work loads.  Workloads assumed t o  remain a t  

t h e  Lowry c l i n i c  and CHAMPUS ca re  t h a t  was n o t c o n s i d e r e d  r e c a p t u r a b l e  

were n o t  cos ted .  Any cos t s  assoc ia ted  w i t h  these non - recap tu rab le  work-  

loads  would remain cons tan t  across a l l  scenar ios ,  and would n o t  a f f e c t  

t h e  comparison. 

FAMC o p e r a t i n g  cos t s ,  o t h e r  MTF ope ra t i ng  cos ts .  and c i v i l i a n  

cos t s  were generated by a p p l y i n g  t he  cos t  es t imates  p resen ted  i n  chap te r  

5.0 t o  t h e  FAMC. o t h e r  MTF, and c i v i l i a n  workloads i n  each scena r i o .  

The computer spreadsheets  used t o  generate  these t o t a l  cos ts  a re  d i s -  

p layed  i n  appendix B. 



EXH\B\T 6-8: COMPARISON OF WORKLOADS 
ACROSS SCENARIOIS 



EXHIBIT 6-9: COMPARISON OF TOTAL ANNUAL COSTS AC:ROSS FAMC SCENARIOS 

ANNUAL FAMC OPERATING COSTS 

INPATIENT COSTS 
OUTPATIENT COSTS 

ANNUAL OTHER MTF OPERATING COSTS 

INPATIENT COSTS 
OUTPATIENT COSTS 

ANNUAL CIVILIAN CARE COSTS 

INPATIENT COSTS 
OUTPATIENT COSTS 

TOTAL ANNUAL GOVERNMENT COST 

COMPARISON TO NO MTF 

ANNUAL SAVINGS 
PRESENT VALUE SAVINGS~ 

NO STATUS ALL 
MTF QUO CARE 

1 
All costs in thousands of FY98 dollars 

2~ssumes 10% discount rate over 25-year life cycle of a new facility. 



A n  examination of the row labeled "Total Annual Government f "  shows 

t h a t  the scenarios rank as follows. from lowest t o  highest annual c o s t :  

(1) Best Economic Solution;  

( 2 )  All Care: 

(3) Status  Quo; and 

( 4 )  No MTF. 

The comparisons t o  the No MTF scenario represent  savings t o  the 

government of operating FAMC a t  the level defined under each scenar io .  

versus not operating a f a c i l i t y  a t  FAMC. All three  l eve l s  of workload - -  

the Status Quo. All Care. a n d  BES - -  offer  savings r e l a t i v e  t o  not oper-  

a t ing  the f a c i l i t y .  I n  f a c t ,  a l l  three scenarios o f f e r  s i gn i f i c an t  

enough savings t o  recoup the cost  of building a new f a c i l i t y  within a 

few years .  

The present value savings represents the t o t a l  savings offered by 

each scenario over the 25-year l i f e  cycle of a new f a c i l i t y  (assuming a 

10% discount r a t e ) .  Operating FAMC a t  Status Quo (FY89) l eve l s  gener-  

a tes  enough savings t o  co s t - j u s t i f y  a $220 mil l ion construction p ro j ec t .  

Operating FAMC a t  a s l i gh t l y  higher level under the  All Care scenar io  

generates an even higher savings, w h i l e  operating a t  the BES level  gener- 

a tes  the highest savings. 

This sect ion wi l l  be expanded for  the f ina l  repor t  on the  study 

r e s u l t s .  Comments generated a t  the d r a f t  b r ie f ing  a n d  through wr i t t en  

government comments wil l  ident i fy  key a l t e rna t i ve  assumptions o r  

approaches t o  examine. Examples of the of assumptions t h a t  m i g h t  

be explored i ncl ude: - 



over 64 workload conversion factors: 

assumptions about the level of future referral care: 

population growth rates; and 

assumptions about Colorado Springs workloads. 

In general, preliminary examination of the sensitivity of study results 

to changes in assumptions has led to the following conclusions: 

care to active duty beneficiaries is generally cost-effective: 

care to retireeldependent of retiree beneficiaries i s  generally 
a cost-effective; 
care to dependents of active duty beneficiaries is cost- 
effective under most conditions, but may not be cost-effective 
under all combinations of conditions; 

care to over 64 beneficiaries is generally cost-effective per 
unit of workload, but depends on assumptions about the MTF to 
Medicare workload conversion. (For example. if the MTF-to- 
Medicare conversion were the same as the MTF-to-CHAMPUS conver- 
sion. care to these beneficiaries would not be cost-effective.) 





APPENDIX A: LISTING OF ZIP CODES IN FAMC 
CATCHMENT AREA 

ARVADA NO OVERLAP 
ARVAOA NO OVERLAP 
WESTMINSTER NO OVERLAP 
ARVADA NO OVERLAP 
WESTMINSTER NO OVERLAP 
AURORA NO OVERLAP 
ALTURA NO OVERLAP 
AURORA NO OVERLAP 
AURORA NO OVERLAP 
AURORA NO OVERLAP 
AURORA NO OVERLAP 
AURORA NO OVERLAP 
AURORA NO OVERLAP 
ALTURA NO OVERLAP 
ALTURA NO OVERLAP 
WESTMINSTER NO OVERLAP 
BROOMFIELD NO OVERLAP 
ADAMS CITY NO OVERLAP 
COMMERCE CITY NO OVERLAP 
DUPONT NO OVERLAP 
ELDORADO SPGS NO OVERLAP 
LAFAY ElTE NO OVERLAP 
LOUISVILLE NO OVERLAP 
LOUISVILLE NO OVERLAP 
WESTMINSTER NO OVERLAP 
WESTMINSTER NO OVERLAP 

-- Continued -- 



APPENDIX A: LISTING OF ZIP CODES IN FAMC 
CATCHMENT AREA 
(Continued) 

80033 WHEATRIDGE NO OVERLAP 
80034 WHEATRIDGE NO OVERLAP 
80035 WESTMINSTER NO OVERLAP 
80036 WESTMINSTER NO OVERLAP 
80037 COMMERCE CITY NO OVERLAP 
80038 BROOMFIELD NO OVERLAP 
80040 AURORA NO OVERLAP 
80041 AURORA NO OVERLAP 
80042 ALTURA NO OVERLAP 
80044 AURORA NO OVERLAP 
80045 AURORA NO OVERLAP 
80046 SMOKY HILL NO OVERLAP 
80098 WHEAT RIDGE NO OVERLAP 
80102 BENNETT NO OVERLAP 
80103 BYERS NO OVERLAP 
801 04 CASTLE ROCK OVERLAP 
80106 ELBERT OVERLAP 
801 07 ELIZABETH OVERLAP 
801 10 ENGLEWOOD NO OVERLAP 
801 11 ENGLEWOOD NO OVERLAP 
801 12 ENGLEWOOO NO OVERLAP 
801 16 FRANKTOWN OVERLAP 
80117 KIOWA OVERLAP 
801 18 LARKSPUR OVERLAP 
80120 L lnETON NO OVERLAF' 
801 21 LITTLETON NO OVERLAF' 
801 22 LIITLETON NO OVERLAP 
80123 LITLETON NO OVERLAP 
80124 LITTLETON OVERLAP 
801 25 LImETON NO OVERLAP 
80126 LIllLETON OVERLAP 
80127 LlTlLETON OVERLAP 
801 31 LOUVIERS OVERLAP 
80134 PARKER OVERLAP 

-- Continued -- 



APPENDIX A: LISTING OF ZIP CODES IN FAMC 
CATCHMENT AREA 
(Continued) 

80135 SEDALlA 
80136 STRASBURG 
801 37 WATKINS 
801 50 ENGLEWOOD 
801 51 ENGLEWOOD 
80153 ENGLEWOOD 
801 54 ENGLEWOOD ' 
80155 ENGLEWOOO 
801 56 ENGLEWOOD 
80160 LITTLETON 
801 61 LITTLETON 
80162 LlllLETON 
80165 LITRETON 
801 66 LITTLETON 
80201 DENVER 
80202 DENVER 
80203 DENVER 
80204 DENVER 
80205 DENVER 
80206 DENVER 
80207 DENVER 
80208 DENVER 
80209 DENVER 
80210 DENVER 
80211 DENVER 
80212 DENVER 
80213 DENVER 
80214 E DGEWATER 
8021 5 LAKEWOOD 
80216 DENVER 
80217 DENVER 
80218 DENVER. 
80219 DENVER 
80220 DENVER 

OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERIAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERUP 
NO OVERLAP 



APPENDIX A: LISTING OF ZIP CODES IN FAMC 
CATCHMENT AREA 
(Continued) 

THORNTON 
GLENDALE 
DENVER 
DENVER 
LAKEWOOD 
LAKEWOOD 
LAKEWOOD 
LAKEWOOD 
THORNTON 
LOWRY AFB 
DENVER 
DENVER 
THORNTON 
WESTMINSTER 
LAKEWOOD 
LAKEWOOD 
DENVER 
DENVER 
DENVER 
DENVER 
NORTHGLENN 
DENVER 
DENVER 
DENVER 
MONTBELLO 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
OENVER 
DENVER. 
DENVER 
DENVER 

NO OVERLAF' 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERUP 
NO OVERUkP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERlAP 
NO OVERlAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 

-- Continued -- 



APPENDIX A: LISTING OF ZIP CODES IN FAMC 
CATCHMENT AREA 
(Continued) 

DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DE NVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
DENVER 
OENVER 
DENVER 
DENVER 
DENVER 
DENVER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 

NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 

-- Continued -- 



APPENDIX A: LISTING OF ZIP CODES IN FAMC 
CATCHMENT AREA 
(Continued) 

BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
BOULDER 
EDGEMONT 
GOLDEN 
GOLDEN 
GOLDEN 
BAILEY 
BUCK HAWK 
BUFFALO CREEK 
CENTRAL G I N  
CONIFER 
DUMONT 
EVERGREEN 
FOXTON 
IDAHO SPGS 
IDLEDALE 
INDIAN HILLS 
JAMESTOWN 
KlrrEREDGE 
MORRISON 
NEOERLAND 
PINE 
PlNECLlFFE 
ROLLINSVILLE 
LONGMONT 
LONGMONT 
BERTHOUD 
DACONO 
ERIE 
FIRESTONE 

NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLPIP 
NO OVERUiP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
OVERLAP 

NO OVERLAP 
NO OVERIAP 
NO OVERLAP 
NO OVERLAP 
OVERLAP 

NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
OVERLAP 

NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVE3XAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 

-- Continued -- 



APPENDIX A: LISTING OF ZIP CODES IN FAMC 
CATCHMENT AREA 
(Concluded) 

80530 FREDERICK 
80533 HYGIENE 
80534 JOHNSTOWN 
80540 LYONS 
80542 MEAD 
80543 MILLIKEN 
80544 NlWOT 
80601 BRIGHTON 
8061 4 EASTLAKE 
80621 FORT LUPTON 
80623 GlLCREST 
80640 HENDERSON 
80642 HUDSON 
80643 KEENESBURG 
80651 PLATTEVILLE 
80652 ROGGEN 

NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 
NO OVERLAP 





B-1 

APPENDIX 8:  SPREADSHEETS USED I N  COST A N A L Y S I S  



A1 8 C 0 E F G H 1 J K L M N 0 P Q R S T  U V 
2 + - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - . - . - - - - - - . - - -  

3 1 " IR1-BES** I E S T I M A T E  N O N - D I R E C T  C A R E  C O S T S  1 1  E S T I M A T E  B A S E  Y R  D I R E C T  C A R E  I 
4 + - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - & - - - - - - - - - + - - - - - - - - - - - - -  

5 I FAMC Local Catchnent I GOVERNMENT COST PER BED DAY I GOVERNHENT COST PER BED OAY I )  DIRECT CARE COST FCN PARAMETERS ) I MARGI NAL' oc I 
6 1 Area + Colorado Spgs I FOR NOW-MTF CARE 1 FOR ION-MTF CARE I I Di sp Bed Day I I OPER COST / 
7 1 ( (Base Year blended F A N  t Col Spgs) ( ( I n f l a t e d  t o  800 Year) I I Constant Coeff Coeff I ALOS 1 (Base Year) I 
8 + - - - - - - - - . - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - + - - - - - - - - - - - - - +  

9 1 INPAT~ENT ( ACTIVE OEP ACT OTHERS OVER I ACTIVE OEP ACT OTHERS OVER 1 1  r e f e r r a l  hosp coefficients ] Total I I 
10 1 CLINICAL AREA I DUTY c 65 < 65 64 1 DUTY 65 4 65 64 1 1  80 81 82 1 Recov. 1 I 
11 I 1 w / t rdo f f  I w / t r & f f  I I ( care I I 
12 1 INTERNAL MEDICINE ( $1,211 $1.176 $415 $781 1 $1.820 $1.767 $624 $1.173 ( 1  215.045 -88.5 484.8 1 8.4 1 $474 1 
13 I CARDIOLOGY 1 $1.374 $1.334 $570 $1,072 1 $2.065 $2.004 $857 $1,611 1 1  15.724 248.7 666.0 1 5 .6  1 $710 1 
14 I NfUROLOGY 1 $1.118 $1,085 $369 $694 ( $1,680 $1,630 $555 $1.043 1 1  18,378 117.5 368.5 1 ' 13.0 1 $378 I 
15 1 PEDIATRICS I - - -  $1,311 $462 _ _ _  I - - -  $1,970 $695 - - -  1 1  5.663 -160.7 609.3 1 3.7 1 $566 1 a 
16 1 OTHER MEDICAL 1 $1.151 $1,117 $379 $712 1 $1.729 $1.678 $569 $1,070 1 1  0 177.6 346.9 1 4.3 ( $388 1 
17 I GENERAL SURGERY 1 $1.590 $1.543 $377 $709 1 $2,389 $2.318 $567 $1,065 1 1  220.863 206.5 535.5 ( 11.1 1 $554 1 
18 I ORTHOPEDICS ) $1,801 $1,749 $452 $850 1 $2.706 $2,628 $679 $1.277 ( 1  5.148 1349.5 258.0 1 9.4 1 $402 1 

1 nn.8 cllarroy IY 1 u n n ~  +VIIGL... $1,453 $1,411 $499 $938 1 $2.183 $2.120 $750 $1.409 ( 1  10,766 -466.9 1053.2 1 2.5 1 $866 1 
20 1 OPHTHALMOLOGY 1 $2.561 $2.486 $854 51.606 1 $3,848 53.735 $1,284 $2.413 1 1  5.565 1375.9 307.2 ( 3.9 1 $660 1 
21 1 OTOLARYNGOLOGY ( $2.279 $2,212 $586 $1.101 ( $3.424 $3.324 $880 $1.654 1 1  11,334 4 3 7 . 3  5 s B . s  ! 4.8 1 $640 1 
22 1 UROLOGY ( $2.505 $2.432 $551 $1.035 ( $3.764 $3,654 $827 $1,555 1 1  6.061 523.7 497.8 1 5 . 1  1 $600 I 
23 1 GYNECOLOGY ( $1.922 $1.866 $456 $857 1 $2,888 $2,804 $685 $1.288 1 1  72.919 1208.3 312.4 1 4.4 ( $587 1 
24 1 OTHER SURGERY ( $2.959 $2.813 $669 $1.257 1 $4,446 $4.317 $1.005 $1,889 1 1  224 1298.3 366.1 1 10.7 1 $481 1 
25 1 OBSTETRICS 1 $1.076 $1.044 $642 $1.207 1 $1.617 $1,569 $965 $1,814 1 1  101.413 1266.1 751.2 1 5.4 1 $986 1 
26 1 PSYCHIATRY ) $577 $560 $21 1 $397 1 $867 $84 1 $317 $597 1 1.481 577.2 219.2 ( 17.8 1 $251 1 
27 I I I I I I I I 
28 1 TOTAL INPATIENT 1 1 I I I I I 
29 + - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - ~ ~ - - - + - ~ - - - - - - - + - - ~ - - - - - - - - - - +  

-- Continued - -  



EXHIBIT €3-1 : INPATIENT BES SPREADSHEET, INITIAL VERSION 
(Continued) 

Y X Y Z M A8 AC A0 AE AF AG AH A1 AJ AK AL AM AN A0 
. - - . - - - . - - 

C O M P U T E  M A R G I N A L  S A V I N G S I B E O  D A Y  ( C O M P U T E  T O T A L  M A R G I N A L  S A V I N G S  
- - - - - - - - - - - - + - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

I 
t -  

MARGINAL DC 1 MARGINAL I MARGINAL GOVERNMENT SAVINGS ( TOTAL RECAPTURABLE BE0 DAYS 

OPER COST I OPER+CONSTR ( PER BED DAY UNDER OIRECT CARE 1 FAHC l o c a l  catchment area + 
I 

TOTAL MARGINAL SAVINGS 
*I 

(BOO Year) I COST 1 ( d i r e c t  care$ - non-d i rec t  care$) I Colorado Springs r e f e r r a l  
I 

(marg sav lngs lbed day ' bed days) 
I 

I 
- - - - - - - - - - - - + - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

I .  
t - 

( no constrS I ACTIVE OEP ACT OTHERS OVER ( ACTIVE OEP ACT OTHERS OVER 1 ACTIVE OEP ACT OTHERS OVER I 
( added I DUTY c 65 c 65 64 1 DUTY < 65 65 64 1 DUTY c 65 < 65 64 

I I I I I 
I 

$724 1 s7z4 1 $1.096 $1,043 ($100) $450 1 1.239 1,005 5,009 4,336 1 $1,357,774 $1.048.489 ($498.569) $1,950,170 ( 
$1.084 1 $1.084 1 $981 ,1920 ($2271 $527 ( 436 133 2.771 2.575 1 $427.521 $122.420 ($629,525) $1.356.461 1 

$576 1 $576 1 $1.104 $1,054 ($21)  $467 1 320 4 7 66 1 31 ( $353.224 $49.549 ($14.125) $14.469 1 
$863 1 $863 1 - - -  $1.106 ($169) - - -  I 0 2,103 355 52,326,774 ($59,964) - - -  I m 0 I - - -  
$592 1 $592 1 $1.137 $1,086 ($23) $478 ( 542 445 2.275 1.749 1 $616.328 $483,292 ($52.904) $835.170 1 w I 

$845 1 $845 1 $1.544 $1,473 ($2791 $220 1 908 669 4.733 3.870 ( $1,401,583 $985.419 ($1.319.644) $850,780 1 
$613 1 $613 1 $2.093 $2.015 $67 $664 1 3.954 898 2.788 2.424 1 $8,271,371 $1.809.725 $185.842 $1,610,709 ( 

$1.322 ( $1.322 1 $861 $798 ($572) $87 1 127 33 28 3 1 $109.354 $26.332 ($16,029) $262 1 
$1.007 1 $1,007 1 $2,841 $2.728 $277 $1.406 1 133 102 469 711 1 $377.855 $278.289 $129,694 $999.718 1 

$977 1 $977 1 $2,448 $2.347 ($97) $678 ( 532 413 920 441 1 $1.302.205 $969.345 ($88,892) $298.883 I 
$916 1 $916 1 $2.848 $2.738 (Sag) $639 1 146 240 1,108 1.229 1 $415.753 $657.105 ($98,697) $785.165 ( 
$896 I Sags 1 $1.992 $1.908 ($211) $392 1 418 1.307 1.004 553 1 $832.717 $2,493,760 ($211,671) $216,733 1 
$744 I $744 ( $3.702 $3.573 $261 $1,145 ( 2.107 837 2,870 1.754 1 $7.800.862 $2.990.714 $748.844 f7.008,33? I 

$1.504 1 $1.504 1 $113 $65 ($5391 $ 3 ! 0 !  998 2,523 i 5 i  0 1 $112.468 $227.627 ($405.617) 
$384 j 

$0 I 
$384 1 $483 $458 ($66) $213 1 2.566 2.540 2.442 18 1 $1.240.169 $1,162,723 ($162.081) $3.831 I 

I I I I 
I I 

I 
1 14.426 14.295 28.185 19.694 1 $24,625,184 $15.631.564 ($2,493,338) $10,930,684 1 

- - - - - - - - - - - - t - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + -  

-- Continued -- 



EXHIBIT B-1 : INPATIENT BES SPREADSHEET, INITIAL VERSION 
(Concluded) 

A0 AP AQ AR AS 
-_.-----------.---..------------------+ 
I C O M P U T E  S A V I N G S  I 

- + - - - - - - - - - . - - - - - - - + - - - - - - - - - - - - - - - - - - +  

I MTF CONSTANT I I 
I COST PARAMETER I TOTAL WTF I 
I (BOO Year) I ANNUAL SAVINGS I 

-+- - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - -+  

I I I 
I I I 
I I I 
I $328.142 1 $3,529,722 1 
I $23.994 1 $1,252.883 1 
I $28.043 1 $375,074 1 
I $8.642 1 $2,258,168 1 
I $0 I $1,881,885 I 
I $337,019 1 $1,581,119 1 
I $7.855 i Si!,S?5.792 I 
I $16.428 1 $103.491 1 
I $8.492 I $1.777.065 I 
I $17,599 1 52,463,941 1 
I $9.249 1 $1.750.079 1 
I $111,269 1 $3,220.271 1 
I $342 1 $13.548.411 1 
I $154,748 1 ($220,2101 1 
I $2.260 1 $2,242,382 1 
I I I 
I ( $47,640,012 I 

- + - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - +  

3 1 INPUT AN0 CALCULATE COST ADJUSTMENTS I 
4 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

5 1 ADJUSTMENTS CALCULATED BY SPREAOSHEET I 
6 l I 
7 1 MARGINAL CONSTRUCTION COST . OX I 
8 1 DIRECT CAR€ INFLATION TO BOO 52.6% I 
9 1 CIVILIAN INFLATION TO BOO 50.3% I 

10 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

11 I INPUTS REQUIRED TO CALCULATE TOTAL INFLATION RATES I 
12 1 I 

. 13 1 ANNL RATE YEARS BASEYR BOOYR I 
14 1 OC PERSONNEL INFL 4.11% 9 1989 1998 I 
15 1 OC NON-PERSONNEL INFL 7.14% 9 1989 i99a I 
16 1 COMBINED TOTAL OC INFL 4.15% I 
17 1 CIVILIAN INFLATION RATE 4.63% 9 1989 1998 1 
18 I % m ~ l p e r s % c ~ v p e r s  I 
19 j ' X T G i i r i  PCRSONIEI COSTS 79.0% .53 .26 1 

21 1 INPUTS REQUIRED I N  OTHER COSl CALCULATIONS I 
22 1 I 
23 1 DISCOUNT RATE (dictated) 10.0% 1 
24 1 MARGINAL CONSTRUCTIONS . 0% I 
25 1 REGIONAL CONSTR $ ADJUSTMENT FACTOR .96 I 
26 1 ASSUME0 REDUCTION IN  CIVIL PRICES 0% I 
27 1 TRADEOFF RET IREE/OTHER 1.88 I 





EXHIBIT B-2: OUTPATIENT BES SPREADSHEET, INITIAL VERSION 
(Continued) 

U V U X Y Z M A8 AC AD A£ AF AG AH Al  AJ AK AL AM AN 

1 1  ESllMTE UNADJUSTED MRGlNAL COSTSl[ C 0 M P U T E M A R G I N A L S A V I N G S / V I S I T (  
- + - - - - - - - - - - - . - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - + + - - - - - - - - - - - + - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . + .  

I GOVERNMENT COST PfR VISIT I I DIRfCT CARE COST FCN I MARGINAL ( 1 MARGINAL I MARGlNAL I I 
I FOR NON-MTF CARE 1 1  PARAMETERS 1 $/VISIT 1 1  $/VISIT I $/VISIT \ MARGINAL GOVERNMENT SAVINGS/VISLT I 
I ( I n f l a t e d  t o  BOO Year) 1 1  Constant V i s i t  1 (8ase Yr)  1 1  (Base Y r  I (800 Yr)  I UNDER DIRECT CARE I 

-+------------------.-------------------+*--.-------------------+---d--------++-----------+---+-------+-------------------------------------+. 

) ACTIVE DEP ACT OTHERS OVER I I r e f e r r a l  hosp model ( 1 )  a d j f o r  1 I ACTIVE DEP ACT OTHERS OVER I 
I D U ~ Y  c 65 < 65 64 1 1  00 61 1 I \  inPat I I DUTY < 65 c 65 64 1 
I I I I 1 1  v i s i t s  I 
I ---  - - -  . - - -  

I 
- - -  1 1  26,148 112.6 1 $113 1 1  $109 1 $166 1 - - -  - - -  - - -  

I 
_ - _  I 

I - - -  - - -  - - -  - - -  1 1  334.782 61.8 1 $62 1 1  $60 1 $91 1 - - -  -.- - - -  - - -  I 
I - - -  - - -  - - -  - - -  1 1  20.194 73.5 1 $74 1 1  $71 1 $108 I - - -  - - - - a -  - - -  I 
I - - -  - - -  - - -  - --  1 1  43.186 51.6 ) $58 1 1  $56 1 $85 I - - -  - - -  - - -  I 
I $173 $79 $48 $100 1 1  . - - -  - - -  I $81 II $79 I $120 1 $53 ($41) ($72) ($19) I 
) $69 $34 $22 $41 1 1  1,438 29.4 1 $29 ( 1  $28 I $43 1 $26 ($9)  ($22) ( $ 2 1 1  
1 $186 $84 $52 $110 ) I  884 88.2 I $88 1 1  $85 1 $130 1 $56 ($46) ($781 ($20)  I 
I $130 $60 $37 $76 1 1  4.337 67.7 1 $68 I\ $65 1 $100 I $31 ($40) ($62) ( $ 2 3 ) 1  
( $210 $95 $59 $125 1 1 379 109.7 I $110 1 1  $106 1 $162 I $49 ($66) ($103) ($37) 1 
i - - -  - - -  - - -  ---  1 1  676.992 77.1 1 $77 I I $74 ( $114 1 - - -  - - -  - - - * I 
( $320 $142 $86 $186 (1 41,456 1 2 5 . 2 )  $126 1 1  $122 I $ 1 8 6 1  $134 ($44) ($100) $0 I 
I $186 $84 $52 $110 1 1  5,717 88.6 1 $89 1 1  $85 I $130 $55 !f47! ($78) ($21) I 
1 $270 - $120 $74 $158 1 )  6.462 90.0 1 $90 1 1  $87 1 $133 \ $137 ($13) ($59) $26 1 
I $128 $60 $37 $76 11  0 102.9 1 $103 1 1  $99 1 $152 1 ($23) ($92) ($114) ($75) 1 
I $342 $151 $94 $203 11  0 133.3 1 $133 1 1  $129 1 $196 1 $146 ($45) ($102) $6 I 
1 $262 $118 $71 $151 1) 12.988 77.5 1 $77 1) $75 1 $114 $148 $4 ($43) $37 1 
( (combined wtth i npa t ien t  ob) I I .-- - - -  I I I I '  I (combined w i t h  inpa t ien t  o b s t e t r i c s  I 
I $136 $62 $44 $91 \ I  62.699 96.8 1 $97 1 1  $93 1 $143 1 ($7) ($81) ($99) ($51) I 
I - - -  - - -  - - -  - - -  1 1  52,472 36.2 1 $36 1 1  $35 1 $53 1 - - -  - - - - - - - - -  I 
I I I I I I I I I 
I I I I I I I I I 

- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + +  -+--.--"-----*+---'--.-.--*-----------t------------------.------------------*- 

-- Continued -- 



EXHIBIT 8-2: OUTPATIENT BES SPREADSHEET, INITIAL VERSION 
(Continued) 

TI C O M P U T E  T O T A L  M A R G I N A L  S A V I N G S  ( COMPUTE TOTAL SAVINGS I 

1 LOCAL FAMC CATCHMENT AREA I I DIRECT CARE I TOTAL ANNUAL I 
I TOTAL 800 RECAPTURABLE VISITS I TOTAL MARGINAL SAVINGS I CONSTANT ) SAVINGS UNDER I 
I (FAMC l o c a l  + CHAMPUS recoverable)  ( (marg s a v l n g s / v ~ s i t  ' v i s i t s )  I (8ODYear) ( DIRECTCARE ( 

I ACTIVE OEP ACT 

1 DUTY < 6 5  

I 
I - - -  - - -  
I - - -  - - -  
1 - - -  - - -  
] - - -  - - -  
( 18.297 78.609 
( 1089 1.951 

I 1,810 1.430 

1 2.949 2.943 
1 566 554 

1 4.019 20.961 
( 1.641 3.687 

1 7.825 5,776 

1 1.283 2.493 
1 449 2.415 
1 989 966 

1 2.040 12.940 

I 1.890 9,123 
I 9.816 9.408 

1 849 971 

I 
( 55,512 154.227 

OTHERS 

< 65 

OVER I ACTIVE DIP ACT OTHERS OVER 1 I 
64 1 DUTY c 65 < 65 64 1 I 

I 
- - -  1 - - - - - -  - - - 

I 
- - -  I 

I 
$39.899 I 

- - -  I - - -  - - -  - - -  - - -  I $510.851 I 
- - -  I - - -  - - -  - - -  - - -  1 $30,814 1 

0 I - - -  - - - - - -  I $65,898 I 
35.085 I . 973.405 (3.243.227) (9.054.459) (678.839) ( $0 I 

1.675 1 27,829 (17.890) (94,706) ( 3 . 9 3 4 ) l  $2.195 ( 
5.130 1 101.457 (66.150) (1.250.315) (103.705) ( $1.349 ( 
3,727 1 90.163 (116.840) (632.859) (87.109) 1 $6.618 ) 

886 ( 27,565 (36,800) (178.831) (32,665) 1 $578 1 
5,868 I - - -  - -  - - - -  - - -  1 $1,033,036 1 
5.001 1 219,926 (163.537) (1.370.993) 419 1 $63.262 1 
4.830 1 434.818 (269.996) (983.963) (99.988) 1 $8.724 1 
6.167 1 176,029 (31.537) (872,334) 157.799 ( $9.860 1 

860 1 (10.426) (221.299) (228.867) (64.764) 1 $0 1 
2,190 1 144,397 (43,850) (554.797) 14.204 1 $0 1 
! , 8 %  ) 302,360 4 8 . 3 i Z  (171,861) 66.177 1 $19,818 1 

20 1 - - -  - - -  - - -  - - -  I - - - -  I 
5.079 1 (66.265) (757.716) (1.412.369) (261.041) 1 $95.674 1 
1.201 1 - - -  - - - - - -  - - _  I $80,068 ( 

I I 
79.527 1 2,421,257 ( 4 ,920 .468 ) (16 .806 .355 ) (1 .093 .446 )  1 

I 
I 

--  Continued -- 



EXHIBIT B-2: OUTPATIENT BES SPREADSHEET, INITIAL VERSION 
(Concluded) 

I INPUT AND CALCULATE COST AOJUSTNENTS I 

1 ADJUSTMENTS CALCULATED BY SPREADSHEET 

I 
1 MARGINAL CONSTRUCTION COST . 0% 

I DIRECT CARE INFLATION TO BOD 52 .6% 

I C I V I L I A N  INFLATION TO 8 0 0  86. 0% 

) INPUTS REQUIRED TO CALCULATE lNFLAT lON RATES I 
I ANNL RATE YEARS BASE YR 8 0 0  YR I 
I M: PERSONNEL I N F L  4 .11% 9 1 9 8 9  1 9 9 8  ( 
I OC NON-PERSONNEL INFL 7.14% 9 1 9 8 9  1 9 9 8  1 
I CONBlNED TOTAL DC INFL  4 .75% 

1 C I V I L I A N  INFLATION RATE 7 .14% . 9  1 9 8 9  1 9 9 8  ( 
I Xmi l  pers % c i v  pers 1 
( %TOTAL PERSONNEL COSTS 79 .0% 56% 23% I 

I INPUTS REQUIRED I N  OTHER COST CALCULATIONS 

I 
1 D!SCOU!!I RATE fdlctated) l a . 0 %  
I MARGINAL CONSTRUCTION$ (from model ) 15.4% 
I REGIONAL CONSTRS ADJUSTMENT FACTOR . 9 6  

I ASSUME0 REDUCTION I N  C I V I L  PRICES 0% 
+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I GOVERNMENT SHARE OF COSTSJVISIT DEP AD OTHER I 
I (calculated fran actual CHAHPUS data) I 
I OBSTETRICS 

- -  - - 
I 

I PSYCH 
- - - -  

I 
I MEOiSURG 
+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I 

I TRADEOFF FACTORS I 
I DAD 1 8 0  CHAMPUS CLAIMS PROCESSING $ / V I S I T  $ 4  0 0  1 
I RET 2 24  1 
I I 
I AOJ tOR INP  V IS IT5  I 
I I 
I R t F  CNTH I O j b  I 

I 
1 

I I M I O L N l H  I 0 9 1  



EXHIBIT 8-3: INPATIENT BES SPREADSHEET WITH NON-COST-EFFECTIVE WORKLOADS REMOVED 

A1 B C D E F G H 1 J K L M N 0 P Q R S I  U v 
2 t 

3 1 ** IRZ-BES*'  I E S T I M A T E  N O N - D I R E C ~  C A R E  C O S T S  II E S T I M A T E  B A S E  Y R  O I R L C I  C A R E  I 
4 t 

5 ( FAHC Local Catchent  I GOVERNMENT COST PER BED DAY I GOVERNMENT COST PER BED DAY I I DIRECT CARE COST FCN PARAMETERS I [MARGINAL oc I 
6 ( Area + Colorado Spgs ) FOR NON-MTF CARE I FOR NON-MTF CARE I I O i  sp Bed Day I I OPER COST ( 
7 I I (Base Year blended FAMC + Col Spgs) I ( I n f l a t e d  t o  800 Year) ( 1  Constant Coeff Coeff I ALOS I(8ase Year) I 
8 + - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - + - - - - - . - - - - - - -  t 

9 1 INPATIENT I ACTIVE DEP ACT OTHERS OVER I ACTIVE OEP ACT OTHERS OVER I I r e f e r r a l  hosp c o e f f i c i e n t s  I Total 1 
10 1 CLINICAL AREA ) DUTY c 65 < 65 64 I DUTY c 65 c 65 64 8 1 

I 
1 1  Bo 82 1 Recov. I 

11 1 I w/ t rdo f f  I w/ t rdo f f  I I 1 care I I 
12 1 INTERNAL MEOlClNE 1 $1.211 $1.176 $415 $781 1 $1,820 $1,767 

1 
$624 $1.173 1 1  215.045 -88.5 484.8 1 8.4 1 $474 1 

13 1 CAROIOLOGY 1 $1.374 $1,334 $570 $1.072 1 $2.065 $2.004 $857 $1.611 1 1  15,724 248.7 666.0 1 5.6 1 $710 1 
14 1 NEUROLOGY 1 $1.118 $1.085 $369 $694 1 $1.680 $1.630 $555 $1.043 1 1  18.378 117.5 368.5 1 13.0 1 $378 1 
15 1 PEOlATRlCS I ---  $1.311 $462 - - -  I ---  $1.970 $695 ---  1 1  5.663 -160.7 609.3 ( 3.7 1 $566 ( , 
16 ( OTHER MEDICAL . 1 $1.151 $1,117 $379 $712 $1.729 $1,678 $569 $1.070 1 1  0 177.6 346.9 1 4.3 1 $388 I I 
17 ( GENERAL SURGERY I $1,590 $1,543 $377 $709 1 $2.389 $2,318 $567 $1.065 1 1  220.863 206.5 535.5 ( 11.1 ) $554 1 a 
18 ( ORTHOPEDICS 1 $1.801 $1.749 $452 $850 1 $2.706 $2.628 $679 $1.277 ( 1  5.148 1349.5 258.0 1 9.4 1 $402 1 
19 1 ORAL SURGERY ( $1.453 $1,411 $499 $938 1 $2.183 $2.120 $750 $1,409 1 1  10.766 -466.9 1053.2 1 2.5 1 $866 1 
20 ( OPHTHALHOLOGY 1 $2,561 $2.486 $854 $1.606 1 $3.848 $3.735 $1.284 $2.413 1 1  5,565 1375.9 307.2 1 3 9 )  $660 I 
21 1 OTOLARYNGOLOGY ( $2.279 $2.212 $586 $1.101 1 $3.424 $3.324 $880 $1,654 I (  11,534 437.3 548.9 1 4.8 1 $640 1 
22 ( UROLOGY 1 $2.505 $2.432 $551 $1.035 1 $3,764 $3.654 $827 $1.555 ( 1  6.061 523.7 497.8 1 5 . 1 )  $600 1 
23 ( GYNECOLOGY 1 $1.922 $1.866 $456 $857 1 $2,888 $2,804 $685 $1.288 ( 1  72.919 1208.3 312.4 1 4.4 1 $587 1 
24 1 OTHER SURGERY 1 $2.959 $2.873 $669 $1.257 1 $4.446 $4,317 $1,005 $1,889 1 1  224 1298.3 366.1 1 10.7 1 $487 1 
25 1 OBSTETRICS 1 $1,076 $1.044 $642 $1,207 1 $1,617 $1.569 $965 ~ 1 . ~ 1 4  1 1  101.413 1266.1 751.2 1 5.4 ! $ 9 ~ 6  I 
26 1 PSYCHIATRY ( $577 $560 $211 $397 1 $867 $641 $317 5597 1 1  1 . 4 8 i  577.2 219.2 1 17.8 1 $252 1 
27 I I i I I I I I 
28 1 TOTAL iNPA1IENT I I I I I I 
29 + - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + . . - - - - - - - - - - - - - . - - - - - - - - - - - - - - - - - - + - - - - - - - - - + - - - - - - - - - - - - -  

I 

! 

-- Continued - -  



EXHIBIT 8-3: INPATIENT BES SPREADSHEET WITH NON-COST-EFFECTIVE WORKLOADS REMOVED 
(Continued) 

U X Y 2 AA A8 AC AD AE AF AG AH AK AL AM A1 AJ AN A0 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - ~ - ~ - - - - - - - - ~ - . . . . . . .  __._______ 

C O I ~ P U T E  M A R G I N A L  S A V I N G S I B E D  D A Y  ) C O M P U T E  T O T A L  M A R G ~ N A L  S A V I N G S  
- - - . . - - - - - - - + - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - . - - - - - - - - - - - - - - - - - - - - - - - - . . - - - - - - - . . - - - . - . - - - - - - - - -  

I 
+ - 

MARGINAL OC I MARGINAL I MARGINAL GOVERNREHT SAVINGS I TOTAL RECAPTURABLE BE0 OAlS 1 I 
OPER COST I OPER+CONSTR ) PER BE0 OAY UNDER DIRECT CARE I FAnC l o c a l  catchment area + I TOTAL MARGINAL SAVINGS I 

(BOO Year) I COST I ( d j r e c t  care$ - non-dl r e c t  care$) I Colorado Spr ings r e f e r r a l  I (marg sav~ngs /bed  day ' bed days) 
- - - - - - - - - - - - + - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - - - - - - - - - - - - - -  

I 
t -  

1 no  cons t r$  I ACTIVE OEP ACT OTHERS OVER I ACTIVE DEP ACT OTHERS OVER I ACTIVE OEP ACT OTHERS OVER I 
I added I DUTY e 65 , c 65 64 1 DUTY c 65 < 65 64 1 DUTY c 65 65 64 1 
I I I no t  c-eff  no  psych I I 

$724 1 $724 1 $1.096 $1,043 ($100) $450 1 1,239 1,005 0 4.336 1 $1.357.774 $1,048,489 $0 $1.950,170 i 
$1,084 1 $1.084 I $981 $920 ($227) $527 1 436 133 0 2.575 1 $427,521 $122.420 $0  51,356,461 [ a h 

$576 1 $576 I $1.104 $1.054 ($21) $467 1 320 4 7 0 31 ) $353,224 $49.549 $0 $14,469 1 5 
$863 I --- $1.106 ($169) - - -  I 0 2.103 0 0 1 $2.326.774 $0 - - -  - - -  I $863 I 0 

h 
$592 1 $592 1 $1.137 $1.086 ($23) $478 1 542 0 1,749 1 $616,328 $483.292 $0 $835,170 I 445 F 
$845 1 $845 1 $1.544 $1,473 ($279) $220 ( 908 669 0 3.870 ( $1.401.583 $985,419 $0 J8S0.780 I 
$613 1 $613 1 $ 2 . 0 ~ 3  j2.0:5 $67 $664 ) 3,954 898 0 2.424 1 $8,277.371 $1,809.725 $0 $1,610,709 I 

$1.322 1 $1,322 1 $861 $798 ($572) $ 8 7 1  127 53 9 $0 $262 1 3 1 $109,354 $26.332 

$1.007 1 $1.001 1 $2.841 $2.728 $277 $1,406 1 133 0 711 1 $377,855 $278,289 $9 $999.718 I 102 

$977 1 $977 1 $2.448 $2.347 ($97) $678 1 532 0 441 1 $1.302.205 $969.345 $0 $298.883 I 413 

$916 1 $916 I $2.848 $2,738 ($89) $639 1 146 0 1,229 1 $415.753 $657.105 $0 $785,165 1 240 

$896 1 $896 1 $1.992 $1,908 ($211) $392 1 418 1.307 0 553 ) $832,717 $2,493,760 $0 $ 2 1 6 . 7 3 3 1  
$744 1 $744 1 $3,702 $3.573 $261 $1.145 1 2,107 0 1,754 1 $7,600,862 $2.990.714 $0 $2.008.332 1 83 7 

$1.504 1 $1.504 ( $113 $65 ($539) $ 3 1 0 1  998 3,523 0 0 1 $112.468 $221.627 $0 $0 I 
$384 1 $384 1 $483 $ 457 ($67) $213 ( 2.566 2.540 0 0 1 $1,239.460 $1,162.021 $0 $0 I 

I I I I I 
I I 1 14.426 14.295 0 19.676 1 $24,624,415 $15.630.862 $0 $10,926,853 I 

- - - - - - - - - - - - + - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + -  

-- Continued -- 



EXHIBIT 8-3: INPATIENT BES SPREADSHEET WITH NON-COST-EFFECTIVE WORKLOADS REMOVED 
(Concluded) 

1 C O M P U T E  S A V I N G S  I 

I MTF CONSTANT ( 1 
I COST PARAMETER I TOTAL MTF 1 
) ( 8 0 0  Y e a r )  I ANNUAL SAVINGS I 

2 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - +  

3 ( INPUT AND CALCULATE COST ADJUSTMENTS I 

5 I AOJUSTMENTS CALCULATED 81 SPREADSHEET 

6 l 
7 1 MARGINAL CONSTRUCTION COST . 0% 
8 1 DIRECT CARE INFLATION TO 8 0 0  5 2  .6X  

9 1 C I V I L I A N  INFLATION TO BOD 50.3% 
1 0  + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

1 1  ) INPUTS REQUIRED TO CALCULATE TOTAL INFLATION RATES I 
1 2  1 

ANNL RATE 
I 

. 1 3 1  YEARS BASE YR BOO YR 1 
1 4  ) OC PERSONNEL I N F L  4 .11% 9 1 9 8 9  1 9 9 8  ) 
1 5  1 DC NON-PERSONNEL INFL  7 .14% 9 1 9 8 9  1 9 9 8  I 
1 6  ( COMBINE0 TOTAL OC l N F L  4 . 7 5 %  
1 7  ( C I V I L I A N  INFLAT lON RATE 4 63% 9 1 9 8 9  1 9 9 8  1 

I 

18 I X r n i l p e r s % c i v p e r s  I 
1 9  1 %TOTAL PERSONNEL COSTS 79 .0% . 5 3  . 2 6  1 
2 0  + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

2 1  1 INPUTS REQUlRED I N  OTHER COST CALCULATIONS 

2 2  1 
23 ( DISCOUNT RATE ( d i c t a t e d )  10 .0% 
2 4  1 MP.RC.!HAi CDNSTRUCT iOKj . OX 
2 5  1 REGIONAL CONSTR $ ADJUSTMENT FACTOR . 9 6  
2 6  1 ASSUMED REDUCTION I N  C I V I L  PRICES OX 
2 1  1 TRAOEOFF RETIREEIOTHER 1 . 8 8  

-- Continued -- 
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n L s 1 b d  o N H ~ r r i  H 
9 3 3 0 3 9 I V  





EXHIBIT 6-4: OUTPATIENT BES SPREADSHEET WITH NON-COST-EFFECTIVE WORKLOADS REMOVED 
(Continued) 

AN A0 AP AQ AR AS AT AU AV AW AX AY AZ BA 88 
- + - - - . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - * - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - t  

TI C O M P U T E  T O T A L  M A R G I N A L  S A V I N G S  I COMPUTE TOTAL SAVINGS I 
-+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - * - - - - - - - -+ - - - - - - - - - - - - - - - - -+  

I LOCAL F M  CATCWENT AREA I I OlRECT CARE I TOTAL ANNUAL I 
I TOTAL BOD RECAPTURABLE VISITS I TOTAL MARGINAL SAVINGS I CONSTANT I SAVINGS UNDER I 
) (FAHC local + CHAMPUS recoverable) 1 (marg s a v ~ n g s / v i s ~  t * v ~ s i t s )  I (BOO Year) I DIRECT CARE I 

-+ - - - - -_ - - - - - -_ - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - -+  

I ACTIVE OEP ACT OTHERS OVER I ACTIVE OEP ACT OTHERS OVER I I I 
I OUTY < 65 a 65 64 1 DUTY < 65 c 65 64 1 I I 
I not c - e f f  no psych 1 I I - - -  1 $39,899 1 - - - - - - - - -  

I 
1 - - -  - - -  --- --- I - - -  - - -  - - -  

- - -  I $510,851 I - - - -  - - - - -  
I 

I - - -  - - -  - --  --- I -- -  - - -  - - -  
- - -  I 

I 
I - - -  - - -  ---  - - -  I - - -  - - -  - - -  $30.814 1 - - - - - - - - -  

_ - -  I 
I 

I --- - - -  - - -  0 I - - -  - - -  - - -  $65.898 ) - - - - - - - - -  I 
1 18.297 78.609 0 35,085 1 . 973,405 (3.243.227) 0 (678,839) 1 $0 1 ($2.948.661) 1 
I 1069 1.951 0 1,675 1 27,829 (17.890) 0 (3.934) 1 $2,195 1 $22,235 1 
1 !.8!0 1.430 0 5.130 1 101.457 (66.150) 0 (103.705) 1 $1,349 1 ($5.900) 1 
1 2.949 2.943 0 3 , 7 2 ? !  90.163 (116.840) 0 (87.109) ( $6.618 1 ($193.262) 1 
1 566 554 0 886 ) 27.565 (36.800j a !32.665) 1 $578 1 $125,690 1 
( 4,019 20,961 0 5.868 I - - -  - - -  - - -  1 $1,033,036 / - - - - - - - - -  I - - -  

1 1,641 3.687 0 5.001 1 219.926 (163,537) 0 419 1 $63.262 1 $822,325 ( 
1 7.825 5,776 0 4.830 1 434.818 (269.996) 0 (99.988) I $8.724 I ($307.414) I 
1 1,283 2.493 0 6.167 1 176.029 (31.537) 0 157.199 1 $9.860 1 $292.430 1 
1 449 2.415 0 860 1 (10.426) (221,299) 0 (64.764) 1 SO 1 ($296.489) 1 
1 989 966 0 2.190 1 144.397 (43,850) 0 .14.204 1 $0 I $114,751 I 
1 2,040 12,940 0 1,808 1 302,360 48,372 0 66,177 1 $19.818 ) $397,090 1 
1 1,890 9,123 0 20 I - - -  ---  - - -  - - -  I ---- I - - - - - - - - -  I 
1 9.816 9.408 0 0 1 (66,265) (757,716) 0 0 1 $95,674 1 ($919.656) 1 
I 849 971 0 1,201 1 - - -  - - -  - - -  - - -  I $80.068 I - - - - - - - - -  1 
I I I I I 
1 55.512 154,227 0 74,448 1 2.421.251 (4,920,468) 0 (832.405) 1 1 ($2,896.861) 1 

- - - - - - - - - - - - - - - - . - - - - - - - - - - - - - - - + - - - * - - . - - - - - - - - - - . - - - - - - - - - - - - - - - - - - - . - - - - - - - - - + - - - - - - - - - - - - - - + - - - - - - - - . - - - - - - - - +  



EXHIBIT 8-4: OUTPATIENT BES SPREADSHEET WITH NON-COST-EFFECTIVE WORKLOADS REMOVED 
(Concluded) 

BD BE BF BG BH 8 1 B J  BK 
* - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+  
] INPUT AND CALCULATE COST ADJUSTMENTS 
t-----------------------------------------------------------------------t I 
I ADJUSTMENTS CALCULATED BY SPREAOSHEE T I 
I 
I MARGINAL CONSTRUCTION COST . 0% 
I D l R l C T  CARE INFLATION TO BOD 5 2 . 6 %  
I C I V I L I A N  INFLATION TO BOD 8 6 .  OX 
+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I INPUTS REQUIRED TO CALCULATE INFLATION RATES 

I 
I 

ANNL RATE YEARS BASE YR BOD YR 1 
( OC PERSONNEL l N F L  4 .11% 9 1 9 8 9  1 9 9 8  ( 
) DC WON-PERSONNEL INFL  7 . 1 4 %  9 1 9 8 9  1 9 9 8  ( 
( COHBlNED TOTAL DC I N F L  4.75% 
I C I V I L I A N  INFLATlON RATE 7.14% 9 1 9 8 9  1 9 9 8  1 
I hi 1 pers X c ~ v  pers I 
1 %TOTAL PERSONNEL COSTS 7 9 .  OX 56% 23% 1 
+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I INPUTS REQUIRED I N  OTHER COST CALCULATIONS I 
I 
( DlSCOUNT RATE (dictated) 1 0 . 0 %  
I MARGINAL CONSTRUCTIONS. ( fran model ) 15.4% 
I REGIONAL CONSTRS ADJUSTMENT FACTOR . 9 6  
( ASSWEO REDUCTION I N  C I V I L  PRICES 0% 

I GOVERNMENT SHARE OF COSTS/VISIT DEP AD OTHER I 
I (calculated fran actual CHAMPUS data) 

I OBSTETRICS 
I 

I PSYCH - -  - - 
I 

I MEDISURG - - - - I 
I 

I TRADEOFF FACTORS I 
1 DAD 1 . 8 0  CHAHPUS CLAIMS PROCESSING $ / V I S I T  $ 4 . 0 0  1 
1 RET 2 . 2 4  

I 
I 

I AOJ FOR I N P  V l S l l S  
I 

I 
I 

I k t 1  CNlR I .03b 
I 

1 M t U  CNlH 1 091 
I 
I 



EXHIBIT B-5: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER NO MTF 

A1 B C 0 E F G H I J  K L M N O  P Q  
R S T U V 

' + -  

3 I '*' NOMTF-I *'* I l N P U T  S C E N A R I O  W O R K L O A D S  I 
4 + - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - - - - -  

I 
4 -  

5 1 FAMC I FAM I fAMC I CLINICAL I DIRECT CARE BED DAYS SEEN AT I 
6 I I DIRECT CARE BE0 DAYS I OIRECT CARE OlSPOSlTlONS UNDER 1 AREA I OTHER REFERRAL MTFS UNDER I 
7 I INPATIENT - - - D  NO MTF < - - -  I - - - >  NO MTF < - - -  I OPEN? I - - -  > NO MTF < - - -  I 
8 + - - . - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - * - - - - - - - - - - , - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + -  

9 1 I ACllVEDEPACT OTHERS OVER I ACTIVE OEPACT OTHERS OVER I I ACTIVf DEP ACT OTHERS OVER I 
10 1 CLINICAL AREA 1 DUTY < 65 < 65 64 1 DUTY < 65 < 65 64 ( (Yes.1) 1 DUTY < 65 < 65 64 TOTAL I 
11 I I ' I I I I 
12 1 lNTERNAL MEDICINE I 0 0 0 0 I 0 0 0 0 I 0 1 4,421 961 3.734 1.761 10.877 1 
13 1 CARDIOLOGY I 0 0 0 0 I 0 0 .  0 0 I 0 1 1,478 175 2.362 1.559 5.574 1 
14 ( NEUROLOGY I 0 0 0 0 1 0 0 0 0 I 0 1  563 264 191 31 1.049 1 
15 1 PEDIATRICS I 0 0 0 0 I 0 0 0 0 I 0 I 0 1,727 179 

0 1.906 1 

16 1 OTHER MEOICAL I 0 0 0 0 I 0 0 0 0 I 0 1 1.601 329 1.519 956 4,407 1 
17  I GENERAL SURGERY ( 0 0 0 0 I 0 0 0 0 1 0 1 1.163 454 2.058 1,564 5.239 1 

18 1 ORTHOPEOlCS I 0 0 0 0 1  0 0 0 0 I 0 1 1.755 975 1,911 892 11,533 1 
19 1 ORAL SURGERY / n o 0 0 I o o o 0 I o I 10s 5 1 0 111 1 

20 1 OPHTHALWLOGY I o o o 0 i o n o 0 I o 1 432 166 445 317 1.360 1 
21 1 OTOLARYNGOLOGY I 0 0 0 0 1  0 0 0 0 I 0 i.466 166 521 174 2.327 1 
22 1 UROLOGY I 0 0 0 0 1  0 0 0 0 I 0 1 1.231 232 713 618 2.995 1 
23 1 GYNECOLOGY I 0 0 0 0 1  0 0 0 0 I 0 1 351 791 722 206 2.070 1 
24 1 OTHER SURGERY 1 0 0 0 0 I 0 0 0 0 I 0 1 4.710 1.667 3,838 1,597 11.812 1 
25 1 OBSTETRICS I 0 0 0 0 I 0 0 0 0 I 0 I 810 1,823 I 10  19 2.762 1 
26 ) PSYCHIAIRY I 0 0 0 0 1  0 0 0 0 1 0 1 1,968 4 0 0 1,972 1 
27 1 I I I I I 
28 ( TOTAL INPATIENT 1 0 0 0 0 1  0 0 0 0 I I 28.054 9.739 18.304 9,896 65,993 1 
29 , - - - - - - - - - - - . - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + -  

-- Continued - -  



EXHIBIT 8-5: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER NO MTF 
(Continued) 

V W X Y Z AA A8 AC A0 AE AF AG AH A1 AJ AK A1 AM AN A0 AP A0 AR 
- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - * - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - . - - - - - - - - -  . 

I I I I CALCULATE NON-UTF SCENARIO WORKLOADS 
- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - + + - - - - - - - - - - - - - - - - - - + + *  ,--- 
I DIRECT CARE DISPOSITIONS SEEN AT ) CLINICAL 1 I TOTAL RECAPTURABLE BED DAYS I TOTAL BED OAYS THAT WOULD BE I CIVILIAN SECTOR BED DAYS UNDER ( ' 
I OTHER REFERRAL MTFS UNDER I AREA 1 I FROM LOCAL FAMC/COL SPGS AREA I PERFORMED AT ANOTHER REF MTF I - - ->  NO MTF c - - -  

I - - - >  NO HTF < - - -  I OPEN? 1 1  "A l t  C" I F  NOT DONE AT FAUC ( (Calcu la ted ~n HTF unc ts )  1 I I 
- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - -  

( ACTIVE DEP ACT OTHERS OVER I 1 1  ACTIVE OEP ACT OTHERS OVER I ACTIVE DEP ACT OTHERS OVER I ACTIVE DEP ACT OTHERS OVER 1 
( DUTY c 65 < 65 64 1 (Yes=l )  I 1 OUTY < 65 < 65 64 1 OUTY c 65 c 65 64 1 OUTY < 65 c 65 64 1 
I I I I I I I 
1 375 141 419 217 1 1 1 1  1,239 1,005 5.009 4.336 1 4.421 961 3.734 1.761 1 1,239 1,005 5.009 4.336 1 
1 138 27 220 114 1 1 1 1  436 133 2.771 2.575 1 1.478 175 2,362 1.559 1 436 133 2,711 2,575 1 
1 39 14 11 2 1 1 1 1  320 47 661 31 1 563 264 191 31 1 320 47 661 31 1 
I 0 425 39 0 I 1 1 1  0 2.103 355 0 I 0 1.727 179 0 I 0 2.103 355 0 I W 
1 223 

I 
65 343 224 1 1 1 1  542 445 2.275 1.749 1 1.601 329 1.519 958 1 542 445 2,275 1.749 1 --1 

1 83 38 116 7 1 1  1 1 1  908 669 4.733 3.870 1 1.163 454 2.058 1.564 1 908 669 4.733 3,870 1 V 

1 466 107 127 72 1 I 1 1  3.954 898 2.788 2,424 1 7.755 975 1.911 892 1 3.954 898 2.188 2,424 1 
I 5 1 2 0 I 1 127 33 28 3 1  105 5 1 0 1 127 33 2 8 

4 0 
3 1 

1 44 58 39 1 1 1 133 102 469 711 1 432 166 445 317 1 133 102 469 711 1 
1 134 4 0 27 6 1 1 1 1  532 413 920 441 1 1.466 166 521 174 1 532 413 920 441 1 
1 121 53 77 76 ( 1 1 1  146 240 1,108 1.229 1 1.231 232 713 818 1 146 240 1,108 1.229 1 
1 47 123 60 1 9 1  1 41.8 1.307 1.004 553 ( 351 791 722 206 1 418 1.307 1.004 553 ( 
1 248 161 183 54 1 1 1 1  2.107 837 2.870 1.154 ( 4.710 1.667 3.838 1.597 1 2.107 837 2.870 1.754 1 
1 41 180 4 1 I 1 1 1  998 3,523 752 0 I 810 1,823 !!S i 4  998 3.523 152 

1 0 
0 I 

1 80 0 ! ! 1 1  2 . 5 %  2.540 2.442 18 1 1.968 4 0 0 1 2.566 2.540 2.442 18 1 
i 1 I I I I I 
1 2.044 1,416 1,686 895 1 1 1  14.426 14.295 28.185 19.694 1 28.054 9.739 18.304 9.896 1 14,426 14,295 28,185 19.694 1 

-- Continued -- 



EXHIBIT 8-5: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER NO MTF 
(Continued) 

AR AS A1 AU AV AU AX AY AZ BA 88 BC 00 BE BF BG 
- + . , - - - - - - - - - - - . - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - . - - - - - - - - - - - - - - - - - -  ++- 

) I  RECEIVE DIRECT CARE COSTS I RECEIVE NON-DIRECT CARL COSTS I ( 
~ + - - - ~ . - - - - - - - . - - - . - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - . - - - - - - ~ + - - - - - - - ~ - - - - - - - - - - - - - - - - - - - - ~ ~ - - - ~ + + -  

I CIVILIAN SECTOR BED DAYS UNDER I I DIRECT CARE COST FUNCTION I GOVERNMENT COST PER BED OAY I I 
I - - - >  STATUS QUO < - - -  I I PARAMETERS ( " ~ l t  A " ) )  I FOR NON-MlF CARE (Base Year) I I 
I (Converted t o  CHAUPUS u n i t s )  I I Constant Oisp Bed Day I ( " ~ l t  8") 1 I 

. + - - - - - - - . - - - - - - - - - - - - - - - - . . . - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - * + -  

1 ACTlVE OEP ACT OTHERS OVER I I I ACTIVE OEP ACT OTHERS OVER I I 
) DUTY < 65 < 65 64 TOTAL I I 80 8 1 82 1 DUTY < 65 < 65 64 1 1  
I I I I w l t radeo f  f I I 
1 1.239 1.005 2,306 4,336 8.886 1 1  215,045 -88.5 484.8 1 $1,211 $1.176 $415 $781 1 1  
( 436 133 1.370 2,575 4.514 1 1  15.724 248.7 666.0 1 $1.374 $1.334 $570 $1.072 11  
1 320 47 16 31 414 1 1  18.378 117.5 368.5 1 $1.118 $1,085 $369 $694 1 1  
I 0 2,103 0 0 2.103 1 1  5,663 -160.7 609.3 1 - - -  $1.311 $462 --- I I 
1 542 445 930 1.749 3.666 1 1  0 177.6 346.9 1 $1.151 $1,117 $379 $712 1 1  
I 908 669 2.059 3.870 7.506 1 1  220.863 206.5 535.5 1 S 1 . 5 9 0  $1.543 $377 $709 1 1  
1 3,954 898 1.289 2.424 8,565 1 1  5.148 1349.5 258.0 ) $1,801 $1,749 $452 $850 1 1  
1 127 33 2 3 165 1 )  10.766 -466.9 1053.2 1 $1,453 $1.411 $499 $938 ( 1  
1 133 102 378 i i i  !,3?? !! 5,565 1375.9 307.2 1 $2.561 $2,486 $854 $1.606 1 1  
1 532 413 235 441 1.621 1 1  11.534 437.3 548.9 / $2,279 $2,212 $586 $1,101 1 1  
I 146 240 654 1.229 2,269 1 )  6.061 523.7 497.8 1 $2.505 $2,432 $551 $1,035 1 1  
I 418 1.307 294 553 2.572 1 1  72,919 1208.3 312.4 1 $1,922 $1.866 $456 $857 1 1  
( 2.107 837 933 1.754 5.631 1 1  224 1298.3 366.1 1 5 2 , 9 5 9  $2,873 $669 $1.257 1 1  
1 998 3.523 0 0 4,521 1 1  101.413 1266.1 151.2 ( $1.076 $1,044 $642 $1.207 1 1  
1 2,566 2,540 10 I 8  5,134 1 1  1.481 577.2 219.2 1 $577 $560 $211 $397 1 1  
I I I I II . 
1 14.426 14.295 10.476 19,694 58.891 1 1  I 

- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
I I 
4 4 -  

-- Continued -- 





EXHIBIT B-6: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER NO MTF 

A1 B C D E F G H I J  K L  M N 0 U V U X P Q R  S T  
2 + - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - * - - - - - . - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - .  

3 1 "' NOHTF-0 "* I INPUT SCENARIO WORKLOADS I I I I CALCULATE NON-MlF SCENARIO WORKLOADS 
+ - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - . - - - - - - - - - + - - -  

5 IFAMC 1 FAXC I CLINICAL I NON-FAN HTF ) CLINICAL I TOTAL RECAPTURABLE VISITS I 
6 1 I OIRECT CARE VISITS UNDER I AREA I DIRECT CARE VISITS UNDER ) AREA ) FROH LOCAL FAHCICOL SPGS AREA I 
7 1 OUTPATIENT I - - -D  NO MTF <--- I OPEN? I  - - - >  NO MTF < - - -  I  OPEN? I " ( A l t  C ) "  I 
8 + - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - -  

9 1 1 ACTIVE OEP ACT OTHERS OVER 1 I  ACTIVE OEP ACT OTHERS OVER I I ACTIVE OEP ACT OTHERS OVER I 
10 ) CLINICAL AREA I DUTY < 65 < 65 64 1 (Yes.1) I DUTY < 65 < 65 64 TOTAL I (Yes=l )  1 DUTY < 65 65 64 1 
11 I I ,  I I I I ---  --- --- 

I 
12 1 INTERNAL MEDICINE I 0 0 0 0 I  0 1 12.394 1.570 8,472 0 22,436 1 1 I --- --- --- - - -  

I 
13 1 F M  PRACIPRIM CARE I 0 0 0 0 I 0 1 4.884 1.071 6.772 0 12,727 1 1 1 - - -  

- - - - --  - - -  
I 

14' ) FLIGHTIUNOERSEAS ME0 ) 0 0 0 0 I 0 1 0 0 0 0 0 I 0 I  ---  ---  - - -  - a -  

I 
1 0 0 I 0 I 0 11.961 7,184 0 19.145 1 1 I ---  I CC, 

15 I PEDIATRICS 0 0 I 

I 0 0 0 I 0 1 17,278 14,602 22.428 0 54.308 1 1 1 18,297 78,609 126,399 35,085 1 P 3  16 1 MEOIPC GROUP . O  0 

17 1 ALLERGY I 0 0 0 0 I 0 1 630 468 852 0 1.950 I I ( 1,089 1.951 4,368 1.675 1 
18 ) CARDIOLOGY I  0 0 0 0 1 0 I 0 0 0 0 0 I 0 ( 1.810 1.430 16.102 5,130 1 
19 1 DERMATOLOGY I 0 0 0 0 I  0 1 1.566 436 1.728 0 3,730 1 1 1 2,949 2.943 10.163 3,727 1 
20 1 NEUROLOGY I 0 0 0 0 1 O !  903 339 878 0 2.120 1 1 I 566 554 1,744 886 1 
21 1 EMERGENCY MEDlClNE I 0 0 0 0 I 0 1 2.917 2,976 3,6b4 0 0.557 ! 1 I 4.019 20,961 15,201 5,868 1 
22 1 GENERAL SURGERY I  0 0 0 0 I 0 1 2.768 1.191 2.770 0 6.729 1 1 1 1,641 3.667 :?.?59 5,001 1 
23 1 ORrHOPEOlCS I 0 0 0 0 I 0 1 7.490 1,428 2.942 0 11,860 1 1 1 7.825 5,776 12.593 4,830 1 
24 1 OPHTHALMOLOGY I 0 0 0 0 I 0 1 1.703 693 3,736 0 6.132 1 1 1 1.283 2,493 14,801 6,167 ( 
25 1 OTOLARYNGOLOGY I 0 0 0 0 I  0 1 718 333 578 0 1.629 1 1 1  449 2,415 2.004 860 1 
26 1 UROLOGY 1 0 0 0 0 I 0 1 807 259 1,120 0 2,186 1 I 1 989 966 5.416 2190 1 
27 1 GlNECOLOGY 1 0 0 0 0 1  0 1 723 1,734 1.650 0 4.107 1 1 1 2.040 12,940 3.952 1,808 I 
28 1 OBSTETRICS \ 0 0 0 0 1  0 1 236 1.764 244 0 2.244 1 1 1 1.890 9,123 1.810 20 1 
29 1 PSYCHIATRY I 0 0 0 0 1  0 1 1 4 . 7 9 3  1,050 1.861 0 17.704 1 1 1 9,816 9.408 14.334 5.079 1 
30 1 OPTOMETRY I 0 0 0 0 I 0 1 330 9 6  591 0 1.017 1 I I a49 971 3,275 1,201 1 
31 1 I I I I I I 
32 1 TOTAL OUTPATIENT 1 0 0 0 0 I 1 52,862 21.369 45,042 0 125,273 1 1 55,512 154,227 246.011 79,527 1 
33 + - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - -  

-- Continued -- 





EXHIBIT 6-6: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER NO MTF 
(Concluded) 

AV AU AX AY AZ BA BB 8C 80 BE BF 
-++--------- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+-------- - - - - - - - - - - - - - - -  - - - - - - - - - - - - - - - - - - - - - - - +  

1 )  COMPUTE TOTAL OUTPATIENT COSTS ( COMPUTE MEASURES OF COST SAVINGS I 
-++-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - * - -+  

1 I FMC OTHER MTF COSTS FOR TOTAL 1 CIVILIAN OTHER MTF ANNUAL I 
1 )  OPERATING OPERATING NOH-MTF SCENARIO I COST UNDER COST UNDER SAVINGS PV SAVINGS ( 

I I COSTS COSTS CARE COST I NO MTF NO MTF OVER NWTF OVER 25 YRS 1 

$0 $3.895 --- 
$0 $1.711 --- 
$0 so --- 
SO $1.749 - - -  
$0 $7.355 $31,441 

$0 $90 $475 
$0 $0 $3.002 
$0 $392 $1,837 
so $355 $555 

$0 $2.157 $0 
$0 $1.359 $5.059 
$0 $1.611 $4.332 
$0 $852 $4.323 

$0 $256 $552 
$ 0 $444 $2.183 
$0 $505 $4.177 

(ob c o s t s  combined * / i n p a t i e n t )  

$0 $2,710 $4,259 

$0 $136 $0 

( Inpu t  t o  [ Input  to [ Input  t o  
SUMMARY SUMMARY SUMMARY 

~~readsheet lspreadsheet]  spreadsheeet] 

Set constant  

($000) ($000) 

BGBH 8 1 8 J  8K ML 8H 8N 
2 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - * - - - - - - - - - - - - - +  

3 ( INPUT AND CALCULATE COST ADJUSTMENTS 1 
4 + . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

5 1 COST AOJUSTUENTS CALCULATE0 BY SPREADSHEET I 
6 I 1 
7 1 DIRECT CARE INFLAI ION TO 000 52.6% I 
8 1 CIVILIAN INFLATION TO 100 86. OX I 
g + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+  

10 1 INPUTS REQUIRED TO CALCULATE INFLAI IW I 
11  I I 
12 ( I n f l a t i o n  Rates: ANNL RATE BASF YR 801i YK YEARS 1 
13 1 DC MIL PERSONNEL 4.11% 1989 1998 9 1 
14 1 DC WON-PERSONNEL 7.14% 1989 1998 9 1  4" 
I 5  ( CIVILIAN INFL RATE 7.14% 1989 1998 9 1 Fj 
16 1 I 
17 1 M I L  PERSONNEL COSTS 79.0% 
18 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I 

19 1 OTHER REQUIRED INPUTS I 
20 1 I 
21 ( OISCOUN~ R A i E  idi~iaisd) 10.0% I 
22 1 DISCOUNT FACTOR (Bdiscnt  r a t e  over 25  y rs )  9 .08 1 
23 1 ASSUME0 REDUCTION IN CIVILIAN PRlCES 0% 
24 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I 

25 1 TRAOEOFF FACTORS I 
26 1 OAO 1.80 I 
27 1 RETIREE/OTHER 2.24 I 
28 I I 
29 1 I 
30 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  



EXHIBIT 8-7: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER STATUS QUO 

3 I ***  SO-1 *** I I N P U T  S C E N A R I O  U O R K L O A O S  I I 

5 I FAMC I FAMC I FAMC ( CLINICAL I DIRECT CARE 8EO DAYS SEEN A1 I 
6 1 I DIRECT CARE BED DAYS I OlRECT CARE DISPOSITIONS UNDER ( AREA I OTHER REFERRAL HTFS UNDER ( 
7 1 INPATIENT I - - ->  STATUS QW <-- -  I ---, STATUS QUO e - - -  I OPEN? 1 ---, STATUS QUO < - - -  I 

9 1 I 
10 I CLINICAL AREA . I 
11 I I 
12 1 INTERNAL MEDICINE 1 
13 1 CARDIOLOGY I 
14 I NEUROLOGY I 
15 1 PEDIATRICS I 
16 I OTHER MEDICAL I 
I 7  I GENERAL SURGERY I 
18 I ORTHOPEDICS I 
19 1 ORAL SURGERY ) 
20 ( OPHTHALWOLOGY I 
21 1 OTOLARYNGOLOGY I 
22 ( UROLOGY I 
23 ( GYNECOLOGY I 
24 1 OTHER SURGERY 1 
25 1 OBSTETRICS 
26 ! PSICH:A:RI 

I 
i 

27 I I 
28 1 TOTAL INPATIENT I 

ACTIVE DEP ACT OTHERS OVER 1 
DUTY 65  ( 65 64 1 

I 
4.354 1.302 6,526 4,690 1 
1,450 233 3,824 3,132 1 

640 208 202 45 1 
0 2.896 433 0 I 

1,786 587 3,077 2.256 1 
1,972 992 6,326 5.175 1 

11.612 1.851 4.541 3.289 1 
239 39 14 3 1 
549 260 888 998 1 

1,988 560 1.434 612 1 
1,157 396 1,530 1.720 1 

769 2.082 1.726 759 1 
5.244 1.904 5,115 2.578 1 
1,507 4,438 708 16 1 
9.186 39 93 33 1 

1 
42.453 17,787 36,437 25.306 ( 

ACTIVE DEP ACT OTHERS 
OUTY < 65 c 65 

OVER I I 
64 ( ( Y e s = l )  1 

1 
466 1 

I 
1 I 

460 1 1 I 
13 1 1 I 
0 I 1 I 

455 1 1 1  
344 1 1 I 
296 1 1 1 

1 I 1 I 
214 1 1 I 

47 1 1 I 
244 1 1 I 

65 1 1 I 
151 I 1 I 

i i 1 I 
1 I 1 I 

I I 
2,758 1 I 

ACTIVE DEP ACT OTHERS 

DUTY c 65 c 65 
OVER 1 

64 1 
I 

0 I 
0 1  

0 I 
0 I 

1 
Q I 
0 I 
0 1  
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 

I 
0 I 

-- Continued -- 



EXHIBIT B-7: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER STATUS QUO 
(Continued) 

U V W X Y Z M A8 AC A0 AE AF AG AH A1 AJ AK AL AM AN A0 AP A0 
- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - * - - - - - - - - - - - - - - - - - - - - + - - -  

I I I I CALCULATE NON-MTF SCENARIO WORKLOADS 
- + - - - . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - -  

I OIRECT CARE OISPOSlTlONS SEEN AT I CLINICAL 1 1  TOTAL RECAPTURA8LE BED DAYS I TOTAL BE0 DAYS THAT WOULD BE ( CIVILIAN SECTOR BED DAYS UNDER ( 
I OTHER REFERRAL MTFS UNOER ) AREA ( 1  FROM LOCAL FWICOL SPGS AREA I PERFORMED AT ANOTHER REF HTF I ---, STATUS QUO c - - -  I 
I - - - >  STATUS QW <--- ( OPEN? I I " A l t  C" I IF  NOT DONE AT FAMC ( (Calculated. i n  HTF unt ts )  I 

-+ - - - - - - - - - - - - - - - - - - - - - - - - ; - - - - - - - - -+ - - - - - - - - - -++ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - , - - -  

I ACTIVE OEP ACT OTHERS OVER I I [  ACTIVC OEP ACT OTHERS OVER I ACTIVE OEP ACT OTHERS OVER 1 ACTIVE DEP ACT OTHERS OVER I 
1 DUTY z 65 ' 65 64 1 (Yes-1) 11  OUTY < 65 c 65 64 1 OUTY < 65 c 65 64 1 OUTY 65 c 65 64 1 
I I I I I I I 
I 0 0 0 0 1 0 11 1,239 1,005 5,009 4.336 1 4,421 961 3.734 1,761 1 1,306 664 2.217 1.407 1 Ep 
I 0 0 0 0 I 0 11 436 133 2.771 2.575 ) 1,478 175 2.362 1,559 1 464 75 1,309 1.002 1 N 

47 661 31 1 563 264 191 31 ( 243 103 650 17 I P I 0 0 0 0 I 0 1 1  320 

I 0 0 0 0 I 0 11  0 2,103 355 0 I 0 1.727 179 0 1 0 934 101 0 I 
I 0 0 0 0 i 0 . \ !  542 445 2.275 1.749 1 1,601 329 1,519 958 1 357 187 717 451 1 
I 0 0 0 0 I 0 1 1  908 669 4,733 3.8i0 / !,!53 454 2.058 1.564 1 99 131 465 259 1 
I 0 0 0 0 1 0 1 1  3,954 898 2,788 2.424 1 7,755 975 1.911 892 j 97 2 158 2 7 1  

I 0 0 0 -  0 I 0 1 1  127 33 28 3 )  105 5 1 0 I 0 0 15 0 I 
I 0 0 0 0 I 0 1 1  133 102 469 711 1 432 166 445 317 1 16 8 26 30 1 
I 0 0 0 0 I 0 1 1  532 413 920 441 1 1,466 166 521 174 1 10 19 7 3 1 
I 0 0 0 0 I 0 11 146 240 1.108 1,229 1 1,231 .232 713 818 1 220 76 291 327 1 
I a o o 0 I o 11  418 1.307 1.001 553 1 351 ' 791 722 206 1 0 16 0 0 I 
I 0 0 0 0 I 0 1 1  2,107 837 2,870 1,754 ( 4.710 1.667 3,838 1,597 1 1,573 600 1.593 773 ( 
I 0 0 0 0 I 0 1 1  998 3.523 752 0 I 810 1,823 110 19 1 301 908 154 3 1 
I 0 0 0 0 I 0 1 1  2,566 2.540 2,442 18 1 1.968 4 0 0 I 0 2.505 2,349 0 1 
I 1 I I I I I 
I 0 0 0 0 1 1 1  14,426 14.295 28.185 19.694 1 28,054 9,739 18.304 9.896 1 4.686 6.248 10.052 4,299 1 

- + - - . - - . - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + * - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - . - - - - - - - - - - - - - - - - - + - - -  

- -  Continued -- 



EXHIBIT 8-7: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER STATUS QUO 
(Continued) 

AQ AR AS AT AU AV AM AX AY A2 8A 88 8C 80 BE 8F 
-+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -++ - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  ++- 

I I RECEIVE DIRECT CARE COSTS I RECEIVE NON-DIRECT CARE COSTS 1 I 
-+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -++- - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  ++- 
I CIVILIAN SECTOR BE0 DAYS UNDER I I DIRECT CARE COST FUNCTION I GOVERNMENT COST PER BE0 DAY ( I  
I - - -> STATUS QUO c - - -  I I PARMETERS ("A1 t A")) I FOR WON-MTF CARE (Base Year) ( I 
I (Converted t o  CHAMPUS u n i t s )  I I Constant Disp Bed Day I ( " ~ l t  8") 

-+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -++- - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
I I 
t i -  

I ACTIVE 'DEP ACT OTHERS OVER I I I ACTIVE DEP ACT OTHERS OVER I I 
I DUTY c 65 65  64 TOTAL I I 80 81 82 1 DUTY < 65 65 64 1 )  
1 I I I w l t radeo f  f I I 
1 1.306 664 1.179 1.407 4.556 1 )  215.045 -88.5 484.8 1 $1.211 $1.176 $415 $781 1 1  
1 464 75 696 1.002 2.237 1 1  15.724 248.7 666.0 1 $1,374 $1.334 $570 $1.072 ( 1  

1 243 103 346 17 709 1 1  18.378 117.5 368.5 1 $1.118 $1.085 $369 $694 1 1  
I 0 934 54 0 988 1 1  5,663 -160.7 609.3 ( - --  $1.311 $462 ---  
1 357 187 381 451 1.376 ) I  

I I 
0 177.6 346.9 1 $1.151 $1.117 $379 $712 1 1  

1 99 131 247 259 736 11 '  220.863 206.5 535.5 I $1,590 $1,543 $377 $709 ( 1  
1 97 22 84 27 230 1 1  5.148 1349.5 258.0 1 $1,801 $1.749 $452 $850 ( 1  
I 0 0 8 0 8 1 1  10.766 -466.9 1053.2 1 $1.453 $1,411 $499 $938 1 1  
I 16 8 14 30 68 1 1  5,565 1375.9 307.2 1 $2.561 $2.486 $854 $1,606 1 1  
I 10 19 4 3 36 1 )  11.534 437.3 548.9 1 $2,279 $2.212 $536 j i . iO)  j l  
1 220 76 155 327 778 ( 1  6.061 523.7 491.8 1 $2,505 $2.432 $551 $1.035 1 1  
I 0 ! 6 0 0 16 ( 1  72.919 1208.3 312.4 1 $1.922 $1.866 $456 $857 1 1  
1 1.573 600 847 773 3.793 1 1  224 1298.3 366.1 ( $2.959 $2.873 $669 $1,257 1 1  
1 301 908 82 3 1.294 1 1  101,413 1266.1 751.2 1 $1.076 $1.044 $642 $1,207 I (  
I 0 2,505 1.249 0 3.754 1 1  1.481 577.2 219.2 1 $577 $560 $211 $397 1 ( 
I I I I I I 
I 4.686 6,248 5.347 4.299 20,580 1 1  I 

- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
I I 
t i -  

-- Continued -- 



EXHIBIT B-7: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER STATUS QUO 
(Concluded) 

COnPUT E TOTAL INPAT 1 ENT COSTS I COMPUTE MEASURES OF COST SAVINGS I 

, fAHC COSTS FOR COSTS FOR TOTAL I C I V I L I A N  DIRECT ANNUAL I 
OPERATING NOH-FAK C I V I L I A N  SCENARIO I CARE COST CARE COST SAVINGS PV SAVINGS I 

COSTS M T f  CARE CARE COST I U l T H  NO MTF WITH NO MTF OVER NO MTF OVER 2 5  YRS I 

s e t  c o n s t a n t  

($000)  ($000 )  

[ I n p u t  t o  [ I n p u t  t o  [ I n p u t  t o  

SUMMARY SUMMARY S l W A R Y  

s p r e a d s h e e t ]  s p r e a d s h e e t ]  s p r e a d s h e e t  t ]  

3 ( INPUT AND CALCULATE COST ADJUSTMENTS I 

5 1 INFLATION RATES ( C a l c u l a t e d  by s p r e a d s h e e t )  I 
6 1 I 
7 1 DIRECT CARE INFLATION TO 8 0 0  5 2 . 6 %  I 1 
8 1 C I V I L I A N  INFLATION TO BOD 50 .3% I 

1 0  1 INPUTS REQUIRED FOR CALCULAI ION OF TOTAL INFLATION 

1 1  I 
1 2 1 l n f l a t i o n R a t e s :  ANNLRATE B A S E Y R  8OOYR 
1 3  ( DC M I L  PERSONNEL 4 . 1 1 %  1 9 8 9  1 9 9 8  
1 4  1 DC NOW-PERSONNEL 7.14% 1 9 8 9  1 9 9 8  
1 5  I C I V I L I A N  INFL  RATE 4 . 6 3 %  1 9 8 9  1 9 9 8  

1 6  1 
1 7  1 %MIL PERSONNCL COSTS 79% 

I 
I 

YEARS I 
9 1  m 

I 
9 1  N 

9 1  " 
I 
I 

1 9  1 OTHER REQUIRED INPUTS: I 
2 0  1 I 
2 1  1 D~SCOUNT RATE ( d i c t a t e d )  10.0% i 
2 2  1 DISCOUNT FACTOR ( B d i s c n t  rt  over 2 5  y e a r s )  9 . 0 8  I 
2 3  ( ASSUME0 REDUCTION I N  C I V I L I A N  PRICES 0% I 
2 4  1 TRADEOFF FACTOR RETIREE/OTHiR 1.88 I 





EXHIBIT 8-8: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER STATUS QUO 
(Continued) 

I I R E C E I V E  DC COSTS 1 RECEIVE NON-DIRECT CARE C O S l S  

I  TOTAL V l S l T S  THAT WOULD BE ( C I V I L I A N  SECTOR V I S I T S  UNDER ) C I V I L I A N  SECTOR V I S I T S  UNDER ( 1  D I R E C T  CARE COST FCN I I O N - D I R E C T  C O S T / V I S l T  1 

I PROVIDE0 AT OTHER REF MTFS ( - - - >  STATUS QUO c - - -  I  - - - D  NO NTF < - - -  I I PARAMETERS ( ( B a s e  Y e a r )  

1 I F  NOT PROVIDED AT FAMC ( ( C a l c u l a t e d .  i n  H l F  u n i t s )  I  ( C o n v e r t e d  t o  CHAHPUS u n i t s )  I I " ( A l t  A) "  I " ( A 1  t 81,' 

I A C T I V E  OEP ACT OTHERS OVER 1 A C T I V E  OEP ACT OTHERS OVER ( A C T I V E  OEP ACT OTHERS OVER I  I I A C T I V E  OEP ACT OTHERS OVER 

1 DUTY < 6 5  < 6 5  6 4  1 OUTY c 6 5  c 6 5  6 4  1 OUTY c 6 5  < 6 5  6 4  TOTAL ) I  8 0  8 1  I DUTY c 6 5  ~ 6 5  6 4  

I I .  - - -  - - -  - * -  

I 
1 1 2 . 3 9 4  1 . 5 7 0  8 . 4 7 2  0 I - - -  I - - -  - - -  - - -  - - -  - - -  

I I I 
( 1  2 6 . 1 4 8  1 1 2 . 6  1 - - -  - - -  - - -  - - -  

-- Continued -- 



EXHIBIT 6-81 SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER STATUS QUO 
(Concluded) 

) I  COMPUTE TOTAL OUTPATIENT COSTS I COMPUTE MEASURES OF COST SAVINGS I 
-++ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - - - - - - - - - - - -+  

I I FAMC OTHER MTF COSTS FOR TOTAL 1 CIVILIAN OTHER MTF ANNUAL I 
( 1  OPERATING OPERATING NON-MTF SCENARIO I COST UNDER COST UNDER SAVINGS PV SAVINGS ( 
I I COSTS COSTS CARE COST I NO MTF NO MTF OVER NOMTF OVER 25 YRS I 

I I 
I I ($000) ($000) ( $ 0 0 0 ~  

I I 
1 $20.453 $ 0 - - -  
1 1  $7.884 $0 ---  
I I so so - - -  
) I  $8.644 $0 - - -  
I (  $36.981 $0 $2,204 

I I $491 $0 $23 
( 1  $3.466 SO $205 

1 1  $2.027 $0 $95 
( 1  $1.920 $0 $29 
1 1  $7.271 $0 $0 
( 1  $7.241 SO $1.020 

1 )  $3.849 $0 $311 
1 1  $3.799 $0 $ 288 
1 1  $1.067 $0 $130 

( 1  $2.457 $0 $1 73 

1 1  $2,717 $0 $297 
( 1  j ob  cos ts  combined n l ~ n p a t ~ e n t )  

1 1  13.505 $0 $2,476 

I 1 $402 $ 0 $ 0 

I I 
( 1  $77.193 $0 $7,253 

-+t----------------------------------------. 

Set constant  

($000) ( $  000) 

BFBG BH 81 BJ 8); BL BM 
2 . .  * 
3 1 INPUT AN0 CALCULATE COST ADJUSTMENTS 
4 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . . . . . - - . - . - - - - - - - - - +  

I 

5 1 COST ADJUSTMENTS CALCULATED BY SPREADSHEET I 
6 I 
7 1 DIRECT CARE INFLATION TO BOD 52.6% 

I 

8 1 CIVILIAN INFLATION TO BOO 86. 0% 
I 

g + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - *  
I 

10 1 INPUTS REQUIRED TO CALCULATE INFLATION I 
11 I I 
1 2 1 i n f l a t i o n R a t e s :  ANNLRATE BASEYR BOOYR YEARS1 

13 1 OC MIL PERSONNEL 4.11% 1989 1998 9 1 
14 1 DC WON-PERSONNEL 7.14% 1989 1998 9 1 
I 5  I CIVILIAN INFL RATE 7.14% ,1989 1998 9 1 
16 I 
17 1 M I L  PERSONNEL COSTS 79.0% 

I m 
18 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  I I: 

+ I0 
19 1 OTHER REQUIRE0 INPUTS I 
20 1 I 
21 1 DISCOUNT RATE ( d i c t a t e d )  10.0% I 
22 ( OISCOUNT FACTOR (Rdlscnt  r a t e  over 25 y r s )  9 .08 I 
23 1 ASSUMED REDUCTION IN CIVILIAN PRICES OX 
24 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I 

25 1 TRADEOFF FACTORS I 
26 1 OAO 1.80 i 
27 1 RETIREE/OTHER 2.24 1 
28 I I 
29 1 I 
30 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

[ Input  t o  [ Input  t o  [ Input  t o  

SUMMARY SUMMARY SUMMARY 

spreadsheet] spreadsheet] spreadsheeet] 

-- Continued --  



EXHIBIT B-9: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER ALL CARE 

A1 8 C 0 E F G H I J  K L M N O  P Q  R S I 0 
2 

3 1 '** ALLC-I **' I l N P U T  S C E N A R I O  U O R K L O A O S  I I 
4 + - - - - . - - - - . . - - - - - - - - * - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - * - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + -  

5 1 F A N  I FANC I F AMC 1 CLINICAL ( OlRfCl CARE BED DAYS SEEN AT 1 
6 I 1 OlRECT CARE BED OAYS 1 DIRECT CARE OlSPOSlTlONS UNDER I AREA I OTHER REFERRAL MTFS UNDER I 
7 1 INPATIENT I ---, ALL CARE <- - -  1 ---, ALL CARE <--- I OPEN? I ---, ALL CARE < - - -  

8 + - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
I 
4 - 

9 1 I ACTIVE DEP ACT OTHERS OVER ( ACTIVE OEP ACT OTHERS OVER 1 I ACTIVE OEP ACT OTHERS OVER I 
10 ( CLINICAL AREA . I OUTY c 65 65 64 1 DUIY c 65 c 65 64 I (Yes.1) I OUTY c 65 < 65 64 1 
11 I I I I I I 
I 2  1 INTERNAL MEDlClNE 1 5,660 1,966 8.743 6.097 1 579 280 1,010 666 1 1 I 0 0 0 0 I 
13 1 CAROlOLOGY 1 1.914 308 5.132 4.134 1 203 55 770 524 1 1 I 0 0 0 0 1 
14 1 NEUROLOGY I 883 311 852 62 1 59 24 52 1 3 1  1 I 0 0 0 0 I 
15 ( PEOlATRlCS I 0 3.830 534 0 I 0 995 138 0 I 1 I 0 0 0 0 1 
16 1 OTHER MEDICAL 1 2.143 774 3.794 2.707 1 323 132 908 664 ) 1 1 0 0 0 0 I 
171GENERALSURGERY 1 2.071 1.123 6.791 5,434 ( 181 151 542 355 1 1 1 0 0 0 0 1 
18 1 ORTHOPEOICS ) 11,709 1.873 4.699 3.316 1 758 285 509 299 1 1 1 0 0 0 0 I 
19 1 ORAL Suii6Eill 1 232 38 29 3 1 54 15 13 1 I I I 0 0 0 0 I 
20 / OPHTHALMOLOGY 1 565 268 914 1,028 1 71 83 i7i 22; 1 ! ! 0 0 0 0 1 
21 1 OTOLARYNGOLOGY 1 1.998 579 1,441 615 1 232 232 174 47 1 1 I 0 0 0 0 I 
22 ) UROLOGY ( 1.377 472 1,821 2.047 1 160 125 297 281 1 1 I 0 0 0 0 1 
23 1 GYNECOLOGY 1 769 2.098 1.726 759 1 159 502 268 64 1 1 I 0 0 0 0 1 
24)OTHERSURGERY 1 6.817 2.504 6.708 3,351 1 411 320 453 1 6 8 )  1 I 0 0 0 0 I 
25 1 OBSTEIRICS 1 1.808 5,346 862 19 ( 173 887 149 1 I 1 I 0 0 0 0 I 
26 ( PSYCHlAiRY 1 4.534 2.547 2.445 18 1 297 108 101 1 1  1 I 0 0 0 0 1 
27 1 I I I I I 
28 1TOTALlNPATlENT 1 42.480 24,037 46.491 29,590 1 3.660 4.194 5,555 3,306 ( f 0 0 0 O I 
29 + - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + -  

- -  Continued -- 
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EXHIBIT 6-9: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER ALL CARE 
(Concluded) 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

FAMC COSTS FOR COSTS FOR TOTAL ( CIVILIAN OIRECT ANNUAL I 
OPERATING NON-FAHC CIVILIAN SCENARIO I CARE COST CARE COST SAVINGS PV SAVINGS ( 

COSTS HTF CARE CARE COST 1 UlTH NO HTF UlTH NO HTF OVER NO MTF OVER 25 YRS 1 

I 
($000) ($000) ($000) ($000) I 

I 
$16.605 $0 $0 $16,605 1 
$12.286 $0 $0 $12,286 1 
$1.240 $0 $0 $1.240 1 
$3.788 $0 SO $3,788 1 
$5,718 so so $5.716 I 

$13,935 $0 $0 $13,935 1 
$11.597 $0 $0 $11,597 1 

$812 $0 $ 0 $812 1 
$2,603 $0 $0 $2.603 1 
$4.265 $0 $0 $4,265 1 
$6.276 $0 $0 $6.276 1 
$4.687 $0 $0 $4.687 I 

$15.090 $0 $0 $15.090 I 
$8.494 so $0 $8.494 I 
$2.789 $0 $0 $2.789 I 

I 
$110,186 $0 $0 $110.186 I 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  t- 

[ Input t o  [ Input t o  [ Input t o  

SUMMARY SUMMARY SUMMARY 

spreadsheet] spreadsheet] spreadsheett] 

set constant 

($000) ($000) 

3 1 INPUT AND CALCULATE COST ADJUSTMENTS 1 

5 1 INFtATlON RATES (Calculated by spreadsheet) I 
6 1 I 
7 1 DIRECT CARE INFLATION TO BOO 52.6% I 
8 I CIVILIAN INFLATION TO BOD 50.3% I 

10 1 INPUTS REQUIRED FOR CALCULATION OF TOTAL INFLATION I 
11 I I 
12 1 l n f l a t i o n  Rates: ANNL RATE BASE YR BOO YR YEARS 1 
13 1 OC MIL PERSONNEL 4.11% 1989 1998 9 1  2 
14 1 DC NON-PERSONNEL 7.14% 1989 1998 9 1 
15 I CIVILIAN INFL RATE 4.63% 1989 1998 9 1 
16 I I 
11 / %MIL PERSONNEL COSTS 79% I 

19 1 OTHER REQUIRED INPUTS: 

20 1 
21 1 DISCOUNT RATE (d ic ta ted)  

22 1 DISCOUNT FACTOR (Rdiscnt rt over 25 years! 4.08 ! 
23 1 ASSUMED REDUCTION IN CIVILIAN PRICES 0% I 
24 1 IRAOEOFF RETIREEIOTHER I .88 1 



EXHIBIT 6-10: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER ALL CARE 

A1 8 C 0 E F G H 1 J  K L  M N O P Q R  S T U V W 
2 

3 1 '"* ALLC-0 '*" I INPUTSCENARIOUORKLOAOS 1 I I I CALCULATE NOH-MTF SCENARIO WORKLOADS 
4 + - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - -  

5 1 FAMC I F AMC I CLINICAL 1 NON-FAMC MTF I CLINICAL I TOTAL RECAPTURABLE VISITS I 
6 1 I OIRECT CARE VlSlTS UNDER ) AREA I DIRECT CARE VISITS UNDER I AREA I FROM LOCAL FAMCICOL SPGS AREA ( 
7 1 OUTPATIENT I ---> ALL CARE < - -  I OPEN? I - - - >  ALL CARE < - - -  ( OPEN? I "(A1 t C ) "  1 
8 + - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . . . - - + - - -  

9 1 I ACTIVE OEP ACI OTHERS OVER 1 I ACTIVE OEP ACT OTHERS OVER I I ACTIVE OEP ACT OTHERS OVER I 
10 ( CLINICAL AREA I OUTY < 65 < 65 64 1 (Yes=]) I DUTY < 65 < 65 64 1 (Yes.1) I DUTY < 65 65 64 1 
11 I I I I I I - - -  - - - - - -  

I 
12 1 INTERNAL MEOlClNE ( 23.448 8.979 70,419 25.779 ( 1 I 0 0 0 0 1  0 I - - -  

- -  - - - -  - - -  
I 

13 1 FAM PRACIPRIM CARE 1 12.126 11.737 51,350 9.306 1 1 I 0 0 0 0 1  0 I - - -  
- - -  - - -  - - - 

I 
14 1 FLIGHT/UNDERSEAS ME0 I 0 0 0 0 I 1 I 0 0 0 0 1  0 1 - - -  

I 0 72.494 26.998 0 I 1 I 0 0 0 0 1  0 ( - - -  - - -  - - -  - -  - I rn 
15 1 PEOlATRlCS I I 

16 1 MEOIPC GROUP ( c a l c u l a t e d )  1 35,574 93.210 148.827 35.085 ( 1 I 0 0 0 0 1  0 1 18.297 78.609 126,399 35,085 ) W 
P 

17 1 ALLERGY ( 1.719 2. i19 5.220 1.675 1 1 I 0 0 0 0 1  0 1 1.089 1.951 4,368 1,675 I 
I 8  ( CAROlOLOGY I 1,810 1,430 16,102 5.130 ( 1 I 0 0 0 0 1  0 I 1.810 1.430 16.102 5.130 1 
19 1 DERMATOLOGY 1 4.514 3,379 11,890 3.727 1 1 I 0 0 0 0 1  0 ( 2.949 2.943 10.163 3.727 ( 
20 1 NEUROLOGY 1 1.469 894 2.622 886 ( 1 I 0 0 0 0 1  0 1 566 554 1,144 886 1 
?! ) EMERGFNCY MEOlClNE ( 6.936 23.93) 18.864 5.868 1 1 I 0 0 O O l  0 1 4.019 20,961 15.201 5.868 1 
22 1 GENERAL SURGERY 1 4.409 4,818 16.539 5,001 1 1 i o o o o o I :.E:: :.ce? !?,?69 ~ . o Q !  

23 1 ORTHOPEDICS ( 15.315 7.204 15.535 4.830 ( 1 I 0 0 0 0 1  0 1 7.825 5.776 12,593 4.830 ( 
24 1 OPHTHALMOLOGY I 2.986 3,186 18,617 6,167 ( 1 I 0 0 O 0 l  0 1 1.283 2.493 14.881 6,167 1 
25 1 OTOLARYNGOLOGY ( 1.167 2,748 2,582 860 1 1 I 0 0 , O  0 I 0 1 449 2.415 2.004 860 1 
26 ( UROLOGY 1 1.796 1,225 6,536 2,190 1 1 I 0 0 0  0 1  0 1 989 966 5.416 2190 1 
27 1 GYNECOLOGY 1 2.763 14.614 5.602 1,808 1 1 I 0 0 0 0 1  0 1 2.040 12.940 3.952 1.808 ( 
28 1 OBSTETRICS ( 2.125 10.8b8 2.054 20 ( 1 I 0 0 0 0 1  0 ( 1.890 9.123 1.810 20 I 
29 ) PSYCHlATRY ( 24.609 10.458 16.195 5.079 1 1 I 0 0 0 0 1  0 1 9,816 9.408 14.334 5.079 1 
30 ( OPTOMETRY 1 1,178 1,067 3,866 1,201 1 1 I 0 0 0 0 1  0 ( 849 971 3.215 1,201 1 
31 1 I I I I I I 
32 ) TOTAL OUTPATIENT ( 108.370 181,597 291.051 79.527 1 I 0 0 O 0 1  1 55.512 154.227 246.011 79,527 1 
33 + - - - - - - - - - - - - - - - - - - - - . - - - - - - t - - - - - - - - - - - - - - + . . . + . . .  . - - - - - - - - - - - - - - - - - - - - - - - + - - . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - . .  

-- Continued -- 



EXHIBIT B-10: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER ALL CARE 
(Continued) 

V X Y 2 M A8 AC A0 AE AF A6 AH A I AJ AK AL AM AN A0 AP AQ AK AS AT 
- + - - - - - - - - . - - - - - - - - - - - - - - - - - - - - - -  ?-+----------------------------------+------------------------------------------++----------------------+---------------------...A----------- 

I I RECEIVE OC COSTS ( RECElVf NOH-DIRECT CARE COSlS 
- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - + - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

I TOTAL VISITS THAT YOULO BE I CIVILIAN SECTOR VISITS UNDER I CIVILIAN SECTOR VISITS UNDER I I DIRECT CARE COST FCN .I NON-DIRECT COST/VISIT , 
I PROVIDE0 AT OTHER REF HTFS I ---> ALL CARE < - - -  I - - - B  NO MTF < - - -  1 1  PARAMETERS I (Base Year) 

I I F  NOT PROVlOED AT FAllC I (Calculated, i n  MTF uni ts)  I (Converted t o  CHAHPUS u n i t s )  I I " ( A l t  A)" I '* (Al t  0)'' 
- + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - + + - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

I ACTIVE OEP ACT OTHERS OVER 1 ACTIVE OEP ACT OTHERS OVER I A C T I V E  OEP ACT OTHERS OVER I I I ACTIVE DEP ACT OTHERS OVER 
( DUTY < 65 < 65 64 1 DUTY < 65 < 65 64 1 DUTY c 65 < 65 64 TOTAL 1 1  80 81 I DUTY < 65 < 65 64 

I I .  
--- - - -  - - -  

I 
1 12,394 1.570 8.472 0 I ---  I ---  - - -  --- - - -  --- 

I I I 
1 1  26.148 112.6 1 - - -  - - -  - - -  - - -  

1 4.884 1.071 6.172 0 I ---  - --  - - -  - - -  I ---  - - -  - - -  - - -  - - -  1 1  334.182 61.8 1 - - -  - - -  - - -  - - -  
I 0 0 0 0 I - - -  ---  - - -  - - -  I --- - - -  - - -  - -  - - - -  1 1  20.194 73.5 1 - - -  - - -  - - - - - -  
I ---  - - -  ---  - - -  - - -  0 1 1 , 9 6 1  7,184 0 )  --- 1 -..- - - -  - - -  1 1  43,186 57.6 ( - - -  - - -  - - -  - - -  
1 17,278 14,602 22.428 0 I 0 0 0 0 I 0 0 0 0 0 1 1  I ' $93 $76 $58 $54 7 
1 630 468 852 0 ( 0 0 0 0 I 0 0 0 0 0 1 1  1.438 2 9 . 4 1  $37 $33 $26 $22 W 

I 0 0 O O l  0 0 0 0 I 0 0 0 0 0 1 1  884 88.2 I $100 $81 $63 $59 
ul 

1 1.566 436 1.728 0 1 0 0 0 0 I 0 0 0 0 0 1 1  4.337 67.7 1 $70 $58 $45 $41 
1 903 339 878 0 ( 0 0 0 0 I 0 0 0 0 O 1 1  379 109.7 1 $113 $92 $71 $61 
1 2.917 2.976 3.664 0 I 0 0 0 0 I 0 0 0 0 0 1 1  676.992 77.1 I 
1 2,768 1.191 2.770 0 ( 0 0 0 0 I 0 0 0 0 0 ( 1  41.458 126.2 1 $172 $137 $104 $100 

1 7.490 1,428 2.942 0 1 0 0 0 0 I 0 0 0 0 0 I (  5.717 08.6 I $100 $81 $63 $59 
1 1.703 693 3,136 0 I 0 0 0 0 I 0 0 0 0 0 1 1  6.462 9 0 . 0 1  $145 $116 $89 $ 8 ~  

I 718 333 578 0 )  0 0 0 0 1 0 0 0 0 0 1 1  0 102.9 ! $69 $56 $45 $41 
1 807 259 1,120 o I o o o 0 I o o n o i' j j  0 133.3 1 $184 146 $113 109 
1 723 1,734 1.650 0 I 0 0 0 0 I 0 0 0 0 0 1 1  12.988 77.5 1 $141 $114 $85 $81 

1 236 i .  164 244 o 1 o o o 0 I o o o o 0 II 
1 14.793 1,050 1.861 0 I 0 0 0 0 1 0 0 0 0 

I 
0 1 1  62,699 96.8 1 $73 $60 $53 $49 

1 330 96 591 0 I 0 0 0 0 I 0 0 0 0 0 1 1  52.472 36.2 1 
I I I 
1 52.862 27.369 45.042 0 I 0 0 0 0 I 0 0 0 0 0 1 1  

I I I 
I 

-t------------------------------t---+----------------------------------+-----------.------------------------------+t+---------------------+-----------------------------------. 

-- Continued -- 



EXHIBIT 6-10: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER ALL CARE 
(Concluded) 

AU AV AV M AY AZ BA BB 8C BO BE 
- + + - . - - - - - - ' - - - - - - - - - - - - - ~ - - - - - - - - - - - - ~ - +  - - - - - - - - - - - - - - - - - - - - - - - +  

I I COMPUTE TOTAL OUTPATIENT COSTS I COMPUTE MEASURES OF COST SAVINGS I 
-++ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+  

I 1 FAMC OTHER MTF COSTS FOR TOTAL 1 CIVILIAN OTHER HTF ANNUAL I 
1 1  OPERATING OPERATING NON-MTF SCENARIO I COST UNDER COST UNDER SAVINGS PV SAVINGS I 
I I COSTS COSTS CARE COST 1 NO MTF NO MTF OVER NOMTF OVER 25 YRS I 

-+ , - - - - - - - - - - . - - - . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+  

I I I set constant  I 
I I ($000) ($000) ($000) ($000) I ($000) ($000) ($000) ($000) 1 
I I - - -  I --- I - - -  - - -  

I 
1 )  $24.234 $0 $3.895 

- - -  I 
1 )  $7.498 $0 ---  --- I ---  $1,711 - - -  - - -  I 
I I $234 $0 

- - -  ---  I - - -  so --- - - -  I 
II $9,211 $0 - - -  - - -  I - - -  $1.749 - - -  - - -  1 
1 1  $41.178 $0 $0 $41.178 1 $31.441 $1.355 ($2.382) ($21,627) 1 
I I $61 7 $0 $0 $617 1 $475 $90 ($53) ($483) 1 
1 )  $5.114 $0 $0 $ 5 . 1 1 4 1  $3.002 $0 ($2.112) ($19.179) 1 
1 1  $2.276 $0 $0 $2,276 ( $1.837 $392 ($47) ($431) 1 
I I $932 $0 $0 $932 1 $555 $355 ($22) ( $ 2 0 4 1 1  
!! $6,967 $0 $0 $6.967 1 $0 $2,157 ($4.811) ($43,680) 1 
1 1  $5.684 $0 $6 $ 5 . 6 ! 3 4 (  $5.059 $1,359 $734 $6.666 1 
1 1  $4.022 $0 $0 $4,022 ( $4,332 $1.612 $1.922 j i7 .450  
1 1  $7.229 $0 $0 $7.229 1 $4.323 $852 ($2,054) ($18.650) I 
1 1  $1.157 $0 $0 $1.157 I $552 $256 ($350) ($3.174) 1 
1 1  $2.023 $0 $0 $2.023 1 $2.183 $444 $605 $5.489 ) 
1 1  $15.436 $0 $0 $15.436 1 $4.111 $505 ($10,754) ($97.650) ( 
1 1  (obcostscomb~nedw/ inpat ient )  $0 I - -  - $0 - :  I 
1 )  $4,781 $0 $0 $4.781 1 $4.259 $2.710 $2.188 $19.864 ( 
I I $418 $ o so $418 I $0 $136 ($282) ($2,56411 

[ Input  t o  [ I npu t  t o  [ I npu t  t o  

SUMMARY SUMMARY SUMMARY 

spreadsheet]spreadsheet] spreadsheeet] 

B f  86 8H B 1 BJ 8K EL BN 
2 

3 1 INPUT AN0 CALCULATE COST ADJUSTMENTS I 
4 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - - - - - - - - - - - - - - - - *  

5 I COST ADJUSTMENTS CALCULATE0 BY SPREADSHEET 1 
6 1 I 
7 1 DlRECi CARE INFLATION 10 BOD 52.6% I 
8 1 ClViLlAN INFLATION 10 BOO 86.  OX 
g + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I 

10 1 INPUTS REQUIRED TO CALCULATE INFLATION I 
11 I I 
1 2 1 I n f l a t 1 o n R a t e s :  ANNLRATE BASEYR 800YR YEARS) 

13 1 DC MIL PERSONNEL 4.11% 1989 1998 9 1 
14 1 DC NON-PERSONNEL 7.14% 1989 1998 9 1 
15 I CIVILIAN INFL RATE 7.14% 1989 1998 9 1  , 
16 1 
17 1 %MIL PERSONNEL COSTS 79. OX 

1 L 
I 

18 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

19 1 OTHER REQUIRED INPUTS I 
20 1 I 
21 1 OISCOUNT RATE ( d i c t a t e d )  10.0% I 
22 ( DISCOUNT FACTOR (Bdiscnt  r a te  over 25 y r s )  9.08 I 
23 ) ASSINE0 RFWCTION IN  ClVlL lAN PRICES OX 
24 

I 

25 1 TRADEOFF FACTORS I 
26 1 DAD 1.80 I 
27 1 RETIREE/OTHER 2.24 1 
28 1 I 
29 1 
30 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - - - - - - - - - - - - - - - - - - - - - +  

I 



EXHIBIT B-11: SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER BES 

3 I **' BES-I "' I l N P U T  S C E N A R I O  U O R K L O A O S  I I 

5 I FAMC 

6 1 
7 1 INPATIENT 

F M  
DIRECT CARE BED DAYS 
---  > BE$ <---  

I F AMC I CLINICAL ( DIRECT CARE BED DAYS SEEN AT I 
I DIRECT CARE OISPOSITIONS UNOER ( AREA ( OTHER REFERRAL MTFS UNOER 1 
I - - ->  BES < - - -  I OPEN? I - - - >  BES < - - -  I 

9 1 I 
10 I CLINICAL AREA I 
11 I I 
12 1 INTERNAL MEDICINE I 
13 1 CARDIOLOGY I 
14 ( NEUROLOGY I 
15 1 PEOlATRlCS I 
16 I OTHER MEOlCAL ( 
17 1 GENERAL SURGERY ( 
18 1 ORTHOPEDICS I 
19 1 ORAL SURGERY I 
20 1 OPHTHALWLOGY I 
21 1 OTOLARYNGOLOGY I 
22 1 UROLOGY I 
23 ( GYNECOLOGY 
? A  t nrt.rn r o s n r r n u  

I 
r-n I uuncn J U ~ U L R I  i 
25 1 OBSTETRICS I 
26 / PSYCHIATRY I 
27 1 I 
28 ( TOTAL INPATIENT I 

ACTIVE OEP ACT OTHERS OVER ( ACTIVE OEP ACT OTHERS 
OUTY c 65 < 65 64 1 OUTY 65 65 

I 
5.660 1,966 3,734 6.097 1 519 280 419 
1,914 308 2,362 4.134 ( 203 55 220 

883 311 191. 62 1 59 24 11 
0 3.830 179 0 1 0 995 39 

2.143 774 1.519 2.707 1 323 132 343 
2.071 1.123 2.058 5,434 ( 181 151 116 

11.709 1,873 1,911 3 . 3 1 6 )  758 285 127 
232 38 1 3 1 54 15 2 
565 268 445 1,028 1 71 83 58 

1,998 579 521 6 1 5 1  232 232 2 7 
1,377 472 713 2,047 ( 160 125 7 7 

769 2.098 722 759 1 159 502 60 
6 . 6 i i  2.504 3.838 3,351 j 411 320 183 
1.808 5.346 110 19 1 173 887 4 
4.533 1.711 0 0 1  297 108 0 

I 
42,479 23.201 18,304 29.572 1 3.660 4.194 1.686 

OVER 1 I ACTIVE OEP ACT 
64 ( ( Y e s = l )  1 OUTY ( 6 5  

I I 
666 1 1 1 0 0 
524 1 1 I 0 0 

13 I 1 I 0 0 
0 I 1 I 0 0 

664 1 1 I 0 0 
355 1 1 I 0 0 
299 1 1 I 0 0 

1 I 1 I 0 0 
222 1 1 I 0 0 

47 1 1 I 0 0 
281 I 1 I 0 0 

64 1 1 I 0 0 
168 I 1 1 0 0 

1 I 1 I 0 0 

0 I 1 I 0 0 

I I 
3.305 1 I 0 0 

OTHERS 

< 65 

OVER I 
64 1 

I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 I 
0 ! 
0 I 
0 I 
0 I 

I 
0 I 

-- Continued -- 



EXHIBIT 6-1 1 : SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER BES 
(Continued) 

I I I I CALCULATE NON-HTF SCENARIO YORKLOAOS 

I DIRECT CARE DlSPOSlTlONS SEEN AT I CLINICAL 1 1  TOTAL RECAPTURABLE BE0 DAYS ( TOTAL BE0 DAYS THAT WOULD BE ( CIVILIAN SECTOR BED DAYS UNOLR I 
( OTHER REFERRAL MTFS UNDER I AREA 1 I FROM LOCAL FAWCICOL SPGS AREA 1 PERFORME0 AT ANOTHER REF MTF 1 - - - >  BES c - - -  

- - - >  
I 

I BES c - - -  I OPEN? 1) " ~ l t  C" I I F  NOT DONE AT FAMC I (Calcu la ted.  i n  NTF un i ts )  1 

ACTIVE OEP ACT OTHERS 

DUTY < 65 < 65 

OVER I 
64 1 (Yes.1) 

I 
0 I 0 
0 I 0 
0 I 0 
0 I 0 
0 I 0 .  
0 I 0 
0 I 0 
0 I 0 
0 I 0 
0 I 0 
0 I 0 
0 I 0 
0 I 0 
0 I 0 
0 I 0 

I 
0 I 

11  ACTlVE DEP ACT 
1) DUTY c 65 

I I 
11  1,239 1.005 
11 436 133 
1 1  320 47 
1 1  0 2,103 
1 1  542 445 
I I 908 669 
1 1  3.954 898 
11 127 33 
11 133 102 
11 532 413 
1 1  146 240 
11 418 1.307 
1 1  2.107 837 
1 1  998 3,523 
1 1  2.566 2,540 

I I 
1 1  14.426 14.295 

OTHERS OVER I 
< 65 64 1 

I 
5.009 4.336 1 
2.771 2,575 1 

661 31 1 
355 0 I 

2,275 1.749 1 
4.733 3.870 1 
2.788 2.424 1 

28 3 1 
469 711 1 
920 441 1 

I . l U 8  i . 2 3  
1.004 5 5 3 1  
2.870 1.754 1 

7 52 0 1 
2.442 1 8 1  

I 
28.185 19.694 1 

ACTIVE OEP ACT OTHERS 

DUTY < 65 c 65 

OVER 

64 
I ACTIVE OEP ACT OTHERS OVER 1 
( DUTY c 65 < 65 64 1 
I I 
I 0 0 5.009 0 I 
1 0 0 2.771 0 I 
I 0 0 661 0 I m 
I 

I 
0 0 355 0 I 0 

1 0 0 2.275 0 I a, 

I 0 0 4,733 0 I 
1 0 0 2.788 0 I 
I 0 0 28 0 1 
1 0 0 469 0 I 
I 0 0 920 0 I 
! 0 0 1.108 0 I 
1 0 0 1.004 0 1 
I 0 0 2.870 0 1 
I 0 0 752 0 I 
I 1 833 2.442 18 1 
I I 
1 1 833 28.185 18 ) 

-- Continued -- 



EXHIBIT 0-1 1 : SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER BES 
(Continued) 

AQ AR AS AT AU AV AU IU: AY A2 BA 88 8C 80 BE BF 
-+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -++- - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

tt- I I RECEIVE DIRECT CARE COSTS I RECEIVE NON-DIRECT CARE COSTS I I 
-+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -++ - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

++- I CIVILIAN SECTOR BED DAYS UNDER 1 1  DIRECT CARE COST FUNCTlON I GOVERNMENT COST PER BE0 DAY ) 1 
I ---, STATUS QUO s--- I I PARAHETERS ("A] t A" ) )  I FOR NON-HTF CARE (Base Year) I I 
I (Converted t o  CHAWPUS units) I I Constant Disp Bed Day I 

( " ~ l t  8") - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  I I 
++- I ACTIVE DEP ACT OTHERS OVER I I I ACTIVE DEP ACT OTHERS OVER I I 

I DUTY < 65 c 65 64 TOTAL I I 80 8 1 82 1 DUTY c 65 < 65 64 1 1  
I I 1 I w/ t radeof f 
I 0 0 2,664 I I 0 2,664 1 )  215.045 -88.5 484.8 1 $1,211 $1.176 $415 $781 1 1  I 0 0 1.474 0 1,474 1 1  15.724 248.7 666.0 1 $1.374 $1,334 $570 $1.072 1 1  I 0 0 352 0 352 1) 18.378 117.5 368.5 1 S 1 . 1 1 8  $1.085 $369 $694 1 1  I 0 0 189 0 189 1 1  5.663 -160.7 609.3 1 - --  $1.311 $462 --- 
I 0 0 1.210 0 1.210 1 1  I I 

0 177.6 346.9 1 $1,151 $1.117 $379 $712 1 1  
I 0 0 2.518 0 2.518 1 1  220.863 206.5 535.5 1 $1.590 $1.543 $377 $709 1 1  
1 0 0 1.483 0 1.483 1 1  5.148 1349.5 258.0 1 S 1 . 8 0 1  $1.749 $452 $850 1 1  
I 0 0 I 5  0 15 ( 1  10,766 -466.9 1053.2 1 $1.453 $1,411 $499 $938 1 1  I 0 0 249 0 249 1 1  5.565 1375.9 307.2 1 $2.561 $2.486 $854 $1.606 1 1  I 0 0 489 0 489 1 1  11,534 437.3 548.9 1 $2.279 $2.212 $936 $1.101 11  I 0 0 589 0 58s 1 1  6.061 523.7 491.8 1 $2.505 $2.432 $551 $1.035 1 1  
I 0 0 534 0 534 ( 1  72.919 1208.3 312.4 1 $1.922 $1.866 $456 $a57 1 1  
I o o 1,521 o 1.527 1 1  214 !?9s.3 j 6 t i . i  ) $2.959 $2,873 $669 $1.257 11  I 0 0 4 ~ 6  0 400 1 1  101.413 1266.1 751.2 1 $1,076 $1.044 $642 $1.207 1 )  

-- Continued -- 



EXHIBIT 8-1 1 : SPREADSHEET TO CALCULATE TOTAL INPATIENT COSTS UNDER BES 
(Concluded) 

8G 8H 81 8J  8K 8L BH EN 80 8P 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

COHPUTE TOTAL INPATIENT COSTS I COnPUTE MEASURES OF COST SAVINGS 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - . - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

1 
-+ 

FAHC COSTS FOR COSTS FOR TOTAL I CIVILIAN DIRECT ANNUAL I 
OPERATING NON-FAK ClVlLlAN SCENARIO ( CARE COST CARE COST SAVlNGS PV SAVINGS I 

COSlS MTF CARE CARE COST ( YITH NO HTF WITH NO HTF OVER NO HTF OVER 25 YRS 1 
- . - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I se t  constant  I 
($000) ($000) ($000) ($000) I ($000) ($000) ($000) ($000) I 

I I 
$12.980 $0 $3,127 $16,106 1 $12,245 $8,219 $4.358 $39,570 1 

$9,263 $0 $2.374 $11.637 1 $7,689 $5.877 $1.929 $17.514 1 
$861 $0 $367 $ 1 . 2 2 7 1  $1.013 $630 $415 $3,772 1 

$3.482 $0 $247 $3.729 1 $4.389 $1.667 $2.327 $21.132 1 
$4,177 $0 $1.295 $5.471 1 $4.850 $2,564 $1,943 $17.641 ( 
$9.321 $0 $2,682 $12,003 ( $10.525 $4,714 $3.237 $29,390 1 

$10.436 $0 $1.894 $12.330 1 $18,050 $6.137 $11.857 $107.659 1 
$405 $0 $2 1 $426 1 $372 $189 $135 $1.221 ( 

$2.000 $0 $602 $2.602 / :3.2!! $!.026 $1.634 $14,837 1 
$3,486 $0 $810 $4.296 1 $4,734 $2.105 $2.542 $23.084 1 
$4.024 $0 $917 $4.940 ( $4,254 $2,545 $1,859 $16,877 1 
$3.631 $0 $688 $ 4 , 3 1 9 )  $6.271 $1.557 $3.510 $31.868 1 

$11,365 $0 $2.883 $14.248 ( $19.177 $7.877 $12.806 $116.281 I 
$10.560 $0 $725 $11.285 1 $7.865 $3.757 $337 $3.061 1 

$2.447 $0 $1,487 $ 3 , 9 3 5 1  $5.147 $733 $1.946 $17,610 1 
I I 

$88.437 $0 $20.117 $108.555 1 $109.793 $49.597 $50.835 $461.582 1 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

[ I npu t  t o  [ Input  t o  [ Input  t o  

SWWARY S W R Y  SUWARY 

spreadsheet] spreadsheet] spreadsheet t ]  

BQBR 8s t l T  BU BV 8 U 
2 

3 ) INPUT AND CALCULATE COST AOJUSTHENTS 
4 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

5 I INFLATION RATES (Calcu la ted by spreadsheet) 

6 I 
1 ( DIRECT CARE INFLATlON TO 800 52.6% \ 
8 1 CIVILIAN 1NFLATlON TO 800 SO. 3% I 
9 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

10 1 INPUTS REQUIRED FOR CALCULATION OF TOlAL INFLATION I 
11 I I 
12 1 I n f l a t i o n  Rates: ANNL RATE BASE YR BOO YR YEARS 1 
13 1 DC MIL PERSONNEL 4.11% 1989 1998 

7.14% 1989 1998 
9 1  m3 

14 1 DC NON-PERSONNEL 9 1  
15 1 ClVILlAN INFL RATE 4.63% 1989 1998 9 1  0 

16 1 I 
17 ( XnlL PERSONNEL COSTS 79% I 
18 + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

19 1 OTHER REQUIRE0 INPUTS: I 
20 1 I 
21 1 DISCOUNT RATE j d i c t a r e d i  !O OX I 
22 ( DISCOUNT FACTOR (Bdiscnt  rt over  25 years)  9.08 I 
23 1 ASSUMED REDUCTION IN  CIVILIAN PRICES OX I 
24 1 TRAOEOFF RETIREE/OTH 1 .88  I 



EXHIBIT 8-1 2: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER BES 

3 I *** EES-0 *** I INPUT SCENARIO WORKLOADS I I I I CALCULATE NON-HIF 5CENARIO WORKLOAD 

5 ( FAMC 

6 1 
7 1 OUTPATIENT 

I f AMC I CLINICAL I NON-FAHC HTF I CLINICAL TOTAL RECAPTURABLE V lS l  T S  I 
I OlRECI CARE VISITS UNDER ( AREA 1 DIRECT CARE VISITS UNDER I AREA I FROM LOCAL FAHCJCOL SPGS AREA I 
I - - ->  BES < - - -  I OPEN? I - - - >  BES < - - -  I OPEN? I " ( A l t  C)" I 

9 1 I ACTIVE OEP ACT 

10 ( CLINICAL AREA I DUTY < 65 

11 I I 
12 ( INTERNAL MEDICINE 1 23.448 '8.979 

13 1 FAN PRAC/PRlM CARE 1 12,126 11,737 
14 1 FLIGHT/UNOERSEAS HED I 0 0 

15 1 PEDIATRICS I 0 72.494 

16 1 MEO/PC GROUP ( c a l c u l a t e d )  ( 35.574 93.210 
17 1 ALLERGY 1 1.719 2,419 

I 8  I CARDIOLOGY I 1.810 1.430 

19 1 DERMATOLOGY ( 4.514 3.379 
20 1 NEUROLOGY 1 1,469 894 
21 ( EMERGENCY MEDICINE 1 6,936 23.937 
22 1 GENERAL SURGERY 1 4.409 4.878 
23 ( ORTHOPEOICS 1 15.315 7,204 

24 ( OPHTHALI4OLffiY 1 2.986 3.186 

25 1 OTOLARYNGOLOGY 1 1.167 2.748 
26 I UROLOGY I 1.796 1.225 
27 1 GYNECOLOGY 1 2,763 14.674 

28 1 OBSTETRICS 1 i.ii5 10,888 

29 1 PSYCHIATRY 1 24.609 10.458 
30 1 OPTOMETRY 1 1.178 1,067 

31 1 I 
32  1 TOTAL OUTPATIENT 1 108,370 181,597 
33 + - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - .  

OTHERS 

< 65  

OVER 

64 
ACTIVE DEP ACT 

DUTY < 65 
OTHERS OVER I 

< 65 64 1 (Yes=]) 

I 
0 0 1  0 

0 0 1  0 

0 0 1  0 
0 0 1  0 

0 0 1  0 

0 O l  0 

0 0 1  0 
0 0 1  0 
0 0 1  0 
0 0 1  0 

0 0 1  0 
0 0 1  0 
0 0 1  0 
0 0 1  0 
0 0, 1. 0 

s 0 1  0 

0 0 1  0 
0 0 1  0 

0 0 1  0 

I 
0 0 1  

I ACTIVE OEP ACT OTHERS 

) DUTY < 65 < 65 

I 
I - - -  - - - - -  - 
I - - -  - - - - - -  

OVER I 
64 I 

- - -  
I 

- - -  
I 

- - -  
I 

- -  - 
I 
I 

35,085 1 
1.675 1 
5.130 1 
3.727 1 

886 1 
5,868 1 
5.001 1 
4.830 1 
6.167 1 

aso I 
2190 

1.808 I 
20 1 

5,079 1 
1.201 1 

I 
79.527 1 
. . - - - . - - t -  - 

-- Continued --  



EXHIBIT 8-1 2: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER BE S 
(Continued) 

( 1  RECEIVE OC COSTS ( RECEIVE NON-DIRECT CARE COSIS 

( TOTAL VISITS THAT MOULD BE I CIVILIAN SECTOR VISITS UNDER I CIVILIAN SECTOR VISITS UNDER ( I OlRfCT CARE COST FCN I NON-DIRECT COSTIYISI T ' 

I PROVIDE0 AT OTHER REF MTFS I - - -  > BE$ < - - -  I - - - D  I  I PARAMEIERS ( (Base Year) NO MTF < - - -  

I I F  NOT PROVIDED AT F M  I (Calcu la ted,  i n  MTF u n i t s )  1 (Converted t o  CHAMPUS u n i t s )  1 1  " ( A l t  A)" I " ( A l t  8 ) "  

I ACTIVE DEP ACT OTHERS OVER ( ACTIVE OEP ACT OTHERS OVER I ACTlVE DEP ACT OTHERS OVER I I ( ACTIVE DfP ACT OTHERS OVER 
64 1 DUTY c 65 < 65 

I 
0 ( --- ---  --- 
0 I ---  ---  --- 
0 I --- ---  - - -  
0 ( - --  ---  --- 
0 I 0 .  0126.399 
0 I 0 0 4.368 
0 1 0 0 16,102 
0 I 0 0 10.163 

0 I 0 0 1,744 
0 I 0 0 15,201 

0 I 0 0 13,769 

0 I 0 0 12,593 
0 I  0 0 14,881 
0 I 0 0 2.004 

0 I 0 0 5,416 
0 I  0 0 3.952 
0 I 0 0 1,810 
0 I 0 0 14.334 

0 1 0 0 3,275 

I 
0 I 0 0 246,011 

64 TOTAL 

---  - - -  
- - -  - - -  
- - -  - - -  
- - -  - - -  

0 56.428 
0 1.950 
0 7.188 
0 4.537 
0 779 
0 6.786 
0 6 , i 4 ?  
0 5.622 
0 6.643 
0 895 
0 2,418 

0 1.764 
0 808 

5.079 11.478 
0 1.462 

5,079 114.905 

- -  Continued -- 



EXHIBIT B-12: SPREADSHEET TO CALCULATE TOTAL OUTPATIENT COSTS UNDER BES 
(Concluded) 

AU AV AU AX AY A2 8A 88 BC 80 BE 
- + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - * - - - - - + - - - - -  - - . - - - - - - . . - - - - - - - - - - - - +  

( I COMPUTE TOTAL OUTPATIENT COSTS ( WHPUTE MEASURES OF COST SAVINGS 
- + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I 

I I FAMC OTHER MTF COSTS FOR TOTAL ( CIVILIAN OTHER HTF ANNUAL I 
I ( OPERATING OPERATING NON-MTF SCENARIO 1 COST UNDER COST UNDER SAVINGS PV SAVINGS I 
I I COSTS COSTS CARE COST 1 NO UTF NO n t F  OVER NOMTF OVER 25 YRS 1 

- + + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - +  

I I 1 s e t  constant  I 
I I ($000) ($000) ($000) ($000) I ($000) 

I I 
- - -  

I 
( 1  $13,580 0 - --  I - - -  
1 1  $3,295 SO - - -  --- I --- 

I I $234 $0 ---  --a I -- -  
II $7.469 t o  ---  - - -  I ---  
I I $24.578 $0 $13.638 $38,216 1 $31.441 
I I $422 $0 $21 1 $633 1 $475 

1 1  $2,947 so $1,887 $4,834 1 $3.002 

1 1  $1.227 $0 $851 $2,077 1 $1.837 

I I $641 $0 $230 $871 I $555 
1 1  $5.180 $0 SO $5.180 I SO 

1 1  $3.032 $0 $2.664 $5.696 1 $5,059 
1 1  $2.320 $0 $1.476 $ 3 . 7 9 6 1  $4.332 
I( $5.186 $0 $2,464 $7.649 1 54.323 

I I $842 $0 $168 $1.010 ( $552 
I I $922 $0 $1.138 $2,061 1 $2.183 
1 1  $14,969 $9 $625 $15,594 1 $4.177 
1 1  (0b Costs canb~ned  w / ~ n p a t i e n t )  $0 I - - -  
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6.0 SATISFACTION WITH OUTPATIENT CARE 

6.1 INTRODUCTION 

Ultimately, if the DoD is to find alternative ways of delivering health care at 

lower cost, it will have to assess the impact of any changes to the current system on the 

beneficiary population it serves. Ideally, a potential alternative should be designed to 

ensure that the level of beneficiary satisfaction relative to the current system is not 

diminished. This chapter addresses one of the baselines from which any alternatives will 

have to be measured-namely, current beneficiary satisfaction with outpatient care. 

Satisfaction with inpatient care is addressed in the next chapter. 

Attitudes regarding outpatient care are measured in terms of satisfaction with the 

facility and staff, as well as with the overall quality of care received. The facility is rated 

primarily on measures of access and cost. The staff is rated on the perceived competence 
. - and conduct of the doctors and staff. Overall satisfaction encompasses the total health 

care experience. 

Satisfaction with outpatient care is determined from beneficiaries' responses to 

survey questions 68 (facility), 69 (staff), and 70 (overall). These questions are worded as 

follows: 

Question 68: 'Thinking of this family member's most recent visit for 
outpatient care, please rate the satisfaction with the facility used on each 
of the following factors." (Factors are shown in Appendix A .and in 
subsequent tables.) 

Question 69: "Thinking of this family member's most recent visit for 
outpatient care, please rate the satisfaction with the staff at the facility 
used on each of the following factors." (Factors are shown in Appendix 
A and in subsequent tables.) 

Question 70: "Please rate the overall satisfaction with the quality of 
care this family member received during the most recent visit for 
outpatient care." 

In each question above, "this family member" refers to the person with the most Iecent 

visit for outpatient care, provided it took place within the last six months. Visits to only 

military or civilian facilities are considered in this analysis (i.e., visits to Department of 



Veterans Affairs and other facilities are omitted). Each question offers a choice of six 

responses: very satisfied, satisfied, mixedheither, dissatisfied, very dissatisfied, and dLoes 

not applyldon't know. ("Does not apply" is not an option for question 70 (ove:rall 

satisfaction).) 

Because respondents are asked for their feelings concerning the most recent visit 

only, their obinions pertain to either military or civilian facilities, but not both. 'This 

means that different populations of respondents are evaluating military and civilian 

facilities. If beneficiaries gravitate to the facility they like best, there is a potential bias 

when comparing military with civilian facilities (because respondents who like military 

facilities are evaluating military facilities and respondents who like civilian facilities are 

evaluating civilian facilities). However, beneficiaries do not necessarily prefer the facility 

they use. For example, some beneficiaries (particularly retirees) may prefer to u.se a 
military facility but do not live close to one; or some may use a military facility because 

the civilian provider they prefer does not accept CHAMPUS. Therefore, the exact nature 
and magnitude of the bias are not clear-cut, but there is no indication that it is substantial. 

For the purpose of this analysis, it was decided to treat satisfaction as a family 

attribute. This was done for two reasons. First, the person with the most recent 

- . - outpatient visit was frequently a child, for whom satisfaction was rated by a parent or 

guardian. Second, there is likely to be a high correlation among the responses of 

individual family members. Family members usually share their feelings and experiences 

with other family members, and this tends to produce a common family perception about 

the care received. Because satisfaction is thought to vary by beneficiary type, the 

following groups of beneficiary families are considered in this analysis: 

junior enlisted (E-1 to E-4), 
senior enlisted (E-5 to E-9), 

.. officers (W-1 to 0-lo), 
retirees and survivors under 65, and 
retirees and survivors age 65 and over. 

Each beneficiary group is determined by the status of the sponsor. The retiree groups 

include retirees from both active service and the Reserves. 

The overall level of satisfaction with outpatient care is discussed first in this 

chapter. Variations in satisfaction by facility type used, service, and demographic 

variables are then discussed. Next is a look at the satisfaction with the components of 

outpatient care. Finally, there is an analysis of levels of dissatisfaction with outpatient 

care. "Does not applyldon't know" responses are not included in the percentages reported 

in the analyses. Percentages based on fewer than 100 responses are also not reported. 



6.2 OVERALL SATISFACTION WITH OUTPATIENT CARE BY FACILITY 
TYPE AND BENEFICIARY 'GROUP 

Overall satisfaction with outpatient care is displayed here in six figures (Figures 

6.1 to 6.6), one for all beneficiaries combined and one for each beneficiary group. The 
figures display all five response options for the question on overall satisfaction, excluding 

"don't know," for users of military and users of civilian facilities. 

Figure 6.1 shows responses'to the question of overall satisfaction with outpatient 

care for all beneficiaries, based on the most recent visit. Users of military facilities were 

clearly less satisfied with their care than users of civilian facilities. The percentage of 

civilian facility users who responded that they were very satisfied with their care (44 

percent) was considerably higher than the corresponding percentage of military facility 

users (29 percent). Combining responses of "satisfied" and "very satisfied," 80 percent of 

military facility users were generally satisfied, compared with 92 percent of civilian 

facility users. About 11 percent of military facility users and 5 percent of civilian facility 

users had mixed feelings about their care, but only 2 percent of MTFi users and 1 percent 

of civilian facility users considered themselves very dissatisfied. 

Users of Military Users ot Civilian 
Facilities Facilities 

Very Satisfied Satisfied Mixedrmeither Dissatisfied Very Dissatisfied I 
Source: 1992 DoD Health Care Survey 

Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 

Figure 6.1 Overall Satisfaction With Outpatient Care 



Users of Military Users of Civilian 
Facilities Facilities 

Very Satisfied D Satisfied MiiedMeither @ Dissatisfied Very Dissatisfied 

Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 

Figure 6.2 Overall Satisfaction With Outpatient Care for Junior-Enlisted Families 

Patterns of response among junior-enlisted families (Figure 6.2) and senior- - . - enlisted families (Figure 6.3) were very similar, with the senior-enlisted families 

exhibiting somewhat higher satisfaction levels. For both beneficiary groups, the 

percentage who were very satisfied with civilian facilities was about twice as high as the 

corresponding percentage for military facilities. The majority of enlisted families who 

used military facilities (54 percent for junior-enlisted families, 55 percent for senior- 

enlisted families) said that they were satisfied with outpatient care overall. The 

percentage who reported a "mixed/neither" level of satisfaction was more than twice as 

large for military facilities as for civilian facilities. The percentage who said that they 

were very dissatisfied was less than 3 percent for junior- and senior-enlisted families in 

both military and civilian facilities. 



Users of Military Users of Civilian 
Facilities Facilities 

Very Satisfied Satisfied MuedMeither Dissatisfied Very Dissatisfied 

Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 

Figure 6.3 Overall Satisfaction With Outpatient Care for Senior-Enlisted Families 

60 

51 
50 

40 

L 

5 
2 30 
m & 

20 

10 

0 
Users of Military Users of Civilian 

Facilitles Facilities 

Very Satisfied 0 Satisfied 6 MiedMeither Dissatisfied Very Dissatisfied 

Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 

Figure 6.4 Overall Satisfaction With Outpatient Care for Officer Families 
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Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 

Figure 6.5 Overall Satisfaction With Outpatient Care for Under-65 RetireelSurvivor Families 
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Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 

Figure 6.6 Overall Satisfaction With Outpatient Care for Over-65 Retiree/Survivor Families 



Officer families had a higher proportion who were very satisfied (Figure 6.4) than 

did enlisted families. The majority of those who used civilian facilities (51 percent) said 

that they were very satisfied, while 32 percent of those who used military facilities were 

very satisfied. The majority of officers who used military facilities (51 percent) said that 

they were satisfied with outpatient care overall. Less than 10 percent of those who used 

military facilities characterized their satisfaction level as mixedheither, and percentages 

who were very dissatisfied were again under 3 percent. 

About half of the under-65 retireelsurvivor families (Figure 6.5) said they were 

satisfied, both for users of military facilities and users of civilian facilities. A slightly 

higher proportion of those who used civilian facilities (42 percent) said they were very 

satisfied, as compared with those who used military facilities (38 percent). Less than 7 

percent had a mixedheither satisfaction level, and the very dissatisfied were only 1 

percent for military facilities and 1 percent for civilian facilities. 

More over-65 retireelsurvivor families (Figure 6.6) were very satisfied with 

outpatient care than any beneficiary group, and relatively more military facility users (58 

percent) than civilian facility users (49 percent) were very satisfied. Most of the 

remainder of this group were simply satisfied with the care they received. The 

"mixedheither," "dissatisfied," and "very dissatisfied" responses taken together represent 

only about 6 percent of the total for users of military facilities and about 5 percent of the 

total for users of civilian facilities. 

6 3  SATISFACTION WITH OUTPATIENT CARE BY BENEFICIARY 
DEMOGRAPHICS - 

In this section, differences in satisfaction by region, military service, sex, ethnic 

group, race, education, marital status, and family income are addressed. 

63.1 Sponsor's Region 

Table 6.1 contains the percentages satisfied or very satisfied displayed by region. 

Region is an important variable, because DoD is working to improve care through several 

regional health care demonstration projects. It is therefore useful to know how 

satisfaction varies among the regions. Although they are called "regions," they encompass 

different methods of delivering care and different options for beneficiaries. The region 

used here is the one in which the sponsor lives. Because sponsors and family members in 

these regions are not necessarily enrolled in any particular experimental program, it is not 

possible to sort out the effects of these programs on regional satisfaction. 



Table 6.1 Overall Satisfaction With Outpatient Care by Region and  Beneficiary Group  

Retirees and Retirees and 
Junior Senior Survivors Survivors 

Sponsor's Region Enlisted Enlisted Officers Under 65 65 and Over 
No Initiatives 78% 72% 75 % 86% 95 % 
Army CAM 8 1 83 85 89 93 
CRI 64 74 7 8 86 94 
Army Gatewayqo 

Care 72 77 8 1 87 96 
Tidewater Region 79 75 88 93 95 
Overlapping 

Catchment Areas 85 75 83 93 94 
SE Region FIPPO 91 88 86 93 96 
New Orleans CRI- 

Like - 74 79 93 94 
PRIMUS1 

NAVCARE 84 82 89 92 95 
Noncatchment 

Areas 78 83 82 89 95 
Outside U.S. 84 84 85 84 96 
Navy CAM 88 85 93 89 93 
Air Force CAM 77 77 87 90 98 
Shipboard 60 82 81 - - 

Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 

There are substantial differences among the regions. It is still important to note 

that the percentage of respondents satisfied or very satisfied was quite high for most of 

the regions and beneficiary groups. The lowest observed percentage was for junior- 

enlisted families with the sponsor on board ship, and that was 60 percent. Junior-enlisted 

families had the largest variation in percentage satisfied, from 60 percent for those where 

the sponsor was on board ship, to 91 percent for those in the Southeast Region FILPPO. 

Over-65 retirees and survivors had the least amount of variation, ranging from 93 percent 

for"Anny CAM to 98 percent for Air Force CAM. 

Among active-duty families, the service CAM regions did .quite well, except for 
Air Force CAM among the enlisted, which exhibited relatively low percentages. The 

CAM regions were roughly in the middle of the rankings for the under-65 retirees and 

survivors, and rankings varied depending on service for the over-65 retirees. 

The CIU region had relatively low percentages satisfied in four of the five 

beneficiary groups. Among under-65 retirees and survivors, it ranked roughly in the 

middle. 



6.3.2 Sponsor's Military Service 

In Table 6.2, the percentages of families who said that they were satisfied or very 

satisfied with outpatient care 'overall are given by service and facility type for each 

beneficiary group. The lowest percentage was 59 percent of Marine Corps junior-enlisted 

families who used military facilities. Table 6.2 shows that, in general, retiree families 

with a sponSor over 65 have the highest percentage who are satisfied or very satisfied, 

while junior- and senior-enlisted families have the lowest. 

In the active-duty population, a greater proportion of families who used civilian 

facilities were satisfied than those who used military facilities. In the case of retirees and 

survivors 65 and over, the proportion of military facility users who were satisfied was 
almost the same as for civilian facility users. Comparing the service responses, the Air 

Force had the highest proportion satisfied with military facilities, and the Marine Corps 

had the highest proportion satisfied with civilian facilities. 

Table 6.2 Overall Satisfaction With Outpatient Care by Sewice and Source of Care 

Retirees and Retirees and 
Service/ Junior Senior Survivors Survivors 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over 

Military Facility 67 % 77% 79% 86% 95% 
Civilian Facility - 89 82 92 95 

Navy 
Military Facility 75 76 84 85 94 
Civilian Facility 75 91 92 92 95 

Marine Corps 
Military Facility 59 7 1 8 1 - - 
Civilian Facility - 95 95 91 - 

Air Force 
Military Facility 84 78 85 93 95 
Civilian Facility 88 86 90 93 95 

Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member - 
received during the most recent visit for outpatient care. 
Question 58 - What type of medical facility did this family member use for the most recent 
outpatient visit? 

6.3.3 Sponsor's Sex 

Table 6.3 displays the percentage satisfied or very satisfied with outpatient care by 

demographic group. Among junior-enlisted families, the percentage satisfied or very 

satisfied was higher for female sponsors than for males, 80 percent vs. 73 percent. 

Among senior-enlisted and officer families, there were no large gender differences. 

There were not enough female sponsors in the retiree group to make a comparison. 



Table 6.3 Overall Satisfaction With Outpatient Care by Sponsor Demographics 

Retirees and Retirees and 
Sponsor Junior . Senior Survivors Survivors 
Demographics Enlisted Enlisted Officers Under 65 65 and Over 
Sex 

Male 73% 79% 84% 91% 95 % 
Female 80 77 85 - - 

, 
Ethnic Group 

Hispanic 8 1 7 8 82 90 94 
Non-Hispanic 74 79 84 91 95 

Race 
White 74 78 84 91 95 
Black 8 1 86 83 92 95 
Other 77 79 8 1 8 1 - 

Education 
Less Than 12 

Years - - - - 90 

GED - 82 - 88 94 

High School 
Diploma 77 8 1 - 91 95 

Some College 74 78 77 90 96 
2-Year College 

Degree 66 79 76 89 94 
4-Year College 

Degree - 80 83 96 95 
Some Graduate 

* . - School - - 82 89 99 
Post-Graduate 

Degree - - 86 93 94 
Marital Status 

Unmanied 69 81 84 93 95 
Married, Living 

With Spouse 79 79 84 91 95 
Married, Not 

Living With ' 
Spouse 7 8 78 80 - - 

Family Income 
< $15,000 72 - - 83 92 
$l5;000 - $24,999 77 7 8 87 87 93 
$25,000 - $34,999 77 8 1 8 1 90 96 - 
$35,000 - $49,999 73 81 82 92 96 
$50,000 - $74,999 - 77 85 93 96 
$75,000 - $99,999 - - 90 92 99 

2 $loo,ooo - - 86 95 97 

Source: 1992 DoD Health Care Survey 
Question 70 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent visit for outpatient care. 



6.3.4 Sponsor's Ethnic Group 

Among junior-enlisted families, those with a Hispanic sponsor had a higher 

percentage satisfied or very satisfied than those with a non-Hispanic sponsor. Among 

senior-enlisted sponsors, Hispanic descent made no real difference in the percentage 

satisfied or very satisfied. Among officers, a slightly smaller proportion of Hispanic 

families weie satisfied than of non-Hispanic respondents. Among retirees, Hispanic 

descent did not make much difference in the percentage satisfied or very satisfied. 

6.3.5 Sponsor's Race 

Among the enlisted population, a smaller proportion of whites were satisfied than 

blacks, while members of other races were in between whites and blacks in proportion 

satisfied. For officers, differences in satisfaction by race were small. Among the retirees, 

the differences between whites and blacks were not pronounced. Members of other races 

in the under-65 retiree group were less satisfied than either blacks or whites. 

6.3.6 Sponsor's Education 

Patterns of satisfaction by education level varied depending on beneficiary status. 

Among junior-enlisted families, there appeared to be an inverse relationship between 

satisfaction and education level, while for officers, satisfaction and education were 

positively related. The highest proportion of junior-enlisted families satisfied (77 

percent) were those where the sponsor had only a high school diploma, while the lowest 

(66 percent) were those where the sponsor had a two-year college degree. Among 

officers, the lowest proportion (76 percent) was among those with a two-year college 
degree, and the highest (86 percent) was for those with a post-graduate degree. Among 

the senior-enlisted, the patterns were less clear, but the highest proportion satisfied (82 

percent) was among those with the least education. 

Among retirees, the differences in satisfaction by education level were smaller 

(about 8 percentage points from low to high), and there were no clear linear relationships. 

Among the under-65 retirees, the highest proportion satisfied were those with a 4-year 

college degree (96 percent), and the lowest proportion satisfied were those with a GED 

(88 percent). Among retirees and survivors over 65, the highest proportion satisfied were 

those with some graduate school (99 percent), while the lowest proportion satisfied was 

among those with less than 12 years of education (a still-high 90 percent). 



6.3.7 Sponsor's Marital Status 

Differences in satisfaction by marital status were generally very small within 

beneficiary groups. The few exceptions are noted here. Unmarried junior-enlisted 

sponsors had a lower proportion satisfied (69 percent) than those who were married (78 

percent). Among officers, those who were married and living with their spouses had the 

highest proportion satisfied (84 percent), while those who were married but not living 

with the spouse had a slightly lower satisfaction rate (80 percent). 

6.3.8 Family's Annual Income 

Among junior- and senior-enlisted families, there were no discernible patterns in 

the proportion satisfied by income levels. Low-income junior-enlisted families 

(< $15,000) had almost as high a proportion satisfied as those in the income class from 

$35,000-$49,999. There was also no linear pattern among officer families. Among the 

retirees, satisfaction was roughly positively correlated with income-wealthier retirees 
had a higher proportion satisfied. 

6.4 SATISFACTION WITH THE FACILITY AND STAFF 

Table 6.4 contains the percentage satisfied or very satisfied for each component of 

satisfaction, for military and civilian facilities, across the five beneficiary groups. 

6.4.1 Satisfaction With the Facility Used for Outpatient Care 

Question 68 addresses satisfaction with the outpatient facility in terms of such 

indicators as convenience, availability, comfort, cleanliness, confidentiality, quality, and cost. 

Some patterns can be observed in these responses. In every case, the over-65 

retirees had the highest percentage satisfied of all the beneficiary groups. In 18 of the 32 

cases, including overall satisfaction with the facility, senior-enlisted families had the 

lowest percentage satisfied of all the beneficiary groups. 

More active-duty families who used civilian facilities were satisfied than those 

who used military facilities, both overall and in terms of their components, often by a 

substantial margin. There were a few exceptions: 1) the cost of a visit to a military 

facility (such visits are free) was rated more satisfying than the cost of a visit ;o a civilian 

facility; 2) with respect to convenience of location and access to medical records, military 

and civilian facility users in the two enlisted groups were equally satisfied; and 3) a 

higher percentage of officer families were satisfied with the locations of military facilities 

than with the locations of civilian facilities. 



Table 6.4 Satisfaction With Components  of Outpatient Facility by Source of Care 

Retirees and 
Survivors 
Under 65 

Retirees and 
Survivors 

65 and Over 
Components of Facility/ 
Source of Care 
Convenience of location 

Military Facility 
Civilian Facility 

Availability of parking 
Military Facility 
Civilian Facility 

Hours when facility is open 
Military Facility 
Civilian Facility 

Cleanliness of facility 
Military Facility 
Civilian Facility . 

Ability to see specialists when needed 
Military Facility 
Civilian Facility 

Ability to use emergency room/services 
Military Facility 
Civilian Facility 

Ability to make appointments by phone 
Military Facility 
Civilian Facility 

Time waiting between appointment and visit 
Military Facility 
Civilian Facility 

Time waiting for treatment 
Military Facility 
Civilian Facility 

Ability to get medical advice over the phone 
Military Facility 
Civilian Facility 

Junior 
Enlisted 

Senior 
Enlisted Officers 

Continued on next page 



Table 6.AContinued 

Retirees and Retirees and 
Components of Facility/ Junior Senior Survivors Survivors 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over 
Ability to see doctor of choice 

Military Facility 44% 40% 47% 57% 78% 
Civilian Facility 74 75 79 85 9 1 

Confidentiality of care 
Military Facility 70 74 8 1 8 8 96 
Civilian Facility 90 9 1 92 94 9 8 

Access to medical records 
Military Facility 8 1 79 82 89 95 

Civilian Facility 8 1 7 8 84 84 89 . 
Quality of medical records 

Military Facility 73 74 76 84 94 
Civilian Facility 85 79 85 85 9 1 

Cost of visit 
Military Facility 9 1 85 90 9 1 93 
Civilian Facility 67 60 62 67 76 

Overall satisfaction with facility 
Military Facility 7 1 72 76 85 92 
Civilian Facility 86 87 88 90 93 

Source: I992 DoD Health Care Survey 
Question 68 - Thinking of this family member's most recent visit for outpatient care, please rate the satisfaction with the facility 
used on each of the following factors. 
Question 58 - What type of medical facility did this family member use for the most recent outpatient visit? 



Retirees had a more favorable view of military facilities. The under-65 group had 

only a slightly higher percentage satisfied with civilian facilities overall than with military 

facilities, and the over-65 group had roughly equal proportions satisfied among military 

and civilian facility users. Both retiree groups were equally satisfied with military and 

civilian facilities in terms of their locations, hours, and cleanliness. Retirees were more 

satisfied with the access to and quality of medical records from military facilities than 

records from civilian facilities. Not surprisingly, retirees who used military facilities 

were also more satisfied with the cost of the visit than those who used civilian facilities. 

Of all the facility components, the highest satisfaction level was with cost by users 

of military facilities, and with cleanliness and convenience of location, both by users of 

military and users of civilian facilities. The ability to get medical advice over the phone 

from military facilities had the lowest satisfaction level among users of military facilities. 

Other areas with low satisfaction-all for users of military facilities-include ability to 

see the doctor of choice, ability to make appointments by phone, time between 

appointment and visit, and the ability to see specialists when needed. 

6.4.2 Satisfaction With the Staff a t  the Facility Used for Outpatient Care 

Question 69 dealt with the medical and other staff at the facility. Table 6.5 shows 

the percentage satisfied or very satisfied for each component of staff behavior, by 

beneficiary group. 

Overall satisfaction with the staff of military facilities ranged from 71 percent for 

junior-enlisted families to 94 percent for over-65 retirees. For civilian facilities, overall 

satisfaction with staff was higher, ranging from 89 percent for senior-enlisted families to 
almost 96 percent for over-65 retirees. 

,, Active-duty beneficiaries and under-65 retirees had similar responses to this 

question, while the over-65 retirees exhibited completely different patterns. We will 

discuss the active-duty beneficiaries and the under-65 retirees first. The components of 

military facilities that had low ratings with this group included attentiveness of staff other 

than doctor, doctor's willingness to discuss alternative treatment options, thoroughness of 

treatment, advice on preventing illness and injury, and time spent with doctor. The 

components of military facilities that had the highest percentage satisfied included the 

thoroughness of examinations and the bedside manner of doctors. Highly-rated aspects 

among users of civilian facilities included the staff overall, the courtesy of the staff, and 

thoroughness of examinations. The low-rated aspects of civilian facilities included time 

spent with the doctor and clarity of explanations of tests and procedures. 
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Over-65 retirees had a different pattern of responses. The overall percentage satisfied, 

ranging from 89 percent to 96 percent, was much higher than for other groups, and the range 

of variation was narrower. Compared with other beneficiary groups, over-65 retirees who 

used military facilities were somewhat more satisfied with the staff than those who used 

civilian facilities. The five components with the lowest percentage satisfied were all for 

civilian facilities. They included advice on preventing illness or injury, time spent with doctor, 

doctor's willingness to discuss treatment options, clarity of explanations of tests and 

procedures, and doctor's bedside manner. 

When considering the satisfaction with components of staff behavior, the junior- 

enlisted families generally had the lowest percentage satisfied, followed in order by 

senior-enlisted families, officer families, under-65 retirees, and over-65 retirees. 

6.5 DISSATISFACTION WITH ASPECTS OF OUTPATIENT CARE 

A separate analysis of the percentage of people for each item who were dissatisfied or 

very dissatisfied was also performed. Table 6.6 displays these percentages. The percentage of 

people who regarded themselves as dissatisfied or very dissatisfied overall was low, ranging 

from 1 percent to 11 percent, depending on the beneficiary p u p  and the source of care. The 

analysis in this section examines which components of outpatient care were most troublesome 

to beneficiaries. Rankings of sources of dissatisfaction were obtained prior to rounding. 

For four of the five beneficiary classes, the principal source of dissatisfaction was 

with telephone appointment procedures in military facilities. The exception, junior- 

enlisted families, was most dissatisfied with the availability of parking in military 

facilities; telephone appointment procedures ranked third with this group. 

Almost a third of senior-enlisted and officer families who used military facilities 

were dissatisfied with telephone appointment procedures. Over-65 retirees exhibited 

much lower overall levels of dissatisfaction than the other beneficiary groups. Still, -17 

percent were dissatisfied, and it was their principal source of dissatisfaction. While 

telephone appointment procedures were only the third-highest source of dissatisfaction 

for junior-enlisted families, 26 percent were dissatisfied with them. 

For four of the five beneficiary groups, the top seven sources of dissatisfaction 

were all given by users of military facilities. In the order they ranked with officer 

families, they are: ability to make appointments over the phone, ability to get medical 

advice over the phone, waiting time between appointment and visit, the ability to see 

specialists when needed, the ability to see the doctor of one's choice, time waiting 



Table 6.6 Dissatisfaction With Components of Outpatient Care by Source of Care 

Retirees and Retirees and 
Junior 

Enlisted 
Senior 

Enlisted 
Survivors 
Under 65 

Survivors 
65 and Over 

Components of Outpatient Card 
Officers source of Care 

Convenience of location 
Military Facility 
Civilian Facility 

Availability of parking 
Military Facility 
Civilian Facility 

Hours when facility is open 
Military Facility 
Civilian Facility 

Cleanliness of facility 
Military Facility 
Civilian Facility 

Ability to see specialists when needed 
Military Facility 
Civilian Facility 

Ability to use emergency room/services 
Military Facility 
Civilian Facility 

Ability to make appointments by phone 
Military Facility 
Civilian Facility 

Time waiting between appointment and visit 
Military Facility 
Civilian Facility 

Time waiting for treatment 
Military Facility 
Civilian Facility 

Ability to get medical advice over the phone 
Military Facility 
Civilian Facility 

Continued on next page 



Table 6.6-Continued 

Retirees and Retirees and 
Survivors Survivors 
Under 65 65 and Over 

18% 7% 
7 3 

Components of Outpatient Carel 
Source of Care 
Ability to see doctor of choice 

Military Facility 
Civilian Facility 

Confidentiality of care 
Military Facility 
Civilian Facility 

Access to medical records 
Military Facility 
Civilian Facility 

Quality of medical records 
Military Facility 
Civilian Facility 

Cost of visit 
Military Facility 
Civilian Facility 

Thoroughness of examinations 
Military Facility 
Civilian Facility 

Thoroughness of treatment 
Military Facility 
Civilian Facility 

Clarity of doctor's explanations 
Military Facility 
Civilian Facility 

Time spent with doctor 
Military Facility 
Civilian Facility 

Doctor's "bedside manner" 
Military Facility 
Civilian Facility 

Junior 
Enlisted 

Senior 
Enlisted Officers 

Continued on next page 



Table 6.6-Continued 

Retirees and Retirees and 
Components of Outpatient Card Junior Senior Survivors Survivors 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over 

Attentiveness of staff (other than doctor) 
Military Facility 14% 11% 9% 6% 1 % 
Civilian Facility 7 4 4 3 1 

Courtesy of staff (other than doctor) 
Military Facility 13 9 8 4 1 
Civilian Facility 8 4 3 3 1 

Advice on preventing illness or injury 
Military Facility 10 7 6 5 1 
Civilian Facility 4 3 2 2 2 .  

Doctor's willingness to discuss treatment options 
Military Facility 13 10 8 6 2 
Civilian Facility 8 4 4 3 2 

Source: 1992 DoD Health Care Survey 
Question 68 - Thinking of this family member's most recent visit for outpatient care, please rate the satisfaction with the facility 
used on each of the following factors. 
Question 69 - Thinking of this family member's most recent visit for outpatient care, please rate the satisfaction with the staff at 
the facility used on each of the following factors. 
Question 58 - What type of medical facility did this family member use for the most recent outpatient visit? 



for treatment, and availability of parking. (Over-65 retirees ranked two aspects of civilian 

facilities, cost of the visit and telephone advice, fourth and sixth, respectively.) 

Among users of civilian facilities, the greatest areas of dissatisfaction were: cost 

of the visit, treatment waiting time, telephone advice, seeing the doctor of choice, 

appointment waiting time, and seeing specialists. Junior-enlisted families displayed the 

highest perce;tage of dissatisfaction with parking (18 percent), but other groups did not 

have much dissatisfaction with it. 

There were also some aspects of outpatient care with very low rates of 

dissatisfaction. For example, the cost of a visit to a military facility had very low 

dissatisfaction rates (less than 2 percent). The following aspects of civilian facilities had 

less than five percent dissatisfied for all beneficiary groups: cleanliness, confidentiality, 

record quality, prevention advice, record access, clarity of explanations, and thoroughness 

of examinations. Cleanliness of military facilities and cost of the visit to military 

facilities also had less than five percent dissatisfied responses for all groups. 

6.6 SUMMARY OF KEY FINDINGS 

This chapter addressed satisfaction with outpatient care as determined from 

questions about the most recent outpatient visit, provided it was within the last 6 months. 

Because respondents were asked to evaluate their most recent visit only, the ratings for 

military and civilian facilities were made by different beneficiaries. The key results are: 

Overall satisfaction was high (at least 73 percent satisfied or very satisfied) 

among both military- and civilian-facility users across all beneficiary groups. 

Among active-duty beneficiaries, the percentage of civilian-facility users who 

,. considered themselves satisfied or very satisfied overall was higher than the 

corresponding percentage of military-facility users. 

Retiree families had the highest levels of satisfaction with military facilities of 

all the beneficiary groups. Retiree families with a sponsor age 65 or over who 

used military facilities were somewhat more satisfied than members of the 

same group who used civilian facilities. 

There were considerable differences in satisfaction by region. The Southeast 

Region FI/PPO area had the highest satisfaction levels for three of the five 

beneficiary groups. The service CAM regions were well-regarded by active- 

duty beneficiaries, while the CRI region exhibited relatively low satisfaction 



levels. It is important to note, however, that respondents were not necessarily 

enrolled in any experimental program, and that some of the programs had not 

been underway for very long at the time of the survey. 

The aspect of care at military facilities that had the highest level of satisfaction 

was the cost of the visit. Both military- and civilian-facility users had high 

satisfaction levels with respect to cleanliness of the facility and convenience of 

location. 

Aspects of the staff that received high satisfaction ratings include the courtesy 

of the staff other than the doctor (civilian-facility users), doctor's bedside 

manner (military-facility users), and thoroughness of examinations (both 

military- and civilian-facility users). 

The percentage of people who regarded themselves as dissatisfied or very 

dissatisfied was low, ranging from 1 percent to 11 percent, depending on the 

beneficiary group and the source of care. For all beneficiary groups except 
junior-enlisted, the aspect of care at military facilities that had the highest level 

of dissatisfaction was the ability to make appointments by phone. 



7.0 SATISFACTION WITH INPATIENT CARE 

, 
7.1 INTRODUCTION 

An important consideration when assessing potential changes to the current 

military health care system is how the changes are likely to affect beneficiaries' 

satisfaction with the care they receive. The previous chapter addressed beneficiaries' 

satisfaction with outpatient care, which provides a baseline against which potential 

alternatives can be compared. This chapter addresses satisfaction with inpatient care. 

Attitudes regarding inpatient care are measured in terms of satisfaction with the 

hospital and staff, as well as with the overall quality of care received. The hospital is 

rated primarily on measures of access and cost. The staff is rated on the perceived 

competence and conduct of the doctors and staff. Overall satisfaction encompasses the 

total hospital experience. 

'Satisfaction with inpatient care is determined from beneficiaries' responses to 

survey questions 86 (hospital), 87 (staff), and 88 (overall). These questions are worded as 

follows: 

Question 86: "Thinking of this family member's most recent hospital 
stay, please rate the satisfaction with the facility used on each of the 
following factors." (Factors are shown in Appendix A and in 
subsequent tables.) 

Question 87: "Thinking of this family member's most recent hospital 
stay, please rate the satisfaction with the staff at the facility used on 
each of the following factors." (Factors are shown in Appendix A and - 

in subsequent tables.) 

Question 88: "Please rate the overall satisfaction with the quality of 
care this family member received during the most recent hospital stay." 

In each question above, "this fainily member" refers to the person with the most recent 

hospital stay, provided it took place within the last 12 months. Visits to only military or 

civilian hospitals are considered in this analysis (i.e., visits to Department of Veterans 

Affairs and other hospitals are omitted). Each question offers a choice of six responses: 

very satisfied, satisfied, rnixedlneither, dissatisfied, very dissatisfied, and does not 

apply/don't know. ("'Does not apply" is not an option for question 88 (overall satisfaction).) 



Because respondents are asked for their feelings concerning the most recent 

hospital stay only, their opinions pertain to either military or civilian hospitals, but not w 
both. This means that different populations of respondents are evaluating military and 

civilian hospitals. In Chapter 6 (Satisfaction With Outpatient Care), it was noted that 

evaluations from different populations could potentially bias the comparison between 

military and civilian hospitals (because respondents who like military hospitals are 

evaluating military hospitals and respondents who like civilian hospitals are evaluating 

civilian hospitals). This bias is likely to be much less of a problem with inpatient care, 

however, because beneficiaries are ordinarily referred to hospitals by their physicians, i.e., 

hospitals are not being evaluated only by beneficiaries who prefer them. 

For the purpose of this analysis, it was decided to treat satisfaction as a family 

attribute. This was done for two reasons. First, the person with the most recent hospital 

stay was sometimes a child, for whom satisfaction was rated by a parent or guardian. 

Second, there is likely to be a high correlation among the responses of individual family 
members. Family members usually share their feelings and experiences with other family 

members, and this tends to produce a common family perception about the care received. 
Because satisfaction is thought to vary by beneficiary type, the following groups of 

beneficiary families are considered in this analysis: 

junior enlisted (E- 1 to E-4), 
senior enlisted (E-5 to E-9), 
officers (W-1 to 0-lo), 
retirees and survivors under 65, and 
retirees and survivors age 65 and over. 

Each beneficiary group is determined by the status of the sponsor. The retiree groups 

include retirees from both active service and the Reserves. 

The overall level of satisfaction with inpatient care is discussed first in this 

chapter. Variations in satisfaction by hospital type used, service, and demographic 

variables are then discussed. Next is a look at the satisfaction with the components of 

inpatient care. Finally, there is an analysis of levels of dissatisfaction with inpatient care. 

"Does not applyldon't know" responses are not included in the percentages reported in 

the analyses. Percentages based on fewer than 100 responses are also not reported. 

7.2 OVERALL SATISFACTION WITH HOSPITAL C.ARE BY HOSPITAL 
TYPE AND BENEFICIARY GROUP 

Overall satisfaction with inpatient care is displayed here in six figures (Figures 7.1 

to 7.6), one for all beneficiaries combined and one for each beneficiary group. The Ww 



figures display all five response options for the question on overall satisfaction, excluding 

"don't know," for users of military and users of civilian hospitals. The tables in later 

sections present the results in .terms of the percentage of respondents satisfied or very 

satisfied with inpatient care or one of its components. 

Figure 7.1 shows responses to the question of overall satisfaction with inpatient 

care for all beneficiaries, based on the most recent hospital stay within the past year. 

Users of Military Users of Civilian 
Hospitals Hospitals 

I Very Satisfied Satisfied Mixeweither Dissatisfied 0 Very Dissatisfied 

Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

- 
Figure 7.1 Overall Satisfaction With Inpatient Care 

As indicated in Chapter 5, 6.4 percent of all respondents were admitted to a military 

hospital sometime during the year, and 7.2 percent were admitted to a civilian hospital. 

Overall satisfaction was quite high and the disparity between military and civilian 

facilities was much less than it was for outpatient care (satisfaction with outpatient care at 

civilian facilities was considerably higher than at military facilities). Forty percent of 

military hospital users and 47 percent of civilian hospital users said they were very 

satisfied with their care. Combining responses of "satisfied" and "very satisfied," 86 

percent of military facility users were generally satisfied, compared with 90 percent of 

civilian facility users. The combination of mixed, dissatisfied and very dissatisfied 

responses amounted to only 14 percent of military hospital users and 10 percent of 

civilian hospital users. Only 2 percent of each group said they were very dissatisfied. 



7.2.1 Overall Satisfaction by Beneficiary Group 

Figure 7.2 graphically depicts overall satisfaction (question 88) with the inpatient 

care provided in military and civilian hospitals for junior-enlisted (E-1 to E-4) families. 
w 

Users of Military Users of Civilian 
Hospitals Hospitals 

Very Satisfied Satisfied MiedMeither Dissatisfied 0 Very Dissatisfied 

Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

Figure 7.2 Overall Satisfaction With Inpatient Care for Junior-Enlisted Families 

According to the survey, 33 percent of the junior-enlisted families were very satisfied and 

50 percent were satisfied with the care they received in a military hospital during their last 

stay. On the-other hand, only 3 percent were very dissatisfied and another 3 percent 

dissatisfied. The results for users of civilian hospitals show that a higher proportion were 

very satisfied (41 percent) than users of military hospitals. The very satisfied and 

satisfied responses taken together sum to about the same percentage both for users of 

military hospitals and users of civilian hospitals. 

Figure 7.3 shows overall satisfaction (question 88) with the inpatient care 

provided in military and civilian hospitals for senior-enlisted (E-5 to E-9) families. 
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Users of Military Users of Civilian 

Hospitals Hospitals 

Very Satisfied 0 Satisfied MiiedMeither Dissatisfied 0 Very Dissatisfied 

Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

Figure 7.3 Overall Satisfaction With Inpatient Care for Senior-Enlisted Families 

Senior-enlisted families exhibited patterns of satisfaction similar to their junior-enlisted 

counterparts. The percentages very satisfied (29 percent) and satisfied (52 percent) with 

military hospitals were about the same as for junior-enlisted families. However, the 

senior-enlisted families were somewhat more dissatisfied (5 percent) or very dissatisfied 

(4 percent) than their junior-enlisted counterparts. Like the junior-enlisted families, a 

higher proportion of senior-enlisted families who used civilian hospitals were very 

satisfied with the care they received (44 percent) than those who used military hospitals 
(29 percent). Another 43 percent considered themselves satisfied with civilian hospitals. 

The proportions of those who had a mixed attitude, were dissatisfied,'or were very 

dissatisfied were all lower for users of civilian hospitals than for users of military 

hospitals. 

Figure 7.4 reports overall satisfaction (question 88) with the inpatient care 

provided in military and civilian hospitals for officer (W-1 to 0-10) families. 
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Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

Figure 7.4 Overall Satisfaction With Inpatient Care for Officer Families 

A higher proportion (42 percent) of officer families were very satisfied with military 

hospitals than their enlisted counterparts. An additional 44 percent described themselves 

as satisfied with military inpatient care. With 4 percent dissatisfied and 3 percent very 

dissatisfied with military inpatient care, officer families were slightly more negative than 

the junior-enlisted and less negative than the senior-enlisted families. Officers and their 

families were the most enthusiastic of any beneficiary group about the inpatient care they 

received in civilian hospitals with 54 percent very satisfied and 36 percent satisfied. They 

also had few.farnilies dissatisfied with civilian hospitals--only 4 percent dissatisfied and 

0.4 percent very dissatisfied. 

Figure 7.5 displays overall satisfaction (question 88) with the inpatient care 

provided in military and civilian hospitals for families (including the sponsor) of retirees 

and survivors under 65. 
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Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

Figure 7.5 Overall Satisfaction With Inpatient Care for Under-65 Retiree/Survivor Families 

Families of retiredJsurvivor sponsors under 65 exhibited the most similar distribution of 

ratings across military and civilian hospitals. The results show that 49 percent of them 

were very satisfied and 44 percent satisfied with military hospital care. Compared with 

active-duty families, they w&e also less negative with only 0.1 percent very dissatisfied 

and 3 percent dissatisfied. With regard to care in civilian hospitals, the younger 

retirees/survivors provided ratings almost identical to those given by users of military 

hospitals; 47 percent of them were very satisfied and 44 percent satisfied. However, they 
were slightly more negative regarding civilian hospitals; 3 percent were very dissatisfied 

and, 3 percent dissatisfied. 

Figure 7.6 shows overall satisfaction (question 88) with the inpatient care 

provided in military and civilian hospitals for families (including the sponsor) of retirees 

and survivors over 65. 
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Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

Figure 7.6 Overall Satisfaction With Inpatient Care for Over-65 Retiret?/Su~iv~r Families 

The retired/survivor sponsors over 65 and their families were the most positive toward 
- . - .  the care they received in military hospitals. Of this group, 68 percent were very satisfied 

and 27 percent satisfied, while none were very dissatisfied and only 2 percent were 

dissatisfied. In rating the care received in civilian hospitals, a lower proportion of the 

senior retirees/survivors (50 percent) were very satisfied relative to users of military 

hospitals, while 43 percent were satisfied. In terms of negative ratings, only 1 percent of 

the group wasvery dissatisfied and 2 percent dissatisfied. 

Reviewing Figures 7.2 to 7.6, it is evident that retiredsurvivor families, both with 

sponsors under and over age 65, were the only beneficiary groups more satisfied with 

military than with civilian hospitals. 

7.2.2 Overall Satisfaction by Hospital Type and Service 

Table 7.1 shows the overall satisfaction results from question 88 as a function of 

hospital type and service affiation. As discussed above, question 88 addressed patients' 

overall satisfaction with their most recent hospital stay in either a military or civilian hospital. 

In this and subsequent tables, satisfaction level represents the percentage of respondents who 

were positively disposed (i.e., very satisfied or satisfied) toward the care they received in the 

hospital. Satisfaction levels are presented for the type of hospital used, the respondent's 

branch of service, and the beneficiary status group to which the respondent belongs. The 
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dashes in Tables 7.1 indicate that the number of responses was fewer than 100. These low 

sample sizes provide estimates whose statistical precision is not comparable to those obtained 

from the many larger samples in the analyses, and are therefore omitted from the subsequent 

discussions. Because hospitalizations occur relatively infrequently, there are many cells in this 

and subsequent tables with too few respondents. 

Table 7.1 Overall Satisfaction Levels With Hospital Care by Service, Hospital Type, and 
Beneficiary Group 

Retirees and Retirees and 
Service/ Junior Senior Survivors Survivors 
Hospital Type Enlisted Enlisted Officers Under 65 65 and Over 

Military Hospital 86% 82% 89% 93% 90% 
Civilian Hospital - - - 90 94 

Navy 
Military Hospital - 79 82 - 99 
Civilian Hospital - 88 89 88 91 

Marine Corps 
Military Hospital - - - - - 
Civilian Hospital - - - - - 

Air Force 
Military Hospital 87 80 87 93 97 
Civilian Hospital 72 - 93 93 95 

Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 
Question 82 - What type of medical facility did this family member use for the most recent 
hospital stay? 

The levels of overall satisfaction in Table 7.1 are very high. They range from a 

low of 72 percent (for Air Force junior-enlisted families in civilian hospitals) to a high of 

99 percent (for Navy retirees and survivors over 65 in military hospitals). The table 

shows that Army retirees under 65 are the most satisfied (93 percent) with military 

inpatient care and that Navy senior-enlisted families are the least satisfied (79 percent). 

However, only the two retiree groups contain enough responses for accurate measurement 

of overall satisfaction in civilian hospitals. The retirees and survivors under 65 were 

slightly less positive (90 percent) toward civilian hospital care than were the retirees and 

survivors over 65 at 94 percent. The results for Navy families also show the retirees and 

survivors to be more positive toward hospital care, especially military care. 

Of the Services, the Air Force results are the most complete. Here, there is a clear 

positive relationship between agdrank of the beneficiary and level of satisfaction with military 

hospital care. (The only exception is between the junior- and senior-enlisted families.) In the 

case of civilian hospital care, the relationship between satisfaction and beneficiary group is 
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less clear because of sparse data. Clearly, however, the junior-enlisted families are much less 

satisfied with the care they receive in civilian hospitals than are the officers or retirees. 

7.2.3 Overall Satisfaction by Sponsor's Region 

Table 7.2 indicates the overall satisfaction by sponsor's region for all five 

beneficiary groups. The percentages in this table are also combined (satisfied plus very 

satisfied) satisfaction levels, and the dashes again indicate cells with frequencies under 

the threshold for statistical reliability. These tables classify beneficiaries by the region in 

which the sponsor lives. Sponsors and family members in these regions are not 

necessarily enrolled in any particular experimental military health program. 

Table 7.2 Overall Satisfaction With Hospital Care by Region and Beneficiary Group 

Retirees and Retirees and 
Junior Senior Survivors Survivors 

Sponsor's Region Enlisted Enlisted Officers Under 65 65 and Over 
No Initiatives 88% - - 92% 89% 
Army CAM - - 88 - 96 

CRI - 87 85 - 95 
Army Gateway to 

Care - - - - 96 
Tidewater Region - - - - - . - 80 
Overlapping 

Catchment Areas - - - 9 1 98 
SE Region FWPO - 79 - 94 96 
New Orleans CRI- 

Like - - - - 9 1 
PRIMUS/ 

NAVCARE - - - - 9 1 
Noncatchment - 

Areas - - - 89 90 
Outside U.S. - - - - - 
Navy CAM - - 88 - 93 
Air Force CAM - - - - 94 
Shipboard - - 86 - - 
Source: 1992 DoD Health Care Survey 

Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

In most cases, there were not enough responses to support fm conclusions about 

regional variations in overall satisfaction. For junior-enlisted families, the only result was 

for the region in which there were no new initiatives. In that region, 88 percent of junior- 

enlisted families were satisfied or very satisfied. The data for senior-enlisted families 

show two regions. Of these, the senior-enlisted families living in the CRI region had higher 

satisfaction (87 percent) than their colleagues in the SE Region FVPPO (79 percent). 



For officers, the highest level of satisfaction was in the Army CAM region and the 

lowest was in the CRI region. The results for younger retirees and survivors show the 

highest satisfaction level was in the region with no new initiatives and the lowest was in 

the noncatchment areas, but the differences among regions were relatively small. In the 

case of the senior retirees and survivors, all the regions except "shipboard (there are no 

retirees on board ship) had enough responses to calculate a meaningful percentage. The 

older retirees and survivors had the highest satisfaction with the care they received in the 

overlapping catchment areas and the lowest satisfaction in the Tidewater region. 

7.2.4 Overall Satisfaction by Sponsor Demographics 

Table 7.3 shows the ratings of satisfaction with both military and civilian hospitals 

given by the five beneficiary groups for several demographic variables, including sex, race, 

education, marital status, and income. The table does not include breakdowns by ethnic group 

because there were not enough (at least 100) Hispanic sponsors with an inpatient episode in 

any of the beneficiary groups. For variables that are displayed, the dashes in some cells 

indicate that the number of responses was fewer than 100. Consequently, the statistical 

precision of the estimates in these cells is not comparable to those obtained from the many 

larger samples in the analyses, and are therefore omitted from the subsequent discussions. 

The general trend appears to be toward higher levels of satisfaction with 

advancing age and rank. This relationship is not totally consistent; there are several 

reversals. With regard to the sex of the patient, the two beneficiary groups with sufficient 

numbers of females showed mixed results relative to their male counterparts. The junior- 

enlisted females had slightly lower satisfaction levels than their male counterparts, while 

the senior-enlisted females had higher satisfaction levels than their male counterparts. 

The highest satisfaction level of all beneficiary families occurred F o n g  the male 

ret&ees/survivors over 65 (93 percent). Black service members had consistently higher 

satisfaction levels across all beneficiary groups than did their white colleagues. The highkt 

satisfaction level (97 percent) in Table 7.3 was by black retirees and survivors under 65. 

The education variable shows a trend toward lower satisfaction with higher levels 

of education, certainly among the active-duty families. The highest satisfaction in the 

enlisted ranks was among those with a high school diploma and the lowest was among 

those with a college degree. For officers, the highest satisfaction was among those who 

had a college degree and the lowest among those who had some graduate school. 



Table 7.3 Overall Satisfaction With Hospital Care by Sponsor Demographics 

Retirees and Retirees and 
Sponsor Junior Senior Survivors Survivors 
Demographics Enlisted . Enlisted Officers Under 65 65 and Over 
Sex 

Male 84 % 82% 87% 91% 93% 
Female 82 86 - - - 

Race 
White 83 82 8 8 9 1 93 
Black 93 88 - 97 - 
Other - - - - - 

Education 
Less Than 12 

Years - - - - 85 
GED - - - 92 9 1 

High School 
Diploma 85 85 - 95 94 

Some College 82 84 - 90 96 
2-Year College 

Degree - 8 1 - 90 - 
4-Year College 

Degree - - 91 88 89 
Some Graduate 

School - - 85 - 98 
Post-Graduate 

Degree - - 86 98 96 
Marital Status . - Unmanied - - - - 90 

Married, Living 
With Spouse 8 1 82 87 92 95 

Married, Not 
Living With 
Spouse - 88 - - - 

Family Income 
~$15,000 - 81 - - - - 
$15,000 - $24,999 82 81 - 93 92 
$25,000 - $34,999 88 82 89 84 92 
$35,000 - $49,999 - 87 86 93 96 
$5Q,000 - $74,999 - - 88 93 94 
$75,000 - $99,999 - - 90 - - 
r $loo.ooo - - - - - - 

Source: 1992 DoD Health Care Survey 
Question 88 - Please rate the overall satisfaction with the quality of care this family member 
received during the most recent hospital stay. 

For retirees, the highest satisfaction occurred among those who had post-graduate 

degrees. Considering all the beneficiary groups, the data suggest that the families of 

younger retirees and survivors with post-graduate degrees had the highest satisfaction 

level (98 percent), and families of senior-enlisted sponsors with associates' degrees had 

the lowest (8 1 percent). 



The level of satisfaction of married respondents living with their spouses went up 

consistently with agelrank. Junior-enlisted families had the lowest satisfaction level (81 

percent) and the families of senior retireeslsurvivors had the highest at 95 percent. 

The last demographic variable investigated was income. When the responses are 

considered as a whole, it appears that the higher the income level, the higher the 

satisfaction 'with hospital care. Looking across the beneficiary groups, the table shows 

that the highest satisfaction rating (96 percent) was given by senior retireelsurvivor 

families with incomes between $35,000-$49,000 per year, and the lowest (81 percent) by 

junior-enlisted families with incomes under $15,000 and senior-enlisted families with 

incomes between $15,000 and $24,999 per year. 

7.3 SATISFACTION WITH THE HOSPITAL AND STAFF 

In this section, the results for each of the components of inpatient care are 

reported. Questions 86 and 87 were designed to ascertain levels of satisfaction with 

specific aspects of the hospital and the staff. The first analysis presented deals with 

respondents' ratings of satisfaction with aspects of the hospital and the second, with the 

staff. 

7.3.1 Satisfaction With the Hospital Used for Inpatient Care 

Table 7.4 displays results based on the responses to question 86 that addressed the 

respondents' satisfaction with the hospital itself in terms of such indicators as 
convenience, availability, comfort, cleanliness, confidentiality, quality, and cost. For the 

most part, the satisfaction ratings were high, both among users of military and users of 
civilian hospitals. They ranged from a high of 98 percent to a low of 50 percent. 

Table 7.4 shows the satisfaction levels for military and civilian hospitals across all 

beneficiary groups. Some patterns can be observed among the beneficiary groups. - In 
every case, the older retirees had the highest satisfaction levels of all the beneficiary 

groups. In 16 of the 30 cases, including military hospitals overall, senior-enlisted 

families had the lowest satisfaction levels of all the beneficiary groups. Junior-enlisted 

families had the lowest satisfaction levels in 12 cases, including civilian hospitals overall. 



Table 7.4 Satisfaction With Components of Inpatient Care by Source of Care 

Components of Inpatient Card 
Source of Care 
Convenience of location 

Military Hospital 
Civilian Hospital 

Availability of parking 
Military Hospital 
Civilian Hospital 

Ability to see doctor of choice 
Military Hospital 
Civilian Hospital 

Ability to see specialists when needed 
Military Hospital 
Civilian Hospital 

Ability to arrange a stay in the hospital 
Military Hospital 
Civilian Hospital 

Ability to use emergency services 
Military Hospital 
Civilian Hospital 

Convenience of visiting hours 
Military Hospital 
Civilian Hospital 

Comfortlprivacy of rooms 
Military Hospital 
Civilian Hospital 

Cleanliness of facility 
Military Hospital 
Civilian Hospital 

Admission and discharge procedures 
Military Hospital 
Civilian Hospital 

Junior 
Enlisted 

80% 
86 

66 
77 

5 8 
7 8 

73 
79 

84 
90 

78 
88 

7 8 
79 

62 
69 

83 
86 

8 1 
9 1 

Senior 
Enlisted 

Continued on next page 

Retirees and Retirees and 
Survivors Survivors 

Officers Under 65 65 and Over 



Table 7.4-Continued 

Retirees and Retirees and 
Components of Inpatient Care/ Junior Senior Survivors Survivors 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over 
Confidentiality of care 

Military Hospital ' J 86% 82% 87% 95% 97% 
Civilian Hospital 85 88 93 94 97 

Access to medical records 
Military Hospital 86 7 8 84 90 96 

. Civilian Hospital 83 76 82 8 1 8 8 
Quality of medical records 

Military Hospital 85 77 84 87 96 
Civilian Hospital 78 77 84 84 90 . 

Cost of stay 
Military Hospital 85 87 92 93 98 
Civilian Hospital 58 63 60 50 67 

Overall satisfaction with facility 
Military Hospital 82 8 1 85 93 98 
Civilian Hospital 8 1 87 9 1 89 94 

Source: 1992 DoD Health Care Survey 
Question 86 - Thinking of this family member's most recent hospital stay, please rate the satisfaction with the facility used on 
each of the following factors. 
Question 82 - What type of medical facility did this family member use for the most recent hospital stay? 



Satisfaction with aspects of civilian hospitals was generally higher than with 

aspects of military hospitals. Users of civilian hospitals exhibited clearly higher 

satisfaction levels for the ability to see the doctor of choice, the ability to see specialists, 

and the comfort and privacy of rooms. However, users of civilian and users of military 

hospitals showed similar satisfaction levels with regard to such aspects as convenience of 

visiting hours and convenience of location. Respondents were much more satisfied with 

the cost of military hospitals (only a nominal daily fee is charged, with the exception of 

retired enlisted beneficiaries, for whom there is no charge) than the cost of civilian 

hospitals. Respondents also had somewhat higher satisfaction with access to medical 

records and quality of medical records at military hospitals than at civilian hospitals. 

When asked to rate hospital aspects overall, all groups had satisfaction levels over 80 

percent. Junior-enlisted families and both retiree groups had higher satisfaction with 

military hospitals. Senior-enlisted and officer families had higher satisfaction with 

civilian hospitals. 

The following aspects of civilian hospitals had satisfaction levels of over 85 
percent for all beneficiary groups: cleanliness, ability to arrange the stay, admission and 

discharge procedures, confidentiality, and ability to use emergency services. The cost of 

military hospitals had similarly high satisfaction levels. The lowest satisfaction levels 
were for the cost of civilian care for all groups except the senior-enlisted. Other areas 

with low satisfaction levels-all among users of military hospitals-include ability to see 

the doctor of choice (the lowest among senior-enlisted), comfort and privacy of rooms, 

and parking. 

7.3.2 Satisfaction With the Staff at the Hospital Used for Inpatient Care 

Table 7.5 displays the results of the analysis of satisfaction with the staff of the 

hospital by type of hospital for the five beneficiary groups. The indicators of satisfaction 

with the staff included thoroughness, knowledge, time spent with the doctor, bedside 

manner, privacy, and willingness to discuss treatment options. For the most part, 

satisfaction levels were high for both military and civilian hospitals. They ranged from a 

high of 99 percent to a low of 67 percent. 

Satisfaction levels varied by type of hospital, but not uniformly. Among the 

junior-enlisted, differences between military and civilian hospitals were usually small. 

Users of military hospitals had satisfaction levels more than five percentage points higher 

for time spent with the doctor, while users of civilian hospitals expressed higher levels of 
satisfaction with the knowledge, skills, and abilities of doctors. Senior-enlisted families 







and officer families had higher satisfaction levels for civilian hospitals than for military 

hospitals in every case except for clarity of explanations among the officer families. 

Among the younger retiree families, differences were generally small, and satisfaction 

levels for the staff overall were equal for military and civilian hospitals. The older retirees 

generally had higher satisfaction levels for military hospitals, but variations were small. 

~ h e i e  were no clear patterns in which aspects had the highest or lowest 

satisfaction levels. Knowledge, skills, and abilities of doctors in civilian hospitals and 

thoroughness of examinations in both military and civilian hospitals had high satisfaction 

levels, although officer families had higher satisfaction with courtesy in civilian hospitals. 

The aspects with low satisfaction levels included time spent with the doctor in both 

military and civilian hospitals and privacy in military hospitals. 

In every case, older retiree families had the highest satisfaction level of any 

beneficiary group. Their satisfaction levels ranged from 91 to 99 percent. Senior-enlisted 

families had the lowest satisfaction levels in 14 of the 24 cases, including overall staff 

ratings for both military and civilian hospitals. 

7.4 DISSATISFACTION WITH ASPECTS OF INPATIENT CARE 

In order to understand the amount and focuses of dissatisfaction with inpatient 

care more directly, an analysis was performed in which the two negative response 

categories-dissatisfied and very dissatisfied-were merged. The percentages of 

respondents who were dissatisfied or very dissatisfied are called "dissatisfaction levels" 

here. Dissatisfaction levels for the components of inpatient care are presented in Table 

7.6. The percentage of families who regarded themselves as dissatisfied or very 
dissatisfied overall was low, ranging from 2 to 9 percent (Figures 7.1 through 7.5). The 

analysis in this section focuses on dissatisfaction with specific aspects of inpatient care. 

Table 7.6 shows that dissatisfaction levels with, aspects of inpatient care ranged 

from 0 percent to 30 percent. The highest percentage of respondents dissatisfied with 

various aspects of military hospitals was among the senior-enlisted beneficiary group-.and 

the smallest, among the retirees and survivors over 65 regarding civilian hospitals. 

Of all the components that make up dissatisfaction with inpatient care at military 

hospitals, families were most dissatisfied with the availability of parking. Senior-enlisted 

families had the highest dissatisfaction level (30 percent) and retirees over 65 had the 

lowest (12 percent). Nevertheless, among the older retirees, parking had the highest 

dissatisfaction level of the aspects of military inpatient care. 



Table 7.6 Dissatisfaction With Components of Inpatient Care by Source of Care 

Components of Inpatient Care/ ' 

Source of Care 
Convenience of location 

Military Hospital 
Civilian Hospital , 

Availability of parking 
Military Hospital 
Civilian Hospital 

Ability to see doctor of choice 
Military Hospital 
Civilian Hospital 

Ability to see specialists when needed 
Military Hospital 
Civilian Hospital 

Ability to arrange a stay in the hospital 
Military Hospital 
Civilian Hospital 

Ability to use emergency services 
Military Hospital 
Civilian Hospital 

Convenience of visiting hours 
Military Hospital 
Civilian Hospital 

Comfortlprivacy of rooms 
Military Hospital 
Civilian Hospital 

Cleanliness of facility 
Military Hospital 
Civilian Hospital 

Admission and discharge procedure$ 
Military Hospital 
Civilian Hospital 

Retirees and 
Junior Senior Survivors 

Enlisted Enlisted Officers Under 65 

Continued on next page 

Retirees and 
Survivors 

65 and Over 



Table 7.6-Continued 

Retirees and 
Survivors 
Under 65 

Retirees and 
Survivors 

65 and Over 

Components of Dissatisfaction/ Junior 
Enlisted 

Senior 
Enlisted source of Care 

Confidentiality of care 
Officers 

Military ~ o i ~ i t a l  
Civilian Hospital 

Access to medical records 
Military Hospital 
Civilian Hospital 

Quality of medical records 
Military Hospital 
Civilian Hospital 

Cost of stay 
Military Hospital 
Civilian Hospital 

Thoroughness of examinations 
Military Hospital 
Civilian Hospital 

Accuracy of diagnoses 
Military Hospital 
Civilian Hospital 

Knowledge, skills, and abilities of doctors 
Military Hospital 
Civilian Hospital 

Thoroughness of treatment 
Military Hospital 
Civilian Hospital 

Clarity of doctor's explanations 
Military Hospital 
Civilian Hospital 

Time spent with doctor 
Military Hospital 
Civilian Hospital 

Continued on next page 



Table 7.6-Continued 

Retirees and Retirees and 
Components of Dissatisfaction1 : Junior Senior Survivors Survivors 
Source of Care Enlisted Enlisted Officers Under 6 5  65 and Over 
Doctor's "bedside manner" 

Military Hospital 8% 8% 7% 2% 1% 
Civilian Hospital , 4 7 4 5 2 

Courtesy of staff (other than doctor) 
Military Hospital 8 8 6 4 1 
Civilian Hospital 6 6 1 5 1 

Attentiveness of staff (other than doctor) 
Military Hospital 8 9 8 5 2 
Civilian Hospital 7 6 2 6 1 

Respect shown for privacy 
Military Hospital 8 12 10 4 1 
Civilian Hospital 7 7 5 3 .4 

Doctor's willingness to discuss treatment options 
Military Hospital 6 8 7 3 2 
Civilian Hospital 9 7 4 5 3 

Source: 1992 DoD Health Care Survey 
Question 86 - Thinking of this family member's most recent hospital stay, please rate the satisfaction with the facility used 
on each of the following factors. 
Question 87 - Thinking of this family member's most recent hospital stay, please rate the satisfaction with the staff at the 
facility used on each of the following factors. 
Question 82 - What type of medical facility did this family member use for the most recent hospital stay? 



In general, senior-enlisted families had the highest dissatisfaction levels, followed 

by junior-enlisted and officer families. After parking at military hospitals, junior-enlisted 

families had the highest dissatisfaction levels with comfort and privacy of rooms (military 

and civilian hospitals), ability to see doctor of choice (military hospitals), and parking 

(civilian hospitals). The top four dissatisfaction levels among senior-enlisted families 

were for parking at military hospitals (30 percent), comfort and privacy of rooms at 

military hospitals (20 percent), ability to see doctor of choice at military hospitals (19 

percent), and the cost of civilian care (19 percent). Officers had the same top four 

concerns but in a different order: parking at military hospitals (25 percent), cost of 

civilian hospitals (20 percent), comfort and privacy of rooms at military hospitals (20 

percent), and ability to see doctor of choice at military hospitals (17 percent). The cost of 

civilian care was a key concern for senior-enlisted and officer families, but only 13 

percent of junior-enlisted families were dissatisfied with it, despite their higher admission 

rates to civilian hospitals. 

The responses of the retirees and survivor groups were different from active-duty 

families, perhaps reflecting their different access to military hospitals. Both retiree 

groups had the highest dissatisfaction with the cost of civilian hospitals. Among the 

younger retirees, 26 percent were dissatisfied with the cost of civilian hospitals, followed 

by parking at military hospitals (23 percent), comfort and privacy of rooms at military 

hospitals (11 percent), and ability to see doctor of choice at military hospitals ( 1 0  

percent). Among the older retirees, the highest dissatisfaction levels were with the cost of 

civilian hospitals (14 percent) and parking at military hospitals (12 percent). None of the 

other aspects of inpatient care had more than 5 percent of the older retirees dissatisfied. 

The highest dissatisfaction levels were mostly for factors relating to the hospital. 

Dissatisfaction levels with factors relating to the staff were relatively low. The staff 
factors with the highest dissatisfaction levels included time spent with doctor in both 

military and civilian hospitals and respect for privacy, accuracy of diagnoses, &d 

thoroughness of treatment in military hospitals. 

7.5 SUMMARY OF KEY FINDINGS 

This chapter addressed satisfaction with inpatient care as determined from 

questions about the most recent hospital stay, provided it was within the last 12 months. 

Because respondents were asked to evaluate their most recent stay only, the ratings for 

military and civilian hospitals were made by different beneficiaries. The key results are: 



Patterns of satisfaction with inpatient care were very similar to those for 

outpatient care, except that overall levels were higher. 

For active-duty farriilies, the satisfaction levels for those who used civilian 

hospitals were slightly higher than the satisfaction levels for those who used 

military hospitals. 

Retiree families experienced the highest levels of satisfaction with military 

hospitals of all the beneficiary groups. In fact, a substantially higher 

percentage of over-65 retiree families stated that they were very satisfied with 

military hospitals (68 percent for military-hospital users versus 50 percent for 

civilian-hospital users). 

When asked to rate the facility and the hospital staff overall, all groups had 

satisfaction levels over 80 percent. Among aspects of the facility, civilian- 

hospital users had high satisfaction with cleanliness, ability to arrange the stay, 

admission and discharge procedures, confidentiality, and ability to use 
emergency services. Military-hospital users had high satisfaction with the cost 

of the stay. Junior-enlisted families and both retiree groups who used military 

hospitals had higher satisfaction with the facility than those who used civilian 

hospitals. Among aspects of the staff, there were no clear patterns favoring 

military or civilian hospitals. 

Dissatisfaction levels with aspects of inpatient care ranged from 0 percent to a 

high of 30 percent. The highest dissatisfaction levels among military-hospital 

users were with the availability of parking and the comfort and privacy of 

rooms. Civilian-hospital users were most dissatisfied with the cost of the stay. 



8.0 DENTAL UTILIZATION AND SATISFACTION 

The 'survey contained several questions regarding dental care utilization and 

satisfaction. Responses to these questions were used to evaluate utilization of dental care 

and both overall and components of satisfaction with dental services provided by either 

civilian or military providers. This chapter summarizes this evaluation and is presented 

in two sections: Section 8.1 discusses dental care utilization and Section 8.2 presents a 

review of beneficiary satisfaction with dental care. 

The highest priority for dental care provided at military facilities is given to 

active-duty sponsors, then their families, and finally retirees/survivors and their families. 

Because satisfaction with medical and dental care is generally a family issue, the 

information presented in this chapter is oriented around families rather than individuals 

within the family. In addition, the analysis was based on a family member's most recent 

visit for dental care, so the analysis presented is a comparison of beneficiaries who 

received care at a military facility with those who received care at a civilian facility. The 

survey does not ask respondents for a direct comparison of experiences by a single 

individual in both civilian and military facilities. Visits to VA and other facilities, which 

comprised less than 3 percent of all dental visits, were excluded from all analyses 

presented in this chapter. 

Beneficiary utilization of dental care was evaluated based on several questions 
including: 

Question 90: "Which eligible family member made the most recent visit 
for dental care?" 

Question 93: "Thinking about this family member's most recent visit 
for dental care, when was it?' 

Question 95: "What were the reasons for this family member's most 
recent visit for dental care?" 

Question 96: "What type of facility did this family member use for the 
most recent visit for dental care?" 



Due to the structure of the survey, and because beneficiaries were not expected to 

recall details of a dental visit that occurred more than six months ago, Questions 95 and 

96 were answered only when a-family member had a visit within six months of the date 
the survey was completed. 

Table 8.1 displays the source of care (military vs. civilian facility) for the most 

recent dental visit by family member. Overall, 46 percent of the beneficiaries chose a 

military facility and 52 percent chose a civilian facility. A vast majority of active-duty 
sponsors received care at a military facility. For families overall, however, junior-enlisted 

families relied more heavily on military facilities (88 percent of most recent visits) 

compared to senior-enlisted and officer families (67 percent and 64 percent, respectively). 

Table 8.1 Distribution of Source of Care for Most Recent Dental Visit by Family   ember* 

Retirees and Retirees and 
Family Member1 Junior Senior Survivors Survivors All 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Sponsor 

Military Facility 98.5% 96.9% 96.3% 17.0% 12.3% 63.6% 

Civilian Facility 0.2 1.9 2.7 78.1 83.9 33.8 
Spouse 

Military Facility 49.5 35.3 25.0 6.6 3 .O 18.2 - . - Civilian Facility 49.9 63.9 75.0 92.1 96.6 81.1 

Child 
Military Facility 24.1 27.7 20.2 10.4 27.1 20.5 
Civilian Facility 75.0 70.7 79.2 89.5 72.9 78.6 

Other 
Military Facility 19.8 36.9 58.8 14.9 0.0 26.8 
Civilian Facility - 80.2 63.1 41.2 85 .O 100.0 73.2 

Overall 
Military Facility 88.0 67.4 64.0 12.9 8.3 45.5 
Civilian Facility 10.2 31.4 35.2 83.7 89.3 . 52.3 
* 
l%e military and civilian percentages may not sum to 100 percent because visits to VA and other facilities 
are not displayed. 

Source: 1992 DoD Health Care Survey 
Question 96 - "What type of facility did this family member use for the most recent visit for dental 
care?" 

Table 8.2 presents information about the source of care selected by family income 

level. Results are presented only where at least 100 responses were provided for each 

income level and beneficiary group. In general, the proportion of families who selected 

civilian facilities increased as income increased. Nearly 60 percent of families with an 

income level between $15,000 and $24,999 chose a military facility for their most recent 



dental care, while fewer than 25 percent of families with income over $50,000 selected a 

military facility. 

Table 8.2 Distribution of Source of Care for Most Recent Dental Visit by Family Incomet 

Family Income/ . Junior Senior 
Retirees and Retirees and 
Survivors Survivors A1 l 

Source of Care Enlisted Enlisted Ofticers Under 65 65 and Over Beneficiaries 
< $15,000 

Military Facility 94.7% - - - 18.2% 84.1% 
Civilian Facility 3.4 - - - 79.5 13.3 

$15.000-$24,999 
Military Facility 82.0 72.5 86.2 27.3 9.7 59.4 
Civilian Facility 16.8 26.0 12.3 63.3 86.4 37.6 

$25.000-$34,999 
Military Facility 68.6 63.4 73.6 17.2 5.8 42.7 
Civilian Facility 29.2 35.4 24.8 78.0 92.1 54.9 

$35.000-$49,999 
Military Facility - 65.2 62.3 9.3 7.5 30.8 
Civilian Facility - 34.6 37.4 88.6 89.7 67.6 

$50.000-$74.999 
Military Facility - 54.1 57.6 8.2 7.1 21.6 
Civilian Facility - 45.4 41.7 91.0 92.0 77.6 

$75,000-$99,999 
Military Facility - - 63.3 6.7 6.3 19.4 
Civilian Facility - - 36.0 91.0 93.2 79.0 

$100.000r- 
Military Facility - - 59.9 7 .O 3.6 12.9 
Civilian Facility - - 39.8 92.2 96.0 86.5 

Overall 
Military Facility 88.0 67.4 64.0 12.9 8.3 45.5 
Civilian Facility - 10.2 31.4 35.2 83.7 89.3 52.3 

* The military and civilian percentages do not sum to 100 percent because visits to VA and other facilities 
are not displayed. 

Source: 1992 DoD Health Care Survey 
Question 96 - 'What type of facility did this family member use for the most recent visit for dental 
care?" 
Question 19 - 'What was the total income, before taxes, for the sponsor and spouse over the last 
12 months?" 

Table 8.3 presents selected reasons for the family member's most recent dental 

visit. Respondents were asked to mark all reasons that applied. In general, the 
distribution of reasons was similar across beneficiary groups. An exception was an 

increased incidence of tooth removals for junior-enlisted families, which likely reflects 

extractions of wisdom teeth for young active-duty sponsors and their spouses. 



Table 8.3 Reasons for Family Member's Most Recent Visit 

Retirees and Retirees and 
Junior ,Senior Survivors Survivors All 

Reasons for Visit Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 

Routine Exam 77% 73% 73% 64 % 67 % 70% 

X-rays 25 26 25 32 29 28 
Orthodontics , 2 6 7 5 2 4 

Toothache 7 7 5 10 5 7 
Fillings 28 24 22 25 25 25 

Tooth Removal 11 7 4 13 11 10 

w M @ w  5 8 8 21 2 1 13 

GumIBone Disease 2 4 3 7 5 4 

Dentures 1 2 1 8 14 5 

Root Canal 4 5 4 7 8 6 

Oral Surgery 6 4 2 4 4 4 

Other 4 4 4 3 2 4 

Unknown 0.4 0.4 0.1 0.3 1 0.3 

Source: 1992 DoD Health Care Survey 
Question 95 - 'What were the reasons for this family member's most recent visit for dental care?" 

8.2 BENEFICIARY SATISFACTION WITH DENTAL CARE 

* . - This section presents an evaluation of beneficiary satisfaction with dental care by 

source of care and a review of the components of satisfaction as measured by the 

following question: 

Question 99: "Thinking of this family member's most recent visit for 
dental care, please rate the satisfaction with the facility used on each of 
the -following factors." (Factors are shown in Appendix A and in 
subsequent tables:) 

Recall that this analysis was based on responses from families who had a dental care visit 
within six months of completing the survey. 

Table 8.4 shows overall satisfaction with dental care by chosen source of care and 

beneficiary group. Overall, nearly 80 percent of the beneficiaries who selected milif2u-y 

facilities were either satisfied or very satisfied with their most recent dental care, while 

beneficiaries who selected civilian facilities were either satisfied or very satisfied at a rate 

of over 90 percent. Junior- and senior-enlisted families who selected civilian providers, 

however, expressed somewhat lower satisfaction rates (74 percent and 79 percent, 

respectively) than did other families who selected civilian providers. 



Table 8.4 Satisfaction with Most Recent Dental Visi t  by Source of Care 

Source of Care/ 
Satisfaction 
Military Facility 

Very Satisfied 
Satisfied 
Mixed 
Dissatisfied 
Very Dissatisfied 
NA/Don't Know 

Civilian Facility 
Very Satisfied 
Satisfied 
Mixed 
Dissatisfied 
Very Dissatisfied 
NA/Don't Know 

Junior 
Enlisted 

,Senior 
Enlisted 

26.8% 
53.1 
11.2 
4.8 
2.5 
1.7 

38.9 
50.2 

5.8 
1.9 
1.6 
1.8 

Officers 

3 1.2% 
52.6 
9.0 
4.6 
2.1 
0.5 

43.3 
46.5 

5.2 
3.1 
1.4 
0.5 

Retirees and 
Survivors 
Under 65 

Retirees and 
Survivors 

65 and Over 
All 

Beneficiaries 

Source: 1992 DoD Health Care Survey 
Question 96 - ''What type of facility did this family member use for the most recent visit for dental 
care?' 
Question 99 - Part N: Overall satisfaction with dental care and services. 

Table 8.5 presents satisfaction with recent dental care by family income level and 

the source of care selected. Beneficiaries who chose military facilities for their most 

recent visit generally expressed similar levels of satisfaction over all income levels. The 

share of these beneficiaries who were either satisfied or very satisfied varied from a 

minimum of 76 percent to a maximum of 81 percent, showing no general pattern of 

increased satisfaction with increased level of income. For beneficiaries who selected 
civilian facilities, however, the share of beneficiaries who were satisfied or very satisfied 

ranged from a minimum of 76 percent (income level less than $15,000) to a maximum of 

more than 95 percent (income level greater than $100,000). In addition, satisfaction 

increased with income. This potentially identifies cost as being a significant component 

in determining satisfaction with dental care. 

Table 8.6 presents satisfaction by the various components of satisfaction for each 

beneficiary group. The values presented represent the percentage of respondents who 

were either very satisfied or satisfied for each component. Similarly, Table 8.7 provides 
information on the level of dissatisfaction with each component. The values in Table 8.7 

represent the percentage of respondents who were either dissatisfied or very dissatisfied 

for each component. 



Table 8.5 Satisfaction with Most Recent Dental Visit by Family Income and Source of Care 

A1 I 
Source of Care/ Under $15,000 $25,000 $35,000 $50,000 $75,000 Income 
Satisfaction $15,000 -24,999 -34,999 -49,999 -74,999 -99,999 $100,(XXk Levels 
Military Facility 

Very Satisfied 25.2% 25.7% 28.2% 28.9% 29.8% 36.4% 24.6% 27.0% 
Satisfied 54.6 50.6 50.0 50.7 50.6 42.7 56.1 51.5 
Mixed 10.6 10.7 11.0 8.9 9.9 10.7 12.9 10.3 
Dissatisfied 3.8 7.1 5.2 6.1 4.1 7.9 2.9 5.5 
Very Dissatisfied 4.4 4.6 4.7 4.0 4.6 2.4 3.5 4.4 
Nmon't  Know 1.5 1.4 0.9 1.5 1 .O 0.0 0.0 1.4 

Civilian Facility 
Very Satisfied 36.3 40.4 40.4 42.0 47.3 54.2 55.7 44.2 
Satisfied 49.2 48.3 48.7 48.8 44.9 39.8 39.5 46.6 
Mixed 6.6 6.2 6.6 5.7 4.7 4.7 3.5 5.6 
Dissatisfied 1.9 1.8 2.4 1.6 1.2 0.7 0.1 1.5 
Very Dissatisfied 5.2 1.8 0.7 1.3 0.9 0.6 1.2 1.2 
NAtDon't Know 0.8 1.5 1.1 0.7 1.1 0.1 0.0 0.9 

Source: 1992 DoD Health Care Survey 
Question 96 - "What type of facility did this family member use for the most recent visit for dental 
care?" 
Question 99 - Part N: Overall satisfaction with dental care and services. 
Question 19 - 'What was the total income, before taxes, for the sponsor and spouse over the last 
12 months?" 

Reviewing satisfaction first, 88 percent or more of both beneficiaries who chose a 

military facility or beneficiaries who chose a civilian facility expressed satisfaction with 

the convenience of the location of the facility and cleanliness of the facility. More than 

89 percent of those who chose to go to a civilian provider were satisfied with the ability 

to make an appointment by phone and the time spent waiting for treatment. In contrast, 

fewer than 70 percent of those who chose a military facility were satisfied with these 

components of their dental care. As might be expected, 92 percent of the beneficiaries 

who'chose a military facility, where dental care is provided with no out-of-pocket charge 

to the patient, were satisfied with the cost of the visit. 

Focusing on components of dissatisfaction presented in Table 8.7, the greatest 

source of dissatisfaction for patients who chose a military facility was the ability to make 

an appointment by phone (22 percent were dissatisfied). For patients who chose a 

civilian provider, the cost of the visit was the greatest source of dissatisfaction with 22 

percent of these beneficiaries expressing dissatisfaction. 



Table 8.6 Components of Satisfaction with Most Recent Dental Visit by Source of Care 

Retirees and Retirees and 
Com~onent of Satisfaction, Junior Senior Survivors Survivors All 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Convenience of Location 

Military Facility 91% 94% 94% 89% 88% 92% 
Civilian Facility 89 92 92 93 95 93 

Availability of Parking 
Military Facility 73 76 77 9 1 95 77 
Civilian Facility 92 9 1 93 95 96 95 

Hours Facility is Open 
Military Facility 84 87 87 93 98 87 . 
Civilian Facility 94 94 92 95 98 96 

Cleanliness of Facility 
Military Facility 93 94 94 97 9 8 94 
Civilian Facility 98 98 97 98 99 98 

Availability of Dentists 
Military Facility 73 79 7 8 67 7 3 75 
Civilian Facility 9 1 92 94 96 98 95 

Emergency Response 
Military Facility 
Civilian Facility 

Make Appointments by Phone 
Military Facility 
Civilian Facility 

Waiting Time 
Military Facility 
Civilian Facility 

See Dentist of Choice 
Military Facility 
Civilian Facility 

Continued on next page 



Table 8.6-Continued 

Retirees and Retirees and 
Component of Satisfaction/ Junior Senior Survivors Survivors All 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Quality of Preventive Procedures 

Military Facility 81% 86% 87% 79% 84% 83% 
Civilian Facility 90 95 - 95 96 97 96 

Quality of Fillings 
Military Facility 72 78 8 1 79 9 1 7 6 
Civilian Facility 84 9 1 9 1 94 96 94 

Quality of Restorative Procedures 
Military Facility 64 73 72 59 6 1 68 . 
Civilian Facility 69 84 87 92 94 9 1 

Cost of Visit 
Military Facility 93 92 95 86 94 92 
Civilian Facility 65 64 64 60 66 63 

Overall Satisfaction 
Military Facility 80 8 1 84 68 72 80 
Civilian Facility 85 91 90 92 93 92 

Source: 1992 DoD Health Care Survey 
Question 99 - Please rate the satisfaction with the facility used on each of the following factors. 



Table 8-7. Components of Dissatisfaction with Most Recent Dental Visit by Source of Care 

Retirees and Retirees and 
Component of Dissatisfaction/ Junior Senior Survivors Survivors All 
Source of Care Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries 
Convenience of Location 

Military Facility 
Civilian Facility 

Availability of Parking 
Military Facility 
Civilian Facility 

Hours Facility is Open 
Military Facility 
Civilian Facility 

Cleanliness of Facility 
Military Facility 
Civilian Facility 

Availability of Dentists 
Military Facility 
Civilian Facility 

Emergency Response 
Military Facility 
Civilian Facility 

Make Appointments by Phone 
Military Facility 
Civilian Facility 

Waiting Time 
Military Facility 
Civilian Facility 

See Dentist of Choice 
Military Facility 
Civilian Facility 

Continued on next page 



Table 8.7-Continued 

Retirees and Retirees and 

Component of Dissatisfaction1 Junior Senior Survivors Survivors All 
Enlisted Enlisted Officers Under 65 65 and Over Beneficiaries Source of Care 

Quality of Preventive Procedures 
'7 % 5% 5% 16% 13% 7% Military Facility 1 1 1 

1 Civilian Facility 7 2 
Quality of Fillings 7 12 4 

9 Military Facility 11 8 
2 2 1 2 Civilian Facility 2 2 

Quality of Restorative Procedures 10 9 34 29 
14 . Military Facility 12 

3 3 3 3 Civilian Facility 4 5 
Cost of Visit 

1 0.3 3 Military Facility 1 
22 n A 1 C. 22 

Civilian Facility 23 23 

Cost of Visit 0.3 5 1 
1 Military Facility 1 1 

22 24 16 22 Civilian Facility 23 23 

Source: 1992 DoD Health Care Survey 
Question 99 - Please rate the satisfaction with the facility used on each of the following factors. 



8.3 SUMMARY OF KEY FINDINGS 

This chapter addressed utilization of and satisfaction with dental care as 

determined from questions about the most recent dental visit, provided it was within the 

last 6 months. Because respondents were asked to evaluate their most recent visit only, 

the ratings for military and civilian facilities were made by different beneficiaries. The 

key results are: 

Of the most recent visits for dental care, 46 percent were to military facilities 

and 52 percent were to civilian facilities. Active-duty sponsors used military 

facilities almost exclusively, while family members and retirees used civilian 

facilities in most cases. 

Over two-thirds of all dental visits were for routine examinations. 

Although the majority of beneficiaries were either satisfied or very satisfied 

with dental care, overall satisfaction with dental care at military facilities was 

lower than for either inpatient or outpatient care. Satisfaction levels among 

military-facility users ranged from 67 percent for retirees and survivors under 

65 to 84 percent for officers. Satisfaction with civilian facilities ranged from 

84 percent for junior-enlisted families to 92 percent for retirees and survivors 

age 65 and over. 

More than 85 percent of both military-facility users and civilian-facility users 

were satisfied with the facility's location and cleanliness. Civilian-facility 

users were considerably more satisfied with the ability to make an appointment 

by phone and the time spent waiting for treatment than were military-facility 
users. However, military-facility users were considerably more satisfied with 

the cost of the visit (military facilities provide dental care with no out-of- 

pocket charge). 

Military-facility users were most dissatisfied with the ability to make an 

appointment by phone (22 percent), and civilian-facility users were most 

dissatisfied with the cost of the visit (22 percent). 





Document Separatol: 
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APPENDIX B 

HEALTH CARE INITIATIVES AND REGIONAL 
STRATIFICATION GROUPS 

Through discussion among project staff members, a list of the catchment areas 

participating in various military health care initiatives and demonstration projects was 

assembled. This list, in combination with the geographic locations of military hospitals, 

formed the basis for the assignment of military hospital catchment areas to the 

stramcation groups shown in Chapter 1. A description of each of these stratification 

groups is given below. 

1. Army Catchment Area Management 

This group consists of the Army' catchment areas involved in catchment area 

management (CAM). The purpose of CAM is to show that the escalating cost of 

CHAMPUS can be contained by giving the local hospital commander fiscal responsibility 

for and management authority over all care rendered in the catchment area. CHAMPUS 

funds, are turned over to the local military hospital commander, who manages the health 

care for all catchment area beneficiaries, whether they receive their care in the civilian 

community or in the military hospital. The CAM model of integrated health care delivery 

is based on the assumption that the local hospital commanders know the needs of their 

beneficiaries, the capabilities of their military assets, and the nature of their local medical 
communities. Among the mechanisms used in connection with the Catchment Area 
Management model are means such as the "health we finder system" to assist beneficiaries 

with referrals to care, and a system of enrollment in one of several alternative programs. - 

2. Army Gateway to Care 

Gateway to Care is the label applied to the Army's implementation of the DoD 

Coordinated Care Program. The centerpiece of the program is a local health care delivery 

system based on arrangements between military and civilian health care organizations 

managed by the MTF commander. Beneficiary enrollment allows local MHSS managers 

to plan and provide care to a defined, enrolled population. A primary care case manager 

refers the enrolled beneficiary to other sources of care as needed. The program is further 

characterized by improved education of beneficiaries regarding options available in 



seeking health care and how to maintain and improve their own health status through 

family risk management, diet, exercise, and appropriate use of health services. 

3. Navy Catchment Area Management 

This group consists of the Navy catchment area management site. The Navy 

selected Naval Hospital, Charleston, South Carolina, as the site for its CAM demonstration 

based on an anticipated ability to demonstrate alternatives to standard CHAMPUS-funded 

treatment as well as to prove the applicability of CAM at a typical Navy medical installation. 

4. Air Force Catchment Area Management 

This group consists of the two Air Force catchment area management sites, Luke 

Air Force Base (AFB) and Bergstrom Am. The purpose of the Air Force CAM project is 

to demonstrate that the rapidly rising rate of expenditures by OCHAMPUS (Office of the 

Civilian Health and Medical Program of the Uniformed Services) within two catchment 

areas can be contained while maintaining or improving accessibility, patient and staff 
satisfaction, and health care quality. This is to be accomplished by vesting in the MTF 
commander the authority to manage the MTF budget (composed of operating and 

maintenance and investment equipment dollars) and the CHAMPUS funds allocated for 

the catchment area The commander must then provide or obtain health care services 

required to meet the needs of the beneficiary population within the catchment area. 

5. CHAMPUS Reform Initiative 

The objectives of the CHAMPUS Reform Initiative (CRI) are to apply generally 

accepted managed care techniques to the CHAMPUS program in order to contain costs 

and enhance services. The government awarded a contract that requires the government 

and the contractor to share financial risk for all health care services provided in the 

civilian sector to W U S  beneficiaries in California and Hawaii. Three alternatives 

are available to beneficiaries in this demonstration: (1) CHAMPUS Prime, an enrollment 

program that features enhanced CHAMPUS benefits such as new preventive care benefits 

and reduced beneficiary cost-sharing requirements while preserving all other CHAMPUS 

benefits; (2) CHAMPUS Extra, which has no enrollment incentives but provides a 

contracted provider network of care; and (3) Standard CHAMPUS. 

CRI activities/services include enhanced benefits, improved coordination between 

the military and civilian components of the MHSS, increased access to care, and 

enhanced quality assurance activities. 



6. TRICARE (Tidewater Region) 

The purpose of this demonstration project, which began in October 1992 in the 

Tidewater, Virginia, area (USAF Hospital Langley, McDonald Army Hospital Fort 

Eustis, and Naval Hospital Portsmouth) is to show the effect of pooling medical assets 

across a service area. The TRICARE program offers three options for enrolled 

beneficiaries: (1) the Preferred Plan HMO, in which TRICARE selects the primary care 

provider from MTF, NAVCARE, and civilian providers in the network, while the 

beneficiary pays a reduced cost share; (2) the Choice Plan PPO, in which beneficiaries get 

a list of approved network providers, pay a 20-25% standard deductible based on the 

discounted network rate, and are assured of no balance billing by the provider; and (3) 

standard CHAMPUS. Standard CHAMPUS provides maximum freedom of choice but 

also maximum beneficiary cost. All activeduty members are automatically enrolled in 

the Preferred Plan HMO. All other DEERS-eligible beneficiaries may select from all 

three options. Medicare beneficiaries may choose either the Preferred Plan or the Choice 

Plan. 

7. Overlapping Catchment Areas 

These catchment areas contain a significant fraction of beneficiaries whose ZIP 

code is within 40 miles of more than one facility. Beneficiaries in overlapping catchment 

areas are assigned to the M l T  of the same service branch or to the MTF of another 

service branch if it is more than ten miles closer. These beneficiaries, however, may 

receive care at more than one facility. 

8. Southeast Region Fiscal IntermediaryIPreferred Provider Organization 

The Southeast Region Fiscal IntermediaryPreferred Provider Organization 

( W P O )  provides for CHAMPUS fee discounts and utilization management. While 
initially operative in Florida and Georgia in July 1988, it has been extended to cover the 

entire Southeast region. The purpose of the Southeast Region Fiscal Intermediary 

Managed Care Program (MCP) is to offer an efficient and cost-effective alternative health 

delivery system to regular CHAMPUS that complements and is coordinated with the 

1 W s .  The MCP is designed to reduce CHAMPUS health care costs while maintaining 

quality of care. 

The foundation of the MCP exists in the establishment and operation of point-of- 

service preferred provider networks (institutional and professional) in coordination with 

the MTFs, implementation and operation of quality assessment and utilization 



management programs, and establishment and implementation of a marketing (education) 
program. The MCP includes the placement of experienced, full-time, fiscal intermediary 

employees at the MTFs in the.Southeast region. These individuals provide on-site 

coordination between the MTF staff, the networks, and the fiscal intermediary. 

To encourage the use of the network providers, the MCP offers cost-share 

reductions and additional health care benefits for CHAMPUS beneficiaries using the 

MCP network; the objective is to maximize the use of the network providers by current 

CHAMPUS users. 

PRIMUSINAVCARE consists of contractor-owned and operated primary care 

clinics established near heavily utilized military hospitals to augment the delivery of basic 

outpatient services. PRIMUS/NAVCARE clinics are. considered by the services to be an 

extension of the parent MTF, not unlike a branch military clinic. 

10. New Orleans CRI-Like Demonstration 

This CRI-like demonstration project in the New Orleans, Louisiana, area is 

- . - administered by the Office of Coordinated Care Operations in the Office of the Deputy 

Assistant Secretary of Defense (Health Services Financing) and OCHAMPUS. 

11. Noncatchment Areas 

This group consists of the state-based areas that are not allocated to any catchment 

area and that are not in any of the other groups. 

12. Outside the 50 States 

This group consists of locations outside the continental United States, Alaska, and 

Hawaii. The group includes overseas catchment and noncatchment areas. 

13. No Initiatives 

This group contains the remaining catchment areas not elsewhere grouped. 

14. Shipboard 

This group consists of all Fleet Post Office (FPO) addresses. 
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APPENDIX C 

MATCHING BENEFICIARIES TO SURVEY REGIONS 

- 1 Drawing a stratified sample for the beneficiary survey requires a link between the 

I beneficiaries and the various regional stratification groups. The method adopted involves 
constructing a mapping that first links the ZIP codes of beneficiaries to catchment and 

I noncatchment areas, and then maps these areas to the regional stratification groups. This 
section describes the construction of this mapping. 

I Since inpatient catchment areas (a catchment area is defined as a 40-mile-radius 

region around a military hospital, with allowances for natural barriers) and noncatchment 

1 areas are already mapped to the regional stratification groups, a mapping of beneficiary 
ZIP codes to survey groups can be obtained by first mapping the ZIP codes to inpatient 

1 . - catchment areas. The Defense Medical Information System @MIS) maintains an 

1 inpatient catchment area directory that served as the starting point for this mapping. 

1 Catchment areas for hospitals that are slated for downgrading to clinic or aid station 
status and eventual closure were deleted. Specifically, catchment areas were deleted if 
they were defuled in the 30 September 1991 DMIS catchment area directory for a hospital 

1 - that will no longer be a hospital on 30 September 1992, as called for in the Services' Base 
Realignment an'd Closure (BRAC) Act I1 transition plan. 

1 
4 Beneficiaries with ZIP codes within 40 miles of more than one hospital are 

alloc&ed to the closest hospital of the same Service branch as their sponsor. However, if 

1 the closest hospital of any Service branch is more than ten miles closer than the hospiti 
of the same Service branch, the beneficiary is assigned to the closest hospital. A 
noncatchment area in the United States consists of the ZIP codes within a state that are 
not in a catchment area. 

3 Besides the inpatient catchment areas defined in the standard DMIS catchment 

area directory, a special set of additional "catchment areas" were used. These special 
areas include areas around Uniformed Services Treatment Facilities (formerly Public 

Health Service hospitals), the New Orleans area, and the area around Fort Drum (the 
latter two areas were considered because new health care initiatives are being 



implemented there). ZIP codes for each of these areas were also obtained from the 

DMIS. 

Since the unique assignment of beneficiaries to catchment areas in overlapping 

areas depends on the sponsor Service branch and the Service branch of military hospitals, 

assignment to survey groups may also depend on Service branch. Beneficiaries in ZIP 

codes that are not mapped to catchment areas are assigned to noncatchment areas 

according to the fust three digits of their ZIP code. 
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APPENDIX D 

* DETERMINATION OF SAMPLE SIZE 

I 
The formula for the sample size when a simple random sample is taken within 

each survey stratification cell is [4]: 

J 
where P is the true (unknown) population proportion, N is the population size, d is the 

i . - degree of precision desired, t,, is the abscissa of the normal probability curve that cuts off 

fiuv an area a at the tails, and n, = ti ~ ( 1 -  p)/d2. If ndN is negligible, the denominator is 

J 
effectively equal to 1, and the sample size becomes n = nv (If ndN is not negligible 

within a cell, the effect of assuming it is negligible is to increase the estimate of sample 

3 
size.) Further, if the sample size estimate is scaled to account for expected nonresponse, 
the sample size needed is n = ndr, that is, 

1 where r is the response rate. 

The sample size estimates for each cell were basd on the following assumptions: 

The quantity being measured is a population proportion, such as a satisfaction 
rate. 

3 
The true population proportion is 0.5. This gives the maximum possible 
variance in the sample proportion and yields the most conservative (i.e., on the 
high side) estimate of the sample size needed. 

The degree of precision desired in the estimated proportion is f 0.05 (i.e., the 
sample proportion should be within f 0.05 of the true population proportion). 



The probability that the sample proportion will be within +- 0.05 of the true 
population proportion is 0.95. 

The population size in each cell is effectively infinite, so that finite-sample 
corrections need not be employed. The effect of this assumption is a more 
conservative estimate of the necessary sample size. 

The response rate in each cell is 65 percent. 

From past experience it is known that the response rate varies by beneficiary type 

(enlistees, officers, retirees, etc.), Service, and other beneficiary attributes. There are, 

however, two reasons why a constant response rate was assumed for the purpose of 

sample size computation. First, the total sample size was constrained to a maximum of 

about 45,000 sponsors. This means that increasing the sample size in cells with low 

expected response rates would necessarily result in decreasing the sample size in cells 

with higher expected response rates, that is, good responders would have been penalized 

in favor of poor responders. Second, inflating the sample size to account for expected 

nonresponse does not necessarily increase the precision of the quantity being estimated; 

the response rate would still be low and the estimates may be biased. To the extent that 
the response rate for a particular design stratification cell falls markedly below the target 
rate of 65 percent, the desired degree of precision (& 0.05) in the estimated proportion of - . - 
the quantity being measured (such as a satisfaction rate) may not be attained and any bias 

problems could be aggravated. 

Given the assumptions stated previously, a =. 025, r, = 1.96, P = .5, d = -05, and 

r = .65. Substituting these values into equation @-I) gives: 

This number was rounded down to 590 and became the sample size selected in each cell 

of the Stage 1 sampling plan. 
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APPENDIX E 

SURVEY DATA CLEANING AND INTEGRITY CHECKS 

This appendix provides a detailed description of the data integrity checks and data 
cleaning procedures that were applied to the survey response data. These checks and 

procedures were formulated to accomplish several goals: 

identify and eliminate contradictory responses, 

attempt to fdl in missing responses to demographic~questions based on 
information provided in the remainder of the questionnaire, and 

prepare the survey response data set for statistical analyses. 

Section E.l provides a summary of these procedures and Section E.2 describes 
these procedures in greater detail. 

E.l SUMMARY OF THE DATA INTEGRITY CHECKS AND CLEANING 
PROCEDURES 

The checking and cleaning process was separated into several steps. Each step 
was performed separately and information from previous steps was used in subsequent 

steps of the cleaning process. Table E-1 presents a summary of the data cleaning 
procedures and the impact on- the survey response data set. 

. S- 
Several survey fonns were returned blank or only partially completed and - 

a determination was made as to whether to include these forms as 
responses or non-responses. Cases where the entire survey form was 
blank were determined to be non-responses (419 cases) and cases that 
were partially complete were determined to be responses (31 cases). 

Ster, 2 
This step fded in missing responses to the spouse's age and sex and the 

sponsor's sex (questions 2, 3, and 15). If the information was identified 
within the remainder of the survey, then it was used to fill in the missing 



demographic data. Otherwise, the sponsor's sex was filled in based on the 

population data from which the survey sample was drawn. 

Step 3 

This step in the cleaning process attempted to reduce the number of survey 

responses with answers to question 41 that indicated that the family 

member with the last birthday was both the sponsor and a dependent (the 

instructions explicitly state to select one beneficiary in cases where 2 or 

more family members had birthdays on the same day). The algorithm used 

the age and sex reported in questions 42 and 43 and attempted to 

determine the correct response to question 41. 

s t e ~  4 

The survey form had a printing enor for questions 34, 36, 38, 39, and 40 

and extraneous response "bubbles" were provided on the form. Responses 

provided in these bubbles were deleted. 

smL5 
This step used the cleaned demographic data (step 2) to impute answers to 

missing survey responses for questions 41, 50, 72, and 90. Specifically, 

this related to the family member with the last birthday, outpatient visit, 

overnight stay and/or dental visit. The algorithm inferred who the family 

member was (sponsor, spouse, or child) based on demographic data 

provided in several sections of the survey. 

s t e ~  6 - 

To facilitate data analysis, after inferring which family member had the 

last birthday, outpatient visit, hospital stay and dental visit based on 

demographic data, these demographic data were copied into relevant 

locations. In addition, when the sex of the person about whom medical 

information was provided and inconsistent sex-specific medical 

procedures were reported to have been performed, the medical procedures 

were changed so they were marked as not having been performed. Lastly, 

where skip patterns existed but were not followed, responses were blanked 

out where appropriate (e.g., if the response indicated no visit occurred in 

the last 12 months, then where information concerning visits was provided 

it was changed to no response). 



Step 7 

The final step was performed in order to complete responses to partially 
completed questions. For example, question 36 asked how many times 
each eligible family member visited a doctor. If the question was 

answered for some of the reported family members but not all, the 
remainder were filled assuming zero visits. Similar corrections were made 
for questions 38, 39, 40, 44, 45, 47, and 48 which record stays, expected 

visits, expected stays, medical conditions, preventive procedures, and type 

of facility used. 

Table E-1 Summary of Data Cleaning Procedures 

Question 
Response Status 

Data Cleanine Procedure Impact 
419 status fields corrected 

- - 

R e s t  response status tofeflect correct 
survey status 

Replace non-response for sponsor sex with 
a valid response 

332 non-responses modified 

Replace non-response for sponsor age with 
a valid response 

514 non-responses modified 

Replace non-response for spouse age with a 
valid response 

421 non-responses modified 

Eliminate multiple answers to the family 
member who had the last birthday 

93 total corrections 

34,36,38,39, 
and 40 

Eliminate answers from extra response 
bubbles on the survey questionnaire 

All responses left after 
cleaning criteria were deleted 

Infer response to family member who had 
last birthday 

Inferred sponsor 0 times; 
spouse 76 times; 
child 49 times 

Infer response to family member who had 
last birthday 

Inferred sponsor 0 times; 
spouse 76 times; 
child 49 times 

Infer response to family member who had 
last outpatient visit 

Inferred sponsor 156 times; - 
spouse 121 times; 
child 64 times 

Infer response to family member who had 
most recent inpatient stay 

Inferred sponsor 30 times; 
spouse 28 times; 
child 18 times 

Infer response to family member who had 
most recent dental visit 

Inferred sponsor 68 times; 
spouse 58 times; 
child 36 times 

Force both questions to agree that the 
sponsor is deceased 

Enforce survey skip pattern for 
question 3b 

Continued on next page 



Table E-1-Continued 

Question 
10 

Data Cleaning Procedure 
Enforce survey.skip pattern for sponsor 
marital status, while leaving possibly useful 

Blank questions 1 1. 12. 13, 
and 14 where appropriate 

data 

Force questions 3, 10, and 17 to report 
employment status in a consistent manner. 
Enforce survey skip pattern for spouse's 
military service 

Blank question 17 part A or B 

Blank question 14 where 
appropriate 

Set question 2 1 to "Yes" 
where appropriate 

Force questions 2 1.29.49, and 7 1 to 
consistently report CHAMPUS eligibility 

Enforce survey skip pattern for CHAMPUS 
use 

Blank question 25 where 
appropriate 

Set question 28 to "Yes" 
where appropriate 

Force questions 28.29, and 30 to 
consistently report private insurance 

. Blank 44 and 45 where 
appropriate 

Remove procedures associated with a 
particular sex when patient is reported to be 
of the opposite sex 

Enforce survey skip pattem for the time 
frame of the most recent outpatient visit 

Blank questions 55-7 1 where 
appropriate 

Remove procedures associated with a 
particular sex when patient is reported to be 
of the opposite sex 

Blank question 57 where 
appropriate 

Blank question 60 where 
appropriate 

Remove MTF reported, if visit occurred 
overseas or aboard ship or not at an MTF 

Enforce survey skip pattern for the time 
frame of the most recent inpatient stay 

Blank questions 77-89 where 
appropriate 

Blank question 84 where 
appropriate 

Remove MTF reported, if stay occurred 
overseas or aboard ship or not at an MTF 

Enforce survey skip pattern for the time 
frame of the most recent dental visit 

Blank questions 94-99 where 
appropriate 

Force questions 2,10,16, and 103 to 
consistently reflect single male sponsors 
and OB/GYN visits 

Blank question 103 where 
appropriate 

Fill questions 36.38.39 and 
40 when necessary 

Zero fill in stays, visits, expected stays, and 
expected visits for partially completed 
responses 

36,38,39, and 
40 

Zero fill medical conditions for partially Fill question 44 if needed 
filled responses 

Zero fill preventative procedures for Fill question 45 if needed 
partially filled responses 

Zero fill partial responses to type of facility Fill each category as necessary 



E.2 DETAILS OF THE DATA INTEGRITY 'CHECKS AND CLEANING 
PROCEDURES 

This section describes the'data integrity checks and cleaning procedures in detail. To 
simplify the discussion, questions were referred to by number. To follow the discussion it is 

beneficial to have a copy of the 1992 DoD Health Cate Survey. Many questions have several 

parts. The teit ~ f e r s  to each part of these question in the order that the parts were presented 
using "A" to sign@ the first part, '73'' to signify the second parts, etc. For example, question 
68B was the second part of question number 68. Each phase is described in general and then 

the algorithm applied is summarized below the description. 

Phase 1 

The first step in the cleaning process corrected the response status . . associated with 
each survey record. If the returned survey was blank the response status was. changed 
from R to U. If the response status incorrectly indicates a non-response or an 

undeliverable survey the response status was corrected to reflect response to the survey, 
and set to R. 

Response Status 

Check 1 If the entire survey was blank. 

Otherwise go to check 3 

Check 2 If response status was R. 

Set response status equal to U 

Check 3 If response status does not equal R. 

Set response status equal to R 

Phase 2 

The purpose of this step was to fill questions 2, 3 and 15 as completely as 
possible. The general rule was to use survey responses first and then use information 
provided by the survey population data file. Question 41, 50, 7 1, and 90 were used to 
identify which family member was the subject of the subsequent questions. 

Question 2 asked for the sex of the sponsor. If it was blank, the information could 
be found in questions 42,51,73, or 91. If the sponsor was the family member of interest 

in any of the subsections and the sponsor's sex was reported, question 2 was filled with 



this data. Otherwise the sponsor's sex provided in the survey population file was used to 
fill in question 2. 

Question 3 asked for the age of the sponsor. If it was blank, the information could be 

found in questions 43'52'74. or 92. If the sponsor was the farnily member of interest in any 

of the subsections , and the sponsor's age was reported, question 3 was filled with this data. 

Othenvise the sponsors age provided in the survey population file was used to fill question 3. 

Question 15 asked for the age of the spouse. If it was blank, the information could be 

found in questions 43,52,74, or 92. If the spouse was the family member of interest in any of 

the subsections and the spouse's age was reported, question 15 was filled with this data. 

Duestion 2 Sponsor's sex 

Check 1 If 4 2  was blank, sponsor's sex. 

Check 2 If Q41A equals 1 and Q41B and Q41C were blank, family member 
with last birthday was the sponsor and the question was properly 
filled out. 

Check 2A If Q42 was not blank, sex of family member with last birthday was 
available. 

• Set 42 equal to Q42 

Check 3 If Q5O equals 1, the family member with last outpatient visit was 
the sponsor. 

Check 3A If Q51 was not blank, sex of family member with last outpatient 
visit was available. 

Set Q2 equal to Q51 

Check 4 If Q72 equals 2, the family member with last overnight stay was 
the sponsor. 

Check 4A If 473 was not blank, sex of family member with last overnight 
stay was available. 

Set 4 2  equal to 473 

Check 5 If Q90 equals 2, the family member with last dental visit was 
sponsor. 

Check 5A If Q91 was not blank, sex of the family member with dental visit 
was available. 

Set Q2 equal to Q91 



Check 6 If the sponsor's sex available in the survey sample population data 
file was not blank. 

Set 4 2  = sex reported in population data file 

Ouestion 3 Sponsor's age 

Check 1 If Q3B was blank or less than 17 or a single digit and Q3A was 
blank and 4 7  does not equal 1, sponsor's age needs correcting. 

Check 2 If Q4 1A equals 1 and Q4 1B and Q41 C were blank, family member 
with last birthday was sponsor and the question was properly filled 
out. 

Check 2A If Q43B was not blank and 2 17, age of the family member with 
last birthday was available and a legitimate sponsor age. 

Set Q3B equal to Q43B 

Check 3 If Q50 equals 1, family member with last outpatient visit was 
sponsor. 

Check 3A If Q52B was not biank and 2 17, age of the family member with 
the last outpatient visit was available and a legitimate sponsor age. 

Set Q3B equal to Q52B 

Check 4 If 472 equals 2, family member with last overnight stay was 
sppnsor. 

Check 4A If Q74B was not blank and 2 17, age of the family member with 
overnight stay was available and legitimate. 

Set Q3B equal to Q74B - 
Check 5 If Q90 equals 2, family member with last dental visit was sponsor. 

.. Check 5A If Q92B was not blank and 2 17, age of the family member with 
dental visit was available. 

Set Q3B equal to Q92B 

Check 6 If age reported in the survey population data file was not blank and 
less than 100. 

Set Q3B equal to the age found in the population data file 

Phase 3 

The third step in the cleaning process attempted to eliminate multiple answers to 

question 41 parts A and B - ""Which eligible family member had the last birthday?'. If 

there were answers to questions 42 and 43 sex and age of family member with the last 



birthday, the answers were compared to questions 2, 3, and 15. If they matched the 
information for the sponsor or the spouse, question 41 was reset to reflect this match. If 

not, question 16 was used to see'if the age in reported in 43 fell into an age group with at 

least one dependent. Otherwise, the multiple answers were eliminated. 

Ouestion 41 Which eligible family member had the most recent birthday? 

Check 1: If Q41A and Q41B were both answered. 

* There should be one response for all parts of this question. 

Check 2 If 442, Q43A, or Q43B were not blank. 

* If the age or sex of the person was available it might have been possible to 
determine which answer was correct. 

Check 3 If Q43B equals Q3B and Q43B was not blank The age of the person 
with the last birthday matches the sponsor's age and was not blank. 

Check 3A If Q42 equals 4 2  and 4 2  was not blank or if Q3B does not equal 
Q15, the sex of the person with the last birthday matches the 
sponsor's sex and was not blank or the age of the sponsor differs 
from the age of the spouse. 

Fill in Q4 1A as sponsor ' 1 ' and blank Q4 1B 
* The age and sex exactly match or the ages exactly match and are unique. 

Check 4 If Q43B equals Q15 and Q43B was not blank, the age of the person 
with the last birthday matches the spouse's age and was not blank. 

Check 4B If 442 does not equal 42, and 4 2  and 442 were not blank, the sex 
of the person with the last birthday matches the spouse's sex and - 
neither was blank. Or if the Q3B does not equal Q15, the 
sponsor's and spouse's ages differ. 

Fill in Q41A as spouse '2' and blank Q4 1B 

Check 5 If the age reported in Q43B falls into a group with at least one 
reported dependent in Q16A, the age of the person with the last 
birthday was a dependent child. 

Blank Q41A 

Phase 4 

This step in the cleaning process attempted to eliminate responses to Q34C, Q3K,  
Q38C, Q39C, and Q40C. Questions 16 and 10 were used to determine the range of expected 

answers.' If an expected spouse answer was missing, the extra answer was moved into the slot 

for the spouse. Otherwise, the number of children with answers was checked against the 



expected number. If one was missing, the answers were all moved down one. Otherwise the 

number of expected answers was recalculated, assuming question 16 included the sponsor and 

the spouse. Then the number of expected answers verses the number of answers reported was 

rechecked, moving the extra answer when appropriate. Any extra answers left were then 

removed. 

Question 16 Clarify the number of eli yible children. 

Check 1 If Q16 equals 1, no other eligible family members. 

Fill-in all Q16A's and Q16A's with "zeros". 

Check 1A If Q16Al-Q16A6 were non-zero 

Set Ql6 equal to "blank". 

* Our preference was for accepting answers for other members over marking 
the "no other*' bubble. 

* Continue with check 3. 

Check 2 If 416 was blank, non-response or other eligible family members. 

Check 2A If Q 16A1 to Q16A6 non-blank, response to one or more of the age 
categories. 

Set all blank Q16A and Q16B to 0 

Check 2B If all Q16A to Q16B were 0, response but all were zero. 

Set 416 to 1 

Check 3 Compare Q16A's with corresponding Q16B's. if Q16A1 was 
than Q16B1. - 
Set Q16B1= Q16A1 

.. * If Q16A2 was jess thm Q16B2, then set Q16B2 = Q16A2, etc. 
* This clarifies that the number of eligible members living with the sponsor 

cannot be more than the total number of eligible family members. 

Check 4 Creates a comparison value for future checking use. 

Create: NUMCLD = sum(Ql6Al-AS) {Note: exclude A6) 

* This attempts to create a check-figure for later questions regarding the 
eligible children of the sponsor. 



Ouestions 34.36.38.39. and 40 

To correct for questions 34C, 36C, 38C, 39C, and 40C being mistakenly filled-in. 

The following demonstrates using question 34. 

Check 1 Q34C was non-blank 

Check 2 Create a check value using the number of entries in Q34D through 
Q34M 

Create: CK34 = sum (Q34D-M) 

Check 3 If NUMCLD was "0" and Q34B was non-blank, there were no 
eligible children and spouse was already filled in. 

* Checks for possible miscoding of spouse before making Q34C blank. 

Check 4 If Q34B was "blank" and Q10 was 2 or 3, and NUMCLD was bbO", 
spouse response was missing and there were no children. 

Set Q34B = Q34C and blank-out Q34C 
* Corrects for miscoding of spouse data. 

Check 5 CK34 = NUMCLD 

Blank Q34C 

* Assumes Q34C was an extra response. 

Check 6 If CK34 = (NUMCLD - l), number of coded children one less than 
expected number of children. 

Set Q34M = Q34L and Q34L = Q34K 

Q34K = Q34J and 4345 = 4341 

Q34I = Q34H and Q34H = Q34G 

Q34E = Q34D and Q34D = Q34C 

* Corrects Q34C by moving the following responses up one position. 

Check 7 Create another check figure in case the sponsor and spouse were 
mistakenly counted in 416 (probably Q 16A5). 

Create CKSUM = Q34A-M 

Check 8 NUMCLD = CKSUM 

Set Q34M = Q34L and Q34L = Q34K 

Q34K = Q34J and Q34J = Q34I 



Q34I = Q34H and Q34H = Q34G 

Q34G = Q34F and Q34F = Q34E 

Q34E = Q34D and Q34D = Q34C 

* Also corrects Q34C by moving the following responses up one position. 

Blank all remaining Q34C 

Phase 5 

The fifth step in the cleaning process attempted to fill in missing responses to 

question 41,50,72, and 90. These questions recorded which family member had the last 

birthday, made the most recent visit, hospital stay, or dental visit. The process is 

illustrated using question 41. 

If there were answers to questions 42 and 43 sex and age of family member with 

the last birthday, the answers were compared to questions 2, 3, and 15 to see if they 

matched the information for the sponsor or the spouse. If not, question 16 was used to 

see if the age in reported in 43 fell into an age group with at least one dependent. When a 

match was made, the blank question was reset. 

Ouestion 4 1  Family member with most recent birthday. 

Check 1 If Q4 1 A, Q4 1B and Q4 1 C were all blank. 

Check 2 If 442, Q43A, or Q43B was not blank. 

* If the age or sex of the person was available it might have been 
possible to determine which answer was c o m t .  

Check 3 If Q43B equals Q3B and Q43B was not blank The age of the person 
with the last birthday matches the sponsor's age and was pot blank 

Check 3A If Q42 equals 42 and Q2 was not blank or if Q3B does not equal 
415, the sex of the person with the last birthday matches the 
sponsor's sex and was not blank or the age of the sponsor differs 
from the age of the spouse. 

Fill in Q41A as sponsor '1' 

* The age and sex exactly match or the ages exactly match and were 
unique. 

Check 4 If Q43B equals Q15 and Q43B was not blank. The age of the 
person with the last birthday matches the spouse's age and was not 
blank. 



Check 4B 

Check 5A 

* 
Check 5B 

If 442 does not equal 42, and 42 and 442 were not blank, the sex 
of the person with the last birthday matches the spouse's sex and 
neither was blank. Or if the Q3B does not equal Q15, the 
sponsor's and spouse's age differ. 

Fill in Q4 1 A as sponsor '2' 

If the age in Q43B matches an age group in question 16 which 
reports at least one child, then Q43B was the dependents age. 

If the number of child in the age bracket equals 1, the child number 
can be determined. 

Compute the child number, sum children in the age group and 
older 

Exclude Q 16A6 

If the child has a response in question 34, 36, 38, 39, or 40, the 
computed child number has responses in other survey questions. 

Set Q41B equal to the computed child number 

Ouestions 50.72.9Q 

Family member who made the last outpatient visit, hospital stay, and dental visit. - . - 
Each of these questions was handled the same way and will be illustrated using question 

50. 

Check 1 If Q50 was blank. 

Check 2 If Q5 1, Q52A, or Q52B was not blank. 

* If the age or sex of the person was available it may be possible to 
determine correct answer to Q50. 

Check 3 If Q52B equals Q3B and Q52B was not blank. The age of the person 
who made last visit matches the sponsor's age and was not blank. 

Check 3A If Q51 equals 42 and 42 was not blank or if the Q3B does not 
equal Q15, the sex of the person who made last visit matches the 
sponsor's sex and was not blank or the age of the sponsor differs 
from the age of the spouse. 

Fill in Q50 as sponsor ' 1 ' 
* The age and sex exactly match or the age exactly matches and was 

unique. 

Check 4 If Q52B equals Q15 and Q52B was not blank. The age of the 
person who made last visit matches the spouse's age and was not 
blank. 



Check 4B If Q51 does not equal 42, and 4 2  and Q51 were not blank, the sex 
of the person with the last birthday matches the spouse's sex and 
neither was blank. Or if the Q3B does not equal Q15, the 
sponsor's and spouse's age differ. 

Fill in Q50 as sponsor '2' 

Check 5 If the age in Q52B matches an age group in question 16 which 
reports at least one child, then Q52B was the dependents age. 

Set Q50 to 3 

Phase 6 

During this phase many of the algorithms developed to remove inconsistent or 

illogical responses were implemented. Questions 3 and 7 both give the survey respondent 

the opportunity to indicate that the sponsor was deceased. If either of the questions 
indicated that the sponsor was deceased, then each of the questions were reset to report 
consistent information. The skip patterns for both questions were then enforced. This 

blanked question 3 part B, and questions 8 through 12. 

Question 17 asked for the current employment status of the sponsor and the 
spouse. Responses referring to the sponsor were removed if question 3 indicated the 
sponsor was deceased. Responses referring to the spouse were removed if question 10 
indicated that the sponsor was not married. 

Question 14 asked for the spouse's paygrade. This was removed if question 13 
indicated that the spouse never served in the military. 

~ues t i6n  21 asked about CHAMPUS eligibility. This question was set to yes if 
question 29,49,71, or 89 indicated CHAMPUS eligibility or that CHAMPUS was used 
to pay for medical services. 

Question 24 asked why a claim was not filed, question 25 ask for the reasons a 
claim was not filed. If question 24 was answered as "does not apply", answers to 
question 25 were blanked. 

Question 28 asked if any members of the respondent's family were eligible for 
private medical insurance. Questions 29 and 30 asked for the same information in greater 
detail. Question 28 was set to yes if either of the following questions indicated that 

someone was covered by private health insurance. 

Questions 44 and 45 asked about medical conditions and preventive procedures 
associated with the family member with the last birthday. Questions 41, 42, and 2 were 



used to determine the sex of the family member with the last birthday. Then 

contradictory sex-specific answers were removed for questions 44 and 45. 

Question 54 asked how long ago the most recent outpatient visit was made. If it 

was more then six months ago, questions 55 through 7 1 were blanked out. 

Question 57 referred to the reasons for the most recent outpatient visit. Questions 

50, 51, and 2 were used to determine the sex of the family member who made the most 

recent outpatient visit. Any contradictory sex-specific reasons were then removed from 

question 57. 

Question 60 asked which MTF was used during the most recent outpatient visit. 

If question 58 indicated that an MTF was not used or question 59 indicated that the visit 

was overseas or aboard ship then question 60 was blanked. 

Question 76 asked how long ago h e  most recent inpatient stay was. If it was more 

then one year ago, questions 77 through 89 were blanked out. 

Questions 84 asked which MTF was used during the most recent inpatient stay. If 

question 82 indicated that an MTF was not used or question 83 indicated that the visit 

was overseas or aboard ship then question 84 was blanked. 

Question 93 asked how long ago the most recent dental visit was. If it was more 

then six months ago, questions 94 through 99 were blanked out. 

Question 103 reports on OB/GYN visits during the past twelve months. Question 

2, sponsor's sex, question 10, marital status, and question 16, dependents were used to 

eliminate responses to question 103 for unmarried male sponsors with zero dependents. 

Ouestions 3A and ;! 

.. Force the two questions to agree that the sponsor is deceased. 

Check 1 If question 3A was non-blank or question 7 equals 1 

Set both 3A and 7 to one 

Blank question 3B and questions 9 through 12 

Ouestion 17 

Blank part A for a deceased sponsor and part B for a non-married sponsor. 

Check 1 If question 3A equals 1 

Blank question 17 part A 

Check 2 If question 10 equals 1 



Blank question 17 part B 

w 
Ouestion 10 

Blank out unnecessary information by enforcing the skip pattern yet leaving 

responses which will be useful during the augmentation process. 

Check 1 If question 10 equals 1 

Blank question 1 1 

Blank questions 13 and 14 

* Leave the spouse's ZIP code for use in computing distances. 

Check 2 If question 10 equals 2 

Blank questions 11 and 12 

Question 14 

Remove spouse's pay grade, if spouse did not serve in military. 

Check 1 If question 13 equals 1 

1 Blank question 14 

w - -  
Ouestion 21 

Force question 21, CHAMPUS eligibility, to reflect the use of CHAMPUS to pay 

for services or other reports of eligibility. 

Check 1 If any of the following 

Question 29A1 equals 1 Standard CHAMPUS 

Question 29A2 equals 1 

Question 29B 1 equals 1 Extended CHAMPUS 

Question 29B2 equals 1 

Question 49 equals 3,4, or 5 Used CHAMPUS 

Question 7 1B non-blank Used C W U S  

Question 7 1C non-blank 

Question 89B non-blank Used CHAMPUS 

Question 89C non-blank 

Set question 21 equal to 1 ~ ~ ~ ~ ~ ~ S e l i ~ i b l e  



Ouestion 21 

Enforce the skip pattern if no family members were eligible for CHAMPUS. 

Check 1 If question 21 equals 2 

Blank questions 22 through 27 

Question 24 

If always filed a CHAMPUS claim enforce the skip pattern, by removing the 

answers to why they did not file a claim. 

Check 1 If Question 24 equals 1,2, or 6 

Blank question 25 

Question 28 

If the use or eligibility of private medical insurance was reported in question 29 or 
30 force question 28 to reflect the eligibility. 

Check 1 If Question 29A4 or 29B4 was non-blank 

Set question 28 to 1 

Check 2 If Question 30B, 30C, 30D, or 30E was non-blank 

Set question 28 to 1 

Ouestions 44-45 

Check the sex of the person receiving the care, if the procedure performed was 

illogical remove the response. 

Check 1 If question 42 equals 1 (male) 

Blank question 44 part W and question 45 parts M and N 

Check 2 If question 42 equals 2 (female) 

Blank question 44 part V and question 45 parts J and K 

Check 3 If question 41A equals 1 (sponsor) 

Check 3A If question 2 equals 1 (sponsor was male) 

Blank question 44 part W and question 45 parts M and N.' 

Check 3B If the question 2 equals 2 (sponsor was female) 

Blank question 44 part V and question.45 parts J and K 

Check 4 If question 4 1A equals 2 (spouse) 



Check 4A If question 2 equals 2 (male spouse) 

Blank question 44 part W and question 45 parts M and N. 

Check 4B If the question 2 equals 1 (female spouse) 

Blank question 44 part V and question 45 parts J and K 

Ouestion 54 

Enforce the skip pattern if the visit was more than six months ago. 

Check 1 If question 54 equals 4 

Blank questions 55 through 7 1 

Ouestion 57 

Check sex of person who made last visit to determine reported procedures were 

logical. 

Check 1 If question 5 1 equals 1 

> Blank question 57 parts C and D 
I . - Check 2 If question 50 equals 1 (sponsor) 

rll Check 2A If question 2 equals 1 (male sponsor) 

Blank question 57 parts C and D 

Check 3 If question 50 equals 2 (spouse) 

Check 3A If question 2 equals 2 (male spouse) 

Blank question 57 parts C and D 

If outpatient visit was outside of the 50 American states or aboard ship or not at an - 

MTF, remove the MTF reported to have been used in question 60. 

Check 1 If question 58 equals 3,4,5,6 or question 59 equals 2 or 3 

Blank question 60 

Duestion 76 

If most recent stay was more than a year ago enforce the skip pattern by blanking 

questions 77 through 89. 

.r Check 1 If question 76 equals 4 









APPENDIX F 

CALCULATION OF SURVEY WEIGHTS 

The basic survey weight for an individual is the inverse of the probability of being 
selected by the sampling mechanism. In the case of the present survey, the probability of 
selection varies across strata but is the same within each stratum. If the strata are formed 

as the set of all possible combinations of family status (with or without dependents), 

beneficiary status, and region, the basic weight within each stratum is: 

where Nh is the number in the population from stratum h, and nh is the corresponding 

. - number in the sample.1 

'(C If not everyone in the sample responds (as is almost always the case), the sample 
weights for the responders will not add up to the population counts. Furthermore, even if 
nonresponse bias were not an issue, it may be desirable to poststratify the sample to bring 

its composition into greater conformity with the population. Poststratification involves 
partitioning the sample into homogeneous subgroups, using a factor not used to design 
the sample. For example, the sample could be further partitioned by the Service of the 
sponsor. If it is desired to adjust the basic weight for both nonresponse and 
poststraiifcation, care must be taken not to adjust for too many factors to avoid placing 
undue weight on spurious influences. The factors used to adjust the basic weight in the' 

present survey were: 

all combinations of family status, beneficiary status, and region, 

service of the sponsor, 

sex of the sponsor, 

enlisted or officer status for retirees, and 

age of the sponsor (using U.S. Census groupings). . 

w 1 Postal nondeliverables, that is, sampled individuals who could not be reached at the address in DMDC's 
files. are excluded from the sample. 





APPENDIX G 

OUTPATIENT UTILIZATION REGRESSION MODELS 

The number of visits for outpatient care during the past 12 months is recorded in the 

response to survey question 47, which asks for the number of visits by some of care. The 
responses for each source of care are measured on a scale from 0 to 10+, where 10+ means 10 

or more visits. Because the exact number of visits beyond 10 are unknown, the average 

number of visits cannot be calculated directly fmm the data; rather, it must be calculated from 
a model of outpatient utilization. The model used to estimate outpatient utilization is a 

negativebinomial counting model. This model is derived fi-om the assumptions that the 

number of visits for each individual has a Poisson distribution with utilization rate A,,, i.e., 

and that 
loghi = f S x , + ~  , 

where p@,I&) is the probability that individual i makes y, visits, xi is a set of individual 

characteristics (independent variables), and exp(&) has a gamma distribution with mean 1 

and variance a. Multiplying pwe)  by the distribution of E and integrating out E results in 

the following model: 

where 8 = l/a. The parameters of this model are estimated by maximum likelihood. 

This model has the properties that 

and 

The negative-binomial model allows for increasing variability in utilization as the average 

level increases. It reduces to the Poisson model when a = 0. 



Tables G-1 to G-5 show the estimated coefficients from the negative-binomial 

models of outpatient utilization for each beneficiary group. A positive coefficient means 

that utilization increases as the variable with which it is associated increases. A negative 
coefficient means that utilization declines as the variable increases. Note that most of the 

variables in the regressions are dummy variables, i.e., they take on values of 1 or 0 where 

these values indicate the presence or absence of an attribute, respectively. The expected 

utilization levels reported in Chapter 4 are derived from these tables by substituting in the 

value of the variable in question and holding all other variables at their means (shown in 

the last column of each table) in equation (G-1). A discussion of the results also appears 

in Chapter 4. 

Table G-1. Outpatient Utilization Regression for Active-Duty Sponsors 

Variable 
Constant 
Senior Enlisted 
Officers 

Army CAM 
CFU 
Army Gateway to Care 
TRICARE Region 
Overlapping Catchment Areas 
SE Region FWPO 
New Orleans CRI-Like 
PRIMUS/NAVCARE Sites 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 
Married, Living With Spouse 
Married, not Living With Spouse 

Age 
Male 
Black 
Other Race 
Family Income 
Private Insurance 

Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 

Coefficient 
0.882 

Standard 
Error 

0.096 

0.044 
0.065 
0.096 
0.060 
0.067 
0.090 
0.065 
0.078 
0.487 
0.074 
0.093 
0.056 
0.188 
0.249 
0.069 
0.038 
0.060 
0.003 
0.052 
0.040 
0.056 
0.013 
0.084 
0.044 
0.056 
0.045 
0.057 

Signifiaum Variable 
Lcvel Mean 

0.000 

Continued on next page 



Table G-1-Continued 

Standard Significam Variable 
Variable Coefficient Error t-Value Level Mean 
Lung Problems 0.358 0.084 4.274 0.000 0.028 
Heart Problems 0.59 1 0.087 6.77 1 0.000 0.024 
High Blood Pressure 0.343 0.089 3.831 0.000 0.034 
Diabetes 0.459 0.263 1.747 0.08 1 0.004 
Joint/Muscular Problems 0.690 0.046 15.159 0.000 0.09 1 
Back Problems 0.375 0.05 1 7.361 0.000 0.111 
Cancer (except skin) 1.013 0.340 2.979 0.003 0.002 
Skin Cancer 0.408 0.185 2.205 0.027 0.005 
Mental Health Problems 0.205 0.083 2.476 0.013 0.017 
Allergies 0.244 0.049 4.943 0.000 0.098 
AlcohoYDNg Problems 0.029 0.089 0.330 0.742 0.03 1 
Cold or Flu 0513 0.032 16.080 0.000 0.386 
Digestive Problems 0.4 15 0.078 5.309 0.000 0.043 - 
BladderNrinary Problems 0530 0.112 4.7 15 0.000 0.030 
EyeNision Problems 0.157 0.073 2.158 0.03 1 0.065 
EarMearing Problems 0.397 0.09 1 4.384 0.000 0.024 
Prostate Problems -0.180 0.254 -0.709 0.478 0.008 
Menstrual Problems 0.243 0.112 2.172 0.030 0.022 
Other Problems 0574 0.034 16.843 0.000 0.225 
a 0508 0.02 1 24.183 0.000 

Table 6-2. Regression for Active Duty Family Members Using Military Facilities 

Standard Significance Variable - 
Variable Coefficient Error t-Value Level Mean 
Constant 0.372 0.095 3.901 0.000 
Senior Enlisted 
Officers 
Army CAM 
CRI 
Army Gateway to Care 
TRICARE Region 
Overlapping Catchment Areas 
SE Region FYPPO 
New Orleans CRI-Like 
PRIMUSlNAVCARE Sites 
Noncatchrnent Areas 
Outside U.S. 
Navy CAM 

, .  Air Force CAM 

I -' 
j Shipboard 

Continued on next page 



Variable 
Married, Living With Spouse 
Married, not Living With Spouse 

Age 
Male 
Black 
Other Race 
Family Income 
CHAMPUS Supplemental 
Private Insurance 

Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
Joint/Muscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoYDrug Problems 
Cold or Flu 
Digestive Problems 
BladderKJrinary Problems 
EycNision Problems 
EarMearing Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 
a 

Table G-2-Continued 

Coefficient 
0.4 12 
0.305 

-0.005 
-0.152 
-0.223 
-0.255 
-0.01 6 
-0.023 
-0.442 
-0.085 
-0.171 
0.092 

-0.112 
0.544 
0.380 
0.3 13 
0.522 
0.004 
0.352 
1.053 
0.700 
0.289 
0.305 

-0.039 
0.425 
0.286 
0.445 
0.241 
0.447 
-0.022 
0.157 
0.539 
0.94 1 

Standard 
Error 

0.073 
0.084 
0.00 1 
0.034 
0.040 
0.045 
0.01 1 
0.055 
0.058 
0.048 
0.06 1 
0.043 
0.056 
0.062 
0.1 10 
0.086 
0.137 
0.085 
0.064 
0.192 
0.497 
0.077 
0.05 1 
0.076 
0.030 
0.070 
0.06 1 
0.056 
0.095 
0.843 
0.066 
0.032 
0.024 

Level 
0.000 

Variable 
Mean 
0.883 



Table 6-3. Regression for Active-Duty Family Members Using Civilian Facilities 

Standard Sinnificance Variable - 
Variable Coefficient Error t-Value Level Mean 
Constant 0.007 0.245 0.030 0.976 
Senior Enlisted 
Officers 
Army CAM 
CRI 
Army Gateway to Care 
TRICARE Region 
Overlapping Catchment Areas 
SE Region FI/PPO 
New Orleans CRI-Like 
PRIMUS/NAVCARE Sites 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 
Married, Living With Spouse 
Married, not Living With Spouse 

Age 
Male 
Black 
Other Race 
Family Income 
CHAMPUS Supplemental 
Frivate Insurance 

Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Prdblems 
High Blood Pressure 
Diabetes 
Joint/Muscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoVDrug Problems 
Cold or Flu 
Digestive Problems 
BladderIUrinary Problems 

Continued on next page 



Table G-%Continued 

Standard Sigruficance Variable 
Variable Coefficient Error t-Value Level Mean 
EyeNision Problems 0.319 0.142 2.244 0.025 0.063 
EarMearing Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 

Table G-4. Regression for Retiree/Survivor Family Members Using Military Facilities 

Variable 
Constant 
Retirees Over 65 
Rcserve Retirees Under 65 

Reserve Retirees Over 65 
Survivors Under 65 
Survivors Over 65 

- . - Army 
CRI 
Army Gateway to Care 
TRICARE Region 
Overlapping Catchment Areas 
SE Region FIlPPO 
New Orleans CRI-Like 
PRIMUSINAVCARE Sitcs 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Married, Living With Spouse 
Married, not Living With Spouse 
Age 
Male 
Black 
Other Race 
Family Income 
CHAMPUS Supplemental 
Medicare Part B 
Private Insurance 

Coefficient 
0.405 

Standard 
Error 

0.166 
0.093 
0.133 
0.121 
0.179 
0.185 
0.270 
0.105 
0.156 
0.178 
0.108 
0.100 
0.379 
0.128 
0.096 
0.247 
0.35 1 
0.203 
0.101 
0.206 
0.002 
0.058 
0.1 11 
0.158 
0.0 10 
0.086 
0.084 
0.054 

Continued on next page 

Level 
0.015 - 

Variable 
Mean 



Table GGContinued 

Standard Significance Variable 
Variable Coefficient Error t-Value Level Mean 
Navy -0.157 0.073 -2.160 0.03 1 0.259 
Marine Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
Joint/Muscular Problems 
Back Problems 
Cancer (except skin) ' 
Skin Cancer 
Mental Htalth Roblems 
Allergies 
AlcohoVDNg Problems 
Cold or Flu 
Digestive Problems 
Bladder/Urinary Problems 
EyeNision Problems 
EartHearing Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 
a 

Table 6-5. Regression for Retiree/Survivor Family Members Using Civilian Facilities 

Standard SigruScane Variable 
Variable .. Coefficient Error t-Value Level Mean 
Constant -0.521 0.095 -5.483 0.000 
Retirees Over 65 
Reserve Retirees Under 65 
Reserve Retirees Over 65 
Survivors Under 65 
Survivors Over 65 
Army CAM 
CRI 
Army Gateway to Care 
TRICARE Region 
Overlapping Catchment Areas 

i SE Region FYPPO 

Continued on next page 



Variable 
New Orleans CRI-Like 
PRIMUSMAVCARE Sites 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Married. Living With Spouse 
Married, not Living With Spouse 
Age 
Male 
Black 
Other Race 
Family Income 
CHAMPUS Supplemental 
Medicare Part B 
Private Insurance 

Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
JointlMuxular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoUDrug Problems 
Cold or Flu 
Digestive Problems 
BladderIUrinary Problems 
EyeNision Problems 
EarMearing Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 

Table G-5--Continued 

Coefficient 
0.507 

Standard 
Error 

0.266 

Si@cance 
Level 

Variable 
Mean 

0.063 
0.073 
0.113 
0.057 
0.070 
0.074 
0.847 
0.017 

58.778 
0.556 
0.060 
0.027 
4.376 
0.104 
0.34 1 
0.411 

0.259 
0.043 
0.337 
0.236 
0.098 
0.102 
0.269 
0.084 
0.265 
0.170 
0.040 
0.073 
0.047 
0.1 17 
0.006 
0.299 
0.102 
0.123 
0.202 
0.1 12 
0.086 
0.033 
0.272 
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APPENDIX H 

INPATIENT UTILIZATION REGRESSION MODELS 

H.1 MODEL FOR HOSPITALIZATION RATES 

The number of nights spent in the hospital during the past 12 months is recorded 

in the response to survey question 48, which asks for the total number of nights by source 

of care. The responses for each source of care are measured on a scale from 0 to lo+, 
where 10t means 10 or more nights. The objective of this analysis -is to relate 

characteristics of the respondent sample to the probability of being admitted to the 
hospital during a 12-month period. Therefore, the answers to question 48 were collapsed 

into a binary variable. In other words,' if the respondent marked zero nights in the 

hospital, he was counted as not having a hospitalization. If he chose one or more nights, 

he was counted as having at least one overnight stay. 

The model used to relate respondent characteristics to the hospitalization rate is a 

binary logit model. This model assumes that the probability of an inpatient episode can 

be expressed as: 

where x, is a vector of independent variables for individual i and $ is a vector of unknown 

parameters. The parameters of this model are estimated by maximum likelihood. 

Tables H-1 to H-5 show the estimated coefficients from the logit models of 

outpatient utilization for each beneficiary group. A positive coefficient means that the 

probability of an inpatient episode increases as the variable with which it is associated 

increases. A negative coefficient means that the probability of an inpatient episode 

declines as the variable increases. Note that most of the variables in the regrissions are 

dummy variables, i.e., they take on values of 1 or 0 where these values indicate the 

presence or absence of an attribute, respectively. The expected hospitalization rates 

reported in Chapter 5 are derived from these tables by substituting in the value of the 

variable in question and holding all other variables at their means (shown in the last 

column of each table) in equation (H-1). A discussion of the results also appears in Chapter 5. 



Table H-1. Hospitalization Rate Regression for Active-Duty Sponsors 

Standard Significance Variable 
Variable Coefficient Error t-Value Level Mean 
Constant -2.004 0.349 -5.749 0.000 
Senior Enlisted 
Officers 
Army CAM 
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FI/PPO 
New Orleans CRI-Like 
PRIMUWNAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 
Married, Living With Spouse 
Married, not Living With Spouse 
Age of Sponsor 
Male 
Private Insurance 

Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
Joint/Muscular Problems 
Back hoblems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoYDrug Problems 
Cold or Fiu 
Digestive Problems 
BladderNrinary Problems 
EyeNision Problems 
EarMearing Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 



Table H-2. Hospitalization Rate Regression for Active Duty Family Members Using 
Military Facilities 

Variable 
Constant 
Senior Enlisted 
Officers 

u M  
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FI/PPO 
New Orleans CRI-Like 
PRIMUSMAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 
Married, Living With Spouse 
Married, not Living With Spouse 
Age of Family Member 
Male 
Black 
Other Race 
Family Income 
CHAMPUS Supplemental Insurance 
Private Insurance 
Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
Joint/Muscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoVDrug Problems 
Cold or Flu 
Digestive Problems 

Coefficient 
-2.704 
-0.695 
-0.492 
0.840 
0.470 
0.644 

-0.289 
0.677 
0.499 

-0.510 
0.39 1 

-0.64 1 
0.612 
0.446 
0.126 
0.95 1 
0.757 ' 

0.429 
-0.017 
-0.235 
-0.386 
0.010 

-0.044 
-0.131 
-0.43 1 
-0.192 
-0.23 1 
0.162 

-0.1 14 
1.213 
0.687 
1.316 
1.095 
0.638 

-0.809 
1.424 

- 10.45 1 
-0.293 
-0.174 
-0.250 
-0.5 10 
-0.134 

Standard 
Error 

0.3 18 

Continued on next page 

Level 
0.000 

Variable 
Mean 



Table H-2-Continued 

Standard Significance Variable 
Variable Coefficient Error t-Value Level Mean 
BladdertUrinary Problems 0.366 0.170 2.147 0.032 0.056 

EyeNision Problems -0.083 0.188 -0.444 0.657 0.060 

EarMearing Problems 0.128 0.289 0.44 1 0.659 0.020 

Prostate Problems -0.338 2.406 -0.140 0.888 0.000 

Menstrual Problems 0.401 0.168 2.380 0.017 0.056 

Other Problems 0.817 0.086 9.464 0.000 0.247 

Table H-3. Hospitalization Rate Regression for Active-Duty Family Members Using 
Civilian Facilities 

Standard S i  Variable 
Variable Coefficient Error t-Value Level - Mean 
Constant - 1.294 0.313 -4.139 0.000 
Senior Enlisted 
officers 
ArmyCAM 
CRI 
Army Gateway to Care - - Tidewater Region 
Overlapping Catchment Areas 
SE Region WPO 
New Orleans CRI-Like 
PRIMUS/NAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 
Married, Living With Spouse 
Manied, not Living With Spouse 
Age of Family Member 
Male 
Black 
Other Race 
Family Income 
CHAMPUS Supplemental Insurance 
Private Insurance 

Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 

Continued on next page 



Table H-3-Continued 

Standard Significance Variable 
Variable Coefficient Error t-Value Level 
Lung Problems 0.800 0.167 4.783 0.000 
Heart Problems 0.960 0.282 3.402 
High Blood Pressure -0.324 0.299 - 1.084 
Diabetes 1.166 0.391 2.983 
Jointh4uscular Problems 0.1 18 0.275 0.428 
Back Problems 0.259 0.2 17 1.198 
Cancer (except skin) 1.448 0.574 2.521 
Skin Cancer -10.314 210.300 -0.049 
Mental Health Problems 1.106 0.215 5.144 
Allergies -0.015 0.177 -0.084 
AlcohoYDrug Problems 0.368 0.232 1.590 
Cold or Flu -0.464 0.111 -4.192 
Digestive Problems 0.460 0.2 16 2.127 
BladdertUrinary Problems 0.348 0.199 1.747 
EyeNision Problems -0.748 0.270 -2.767 
Earmearing Problems 0.5 1 8 0.298 1.737 
Prostate Problems 1.044 1.778 0.587 
Menstrual Problems 0.243 0.204 1.188 
Other Problems 0.590 0.106 5.546 

Mean 
0.064 

Table H-4. Hospitalization Rate Regression for RetireeBurvivor Family Members Using 
Military Facilities 

Standard Significance Variable 
Variable Coefficient Error t-Value Level Mean 
Constant -3588 0.34 1 -10.522 0.000 
Retirees 65 and Over 0.267 0.179 1.496 0.135 0.173 
Reserve Retirees Under 65 -1.238 0.666 - 1.860 0.063 0.026 
Reserve Retirees 65 and Over -0.748 0.399 -1.876 0.06 1 0.050 
~urviv& Under 65 -0.503 052 1 -0.967 0.334 0.016 
Survivors 65 and Over 0.069 0.378 0.183 0.855 0.028 - 

Army cwvI 0.353 0.380 0.927 0.354 0.0 15 
CIU -0.246 0.222 -1.104 0.269 0.126 
Army Gateway to Care 0.808 0.229 3.530 0.000 0.054 
Tidewater Region -0.118 0.366 -0.32 1 0.748 0.027 
Overlapping Catchment Areas 0.499 0.191 2.618 0.009 0.141 
SE Region FyPPO -0.450 0.220 -2.046 0.04 1 0.134 
New Orleans CRI-Like -0.543 1.170 -0.464 0.643 0.003 
PRIMUSMAVCARE -0.248 0.265 -0.939 0.348 0.069 
Noncatchment Areas -1.109 0.227 -4.881 0.000 0.250 

1 Outside U.S. -0.166 0.454 -0.366 0.714 0.0 15 
Navy CAM 

w 
0.073 0.636 0.1 14 0.909 0.007 

Continued on next page 



Table H-4-Continued 

Standard Significance Variable - 
Variable Coefficient Error t-Value Level Mean 

Air Force CAM -0.694 0.555 - 1.250 0.21 1 0.019 

Married, Living With Spouse 
Married, not Living With Spouse 
Age of Family Member 
Male 
Black 
Other Race 
Family Inwme 
CHAMPUS Supplemental Insurance 
Medicare Part B 
Private Insurance . 

Navy 
Marine Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
JointIMuscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoVDrug Problems 
Cold or Flu 
Digestive Problems 
BladderNrinary Problems 
EyeNision Problems 
~ a r ~ d k n ~  Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 0.498 0.120 4.164 0.000 0.256 



Table H-5. Hospitalization Rate Regression for RetireeSuwivor Family Members Using 
Civilian Facilities 

Standard Significance Variable - 
Variable Coefficient Error t-Value Level Mean 
Constant ' -3.523 0.249 -14.131 0.000 
Retirees 65 and Over 
Reserve Retirees Under 65 
Reserve Retirees 65 and Over 
Survivors Under 65 
Survivors 65 and Over 
Army CAM 
CRI 
Army Gateway to Care 
'Iidewater Region . 

Overlapping Catchment Areas 
SE Region FUPPO 
New Orleans CRI-Like 
PRIMUSMAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Mamed, Living With Spouse 
Married, not Living With Spouse 
Age of Family Member 
Male 
Black 
Other Race 
Family Income 
CHAMPUS Supplemental Insurance 
Medicare Part B 
Private Insurance 

Navy 
Marine. Corps 
Air Force 
Facility Operated by Another Service 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
JointIMuscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 

Continued on next page 



Table H-&-Continued 

Standard Significance Variable 
Variable Coefficient Error t-Value Level Mean 

AlcohoVDmg Problems 0.325 0.364 0.893 0.372 0.009 
Cold or Flu -0.195 0.083 -2.335 0.020 0.344 
Digestive Problems 0.325 0.1 10 2.954 0.003 0.098 
BladderNrinary Problems 0.425 0.108 3.939 0.000 0.099 
EyeNision Problems -0.364 0.103 -3.539 0.000 0.166 
Ear/Hearing Problems -0.08 1 0.126 -0.643 0.520 0.09 1 
Prostate Problems 0.234 0.150 1.562 0.118 0.046 
Menstrual Problems 0.317 0.1 64 1.931 0.054 0.05 1 
Other Problems 0.472 0.079 5.943 0.000 0.256 

H.2 MODEL FOR LENGTH OF HOSPITAL STAY 

The number of nights spent in the hospital for the family member with the last 
inpatient episode is recorded in the response to survey question 81. The response grid 

allows for responses of up to 99 nights. A sparate "bubble" is checked if the family 
member had a stay of over 100 nights. The latter cases (albeit very few in number) are 

treated as "censored" observations (i.e., lower bounds) in this analysis. The objective of . - 
this analysis is to relate characteristics of the respondent sample to the length of stay in 
the hospital. The model used to estimate outpatient utilization is called a Burr model. 

This model is derived from the assumptions that the length of stay for each individual has 

a Weibull distribution, i.e., 

f (til e) = phi (hit)P' e4""' , 

and that 
log hi = P'xi + e , 

wherefltfi) is the density function for the length of stay t,, p and h, are shape parameters,- 

x, is a set of individual characteristics (independent variables), and exp(e) has a gamma 

distribution with mean 1 and variance a. Multiplyingflt,l&) by the distribution of E and 

integrating out e results in the following model: 

The parameters of this model are estimated by maximum likelihood. This model has the 

property that 

E ( t i )  = evxl . 

It reduces to the Weibull model when a = 0. 



Tables H-6 to H-7 show the estimated coefficients from the Burr models of 

outpatient utilization for each beneficiary group. A positive coefficient means that 
utilization increases as the variable with which it is associated increases. A negative 
coefficient means that utilization declines as the variable increases. Note that most of the 

variables in the regressions are dummy variables, i.e., they take on values of 1 or 0 where 

these values indicate the presence or absence of an attribute, respectively. The expected 
utilization levels reported in Chapter 5 are derived from these tables by substituting in the 

value of the variable in question and holding all other variables at their means (shown in 
the last column of each table) in equation (H-2). A discussion of the results also appears 

in Chapter 5. 

Table H-6. Regression for Length of Stay at Military Hospitals 

Standard S i  Variable - 
Variable Coefficient Error t-Value Level Mean 
Constant 0.886 0.109 8.142 0.000 
Senior Enlisted 
officers 
Retirees Under 65 
Retirees 65 and Over 
Reserve Retirees Under 65 
Reserve Retirees 65 and Over 
Survivors Under 65 
Survivors 65 and Over 
Army CAM 
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FI/PPO 
New Otleans CRI-Like 
PRIMUSMAVCARE 
Noncatchrnent Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 
Age of Family Member 
Male 
CHAMPUS Supplemental Insurance 
New Military Health Care Program 
Medicare 
Private Insurance 

Continued on next page 



Variable 
Public Assistance 
Own Family's Money 
Hospitalized Outside U.S. 
Hospitalized Aboard Ship 

Navy 
Marine Corps 
Air Force 
Surgery Performed 
Admitted From Emergency Room 
Pregnancy 
Infant Care 
Accidentsfinjuries 
Back, Spinal, or Bone Problems 
Joint or Muscular Problems 
Digestive System Problems 
Ear, Nose, or Mouth Problems 
Heart Problems 
Skin or Breast Problems 
Lung or Breathing Problems 
Gynecological Problems 
Nervous System Problems 
Alcohol or Drug Problems 
Mental Health Problems 
Kidney, Bladder Problems 
Eye Care or Vision Problems 
Male Reproductive System Problems 
Liver or Pancreas Problems 
Diabetes or Other Blood Problems 
Sexually-Transmitted Diseases 
AIDS 
~reatment for Short-Term Illness 
Other Problems 
a 
P 

Table H-6- 

Coefficient 
- 1.204 
0.183 
0.067 
0.614 

-0.013 
-0.002 
0.001 

-0.126 
-0.094 
0.184 
0.360 

-0.105 
-0.028 . 

-0.131 
0.339 

-0.357 
0.206 
0.246 
0.220 
0.009 
0.057 
2.606 
0.602 
0.202 

-0.477 
-0.169 
0.344 
0.730 
- 1 664 
1.147 

-0.060 
-0.22 1 
2.459 
3.701 

Standard 
Error 

154.900 
Level 

0.994 

Variable 
Mean 

0.000 
0.0 19 
0.092 
0.001 
0.230 
0.067 
0.379 
1.483 
1.690 
0.222 
0.037 
0.065 
0.047 
0.04 1 
0.05 1 
0.07 1 
0.061 
0.02 1 
0.060 
0.065 
0.013 
0.009 
0.01 1 
0.064 
0.021 
0.023 
0.012 
0.024 
0.001 
0.002 
0.027 
0.220 - 



Table H-7. Regression for Length of Stay at Civilian Hospitals 

Variable 
Constant 
Senior Enlisted 
officers 
Retirees Under 65 
Retirees 65 and Over 
Reserve Retirces Under 65 
Reserve Retirees 65 and Over 
Survivors Under 65 
Survivors 65 and Over 

Army 
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region WPO 
New Orleans CRI-Like 
PRIMUS/NAVCARE 
Noncatchment Arcas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 
Age of Family Member 
Male 
CHAMPUS Supplemental Insurance 
New Military Health Care Program 
Medicare 
Private Insurance 
Public Assistance 
Own Family's Money 
Hospitalized Outside U.S. 
Navy 
Marine Corps 
Air Force 
Surgery Performed 
Admitted From Emergency Room 
Pregnancy 
Infant Care 
Accidentsllnjuries 
Back, Spinal, or Bone Problems 
Joint or Muscular Problems 
Digestive System Problems 
Ear. Nose, or Mouth Problems 

Coefficient 
1.887 

Standard 
Error 

0.126 

Significance 
Level 

0.000 

Variable 
Mean 

Continued on next page 



Table H-7-Continued 

Standard Signiscane Variable - 
Variable Coefficient Error &Value Level Mean 
Heart Problems 0.158 0.047 3.344 0.00 1 0.162 
Skin or Breast Problems -0.372 0.150 -2.484 0.0 13 0.014 
Lung or Breathing Problems 0.427 0.058 7.420 0.000 0.084 
Gynecological Problems 0.085 0.099 0.856 0.392 0.050 
Nervous System Problems 0.049 0.163 0.300 0.764 0.014 
Alcohol or Drug Problems 1.124 0.178 6.308 0.000 0.008 
Mental Health Problems 1.548 0.102 15.194 0.000 0.039 
Kidney, Bladder Problems -0.060 0.062 -0.967 0.334 0.08 1 
Eye Care or Vision Problems 0.129 0.142 0.905 0.365 0.016 
Male Reproductive System Problems 0.148 0.104 1.432 0.152 0.036 
Liver or Pancreas Pioblerns 0.585 0.132 4.435 0.000 0.009 
Diabetes or Other Blood Problems 0.646 0.087 7.403 0.000 0.035 
Treatment for Short-Term Illness -0.027 0.137 -0.201 0.841 0.023 
Other Problems -0.179 0.044 -4.022 0.000 0.172 
a 1.374 0.1 10 12.547 0.000 
P 2.457 0.103 23.764 0.000 
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ABBREVIATIONS 

AFB 
AFDC 
AIDS 
BRAC 
CAM 
CHAMPUS 
CRI 
DDP 
DEERS 
DMDC 
DMIS 
DoD 
m 
FPO 
F'Y 
GED 
GREG 
HMO 
IDA 
MCBS 
MCP 
MHSS 
MTF 
NA 
NAS 
NHIS 
OAS D(P&R) 
OBIGYN 
OCHAMPUS 

OMB 
OSD 
PND 
PPO 
SE 
USAF 
VA 
VRI 
WIC 

Air Force Base 
Aid for Dependent Children 
Acquired Immune Deficiency Syndrome 
Base Realignment and Closure 
Catchment Area Management 
Civilian Health and Medical Program of the Uniformed Services 
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9.0 ANALYSIS OF SURVEY COMMENTS 

This chapter addresses the written comments made by survey respondents.' 

Approximately 34 percent of respondents wrote comments. Comments were written by 
active-duty members, retirees and survivors, and spouses. The initial step was to select a 

simple random sample of 100 comment sheets written by active-duty members, 100 

written by retireeslsurvivors, and 50 written by spouses or other family members. The 

three samples were reviewed with the purpose of identifying common issue categories 

that were likely to represent topics and views expressed by respondents. After agreement 

was reached on the basic issue categories, a sample of 2,000 active-duty respondents and 
2,000 retirees/survivors was selected. Since only 678 spouses or other family members 

wrote comments, a census of their sheets was examined. Each comment sheet was 

individually reviewed and coded according to the categories developed for the appropriate 

population. As anticipated, some new issue categories were identified in the 

comprehensive screening. The numbers of comment sheets on which the issues were 

raised are included in the tables in this chapter. Each count is also provided as a 

percentage of all the comment sheets examined. Typically, respondents mentioned more 
than one issue in the comments they provided. Occasionally, individuals included entire 

reports, newspaper articles, and other material they deemed relevant to the issues at hand. 

9.2 COMPILATION OF FINDINGS 

The issues outlined in the respondent comments were primarily negative in nature. 

Such a commenting population can be expected given that people tend to be less likely to 

devote the time needed to provide positive feedback than they are to provide negative 

feedback. Suggestions also were provided on ways to improve the health care 

system-indicating the respondents' desire to have their experiences make a positive 

difference. 

This chapter is based on a report prepared by the Human Resources Research Organization (HumRRO) 
under contract to the Defense Manpower Data Center (DMDC). The report, "Comments Analysis of the 
1992 Health Care Surveys of Active Duty Personnel and Military Retirees," Final Report 93-26, 
HumRRO FR-PRD-93-26, is available from DMDC, 1600 Wilson Blvd., Arlington, VA 22209. 



The issue of special concerns and recommendations was the category that 

received the greatest number of responses from this sample (3 1 percent of the responses). 

This category addressed examples, experiences, and recommendations regarding health- 
care-related issues that were of particular concern to the individual respondent. The 

issues respondents brought up tended to be highly specific in nature, addressing numerous 

and diverse. areas that pertained both to military and non-military health care. Some 

examples of the types of comments included are: 

"Military medicine is a glorified version of socialized medicine." 

"Cost sharing is a dangerous way to pay for medical treatment." 

"Do away with military health-care providers." 

"I am an attending physician so I know the defects first hand." 

"American doctors are not sensitive to cultural differences of Korean patients." 

However, there were a few topics that were mentioned by more than one 

individual. Specifically, several respondents mentioned that the parking facilities at 

various military locations were lacking, either because the parking lot had too few spaces 

or because the spaces were inconveniently located in relation to the military health-care 
facility. Another commonly cited issue involved the desire for health-care facilities to 

- . - employ only English-speaking doctors. The specific recommendations for solutions to 

such problems were, again, diverse. The high endorsement of this category may be 

reflective of the breadth and intricacy of the health care topic, as well as the numerous 

unique situations and points of view necessarily associated with it. Another contributing 

factor may lie in the fact that the survey questions themselves were thought-provoking 

and asked the respondents to answer according to personal preferences and judgments. 

Survey-related comments were set forth by 27 percent of the sample. The 

comments in this category varied in tone and content; however, the 'bulk of them 

addiessed two substantive issues: survey design and administration and elaboration of 

responses to items within the scannable portion of the questionnaire. Comments related 

to survey design and administration were made by slightly fewer than half of those 

individuals whose remarks fell in this category. Specifically, many respondents 

mentioned that the questionnaire was very confusing and that they could not understand 

or answer questions as a result. Some individuals mentioned that the survey should not 

have been sent to them because it did not apply to their situation. Numerous respondents 

commented about the memorandum that accompanied the SUI-vey. Some respondents 



mentioned that it incorrectly stated that they had already received a survey.2 Other 

respondents mentioned that they had already received the first survey and had returned it, but 

that they had nevertheless been willing to complete and return a second.3 Several respondents 

noted that the survey took more time to complete than the memorandum had suggested. The 

second substantive issue, elaboration of response items, encompassed slightly greater than half 

of the remdrks for this category. Here, the respondent simply gave an explanation or 

elaboration of a response made previously in the survey instrument itself. 

Issues related to dental care were addressed by more than 18 percent of the active- 

duty respondents. In most instances, the comments were negative and discussed 

particular areas that were in need of improvement. Most of the concerns raised minored 

those addressing general health care. A great number of respondents indicated, in some 

fashion, either that dental care services were only partially covered or were not covered at 

all by the military dental care policy. Respondents noted that they often needed to obtain 

dental services outside the military health care system and, as a result, had to pay for 

those services out of their own pockets. Other issues of concern included the inadequate 

availability of dental services for dependents @DP*Delta); the lack of sufficient basic, 

preventive dental care, such as semi-annual cleanings; and the lack of coverage for 

orthodontics, root canals, and bridges. 

The structure of military health care benefitslpolicy also was commented on by 

over 18 percent of the sample. This category was fairly homogenous in content and in 

tone. The bulk of comments were negative and there was general consensus that the 

military health care policy (CHAMPUS was cited most frequently) is inadequate. A 

particular problem mentioned was the partial or total absence of coverage for health care 
services with a specific focus, such as non-elective surgeries, emergency services, and 

health care received from civilian health-care providers/facilities. Many respondents 

wrote about situations where the sponsor had to pay a lot of money because there was- an 
extremely high deductible. Several individuals stated that the structure of the military 

health care policy was inflexible and that an individual could use only a restricted pool of 

health-care providers if she  wanted to be reimbursed. 

The issue of health care provided to retireesldependents was also frequently 

mentioned by respondents, with 13 percent of the sample expressing concern about this 

Some respondents were erroneously sent a memorandum intended to accompany the second 
questionnaire (i.e., suggesting they had not returned their survey) with their first questionnaire. 

If more than one survey was received from a respondent, only ;one response was kept in the survey data 
base. 



matter. The majority of the comments again were negative and focused on the health care 

provided to dependents. Respondents commenting about dependent care most frequently 

expressed general concern for the well-being of their dependents, as well as anxiety about 

the limited capabilities of the military medical system to a.ccornmodate this population. 

The comments about retirees primarily involved concerns pertaining to the retired service 

members* eligibility regarding military health care. Another concern frequently 

mentioned was the retirees' perceived lack of priority in the military health care system. 

The waiting period to get an appointment was addressed by 12 percent of the 

active-duty personnel who responded. This category was predominantly negative in 

character and homogeneous in content. Many of the comments in this category addressed 

the excessive waiting time associated with getting through to the appointment clerk and 

the inability to obtain an appointment for timely medical care. Many people mentioned 

that by the time they were able to see a health-care professional, they were extremely sick, 

had sought treatment elsewhere, or were no longer ill. 

Comments on the resources at healthcare facilities were made by 11 percent of 

the sample. Once again, the comments cited were predominantly negative. Many 
respondents expressed concern about the lack of medical equipment available and the 

generally poor condition of the military health-care facilities. Most of the comments 

addressed the lack of staff, particularly physicians, as a problem. Several respondents 

thought that this problem was exacerbated by the excessive number of patients 

overloading the system and that this overcrowding contributed to the hurried and typically 

rude treatment they received both from health-care providers and staff. Not surprisingly, 

the category pertaining to the attitudes of health-care providers and/or staff received an 

1 l-percent endorsement by the sample also. 

Overall content and overall discontent with the military health caie system were 

noted by 10 percent and 12 percent of the sample, respectively. The category addressing 

discontent with the system contained negative, general comments, the majority of w&ch 

mentioned the poor treatment respondents had received in the past. The satisfaction 

noted with system was expressed in terms of positive, general comments including 

memories and experiences cited by the respondents. Several respondents mentioned that 

CHAMPUS Prime contributed to their positive impressions of military medical care. 

9.2.2 Military Retirees/Survivors 

The second sample drawn consisted of mostly retired service members and a few 

survivors of deceased service members. The comments made 3y these individuals were both 



positive and negative. Table 9.3 displays the issue category by number of respondents and 

percentage of survey-related comments for military retirees and survivors. The majority of 

the comments discussed the health care experiences of the retireelsurvivor, both past and 

present. In many cases, the respondents compared and contrasted their past experiences 

with the military health care system to their more recent experiences with a private health 

insurance. carrier. The categories most frequently addressed by the retireelsurvivor 

sample included: survey-related comments; special concerns and recommendations; 

issues related to dental care; use of other health care plans; prescription, medication, and 

pharmacy issues; health care coverage promised or expected; and the accessibility of 
resources at military health-care facilities. 

Survey-related comments were made by 26 percent of the military 

retirees/survivors sampled. Most of the comments addressed various aspects of the 

survey's design. The majority of those commenting stated they had difficulty answering 

certain questions because they no longer received health care through the military system. 

Numerous respondents also mentioned that the survey was not targeted toward the 

retiree/survivor population, which also made its completion difficult as it simply did not 

apply to them as written. Some respondents addressed issues related to survey 

administration. Specifically, individuals noted that they had received and completed a 

first survey, but they were nevertheless completing and returning a second. Several 

respondents also stated that the survey was too long and took a considerable amount of 

time to complete. A few respondents elaborated on their responses to specific 

questionnaire items. In these cases, the respondents gave additional specifics concerning 
answers they had provided in the scannable portion of the questionnaire. 

+ 

The issue of special concerns and recommendations encompassed 25 percent of the 

sample's comment.. This category contained examples, experiences, and recommendations 
regarding healthcare-related issues that were of particular concern to the individual 

respondent and were highly specific in nature, addressing numerous and diverse issues about 

both military and non-military health care. Some areas were addressed by more than one 

individual, although the suggestions or recommendations that followed varied from one 

individual to the next. Specifically, several of the respondents had concerns about the closure 

of specific military facilities that were located near their residence. Recommendations then 
followed about ways to streamline the .military health care system, as did suggestions as to 

how the health care system could be better managed. In addition, there were respondents who 

expressed their skepticism as to the motives of a "greedy government" and the moral character 

of those who strive to achieve free health care. 



Table 9.4 Numbers and Percentages of Spouses or Other Family Members Making 
Survey-Related Comments by Issue category* 

Number Voicing Percentage - 
Issue Category Concern Voicing Concern 

Special Concerns/Recommendations 236 36% 

Excessive Waiting Period to Get Appointment; Scheduling Difficulties 150 23 % 

Attitude of Health Care Provider andlor Staff 128 19% 

Issues Related to Dental Care 120 18% 

Structure of Military Health Care BenefitslPolicy 
Structure of Civilian Health Care BenefitsPolicy 
Structure of Health Care BenefitsJPolicy (General) 

Survey-Related Comments 109 16% 

Satisfaction with Military Health Care 
Satisfaction with Civilian Health Care 
Satisfaction with Health Care (General) 

Resources at Health Care Facilities 

Competence of Health Care Practitioners 

Health Care Provided to RetireesIDependents 

Lack of Health Care Specialists/Services 

Excessive Waiting Period at Health Provider's Office 

Dissatisfaction with Military Health Care 
Dissatisfaction with Civilian Health Care 
Dissatisfaction with Health Care (General) 

PrescriptionlMedicationlPharmacy Issues 

Accessibility of Health Care Facilities 

Use of Other Health Care Plans 64 10% I 
Desire for Access to Alternative Health Care Provider 

Inefficient Handling of Reimbursement 

Inconsistent Quality of Military Health Care 49 . 7% 
. I 

H&lth Care-Related Information 

Medical Records and Lab Samples 

Need for Expanded Women's Health Care 

Paperwork Regarding Military Health Care 
Paperwork Regarding Civilian Health Care 
Paperwork Regarding Health Care (General) 

Deviation from Health Care Coverage Promised 

Concerns Related to Eye Care 

Continued on next page 
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Table 9.4-Continued 

Number Voicing 
Issue Category Concern 
Cost of Military Health Care 23 
Cost of Civilian Health Care 18 
Cost of Health Care (General) 21 

Effects of Bydgetary Constraints on Health Care 16 

Lack of Priority for Non-Military Personnel 15 

Civilian Doctor Refuses to Accept CHAMPUS 14 

Percentage 
Voicing Concern 

3% 
3% 
3% 

* N=663 (15 surveys contained comments not related to health care). 

The categories addressing the attitude of health-care providers andlor staff and the 

competence of health-care practitioners were respectively addressed by 19 percent and 15 

percent of the respondents. Although the majority of the responses in these categories 

were negative, positive comments were also cited. The former category contained many 

references to polite and caring health-care providers. Other comments discussed the 

display of rude and discourteous behavior, particularly on the part of physicians. Many of 

the comments made regarding the receipt of poor treatment implied that it may have been 

related to the respondent's sex (predominantly female) and beneficiary status (not active- 

duty personnel). Many of the respondents who commented on the latter category said that 

they had received excellent care. Many other individuals stated that the health-care 

providers in question had failed to diagnose a medical condition, had made an improper 

diagnosis, or had rendered treatment that was simply below standard. 

Issues related to dental care and the structure of military health care 

benefitslpolicy were each mentioned by 18 percent of the population. In most instances, 
for both categories, the comments were predominantly negative and discussed particular 

areas that needed improvement. The dental care category addressed a. wide variety of 

issues. A great number of respondents indicated that dental care coverage was 
inadequate-specifically, that the military dental care policy did not fully cover the dental 

services needed. Other issues of concern included inadequate availability of dental 
services for dependents (DDP-kDelta), the lack of sufficient preventative dental care, and 

the lack of coverage for services beyond basic dental care. Comments addressing the 

structure of health care benefitslpolicy most frequently addressed CHAMPUS deductibles 

that were too high. In addition, the high costs associated with treatments rendered by 

civilian practitioners were frequently cited, as was the fact that CHAMPUS typically 

would not cover such costs. 
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caw2 ! ~ & @ @ @ O @ J @ @ @ @  
caw3 @ @ : @ @ @ & @ @ @ @ @  
41164 g . @ @ o @ 0 0 @ @ @ 8  
alms @ ! 5 . @ @ @ @ @ @ @ @ @  
CNd6 :a " @ . @ @ @ @ @ J @ @ @ @  - 
QIOd7 ,j 131 0 6: Q> 1-3 @J @ 0 6) 8 
- 0  t ~ ; & @ @ @ @ @ f & & @ @  

C N l d D  6 _ _ - -  3: 12: 6 @ (j: @ 6 @ 3 @ 
OlYdtO  ,! :r 5:. @ 6 @ @ @ 6 

OhntvnDynwmkn(hwr*timlhiPm) .!. !k ;i' ' 5  Q: 6 @ @ 9 6 
--I $5, .? a @ ~2 G: 6 6 a 6 
Fun8yn~nb.r~ , ~ : ~ ~ ~ . ~ j & @ @ @ @ 6  

37. hfbbg thr put 12 month.. dld you or any EUalELE (mmlty mombom aWy OVERMQHT n a palient h a civWan or 
rnlutrrymn 
0 y- o No. GOTO ou- 39 

a& ~urh~(h.,12~~nuynlghtroryou#.yBLEkmYr-*--.~h~ 
cMlt.n or mtllbw hodWl7 Your b u t  m c # r  rrUl do. 





1 

44. -, dl12 thls hmlw member (th. 
ow with th. U S T  BIRTHDAY) haw any 01 (h. 

totlowlng rmdlcrl condttlonr? Mark ~ . U ~ a t  ep~ly. 
0 Did not have my medical problams 

mQlluB 
0 Chronic W s ,  nsthma. emphyrema, or other owem 

lvngp- 
0 Chest pain, heart e1MC or engine 
0 wh bload pressure (hypertension) 
0 Velico60 veins 
OHMnonhdds 
O D h k l e s o r ~ ( ~ r I n M o o d , w g a r ~ )  
O M  problsms (including arthri(is. (put MwtiWn) 
Oeackfmbbm(~ndudagdisc.~.wNphpr-) 
0 Cancer (exapt sktn camor) 
OSkinmncer 
O D e p m a a i o n o r o l b r ~ ~ ~  
O~ayteveroraheraBw$es 
0-maighS- 
O~mubk~~th.lcoholu~ 
o S t a M c h n i J o r o r ( ~ e r i e s ) m w ) t h ~  

&nhu 
3 ~ ~ t c d d o r U u . ~ m o r a t h a n 3 d r r y r  
0Fmquomdigosnwupnts.r tanrchIraibk.a~ 

bo&h 
o-orurhuy-- 
0-pmbkmr 
Omprobkmr 
3~~~ 
3 h k m s t ~ a l b a r b k r ~ r ~ ~ b k . b i n g ~  

~ . ~ ~ o ) ~ I p m b k m r )  
O-oltwr-(rpbdfy) 
o~anrknow 

45. Durlnath. d12d thin hmlly nmmbor (th. . 
OM th. UST BIRTHDAY) w doctor or 0-1 
hrrl(h urn provkhr tor any of th. tollowlng prmntlve 
h08)th w w i n s ?  Mark ALL that apply. 
9 Routine physical exam :> Reclal examination 
9 ImmunlreW .3 Coonssling or 

Cholesterol test instruction to 
i) Omer Mood rrst promote heeHhy 
~ e r o o d ~ w e c h e c k  litestyk changes 
0 HlV M (AIDS) 3 Some other preventive 
3 Tube~culin m) test health service 
0 UIKlrOcatdioOrm (test (rpecitV) 

f o r M i r q w m 0 s )  
C)-mwJjn 

cancer 
OTllticuhr~tkn ~Didnolhaw.nyv&s 
.3 Promta eumhrtion torprew~ttive~ 
9mucMJnrtion s e r v i e s r m  
,:> - rmmmcms 
O W - r  C>~onrrcnow 

46. W M t h 0 f t h e ) d k w t n g ~ ~ t h k h ~ l l ~ n m n k r  
(th. olw rrWh the LAST BIRTHDAY) USUALLY go to 
whalr#r#rrhmKMabm6d.bwlhklh.r 
hr#h?WNQTIndud.pbonthbbmuymrmkr 
gowOkrd.rrt.lrnMuk&~8ppIy. 

Om--* 
C' MPiuy horpitPl room 
3 PRIMUS or NAVCAFIE dink 
3 v . t r n n r A d m h M m ~  (VA) hospbl outpatient clinic 
:3CMEmdocWroffii 
3 C M Y u l ~ . f m P W r 0 0 m  
OcMy.npnP.ld~plMorHMO(H..)lh 

MJnt.NnoOrgMbUkn) 
0 - w ~ ~ ~ ~ ~ )  

o-yP.d-F4-~w=4fY) 

ODon'Lkwm 

47. ~ , m a n t h r , k o w r m n y ~ d # ( k b b m # r ~ ( U ~ o 1 ) . ~ R h t h U S T B ~ r ) W a n w d k . l  
d o s l o r o r . u l r 9 n t . t ~ o t t h e ~ p b o . k r h b o r h r r O W N Y r r W C A L C W 3 D O N Q T o w n t ~ ~  
r r h t k . n ~ p t l w r t h a ~ ~ m o r ~ l o p # r u p ~ M k . 1 ~ w l W &  
~ ~ o e a n a m p $ y , m b ~ ~ & J n a v h f t a d a + w a ~ ~  

A A A A L A * L L & A L  
~ a ~ h o l p b l ' , , ~ m g k d u d n g J d c d )  @\ @ @ 6 && I& * 5 & el 

~uavc6uylpmarm)y. 
. s l a a l ~ ~ e ~ ~ a d w  6) @. @I a. g @' 1z 9 (3 @' 6 

CMlrn~dl*r.hagllJ.orchC @ ~ @ @ ~ @ @ ~ @ . ~ @  
PRIMUS u NAVCARE cHc 13 @I @ @ (5, @ (3, @ 6 
V . ( r m ~ d m ~ l r r m o n ( ~ ~ ) w a c ~ c  @ @ @ @ @ ; @ @ @ @ . @ @  - 
~ m w d r n t r p e ~ y )  ( 3 ( 5 1 @ ~ $ @ , ~ 0 4 . @ ~ 4 3  

*3Donrlwmm 

.. .. -10- 



48. p, how w n y  nlgnlgM. dld thls hmlfy member (th. o m  rrW L*ST BIRTHDAY) a l ~ y  OVERNIOM 
as a pdmnt In any ot tho f d M n g  plac+r? Your host g w  wlll do. 
2 Does not apply. Lhis tamHy member had no hospW slays -. I 

N MOST RECENT VlSrr FOR 
OUTPATIENT CARE 

52. HowddwutM8~)yrnmkr ( t lnonmrr f th  
th. MOST RECENT ou@mUm vi8lt) on hlulmr 
--Vt 



aseq m o  j I!V uWwW 

t11!3e) e t ! ~ ! ~  1 0 ~ 1 0  

eosg 0 3 1 0 j  lW  g O p U w  (> 

1 
l8IKkOt4 lWA0N X s W  I 





61. nuny t.U. wwm nud. by (or M) ( M m  hmily 
n w m b . r ~ ~ ( h r o u g h t o t l w . p p o l " - " ~  
0 Doer not WIY, dld not try to make wpointment m r  tho 

phons 
~MadOrppdntmenlrrtmlor2rhon~crUc 
O~edtonuke~ralcl l lsormputonhddiorrkng 

62. ~ovrkngmfterth..ppdntnrmtWor- 
mr fht conta~W dld thh bd)y nmnk 
torth..pPdnbMnt.ttlwnwd~lbdltlytyMOST 
RECENTLY t o r w s # r ?  
O D o e s n o ( ~ , d i d n d  0 ~ 1 d 2 -  

I M k 0 . n ~  0-2- '= .nd.  
0 - m  month 

mado hadvulm oMonmu,amonth 
O ~ o r n x t d r y  ODontlmaw 
3 ~ o n t h r n 1 d e y b J l k u  

than.wOek 

65. A-r thh hmlly nwmbor a d d  .(tho rndlul bclUty 
ty tor tlw MOST RECENT wtp.tknt *It, how k n p  
wothomlttomw~doctororoth.rhu)thcm 
provldfl 
015minulssorW 0 46 minutes to an hwr 

0 16-30 mbwtes OMoreUunanhwr 
0 31-45 w e s  ornuknow 

W. ~ h r t ~ t r M f n m n b r r r p m t t h . a t s m t ~ n w *  
thlm mly mombor during th. MOST RECENT VW for 
wtpnwt cam7 

0- 
ON- 
0-0 
0 P h y J d u h . r U i r u n t o c ~ ~  
0 P h y J c r ) o r ~ ~ t h o R P i r t  
Or.%ntdh.Jthprot~ 
O M o d i m l m , m Q I -  
O o U m ( m d b )  
om- 

a n l m n # n ~ n r r b d h ~ ~ ~ r  1 y n r  



69. Thlnklng at this hmlly nrmb.f'8 MOST RECENT vhll tor -am, ph8m rat8 th. aatlmtactlon 4th tha .t.U at 
the hdltty uwd on nth d UN tollawing hctm Mark one answer tor each kern. 

Donno( 
vrr Y W  Hrl 

w.(# mBnDlM ) * ~ D ( w m m d D l c u ~  h o w  ----- 
Thoroughnud~mhMbons 0 0 0 C c' 0 
-dtmatmant 0 c' 3 C 

~ r n y a t ~ ~ ~ ~ u d ~  o o o 8 6 o 0 

TmtpM*rlthdodor 0 0 0 0 0 
Doads'b.drlbsrMMef 0 0 0 0 0 
Atmbvmm ol smfl (other Utan doctor) 0 0 0 0 0 

8 
Coulesyo(rpn(oth.rthandoclor) 0 G 0 0 0 

0 

~ O n p m # m n g Y l n r u W I n j u r y  0 0 L1 0 0 
0 

D o a o h r v P L I n q w u t o d b a l M 1 M ~ ~  0 0 0 0 V 0 P 
0 

O H n l ~ w i m ~  0 C 0 0 c- 0 

70. ~ m t o ( h . o r m n . r t b k c u o n ~ m 8 q r u l l t y o t  
m t h b ~ m r m k r m c o h m d d u r i n g t h o ~ ~ ~ ~  
RECPCTvbRkrowpdmttrc 
Z ~ o ~ y m i r d  
3Slbirh.d 
3- 
-\ . 
-2 l)lrrrtbfwd 

GVoIy- 
-1 Dontkwm 

71. WMthd~Wlowhgmr(orrrinbo)uwdtopy 
tarthbknJ)rm~rth~'~YOSTRE#NIvWtkr 
W r p . a k n r a n ? M u k ~ m n ~ .  - 
~ , ~ ~ r a p ( y , b d n a U r v s l n o t h m O p y b r m i s  

vidL 
dSllldudcwAwus 
3-8wlFbmahoumKa~- 

puuu)ygamcoughmCI.vu- 
. g o d . b b n s . L I ~ p y ( h . ~ d u r ~  
C H A M P U S p y r ~ t b n d ~ l o r m r d c r l  
-.I 

2(h.dm8nwme~y~mcar8po0nn.nl.#. 
h m w 8 m s ~ ~ p m g r u n r h m n m r r  
8uchuCHAMPUSPRlMEuDClRhc.thnmt 
k . r ~ W ) . O U m n ~ O C u r .  
~ C A M C H A S R h w . r t c )  

I!k(rbonPut~ 
I ' R k n Y ~ h w K e ~ ~ ~  

~ A 4 l P . . t c ) w r p r r p r l d h u l t h p l u , u  
---w=k8m) 

5 P l w C ~ ( r u c h 8 l ~ . b a # )  
?Ybu~rmUp~hmy~m~ny 
:'-crprdly) 
~Donthnow 

V MOST RECENT HOSPITAL STAY I 
kthbudkn,purrlUkoakodqwrtknrrboutth. 
YOSThowblrSlrInrdviUwrormlUIwy 
hOlPMII.b~.Wlym(-.-.cMld.or 
- d r p n d m t ) p  
m a d d M a &  

72. WNchWOlBLLI~mrmkrhrdthrMOsr 
RECPCTh#pltridmy7#2ormonkmlIylrmnkn 
W 8 l W ~ t O m 8 ~ l 8 t t h . 8 8 ~ ~ .  
~ 8 d 8 U t h o d k r t . ~  

O D o w ~ . p p ) y , n , o n h m y k m Y y h m ~ r h a d a  
~ r t r y . W T O W E S T K ) N W  

OSponror.WTDWESTlON75 
O~,ooroWESTK)(J?S 
O W  
O-hmsy-~rprdly) 

73. I . t ) w ( n J ) r n r m k r ~ ~ ~ n  
&ovw 
o w  
0- 

74. Harddrw~b~nwmb.r ( t inorwwnh 
tlnYOsTR#XMhoqmBl.t.y)onN.lh.r 
#- 
OLwrlhantyruold 

*m*(h.lunbrrkkbos~, 
rwl lngunh. lumlrtWh 
-p(Pdkkrlg)lHmdbor 

* R l h l r * n u d b o r ~ r r W l r r o r  

T k r S r r t k ~ c b d O W a r  
wkbor 

- 15 - .. .. 



. 

75. Haw would pu dn#lk th. h08M o( thl8 hmlly 
m h r  (tho one wtth the MOST RECENT +I .try) 
kr p n m n l ?  
0 Excellent 
o v ~ o o o d  
0 Good 
0 Fair 

0- . 
76. Thlnklng abwl thb kml)y -8 MOST RECENT 

hoapnal rtry, whon was It? 
OLmsthm3monthr8p 
0 b ~ 3 m d 6 m o m h r 8 ~  
0 ~ 6 a n d 1 2 m ~ a w  
0Momth.n 1 2 ~ 8 f ) O . ~ o ~ o ~ ~ ~ ~ ~  

l f ~ k l r k m l ~ ~ a ~ ~ h o r ~ . t r y r r u 1 2  
mon lhs .goork . . ,p lwumlmth .Eo)~  
qurtkru.Oth.nrtw,OOTOQUESIK)N#). 

n. D M t h b ( . m w y ~ h r r ) t h t k . ~ . t t h . ~  
O t t h r l l O S T R E W l l T ~ r t r y ?  
OD~mnoc~.Uli8kmYynwmkrb~~ 
0 y- 
OM 

ra w m ~ . t h . ~ t o l t ~ . ~ m ~ y ~ ~ ~  
REMMhooplwomy?MukLJLhu.PPIY. 
.3 Rspnmcy 
r ,: lntant cam 
.3 Accibsntrlhjuirs 
C ) B a c k . l p i n l . o r b a w ~  
G ~ I t n u n n t i * ~ o r ~ j o h ( W ~ ~  
C~ryrumpobkms 
~ ~ E a r . ~ . o r m o ~ m ~  
3-a- 
r3Skinorkustpro#smr 
3 L u n g o r a s r ~ ~  
30- pro#rmc 
.3-ryftunpcol~km 
C M o r d r u o -  
2--- 
OKidny.~,aomsrurinrytndpo#.mr 
.~EyrcamwvirionpmtJkw 
Gwnpoductivryrmpo#.mr(hdudingproltrt.) 
OWrupurnupmtJkw 
O D U m m o r d r b l o o d w  
o-- . . a AIDS 
Q T n a ~ k c ~ ~ r w ( w d \ . r h . ( l u )  
oDi8gnoa icm 
O h r b w b )  
ODon?knUw 

7S. D#tMskmltymmb.rhu*.urpyonlh.YOsf 
R E - m l . b y ?  
3 Yes 
$3 NO 

60. W u  thlo hmlly mmber admttted to th. modlul1.cllhy 
u s d  for th. MOST RECENT h p b l  .t.y trom l l ~  
emrgoney room? 
0 Yes 
2 No 
Ooonrlv~m 

81. How nuny nlghts did thls hmlly m m k r  .t.y 
In th. modk.1 hclllty d tor th. MOST 
RECENT hO8pWll SWy? 

~ o o n ? k n o w  

~ 1 0 0 Q y r w m o m  

82. W ) u t ~ o ( n w d ~ t t . c ~ ~ d M t M 8 k m # y ~  
uu lor th. MOST RECENT hoopbl stay? 
3 ~ u # y h o ~ p n ~ l o r k ~ H m t ~ 1  
' , , C h r l l i M m l  
9 Vetemns ~ t r a t b n  (VA) hospital 
b-mdplaw 
C i ~ o n l k ~ m  

@3. ~ b b ~ k t . t l a r o t t h . l ~ m b b m l i y  
nmn#ruwd)orth.MOSTRECENT hoop4W.t.yl 
~wnhinlh.5o~ctster 
~ O u a # r m ~ ~ m e r i ~ ~ ~ . ~ #  
GAbwdrhip 

M . l t I m b k n r # y n m n b h M O s r R E C E N T ~ l . t . y  
w n I n a ~ ~ ~  
p l w u ~ t h a ~ u w d ) r o m u . 1 ~  

Aumm . , 
O~McCklran 
om- 
3CIAlfAlrb 
. ? F l o d s m m ~  

r .- . .  .. . -. --. 
GrnNrvslHorpitd 
O ~ m d a f u r ~ o r e s ~  
om- 

" .MuoNA ..U ,.. r . . . . .,.,.!-=.. >..-. 

~!orvirMonmu,UrFoccsBuo 
C ~ F o l t ~  
O U u A i r  Form Bme 
O w i n b m s ~ k ~ o r c e ~ a m  

.. . -.$gzL,, 
OUtibRodcAirFomBam 

I D3.0 m.... 30..0.00000c.f~3~3 
W # ) W Q T Y H I ( I ( M I I I A  23028 I .a .. - 16 - D 

4 









O v r n W n ~ w l m 6 e n t r l c l r n . n d ~  0 0 0 0 2 0 

MI GENERAL INFORMATION 

96. what typ. ot hcllny did thls tadly nmb.r uu tor th. 
MOST RECENT vlslt tor dtnlal urn? 
--. Military or lildn)eet hospital, clinic, or y y  
.'. Ciillan dentist's ottice or dink 
?J Veterans Administration (VA) h o s w  01 dink 
.:I Another W d W (rpedty) 
Goonrk~mr 

97. Wlut Is Up locltbn ot the hc l lw  thh hdly nmnb.1 
mod for lho MOST RECENT drntrl W? 
3 wnhin m 50 Amehn states 
C)  cam^ the 50 &makan states 
0 Aboerd ship 

otm~tlocu w and 99 u k  tor thla hmlly nwmb.21 
oplnknr .bout th. hcllky wed tor tha morl ~ n l  dental 
vlslL U thla tamlly membor Is chUd, pkm anarrrr tram 
tho pomnLI' polnt of vkw. 

M. Waa tho W l n y  thl. tamlly member u8od tor tho MOST 
RECENT d.ml vkn chosen tor any of tho t o l W n g  
nuoru? Mark Bll. that apply. 
~ n m r t m q u i ~ i n ~ r t o b e ~ r o d b y m i l ~ y ~  

bemliu 
Onwaathsonlyoneavailabkt 
0 ~ d s h o  was r e f s d  m r e  by hidher doctor 
~ ~ h u ~ s m e r 0 e n c y r 0 0 m m e ~  

( ~ ~ h ~ . d h h h d l y ~ ~ ~ ~ l l ~ ~ ~ ( ~ r ~ ( ~ * n t . l ~ , ~ m t * ~ ~ o n . h + * ~ ~ &  
on uch of ltm followlng tactom ~ . r d  

Mukorwrnmerta#ch~ rrl YblY w 
W C d W I k d m k c ~ D * U Y I ( # ~  

0 0 0 r. -. 
~ ~ 0 f  bation 0 . # '2 - 

0 (2 :3 
r. 

AvauabMydparking 0 /3 U 

0 O 0 - 3 - .- . 
Hounwhenhcititybopen - 

0 r, '- 2 ' I - 
0 r . '2 -\ 

A v J W t ) y d m  'J - '2 
H o w q * d d y m h r n d k m m  0 0 g u 

9 C. 

W l i t y t o m r k o a p p W m M U b Y ~  LI u j 

0 0 --l 

mrnitinptortremnt 0 - (- 

0 0 w 5 t 
r- L 

AbiIirymswdmatd- 0 
~ r u ~ y d ~ ~ ( o r ~ a p m ~ - n y . . C ; . m  0 - b' .-. r 2 

cleaning. space mmtainem, OW.) - 3 
0 .-.. 

W M y  d fininQs c' .d - -. 5 
~ ~ d O u W ~ t o n ~ ~ ( a o m # b r i b g . r .  0 c P. G rr v 

6emufw. OW.) 0 S Cottdmbvkit 0 0 C rJ 5 

100. ~ . 0 . . 1 1 2 - d n m k n t - " ' y  
a)wry.mad#tor~ath.rhwlthm-- 
thy m n b d  to? 
- J Yes. GO TO QUESTION 102 
:No - 
: o o s s n ~ t . p p l y , ~ d i d n l d r y m r d i a l c m .  

GO TO QUESTION 102 

*nn#(olMukdLLIM.pp)y. 
O~hyddn'thmthrm 
oThy~tmnttomhrrvak~.chod 
oThymmd-"'k 
OTyO#rOhtmmlOht~-- 
0 7 ~ p r d ~ ~ ~ n o t c o v m d a n c ( . v J h # .  
OThyadnothurcutMUlahthr.nilr#.dodon 
c3nmrmohrd tometn~  





~ u p p ~ ~ m m m ~ m o t y h e . l t h ~ l d ~ ~ c h o o u t h . n p ) . n o r U w t o p . t y w r h w l t h  
a m  h m y  you do now. Owrtlonr 105 and 106 u k  y ~ ,  to compm your am Ilk now wlth two m 
p) .~ ,  and to arumr wh0th.r or not yOU.Wld ChrW. 

IMPORTANT: Answwlng tho8m qtmstkru llUlPPf .thct your cumnt rnllbry hoalth plrn. Th... qwrtloru 8m for 
mumrch purpomer only mnd do not dncrlba mcturl phnm that ex1.t now. I 

105. Th. W n t  ~ww mlUt8ry huh pbn wo rrrnt you to cocu1d.r la 8  CMUAN H..Rh Ul ln to~ntr  OI0.n- or HMO. 
~ t h k p l D n ~ t h . n r v k 0 8 8 n d ~ U . W l n T ~ b k l  klwv.AdKWon t o c h a n g e t o l h l o ~ n ~ p u  
wwld uk ll k u W d  of mllbry modkrl Mmmrt htllltb or CHAMPUS. 

TABLE 1: DESCRIPTION OF NEW MlUTARY HEALTH PLAN #1 
DERVlCES COVERED: 

WOOSIN0 YOUR HOSPITAL AND DOCTOR 
C H O O S t N G A ~ &  
CHOOWO A DOCTOR: 

YOUR SHARE Of M E  COST Of SERWCES 
HOSPITAL STAYS: 
OVTPAnENT DOCTOR VISITS. 

YOUR A D I ~  TO a n  AN uporrmr~. 

SImmrCHAMPUSWhdud.r .M~phyvulbumrrrd ' 
w oya a r e .  

L k . ( h . ~ n h o s p k a l b ~ t e d * m h ( h . p l u r .  
V i r Y d o a o r b l ~ p r m ~ .  

Nochrgr(orrpauworhmilyrwb.n. 
~puiuor md IuW rtmn~en pry S S pet ~irk. 
F a r c c l i r w ~ u a r ~ h 3 d 8 y s .  
Fahrrr lh.Lknolegpohlrmh24.yr 
FaorlouYnu:ww~.ppohmwnr 
#ankndnnYlb*tmmh.Pl.mdocmr,purlb.~ntm 
wunhwdaca. 

Would you join thb nrr pbn b#tud d your cumnt MILITARY HEALTH P W ?  
Yr - No - 

a n m e c . w u a c h 8 ~ ~ d S 7 5 p e r ~ w r ~  0 0 
b. n h ~ w u ~ d w g a d S 5 O w r m o n m w r ~  0 0 
G nlhsnwrsnocwgelojdn 0 0 

106. T h . v c o n d n r r m t U t r r y h w ) t h p b n ~ m t y o u t o c o n r l d . r b m m l l b q H M O . T h b p l m r r o u l d ~ O w ~ ~  
. . r v k r r ) I r t . d I n T . b k Z k ) o r u . A d r c h k n t o t h n g . t o t h b p b n ~ . n p u d m ~ k n g . r k W w W C H I Y P U S .  
n p u & m w n u ~ ~ ~ l , c o M t c ) . r r r h . 1 y o u w o u M p c r k r U y w d l d M n w r 8 m l ~ ~  

TABLE 2: D E S C F W ~ N  OF NEW MIUTARY HEALTH PLAN n * 
SERVICESCOVUILD. 

C)(OOSMa YOUR HOSPITAL AND DOCTOR 
CnOO!mOAWSPITAL 
C ~ G A D O C T O R :  

YOUR WARE Of M E  COST Of SERVICES 
HOSPITAL STAYS 
ovn,~nwr DOCTOR WTS:. 

YOUR *IUUTY TO QET AN AP?OWMENT: 

S . m r u C H A M W S b U M u d w ~ u r u l @ r p i a l u u n n d  
rarlrn oya a m .  

Uwh.nYioryhorplPI. 
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COMMENT SHEET 

TEE FOLLOWING QUESTIONS SBODtD BE ANSWERED BY THE PERSON W I N G  C-S. 

What 1 s  your banefac iq  rtatua? In which military service does (did) the 
sponsor s e n ?  

0 Active duty srrvice d r  
0 Retired s e d c r  -r 0- 0 Marine C o r p s  
0 Survivor of deceasmd seNicr 0 Navy 0 Coast Guard 

mmber 0 Air Force 
0 spouse or other f a m i l y  -1 

Are you: What is your current location? 

0 Within +hr 50 - r i a  states 
0 Outsidr thr 50 American statra 
0 Aboard ship 

-- - - - - -  
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4.0 OUTPATIENT UTILIZATION 

Critical to the effective management of health care resources is an understanding 

of patterns of utilization, so the impact of potential changes in policy can be assessed. 

Specifically, it is necessary to know who uses military health care, how much care is 
used, what type of care is received, where it is received, and how it is paid for. In this 

chapter, patterns of outpatient utilization in both military and civilian facilities is 

addressed. Inpatient utilization is addressed in the next chapter. 

The beneficiary survey allows the opportunity to evaluate beneficiary utilization 

outside the MHSS. For example, care provided outside DoD facilities to beneficiaries 

over age 65 is generally paid for through Medicare and is not monitored in DoD 

information systems. In addition, when providing outpatient care, very few DoD facilities 

record beneficiary residence information in central information systems. The survey 

allows a more precise evaluation of who is being served by DoD facilities and how far 

people travel to obtain outpatient care in DoD facilities. 

The basic level -of analysis of utilization was by beneficiary type. Analyses were 

performed separately for the following types of beneficiaries: 

active-duty sponsors, 
family members of active-duty sponsors, 
retirees and survivors under age 65, and their families, and 
retirees and survivors age 65 and over, and their families. 

Active-duty sponsors were considered separately because they are generally 

required to use military treatment facilities (MTFs). Exceptions may occur when the 

required care is unavailable at a MTF or when private funds or insurance are used, but 

these are relatively rare. The new military health care initiatives and insurance coverage 

are therefore not likely to be important factors in determining utilization by this class of 

beneficiaries. Family members of active-duty sponsors, on the other hand, have the 

option of using MTFs or civilian facilities for their care. For certain outpatient 
procedures, however, a Nonavailability Statement (NAS) must be obtained from the local 

MTF before CHAMPUS will pay for them. Retired sponsors, survivors, and their 



families also have the option of using civilian facilities, but are covered by CHAMPUS 
only if they are under 65. The latter category of beneficiary is more likely to live in a 

noncatchment area and to have additional insurance coverage than active-duty families. 

In addition to estimating the utilization levels for the different beneficiary types, 

this chapter is concerned with answering the following questions: 

Do utilization patterns vary by region? 

How does utilization vary by medical condition? 

How do insurance coverage and beneficiary demographics such as age, sex, 
and health status affect utilization? 

Do improved access to MTFs and lower costs to beneficiaries at certain 
civilian facilities result in a tradeoff in usage between military and civilian 
facilities, or does total utilization increase? In other words, do the new health 
care programs create incentives for beneficiaries to use more health care? 

How do beneficiaries pay for their care? 

4.2 OUTPATIENT UTILIZATION,BY SOURCE OF CARE 

The basis for determining outpatient utilization levels is survey question number 
47, which asked a randomly-selected family member how many visits he or she made to 
each of several types of facilities during the past 12 months. The exact wording of this 

question is as follows: 

Question 47: "During the past 12 months, how many times did this family 

member (the one with the last birthday) visit a medical doctor or assistant at 

any-of the following places for his or her own medical care?'(Places are 

shown in Appendix A and in subsequent tables in this chapter.) 

For the purpose of this analysis, military hospitals or clinics (excluding sick call), military 

hospitals or clinics (sick call visits only), and PRIMUS or NAVCARE clinics are 

combined into the single category "military facilities." The single survey option of 

"civilian doctor's office, hospital, or clinic" was used to define the category "civilian 

facilities." 

The number of outpatient visits to each type of facility was recorded on a scale 

from 0 to lo+. Because the last scale value included counts of 10 or more visits, the 

average number of visits per year could not be calculated directly. Rather, a model had to 

be assumed for estimating the number of visits beyond 10. A description of the model 

that was used is given in Appendix G. 



The average level of outpatient utilization is summarized in Table 4.1. Note that, 

on average, beneficiaries made very few visits to VA or other facilities. The latter two 

types of facilities are therefore excluded from consideration throughout the remainder of 

this chapter. 

Table 4.1 Average Number of Visits for Outpatient Care by Source of Care 

Retirees and Retirees and 
Active-Duty Survivors < 65 Survivors 2 65 

Active-Duty Family and Family and Family A11 
Source of Care Sponsors Members Members ~ e m b e i  Beneficiaries 

Military Facilities 3.1 3.1 1.6 1.8 2.4 
Civilian Facilities 0.1 1.2 2.7 4.2 1.9 
VA Facilities 0 0 .2 .3 . I  
Other Facilities .1 .I .1 . I  . I  - 
All Facilities 3.3 4 -4 4.6 6.4 4.5 

Source: 1992 DoD Health Care Survey 
Question 47 - During the past 12 months, how rhany times did this family member (the one 
with the last birthday) visit a medical doctor or assistant at any of the following places for his 
or her own medical care? 

Among all military medical care beneficiaries, the average number of visits was 

4.5 per year. This compares with approximately 5 visits per year ' in  the general 

population.' Active-duty sponsors made an average of 3.3 visits per year, almost 

exclusively to military facilities. Active-duty family members made about the same 

number of visits to MTFs as sponsors, 3.1 visits per year, but also made an average of 1.2 
visits per year to civilian facilities. Retirees and survivors and their family members used 

civilian facilities for most of their care. They averaged only 1.6-1.8 visits per year to 

MTFs, and had the highest total utilization, 4.6 visits per year for families of retirees or 
survivors under age 65 and 6.4 visits for families of retirees or survivors age 65 and over. 

.. Note that the numbers of visits to military facilities in Table 4.1 are considerably 

smaller than those derived from official data  source^.^ This is because of the way-the 

official numbers are developed. For example, visits to separately-organized clinics during a 

medical examination (e.g., optometry, physical exam, immunization, etc.) are each counted 

I A recent study [2, p. 1141 reported the average number of physician contacts as 5.7 per year. This 
included telephone (.7 contacts), office (3.3 contacts), hospital (.8 contacts), and other (.9 contacts) 
means of contacting a physician. Assuming most people would not consider a telephone contact as a 
"visit," the average number of visits in the general population is about five per year. 

Data on inpatient and outpatient utilization are available from the Biometries data base, part of the 
Defense Medical Information System (DMIS). 



by the DoD as distinct visits. Also, phone calls for medical advice (if documented) are 

counted as outpatient visits. However, it is unlikely that most respondents think of an 

outpatient visit in this manner, A visit to several different clinics during a physical 

examination is likely to be thought of as a single visit and a phone call for medical advice 

is not likely to be thought of as a visit at all. Therefore, the lower numbers of visits reported 

in the surveyp  probably due to differences in the definition of an outpatient visit. 

Figures 4.1 to 4.4 show the distributions of visits to military and civilian facilities 

for each of the four beneficiary groups. 

- 

Figure 4.1 Outpatient Utilization by Active-Duty Sponsors 
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" Figure 4.1 confms that using civilian facilities is a rare event for active-duty 

sponsors; 95 percent of them used no civilian care in the past year. Only 23 percent of 

sponsors did not use the military facilities at all. Almost 7 percent of sponsors had 10 or 

more outpatient visits to military facilities. 
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Active-duty family members (Figure 4.2) also received most of their outpatient 

care in military facilities. Nearly 73 percent of family members did not use civilian 

facilities at all, while only 30 percent did not use military facilities. A somewhat higher 

portion of family members had 10 or more visits (8 percent to military facilities and 3 

percent to civilian facilities). 
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Source: 1992 DoD Health Care Survey 
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Question 47 - During the past 12 months, how many times did this family member (the one 
with the last birthday) visit a medical doctor or assistant at any of the following places for his 
or her own medical care? 



0 1 2 3 4 5 6 7 8 9 lo+ 
Number of Visits During Past 12 Months 

Military Facilities. Civilian Facilities 

Source: 1992 DoD Health Care Survey 
Question 47 - During the past 12 months, how many times did this family member (the one 
with the last birthday) visit a medical doctor or assistant at any of the following places for his 
or her own medical care? 

Figure 4.2 Outpatient Utilization by Active-Duty Family Members 
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Question 47 - During the past 12 months, how many times did this family member (the one 
with the last birthday) visit a medical doctor or assistant at any of the following places for his 
or her own medical care? 

Figure 4.3 Outpatient Utilization by Under-65 Retirees and Family Members 



Figure 4.4 Outpatient Utilization by Over-65 Retirees and Family Members 
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Retirees and survivors under 65 and their family members (Figure 4.3) relied 

more heavily on civilian facilities for their care, perhaps reflecting their lower priority for 

care at MTFs, as well as their increased insurance coverage. In this group, 64 percent did 

not use military facilities at all, while 43.8 percent did not use civilian facilities during the 

year. The distjibution of visits included 6.3 percent with 10 or more visits to civilian 

facilities and 3.2 percent with 10 or more visits to military facilities. 

Retirees and survivors 65 and over and their family members (Figure 4.4) also 

used civilian facilities more than military facilities. In this group, 69.2 percent did not 

use military facilities at all during the year. Only 4.2 percent had 10 or more visits to 

military facilities. However, civilian facilities were used more heavily than in the other 

beneficiary groups. Only 3 1.7 percent did not use civilian outpatient care during the year, 

reflecting more health problems and Medicare eligibility in this group. The 

percentages having multiple visits were higher than for the other beneficiary groups, and 

many had I0 or more visits (12.8 percent to civilian facilities and 4.2 percent to military 

facilities). 
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Question 47 - During the past 12 months. how many times did this family member (the one 
with the last birthday) visit a medical doctor or assistant at any of the following places for his 
or her own medical care? 
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4.3 OUTPATIENT UTILIZATION BY REGION 

A necessary first step in understanding how the new military health care initiatives 

have affected utilization patterns is to examine variations in utilization by region. As 

previously discussed, active-duty sponsors are generally required to use military facilities 

and are unlikely to be affected by the new military health care initiatives. However, 

active-duty family members and retirees and survivors may be affected. 

Caution must be used when interpreting the regional results because there is no 

clear indication from the survey that respondents actually used the new initiatives that 

were in place in some of these regions. From the discussion of Table 3.9 at the end of 

Chapter 3, it is evident that beneficiaries were confused about whether they actually used 

one of the new initiatives. Therefore, differences in utilization are as likely to reflect 

differences in regional demographics and catchment area resources as differences in 

regional demonstration programs. 

Figure 4.5 shows the outpatient utilization of active-duty family members by the 

sponsor's region. In regions with no military health care initiatives and no special 

characteristics, active-duty family members had an average of 3.8 outpatient visits per 

year, 2.9 of them to military facilities. The regions with the highest utilization levels 

overall were those with shipboard sponsors (5.1 visits) and the CRI region (4.9 visits). 

The lowest utilization overall was in the Army Gateway to Care region (3.7 visits). The 

highest military facility utilization (3.5 visits) was for active-duty family members with 

sponsors outside the United States. The New Orleans CRI-like region had very low 

utilization of military facilities (1.5 visits), less even than in noncatchment areas (2 

visits), but had the highest level of civilian utilization (2.7 visits). The most likely reason 

for this pattern is that there are only two small military clinics (one Coast Guard and one 
Navy) in the New Orleans area. The lowest civilian utilization, 0.7 visits, occurred in the 
Aimy CAM region, the Army Gateway to Care region, and outside the United States. 

Figure 4.6 shows the outpatient utilization of retirees and survivors under 65 and 

their family members by region. Total utilization ranged from a low of 3.6 visits per year 

for those outside the United States to a high of 5 visits per year in the Air Force CAM 

region and the New Orleans CRI-like region. The highest military facility utilization was 

in the Army Gateway to Care region (2.8 visits), and the lowest was in noncatchment 

areas (0.8 visits), where military facilities are less accessible. The highest civilian 
utilization was in the New Orleans CRI-like region (3.9 visits), and the lowest was in 

areas outside the United States (1.5 visits). 
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Figure 4.5 Outpatient Utilization of Active-Duty Family Members by Sponsor's Region 

Figure 4.6 Outpatient Utilization of Under-65 Retirees and Families by Sponsor's Region 
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Figure 4.7 shows the numbers of visits by retirees and survivors over 65 and their 

families, by region. Total utilization levels for this group were generally higher than for other 

beneficiary groups. They ranged from a low of 5.1 visits in noncatchment areas to a high of 

6.7 visits in the Navy CAM region. As expected, noncatchment areas had the lowest 

utilization of military facilities, 0.8 visits per year. The highest use of military facilities was 
3.3 visits in the Army CAM region. The Army CAM region also had the lowest utilization 

rate for civilian facilities, 2.4 visits per year. The highest use of civilian facilities was in the 

New Orleans CIU-like region (4.5 visits), where there are few military facilities. 
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Figure 4.7 Outpatient Utilization of Over-65 Retirees and Families by Sponsor's Region 

4.4 REASONS FOR USING OUTPATIENT CARE 

The reasons for using outpatient care provide useful information on the variations in 

needs among the different beneficiary groups and possible differing availability of types of 

treatment in military vs. civilian facilities. Table 4.2 gives the percentages of beneficiaries 

who cited the given reasons for using outpatient care at military and civilian facilities. 

Active-duty sponsors are required to use military facilities whenever possible. 

The largest group of active-duty sponsors, 27 percent, sought treatment for short-term 

illness. The next two most common reasons for active-duty sponsors to use outpatient 



Table 4.2 Percentage Distribution of Reasons for Using Outpatient Care by Beneficiary Type and Source of Care 

Retirees and Retirees and 
Active-Duty Family Survivors c 65 and Survivors 2 65 and 

Active-Duty Sponsors Members Families Families 
Mi,litary Civilian Military Civilian Military Civilian Militar'y Civilian 

Reason for Visit Facilities Facilities Facilities Facilities Facilities Facilities Facilities Facilities 
Routine pediatric care 1% 0% 18% 12% 4% 2% 1% I % 
Allergy shots 1 1 3 5 2 3 2 3 
Pre-natal care 2 20 8 15 0.3 1 0 0 
Other OBIGYN services 8 7 17 14 12 9 8 5 
Follow-up after hospital stay 7 17 5 9 9 12 18 17 
Sexually-transmitted diseases 1 0 0 0.1 0 0 0 0 .  
Treatment for recurring illness 7 15 8 9 22 20 25 24 
Treatment for short-term illness 27 10 32 24 22 20 9 11 
Treatment for injuries 24 32 8 6 7 8 5 4 
Minor surgery 5 9 3 9 5 9 5 11 
Mental health care 2 1 2 7 2 4 1 2 
Alcohol or drug treatment 1 0 0 1 0 0.2 0 0.2 
Physical or occupational therapy 6 2 1 1 2 3 2 3 
Eye care or vision problems 8 7 5 5 10 8 17 2 1 
Ear care or hearing problems 4 2 8 6 5 4 5 4 
Routine medical exam 23 8 10 10 32 3 3 48 4 2 

Source: 1992 DoD Health Care Survey 
Question 57 - What were the reasons for this family member's most recent outpatient visit? 
Question 58 - What type of medical facility did this family member use for the most recent outpatient visit? 



care were treatment for injuries (24 percent) and routine medical examinations (23 

percent). No other reasons were given by more than 10 percent of active-duty sponsors. 

Reasons active-duty sponsors gave for using civilian facilities were very different 

from those given for using military facilities. About 95 percent of active-duty sponsors 

did not use civilian facilities at all over the course of a year. Because they are required to 

use military' facilities whenever possible, their reasons for using civilian facilities 

represent types of conditions that military facilities do not have the equipment, personnel, 

or capacity to treat. The most common reason for using a civilian facility was treatment 

for injuries (32 percent), when people are more likely to use the closest facility. Other 

common reasons for using outpatient care in civilian facilities include pre-natal care (20 

percent), follow-up after hospital stay (17 percent), and treatment for recurring illness (1 5 

percent). No other reason was cited by more than 10 percent of those who received 

civilian outpatient care. 

Active-duty family members also sought treatment at military facilities most often 

for short-term illness (32 percent). Other common reasons (cited by more than 10 

percent) included routine pediatric care (18 percent) and OBIGYN services other than 

prenatal care (17 percent). The most common reason for active-duty family members to 

seek care at civilian facilities was the same as at military facilities-treatment for short- 

term illness (24 percent). Other reasons included prenatal care (15 percent), other 

OB/GYN services (14 percent), and routine pediatric care (12 percent). 

Among retirees and survivors under 65 and their families, the most prevalent 

reason for using outpatient care was for routine medical exams. About a third of both the 

military and civilian facility users cited this reason. Other common reasons included 
treatment for short-term illness and treatment for recurring illness. 

.. The most common reason for the older group of retirees and survivors and their family 

members to use outpatient care was for routine medical examinations (48 percent of those 

who used military facilities, 42 percent of those who used civilian facilities). Treatment for 

recurring illness was the next most common reason (around a quarter of both military and 
civilian facility users) Other common reasons included eye we or vision problems (17 

percent of military facility users and 21 percent of civilian facility users) and follow-up after 

hospital stay (18 percent of military facility users and 17 percent of civilian facility users). 

Table 4.3 compares the use of military and civilian facilities among those who sought 

care for a given problem. For example, among activeduty family members who used routine 

pediatric care, 82 percent used military facilities and 18 percent used civilian facilities. 



Table 4.3 Percentage of Beneficiaries Using Military and Civilian Facilities by Reason for Seeking Care 

Retirees and Retirees and 
Active-Duty Family Survivors < 65 and Survivors 2 65 and 

Active-Duty Sponsors Members Families Families 
Military Civilian Military Civilian Military Civilian Military Civilian 

Reason for Visit Facilities Facilities Facilities Facilities Facilities Facilities Facilities Facilities 
Routine pediatric care - - 82% 18% 54% 46% 29% 7 1% 
Allergy shots 99 1 65 35 3 1 69 27 7 3 
Pre-natal care 79 2 1 61 39 26 74 - - 
Other OBIGYN services 97 3 79 2 1 43 57 43 57 
Follow-up after hospital stay 92 8 63 37 32 68 34 66 
Sexually-transmitted diseases - - 48 52 77 23 - - 
Treatment for recurring illness 94 6 72 28 39 61 34 66 
Treatment for short-term illness 99 1 80 20 40 60 28 72 
Treatment for injuries 96 4 79 21 33 67 36 64 
Minor surgery 95 5 50 50 25 75 18 82 
Mental health care 99 1 50 50 21 79 22 78 
Alcohol or drug treatment - - 24 76 4 96 0 100 
Physical or occupational therapy 99 1 8 1 19 33 67 29 7 1 
Eye care or vision problems 97 3 77 23 44 56 28 72 
Ear care or hearing problems 98 2 82 18 43 57 33 67 
Routine medical exam 99 1 76 24 37 63 35 65 

Source: 1992 DoD Health Care Survey 
Question 57 - What were the reasons for this family member's most recent outpatient visit? 
Question 58 - What type of medical facility did this family member use for the most recent outpatient visit? 

< 



As expected, military facilities provided virtually all outpatient care for active- 

duty sponsors. The three areas in which civilian facilities were used the most were pre- 

natal care (21 percent of visits to civilian facilities), follow-up after hospital stay (8 

percent), and treatment for recumng illness (6 percent). 

Table 4.3 shows that, for active-duty family members, military facilities provide 

care for a Gide range of conditions. For most routine conditions, military facilities 

provided care over 70 percent of the time. Short-term illnesses were treated 80 percent of 

the time at military facilities. Military facilities also provided 76 percent of routine 

examinations for this group. There were only four conditions for which the majority of 

cate was provided at civilian facilities. These were alcohol or drug treatment (76 

percent), sexually-transmitted diseases (52 percent), mental health care (50 percent), and 

minor surgery (50 percent). Other conditions for which civilian facilities were used more 

than a third of the time include pre-natal care (39 percent), follow-up after hospital stay 

(37 percent), and allergy shots (35 percent). 

Retirees and survivors and their family members were more likely to use civilian 

facilities for most conditions. In the under-65 retiree and survivor group, virtually all (96 

percent) alcohol and drug treatment was provided by civilian facilities. Other conditions 

for which civilian facilities were heavily used included mental health care (79 percent), 

minor surgery (75 percent), and pre-natal care (74 percent). Treatment for both short- 

term and recurring illnesses was provided approximately 60 percent of the time at civilian 

facilities. Civilian facilities also provided 63 percent of the routine medical examinations 

for this group. Military facilities provided the majority of care for only two conditions for 

this group-routine pediatric care (54 percent of visits provided by military facilities) and 

sexually-transmitted diseases (77 percent, but a very small category). 

In the over-65 retiree and survivor group, the reliance on civilim facilities was 

even more pronounced. All outpatient alcohol and drug treatment occurred in civilian 

facilities, as well as 82 percent of minor surgery, 78 percent of mental health care, and 65 

percent of routine medical examinations. There was not a single condition for which 

military facilities provided the majority of the care. The areas in which military facilities 

were used more than a thud of the time include OB/GYN services other than pre-natal 

care (43 percent), treatment for injuries (36 percent), routine medical examinations (35 

percent), follow-up after hospital stay (34 percent), and treatment for recurring illness (34 

percent). 



4.5 FACTORS INFLUENCING OUTPATIENT UTILIZATION 

The next series of analyses used non-linear regression analysis to examine the 

most important factors influencing outpatient utilization levels. Regression analysis is 

useful because it can sort out the influence of individual factors that may simultaneously 

affect utilization. It also provides a convenient way of assessing the effects of many 

factors on utilization without resorting to cumbersome cross-tabilations. Details of the 

regression model can be found in Appendix G. 

To simplify the presentation, results are given in terms of the expected (predicted) 

numbers of visits for people with a given characteristic. Table 4.4 gives results for 

activeduty sponsors, Table 4.5 gives the results for active-duty family members, and 

Table 4.6 gives the results for retirees and survivors and their family members. In each 

case, the expected number of visits for a given characteristic controls for other factors. 

For example, the expected number of visits for senior-enlisted sponsors controls for 

region, marital status, sex, race, income, insurance coverage, military service, other- 

service facility, and medical problems. Statistically significant differences from the base 
'- case are highlighted with an asterisk. The base case for a set of variables is displayed as 

the first in the list. For example, the base region against which the others are compared is 

- . - the "no initiatives" region. 

4.5.1 Factors Influencing Outpatient Utilization of Active-Duty Sponsors 

Active-duty sponsors use military facilities almost exclusively. Civilian facilities 

are used only when military facilities are not available, or in the case of some of the new 

initiatives. Therefore, this analysis covers only military facilities. Table 4.4 shows the 

regression results for active-duty sponsors. with the number of outpatient visits to military 

facilities as the dependent variable. 

There were no significant differences in outpatient utilization by rank. Junior- 

enlisted, senior-enlisted, and officer sponsors all had an expected 2.6 to 2.7 visits. The 

"no initiatives" region had an expected utilization level of 2.7 visits, and the only 

significant difference from that was in the Tidewater region, where sponsors had only 2 
visits. The Tidewater Virginia area is hosting a demonstration project (TRICARE) that 

involves pooling of medical assets across services, along with a choice of plans for 

beneficiaries. Active-duty personnel were automatically enrolled in the Preferred Plan 

HMO, in which management selects the primary care provider from MTF, NAVCARE, 

and civilian providers in the network. Thus, active-duty personnel might be directed to 

use civilian facilities if they were less expensive. 



Table 4.4 Expected Number of Visits to Military Facilities for Active-Duty Sponsors 

Expected Ex~ected 
Variable . visits Variable k i t s  
Junior Enlisted 2.7 No Private Insurance 2.7 
Senior Enlisted 
Officers 

No Initiatives. 
Army CAM 
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FyPPO 
New Orleans CRI-Like 
PRIMUSINAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 

Single 
Married, Living With Spouse 
Manied, Not Living With Spouse 

Age of Sponsor 

Female 
Male 

White 
Black 
Other Race 

Private Insurance 

Army 
Navy 
Marine Corps 
Air Force 

Facility Operated by Same Service 
Facility Operated by Another Service 

No Medical Problems 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
Joint/Muscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoYDrug Problems 
Cold or Hu 

4.2 Digestive Problems 
2.5* BladderNrinary Problems 

EyeNision Problems 
2.6 EarJHearing Problems 
3.1* Prostate Problems 
2.5 Mensbual Problems 

Family Income - 2.6 Other Problems 2.7* 

Statistically significant at the 5-percent level. 

Source: Regression analysis based on responses to 1992 DoD Health Care Survey 
Question 41 - Of the family members who are currently eligible for military medical benefits, 
who had the last birthday? 
Question 47 - During the past 12 months, how many times did this family member visit a 
medical doctor or assistant at any of the following places for his or her own medical care? 

Single sponsors had 2.5 visits, and those married and living with their spouses had 

2.7 visits. Those manied but not living with their spouses were not significantly different 

from the single sponsors. 

Female sponsors had an expected 4.2 visits, and male sponsors had significantly 

fewer, 2.5 visits. Black sponsors had significantly more expected visits, 3.1, than white 

sponsors, with 2.6. Those with private insurance had a predicted utilization of military 



facilities significantly less (only 1.6 visits) than those without private insurance (2.7 

visits). 

All of the differences (relative to the Army) by military service were statistically 

significant. Marine Corps sponsors had the highest number of expected visits (3.4), 

followed by Army sponsors (3), then Navy and Air Force sponsors (2.4 each). Where the 

military facility is run by a service different from the sponsor (e.g., an h y  sponsor in an 

Air Force catchment area), sponsors used significantly more care, 3.1 visits vs. 2.6, in 

areas where their own service manages the military treatment facility. 

As expected, medical conditions accounted for much of the variation in outpatient 

utilization. Those with no medical problems were predicted to have 1.5 visits. The 

highest number of visits, 4.2, was for those with cancer (other than skin cancer). Other 

conditions with 2.5 or more expected visits included jointlmuscular problems (3 visits), 

heart problems and problems other than those listed (2.7 visits each), bladderlurinary 

problems (2.6 visits), and cold or flu (2.5 visits). 

4.5.2 Factors Iduencing Outpatient Utilization of Active-Duty Family Members 

Table 4.5 shows the regression results for active-duty family members, with visits 
- . - to military facilities and visits to civilian facilities as separate dependent variables. The 

numbers in the table represent the expected number of visits for people with each 

characteristic. Note that statistical significance was determined only for visits to military 

and civilian facilities, not for total visits.' 

Family members of senior-enlisted personnel are expected to have 3.4 visits, 

significantly less than family members of junior-enlisted personnel, who are expected to 

have 4.0 visits. Utilization by family members of officers was not significantly different 

from that by family members of junior-enlisted personnel. 

There were several significant regional differences in outpatient utilization among 

active-duty family members. In the region set as the baseline-areas with no initiatives- 

the expected utilization was 2.5 visits to military facilities and 1 visit to civilian facilities. 

In overlapping catchment areas, as expected, active-duty family members used military 

facilities more often (2.9 visits) and civilian facilities less often (0.8 visits). 

Determining significance of a total based on the sum of .non-linear models requires simultaneous 
estimation of the models. This was not considered feasible for the current effort. m 



Table 4.5 Expected Number of Visits for Active-Duty Family Members 

Expected Visits Expected Visits 
to Military to Civilian Total Expected 

Variable Facilities Facilities Visits 
Junior Enlisted 2.8 1.2 4.0 
Senior Enlisted 2.5 * 0.9 * 3.4 

No Initiatives 
Army CAM 
CFU 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FUPPO 
New Orleans CRI-Like 
PRIMUSMAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 

Single 
Married, Living With Spouse 
Married, Not Living With Spouse 

Age of Family Member 

Female 
Male 

White 
Black 
Other Race - 

Family Income 

No Supplemental Insurance 
. -  CHAMPUS Supplemental Insurance 

Private Insurance 

h y  
Navy 
Marine Corps 
Air Force 

Facility Operated by Same Service 
Facility Operated by Another Service 

Continued on next page 



Table 4.5-Continued 

Expected Visits Expected Visits 
to Military to Civilian Total Expected 

Variable ~ac i l i t i g  Facilities Visits 
7 

No Medical Problems 1.5 0.6 2.1 

Lung Problems 2.6 * 1.3 * 3.9 

Heart Problems 2.2 * 1.0 - 3 -2 

High BI& Pressure 2.0 * 0.8 * 2.9 

Diabetes 2.5 * 1.3 * 3.8 
Joint/Muscular Problems 1.5 0.9 * 2.4 

Back Problems 2.1 * 0.7 2.9 

Cancer (except skin) 4.3 * 2.5 * 6.8 

Skin Cancer 3.0 0.6 3.6 
Mental Health Problems 2 . 0 ~  4.2 * 6.2 

Allergies 2.0 * 1.1 * 3.2 
AlcohoVDrug Problems 1.4 1.0* 2.5 

Cold or Flu 2.3 0.7 * 3.0 
Digestive Problems 2.0 * 1.2* 3.1 

BladderiUrinary Problems 2.3 * 0.7 3.0 
EyeNision Problems 1.9* 0.8 * 2.7 
Ear/Hearing Problems 2.3 0.8 3.2 
Prostate Problems 1.5 1.8 3.3 

Menstrual Problems 1.7 * 0.6 2.4 
Other Problems 2.6 * 1.2* 3.8 

- . - * Statistically significant at the 5-percent level. 

Source: Regression analysis based on responses to 1992 DoD Health Care Survey 
Question 41 - Of the family members who are currently eligible for military medical benefits, 
who had the last birthday? 
Question 47 - During the past 12 months, how many times did this family member visit a 
medical doctor or assistant at any of the following places for his or her own medical care? 

By co&.rast, in noncatchment anas (areas outside a 40-mile radius of a military 

hospital), active-duty family members used military facilities less often (1.6 visits) and 

civilian facilities more often (2.7 visits). Their total utilization was higher than 

beneficiaries in areas with no initiatives. In the CRI region, utilization of military 

facilities was significantly higher (3.1 visits). while utilization of civilian facilities was 

the same, resulting in higher total utilization. Family memben of shipboard sponsors 

used significantly more civilian care (1.6 visits), while two groups used significantly less 

civilian care-those in the Army Gateway to Care region (0.7 visits) and those outside the 

United States (0.5 visits). 

Members of families where the sponsor is married and living with the spouse used 

significantly more care (3.2 visits) than memben of families with single sponsors (2.8 

visits). The former used more military care and less civilian care. Members of families 



where the sponsor is married but not living with the spouse used significantly more 

military care (2.3 visits) than members of families with single sponsors (1.7 visits). 

The age of the sponsor had a significant but very small negative impact on use of 

military facilities. Males used significantly less military care than females (2.3 visits vs. 

2.7 visits). Blacks and other races used significantly less milimy care than whites (2.1 

visits vs. 2.7'visits). Blacks also used significantly less civilian care than whites (0.9 visit 

vs. 1.1 visits). 

Insurance coverage had a significant effect on utilization. Those with private 

insurance used significantly less military care than those with no supplemental insurance 

(1.7 visits vs. 2.6 visits). Instead, they used civilian care (1.8 visits, vs. 1.0 visit for those 

without supplemental insurance). Having CI-IAMPUS supplemental insurance did not 

have an effect on utilization. 

Family members of Marine Corps sponsors used significantly less military care 

and more civilian care than family members with sponsors from the Army, which was the 

b%e case. Air Force family members used more military care but less civilian care. 

Navy family members used significantly more civilian care. Family members in areas 

where the MTF was operated by a different service from the sponsor had 0.3 fewer visits 

to military facilities and 0.4 more visits to civilian facilities. Thus, their total utilization 

was not much different. 

A number of medical conditions resulted in increased utilization. The main 

conditions by far were cancer (except skin) and mental health problems. Cancer patients 

expected to have 4.3 visits to military facilities and 2.5 visits to civilian facilities. In the 

case of menti  health problems, usage was directed to civilian facilities. Those with 
mental health problems were predicted to have 2 visits to military facilities and 4.2 visits 

to civilian facilities. 

4.53 Factors Influencing Outpatient Utilization of Retiree. and Survivors 

Table 4.6 shows the regression. results for retirees/survivors and family members, 

with visits to military facilities and visits to civilian facilities as separate dependent 

variables. The numbers in the table represent the expected number of visits for people 

with each characteristic. Again, note that statistical significance was determined only for 

visits to military and civilian facilities, not for total visits. 



Table 4.6 Expected Number of Visits for Retirees/Survivors and Family Members 

Expected Visits Expected Visits 
to Military to Civilian Total Expected 

Variable ~ac i l i t ik  Facilities - Visits 

Retirees Under 65 1.5 2.4 3.9 
Retirees 65 and Over 1.8* 2.9 * 4.8 
Reserve Retirees Under 65 0.6 * 4.1 *- 4.7 
Reserve Retirees 65 and Over 1.1 * 3.4 * 4.5 
Survivors Under 65 1.8 3.5 * 5.3 
Survivors 65 and Over 1.5 3.6 * 5.1 

No Initiatives 
Army CAM 
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FWPO 
New Orleans CRI-Like 
PRIMUSNAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 

Single 1.3 2.2 3.5 

Married, Living With Spouse 1.4 2.9 4.4 
Married, Not Living With Spouse 4.3 * 2.2 6.4 

Age of Family Member 1.5 2.8 4.3 

Female 
Male 

White 
Black 
Other Race 

Family Income 1.5 * 2.8 * 4.3 

No Supplemental Insurance 1.7 2.2 3.9 
CHAMPUS Supplemental Insurance 1.8 2.4 * 4.3 

Medicare Part B 1.6 3.0 * 4.6 

Private Insurance 1.2 3.0 * 4.2 

Army 
Navy 
Marine Corps 
Air Force 

Facility Operated by Same Service 1.5 2.8 4.3 
Facility Operated by Another Service 1.4 2.9 4.2 

Continued on next page 



Table 4.6-Continued 

Expected Visits 
to Military 

Variable Facilities 
No Medical Problems 0.7 
Lung Problems 1.2* 
Heart Problems 1.0* 
High ~ l o d d  Pressure 1.1 * 
Diabetes 0.9 * 
JointlMuscular Problems 1.1 * 
Back Problems 0.9 * 
Cancer (except skin) 1.4 * 
Skin Cancer 0.8 
Mental Health Problems 0.9 
Allergies 0.8 
AlcohoYDrug Problems 0.6 
Cold or Flu 0.9 * 
Digestive Problems 1.0* 
Bladder/Urinary Problems 1.1 * 
Eye/Vision Problems 0.8 
Ear/Hearing Problems 0.7 
Prostate Problems 1.3 * 
Menstrual Problems 0.8 
Other Problems 1 .O * 

* Statistically significant at the 5-percent level. 

Expected Visits 
to Civilian Total Expected 
Facilities Visits 

1.4 2.1 
2.3 3.5 
2.0 * 3.0 
1.9* 3.0 
1.8' 2.7 
1.8* 2.8 
1.7 * 2.6 
2.8 4.2 
2.1 * 2.9 
2.9 * 3.8 
1.9* 2.6 
1.2 1.8 
1.7 * 2.6 
1.5 * 2.5 
1.8 * 2.9 
1.7 * 2.5 
1.3 2.0 
1.7* 3.0 
1.9* 2.8 
2.0 * 2.9 

Source: Regression analysis based on responses to 1992 DoD Health Care Survey 
Question 41 - Of the family members who are currently eligible for military medical benefits, 
who had the last birthday? 
Question 47 - During the past 12 months, how many times did this family member visit a 
medical doctor or assistant at any of the following places for his or her own medical care? 

In this analysis, the under-65 retirees were used as the baseline group. They were 
expected to have 1.5 visits to military facilities and .2.4 visits to civilian facilities. One of 

the groups, over-65 retirees, had significantly more visits to military facilities (1.8). Two 

groups had significantly fewer visits--over-65 reserve retirees (1.1 visits) and under-65 

reserve retirees (0.6 visits). All five groups used significantly more civilian care than the 

baseline group. Reserve retirees under 65 had the most (4.1 visits), then survivors (3.6 

visits for survivors 65 and over, 3.5 visits for the under-65 group), reserve retirees 65 and 

over (3.4 visits) and retirees 65 and over (2.9 visits). 

There were a variety of regional variations in utilization. In four regions, both 

military and civilian utilization were significantly different from the baseline "no 

initiatives" region. In the region with no initiatives, expected utilization was 1.5 military 

visits and 2.6 civilian visits. In the Army Gateway to Care region, total utilization was 



about the same, but military utilization was significantly higher (2.3 visits) and civilian 

utilization significantly lower (2.0 visits). In overlapping catchment areas, there was 

more military utilization (2.3 visits) and less civilian utilization (2.3 visits), but total 

utilization was still higher than in the no-initiatives region. In noncatchment areas (areas 

outside a 40-mile radius of a military hospital), very low military utilization (0.6 visits) 
was more than offset by very high civilian utilization (3.9 visits). The Southeast 

demonstration region also had low military utilization (1 visit) and high civilian 

utilization (3.7 visits). In the CRI region, civilian utilization was significantly higher (3.1 
visits), resulting in higher overall utilization. In the Army CAM region, civilian 

utilization was significantly lower (2.0 visits), while utilization of MTFs was not 

significantly different from the no-initiatives region. 

Single retirees and survivors had 3.5 expected visits, 1..3 to military facilities and 2.2 to 
civilian facilities. Married retirees and survivors living with their spouses had more 

civilian visits (2.9), and those married but not living with their spouses had many more 

military visits (4.3). 

Male retirees, survivors, and family members used significantly less outpatient 
care than females. Males were predicted to have 1.3 military visits (vs. 1.6 for females) 

and 2.1 civilian visits (vs. 2.9 for females). 

Race made no sigdicant difference in the use of military outpatient care. However, 
both Blacks (2.4 visits) and other races (2.1 visits) used significantly less civilian care than 

whites (2.9 visits). Family income had a ~ i g ~ c a n t  negative effect on utilization of military 

facilities and a signif~cant positive effect on utilization of civilian facilities. 

people with additional insurance tended to use more civilian care and more care 

overall. Those with CHAMPUS supplemental insurance and those with Medicare Part B 

insurance had more civilian visits (2.4 and 3 visits, respectively) and about the same 

number of military visits as those without extra insurance. Those with private insurance 

used less military outpatient care (1.2 visits) and more civilian care (3 visits). 

Army and Air Force beneficiaries had roughly similar utilization patterns. Navy 

and Marine Corps beneficiaries used significantly less military care and significantly 

more civilian care. 

Those with no medical problems had 2.1 visits overall, 0.7 to military facilities and 1.4 

to civilian facilities. A number of medical problems contributed to higher utilization. The two 

biggest contributors were cancer (except skin) (1.4 military visits and 2.8 civilian visits) and 

mental health problems (0.9 military visits-not significant, and 2.9 civilian visits). 



4.6 OUTPATIENT UTILIZATION BY SOURCE OF PAYMENT 

Beneficiaries used a variety of methods to pay for care. Table 4.7 shows the 

percentage who used a given payment method for outpatient care at civilian facilities. 

Note that the percentages in each column may sum to more than 100 percent because 

more than one payment option can be used at a time. For example, beneficiaries who use 

CHAMPUS*or private insurance to pay for care at a civilian facility are likely to use their 

own money to cover deductibles and copayments. 

Table 4.7 Percentage of Beneficiaries Using Given Methods of Payment for Outpatient 
Care at Civilian Facilities 

Retirees1 Retirees/ 
Junior Senior Survivors Survivors 

Method of Payment Enlisted Enlisted Officers c 65 1 65 
Did Not Have to Pay 12% 9% 9% 5% 7% 
Standard CHAMPUS 56 5 8 62 42 9 
CHAMPUS Supplemental 5 5 15 10 4 
New Military Health Care Program 10 12 8 3 1 
Medicare Part B 1 0.2 0.2 3 67 
Private Health Insurance 10 12 9 58 64 
Public Assistance 2 1 0.1 0.2 1 
Own Money 26 29 3 1 29 29 

Source: 1992 DoD Health Care Survey 
Question 71 - 'Which of the following was (or will be) used to pay for this family member's 
most recent visit for outpatient care?" 
Question 58 - 'What type of medical facility did this family member use for the most recent 
outpatient visit?" 

Table 4.8 Percentage of Beneficiaries Using Given Methods of Payment for Outpatient 
Care at Military Facilities 

Retireed Retirees/ 
Junior Senior Survivors Survivors 

Method of Payment Enlisted Enlisted Officers < 65 2 65 
Did Not Have to Pay 90% 92% 96% 80% 84% 
Standard CHAMPUS 9 7 4 16 2 
CHAMPUS Supplemental 1 1 0.2 1 1 
New Military Health Care Program 1 1 1 3 2 
Medicare Part B 0.1 0 0 1 12 
Private Health Insurance 0.1 0.2 0.1 8 9 
Public Assistance 0.1 0 0 0 0.3 
Own Money 1 1 1 1 1 

Source: 1992 DoD Health Care Survey 
Question 71 - 'Which of the following was (or will be) used to pay for this family member's 
most recent visit for outpatient care?" 
Question 58 - "What type of medical facility did this family member use for the most recent 
outpatient visit?" 



The most common source of payment for civilian care among active-duty families 

was standard CHAMPUS. Over half of active-duty beneficiaries used this source, and it 

was used most often by officers (62 percent) as compared with enlisted. The next most 

prevalent payment source for active-duty beneficiaries was their own money (26-31 

percent), again, used most often by officers. Officer beneficiaries used CHAMPUS 

supplemental insurance considerably more often (15 percent of the time) than enlisted 

beneficiaries did (around 5 percent). Private health insurance was used 9-12 percent of 
the time, more often by senior-enlisted family members and less often by family members 

of officers. A fairly substantial percentage of active-duty beneficiaries, ranging from 9 to 

12 percent, indicated that they did not have to pay for care at civilian facilities. This 

could be because they belonged to HMOs, or they used one of the new military health 

care programs, or they had access to free care (such as when a referral to a civilian facility 

was obtained from a military facility with limited capacity or resources). One of the new 

military health care programs was cited as a payment source by 8 percent of the family 

members of officers, 10 percent of junior-enlisted family members, and 12 percent of 
senior-enlisted family members. Public assistance and Medicare Part B were used less 

than two percent of the time (use of Medicare Part B indicates that a beneficiary is elderly 
or disabled). 

Standard CHAMPUS was widely used by the under-65 retirees and survivors (42 

percent) but much less by the over-65 group (9 percent, the least of all the beneficiary 

groups). This result is not surprising because beneficiaries generally lose their 

CHAMPUS eligibility upon reaching age 65 (when they become eligible for Medicare), 

but family members below that age retain their CHAMPUS eligibility. 

Within the under-65 retiree and survivor group, private insurance was the most 

common source of payment for civilian care (58 percent), with standard CHAMPUS (42 

percent) and personal funds (29 percent) also frequently used. Around 10 percent used 

CHAMPUS supplemental insurance, and only 3 percent cited one of the new military 

health care programs as a source of payment. Within the over-65 group, Medicare Part B 

(67 percent) and private insurance (64 percent) were the largest sources of payment, with 

personal funds (28 percent) also a frequent source. Only 4 percent of the over-65 group 

used CHAMPUS supplemental insurance, and fewer than 1 percent used a new military 

health program. Some retirees (5 percent of the under-65 group and 7 percent of the 

over-65 group) said that they did not have to pay for civilian outpatient care. 

At military facilities (Table 4.8), over 90 percent of active-duty beneficiaries 

indicated they did not have to pay for their care. This is not surprising since care at MTFs 



is generally free. A relatively small percentage of active-duty beneficiaries cited standard 

CHAMPUS as a payment source (4 percent of officer families, 7 percent of senior- 

enlisted families, and 9 percent of junior-enlisted families). 

Among families of retirees and survivors, standard CHAMPUS was cited by 16 

percent of the under-65 group and Medicare Part B was cited by 12 percent of the over-65 

group. SinCe neither CHAMPUS nor Medicare pay for care at a military facility, the 

numbers indicated for these sources of payment show a lack of understanding among 

beneficiaries about how military care is compensated. Another cited source of payment 

for care at military facilities was private insurance (about 8 percent for both age groups). 

About 80 percent of the under-65 group and 84 percent of the over-65 group said they did 

not have to pay for care. The new military health care programs were cited by only 3 

percent of the under-65 retirees and 2 percent of the over-65 group. 

4.7 SUMMARY OF KEY FINDINGS 

This chapter addressed outpatient utilization as measured by the average number 

of visits per beneficiary per year. The key results are: 

Among all beneficiaries together, utilization was almost evenly divided between 

military and non-military facilities. Beneficiaries averaged 4.5 visits per year, close 

to the 5 visits per year  ported as the average for the general population. 

There were large differences in utilization across beneficiary groups. As 
expected, active-duty sponsors used military facilities almost exclusively for 

their care. Active-duty family members predominately used military facilities, 

but used civilian facilities for about one-fourth of their care. Nearly 73 percent 
of active-duty family members did not use civilian facilities at all, while only 

., 30 percent did not use military facilities at any time during the year. 

Retirees/survivors and their family members predominately used civilian 

facilities for their care. Retirees/survivors under 65 and their family members 

averaged between four and five visits per year, almost 60 percent of which 

were to civilian facilities. Retirees/survivors 65 and over and their family 

members used more outpatient care than other groups, over six visits per year. 

Two-thirds of these visits were to civilian facilities. 

The average numbers of visits to military facilities derived from the survey are 

considerably lower than the officially-published DoD statistics, due to 

differences in the definition of a visit. 



Sponsors in areas where the military facility is run by a service different from 

the sponsor (e.g., an Army sponsor in an Air Force catchment area) tend to 

place more demands .on military facilities, using more visits. In such cases, 

their family members tend to use more civilian care, perhaps because the 

military facilities are being filled by sponsors. 

Insurance coverage had a significant effect on utilizaion. In all beneficiary 

groups, those with private insurance used less military care and more civilian 

care. CHAMPUS supplemental insurance coverage did not affect utilization by 

active-duty beneficiaries, but among beneficiaries with a retiree or survivor 

sponsor, it resulted in more civilian care and about the same level of military 

care. 

The majority of active-duty family members used CHAMPUS to pay for care at 

civilian facilities. A sizable number (about 20 percent) also cited using private 

health insurance or one of the new military health care programs to pay for 

care. The majority of retiree families used either private insurance or a 
combination of private insurance and Medicare Part B. Over 40 percent of 

retirees under 65 also used CHAMPUS to pay for their care. 



5.0 INPATIENT UTILIZATION 

In order to effectively manage limited military health care resources, it is critical 

to understand the patterns of utilization among beneficiaries of the military health care 

system. Once this information has been obtained, it can be used to provide baseline 

utilization rates against which to measure the impact of potential changes in policy. 
Specifically, it is necessary to know who uses military health care, how much care is 

used, what type of care is received, where it is received, and how it is paid for. This 

chapter addresses patterns of inpatient utilization, both in military and civilian hospitals. 

The beneficiary survey allows an opportunity to evaluate several components of 

inpatient utilization not monitored in DoD information systems. For example, MHSS 

beneficiaries who are Medicare-eligible may receive care in the civilian sector; this care is 

not reported in DoD systems. Using the survey, one can measure the portion of care 

received by Medicare-eligible beneficiaries that is provided by DoD hospitals. 

The basic level of analysis of utilization was by beneficiary type. Analyses were 

performed separately for the following types of beneficiaries: 

active-duty sponsors, 
family members of activeduty sponsors, 
retiiees and survivors under age 65 and their families, and 
retirees and survivors age 65 and over and their families. 

Active-duty sponsors were considered separately because they are generally 

required to use military treatment facilities (MTFs) and, therefore, have very low 

hospitalization rates at civilian hospitals. Exceptions may occur when the required care is 

unavailable at an MTF or when private funds or insurance are used, but these are 

relatively rare. The new military health care initiatives and insurance coverage plans are 

therefore not likely to be important factors in determining utilization by this class of 

beneficiaries. Family members of active-duty sponsors, on the other hand, have the 

option of using MTFs or civilian hospitals for their care, but are covered by CHAMPUS 
only if they live more than 40 miles from the nearest MTF. Retired sponsors, survivors, 

and their families also have the option of using civilian hospitals, but are covered by 



CHAMPUS only if they are under 65 and are subject to the same distance requirement as 

active-duty family members. Exceptions to the distance requirement are made for emergency 

situations or when the required care is unavailable at an MTF and a Nonavailabiiity Statement 

(NAS) is obtained. Retirees and survivors are also more likely to live in a noncatchment area 

and to have additional insurance coverage than active-duty families. 

In addition to estimating the utilization levels for the diffkrent beneficiary types, 

this chapter is concerned with answering the following questions: 

Do utilization patterns vary by region? 

How does utilization vary by medical condition? 

How do insurance coverage and beneficiary demographics such as age, sex, 
and health status affect utilization? 

How do beneficiaries pay for their care? 

5.2 INPATIENT UTILIZATION BY SOURCE OF CARE 

Inpatient utilization is measured both in terms of the hospitalization rate (the 

percentage of the beneficiary population that is hospitalized at least once during a 12- 
month period) and the average length of stay in the hospital once admitted. The basis for 

determining inpatient utilization levels is survey question number 48, which asks a 

randomly-selected family member for the total number of nights he or she spent in each 

of several types of hospitals during the past 12 months, and question number 81, which 

asks the family member with the most recent hospital stay (not necessarily the same 

family member identified in question 48) how many nights he or she spent in the hospital 

during that particular stay. The exact wording of these questions is as follows: 

Question 48: "During the past 12 months, how many nights did this family 

member (the one with the last birthday) stay overnight as a in any of the 

following places?'(Places are shown in Appendix A and in subsequent tables.) 

Question 81: "How many nights did this family member stay in the medical 

facility used for the most recent hospital stay?" 

Question 48 allows for responses from 0 to 1O-t nights. In determining the 

percentage of the population with at least one inpatient episode, the answers to question 

48 were treated as binary responses. In other words, respondents who marked zero nights 

in the hospital were counted as not having an inpatient episode. Those who answered one 

or more nights were counted as having at least one overnight stay. 



This section gives a general summary. of inpatient utilization among military 

beneficiaries. Hospitalization rates, length of stay patterns, and reasons for admission to 

military and civilian hospitals, presented by beneficiary type, are also subjects of analysis. 

5.2.1 Hospitalization Rates 

Table 5.1 shows the percentage of each beneficiary group hospitalized within a 

12-month period. This period, defined as the 12 months prior to the date the survey was 

completed, varies from respondent to respondent because the survey was in the field for 

six months. 

Table 5.1 Percentage of Beneficiaries Hospitalized by Source of Care 

Q!! 

Retireesand Retireesand 
Active-Duty _ Survivors < 65 Survivors 2 65 

Active-Duty Family and Family and Family All 
Source of Care Sponsors Members Members Members Beneficiaries 
Military Hospitals 7.2% 9.2% 3.7% 5.6% 6.4% 
Civilian Hospitals .8 6.1 8.5 15.8 7.2 
VA Hospitals .2 0 .8 1.8 .6 
Other Hospitals .4 .4 .6 .6 .5 - - -- L- i 

All Hospitals 8.6 15.7 13.6 23.8 14.7 

Source: 1992 DoD Health Care Survey 
Question 48 - During the past 12 months, how many nights did this family member (the one 
with the last birthday) stay overnight as a patient in any of the following places? 

Among all military medical care beneficiaries, 14.7 percent were hospitalized over 

the course of a year. (There is some double counting here, since beneficiaries can have 

separate stays in different types of hospitals. However, those' with separate stays in 
different types of hospitals amounted to less than one half of one percent of the 

beneficiary population.) This compares with 7.8 percent of the general population who 

had at least one inpatient episode at a short-term hospital [2, p. 1181 (this excludes 

psychiatric institutions where people can stay for years). The large difference between 

the military and general populations is likely due to different population demographics, 

e.g., a younger military population with more pregnancies. 

Overall, 6.4 percent of beneficiaries were admitted to military hospitals, while 7.2 

percent were admitted to civilian hospitals. Only 0.6 percent were admitted to VA 

hospitals and 0.5 percent were admitted to other hospitals. Because utilization of VA and 

other hospitals is so low, these hospitals are excluded from consideration throughout the 

remainder of this chapter. 



Utilization patterns varied considerably by beneficiary group. Among active-duty 

sponsors, 8.6 percent were hospitalized, the majority (7.2 percent) of which were at 

military hospitals. Active-duty. sponsors were hospitalized less than family members or 
retirees and survivors. Family members of active-duty sponsors used hospitals more 

often, with a 15.7-percent hospitalization rate. They entered military hospitals at a rate of 

9.2 percent. They also used civilian hospitals more often, with a 6.1-percent 

hospitalization rate. Retirees and survivors under 65 and their family members had a 

13.6-percent hospitalization rate overall. They used military hospitals less often than 

active-duty beneficiaries, with a 3.7-percent hospitalization rate. Their high use of 

civilian hospitals (8.5-percent hospitalization rate) relative to military hospitals 

undoubtedly reflects their lower priority for admission to military hospitals and additional 

private insurance coverage. Retirees and survivors over 65 and their families had the 

highest overall hospitalization rate, 23.8 percent, probably because health problems 

increase with age. Their hospitalization rate at military hospitals was 5.6 percent, higher 

than the younger retirees but not as high as the active-duty beneficiaries. However, they 
used civilian hospitals more often than any other group, with a 15.8-percent 

hospitalization rate. As with the younger retirees, the disparity in hospitalization rates 

between military and civilian hospitals for retirees and survivors over 65 and their 
- . - families is likely due to their lower priority for admission to military hospitals and their 

additional insurance coverage. 

5.2.2 Average Length of Stay 

For each beneficiary group, Figure 5.1 shows the average length of stay by 

hospital type. -Overall, the average length of stay in civilian hospitals (6.6 nights) was longer 

than in military hospitals (5 nights). This pattern was true for all beneficiary groups except 

activeduty sponsors. Activeduty sponsors stayed an average of 5.4 nights in military 

hospitals and 2.9 nights in civilian hospitals. Family members of activeduty personnel stayed 

an average of 4 nights in military hospitals and 6.1 nights in civilian hospitals. The younger 

retiree group had only slightly longer stays in civilian hospital& nights in military hospitals 

and 6.4 nights in civilian hospitals. Retirees and survivors over 65 and their families had the 

longest average stays-7 nights in military hospitals and 8 nights in civilian hospitals. 



Figure 5.1 Average Length of Hospital Stay by Beneficiary Type and Source of Care 
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5.3 REASONS FOR USING INPATIENT CARE 

5.3.1 Conditions Treated at Military and Civilian Hospitals 

8 - 

This section addresses the conditions treated at military and civilian hospitals 

subsequent to admission. The reasons for using inpatient care provide useful information in 

examining the variations in needs among the different beneficiary groups and possible 

differing availability of types of treatment in military vs. civilian hospitals. Table 5.2 reports 
the percentages of the respondents admitted to the hospital during a 12-month period who 

ware treated for any of the problems listed. Because beneficiaries can be admitted for more 

than one reason (in particular, diagnostic tests frequently accompany many procedures), the 

numbers in Table 5.2 sum to more than 100 percent. The purpose of Table 5.2 is to compare, 

across all beneficiary groups, the mix of conditions treated at military and civilian hospitals. 

For example, Table 5.2 allows one to see the differences between relative percentages of 

admissions to military and civilian hospitals for accidents, heart disease, cancer, etc. In 

addition, the table allows comparison between the mix of procedures conducted within a 

military or civilian hospital for activeduty sponsors, their family members, and 

retirees/survivors. 

Adi-Duty Actii-Duty R~~~I~?C~S/SUMUD~~ RetireedSu~vors All Beneficiaries 
Sponsors Family Members Under 65 and Over 65 and 

Families Families 

Military Hospitals Civilian Hospitals 

Source: 1992 DoD Health Care. Survey 
Question 81 - How many nights did this family member stay in the medical facility used for 
the most recent hospital stay? 
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Table 5.2 Percentage Distribution of Reasons for Admission by Beneficiary Type and Source of Care 

Retirees and Retuees and 
Active-Duty Family Survivors < 65 and Survivors 2 65 and 

Active-Duty Sponsors Members Families F&lies 
Military Civilian Military Civilian Military Civilian Military Civilian 

Reason for Admission Hospitals Hospitals Hospitals Hospitals Hospitals Hospitals Hospitals Hospitals 
Pregnancy 23% 5 8% 5 2% 58% 3% 5% 0.1% 0% 
Infant Care 1 5 11 15 0.2 2 0 0 
Accidentsnnjuries 16 19 4 6 6 11 4 5 
Back. Spinal, or Bone Problems 8 2 3 4 9 12 3 9 
Joint or Muscular Problems 6 1 1 1 8 7 10 9 
Digestive System Problems 6 6 3 4 11 11 12 11 . 
Ear, Nose. or Mouth Problems 11 1 7 5 7 4 I 2 
Heart Problems 4 3 2 2 2 1 25 23 38 
Skin or Breast Problems ' 1 0 2 1 5 2 5 3 
Lung or Breathing Problems 4 0.4 9 10 11 10 18 15 
Gynecological Problems 2 4 8 3 9 10 3 4 
Nervous System Problems 4 0 1 1 ' 1 2 2 1 
Alcohol or Drug Problems 3 0 0 1 1 1 0 1 
Mental Health Problems 9 2 0.4 6 I 3 0.1 2 
Kidney, Bladder Problems 6 3 5 4 7 11 22 18 
Eye.Care or Vision Problems 1 0 1 1 1 1 9 4 
Male Reproductive System Problems 3 0 1 0.1 1 3 8 9 
Liver or Pancreas Problems 1 0 1 0.2 4 1 2 4 
Diabetes or Other Blood Problems 3 2 1 2 4 8 11 7 
Sexually-Transmitted Diseases 2 0 0 0 0.4 0 O (  0 
AIDS 2 0 0 0 4 0 0 0 
Treatment for Short-Term Illness 6 2 6 2 2 2 2 3 
Diagnostic Tests 6 4 4 2 10 7 6 10 

Source: 1992 DoD Health Care Survey 
Question 78 - What were the reasons for this family member's most recent hospital stay? 
Question 82 - What type of medical facility did this family member use for the most recent hospital stay? 



As previously noted, active-duty sponsors stayed primarily in military hospitals. 

The main reason active-duty sponsors were admitted to military hospitals was pregnancy 

(23 percent). The second largest percentage (16 percent) of active-duty sponsors were 

admitted to military hospitals as a result of accidentsfinjuries and the third greatest cause 

of admission (1 1 percent) was ear, nose, or mouth problems. Following closely behind 

were admissions for mental health problems (9 percent), and- back, spinal, or bone 

problems (8 percent). The lowest percentage of those treated at MTFs (1 percent) were 

for skin or breast problems (this is evident before the numbers are rounded). 

Fewer than 1 percent of active-duty sponsors were admitted to a civilian hospital 

over the course of a year. Although the number admitted to civilian hospitals is very 
small, it is still of interest to display the reasons for admission to these hospitals because 

active-duty sponsors can use civilian hospitals only if the care they need is not available 

at a nearby MTF. Most admissions of active-duty personnel to civilian hospitals were for 

pregnancies (58 percent) or accidents and injuries (19 percent). No other single cause 

accounted for more than 10 percent of admissions to civilian hospitals. 

With regard to members of active-duty sponsors' families, almost two-thirds of all 

stays at MTFs were a result of pregnancy (52 percent) and infant care (1 1 percent) 

combined. At civilian hospitals, almost three-quarters of all stays were a result of 

pregnancy (58 percent) combined with infant care (15 percent). The third largest segment 

of this group (9 percent) went to the MTF and to the civilian hospital (10 percent) for 

lung or breathing problems. In MTFs, these three types of treatments were followed 

closely by gynecological procedures, which accounted for 8 percent of family stays, and 

ear, nose, and mouth treatments, which accounted for 7 percent. Mental health problems 

accounted for only 0.4 percent of stays in MTFs and there were no stays for alcohol/drug 
problems, sexually-transmitted diseases, or AIDS among family members .of active-duty 

peisonnel. In civilian hospitals, 6 percent of family members were treated for accidents 

or injuries, and 6 percent for mental health problems. Male reproductive problems 

accounted for the lowest frequency (0.1 percent) of family member stays at civilian 

hospitals and liver/pancreas disease for the second lowest (0.2 percent) frequency of stay. 

Heart problems were the most prevalent reason for admission among the 
reWsurvivor groups, for both military and civilian hospitals. In the younger retiree group 

(retirees and survivors under 65 and their families), heart problems accounted for 25 percent 

of admissions to civilian hospitals and 21 percent of admissions to military hospitals. In the 

older retiree group (retirees and survivors 65 or over and their families), over a third (38 

percent) of admissions to civilian hospitals and 23 percent of admissions to military hospitals 



occurred because of heart problems. For the younger retiree group, other common reasons for 

hospital admission included digestive system problems, back, spinal, or bone problems, and 

lung or breathing problems. For the older retiree group, the top three reasons for admission 
were the same for both military and civilian hospitals. These problems-heart problems, 

kidneybladder problems, and lung or breathing problems-accounted for over 60 percent of 

admissions to military hospitals and over 70 percent of admissions tocivilian hospitals. 

5.3.2 Reasons for Using Military vs. Civilian Hospitals 

Table 5.3 compares the use of military and civilian hospitals among those who 

were admitted for a given problem. For example, given that a family member of an 

active-duty sponsor was admitted for joint or muscular problems, he/she had a 7 1 percent 

chance of staying in a military hospital and a 29 percent chance of staying in a civilian 

hospital. Note that the numbers for military and civilian hospitals sum to 100 percent 

because VA and other hospitals are excluded. 

The majority of active-duty sponsors are able to be accommodated in military 
hospitals for all the medical conditions shown. The most frequent reasons members of 

this group are admitted to civilian hospitals are pregnancy, infant care (respondents may 

be confusing this with pregnancy since infant care pertains to a newborn, not the - . - 
sponsor), and gynecological problems. 

Except for mental health and alcohoVdrug problems, which were treated almost 

exclusively in civilian hospitals, military hospitals provided over 45 percent of the care 

for all other problems of active-duty family members. A high of 87 percent were treated 

for male reproductive system problems in military hospitals while a low of 47 percent 

were treated for back, spinal, and bone problems. Over two-thirds of those admitted for 

gynecological problems used military hospitals. Treatment for such common conditions 

as pregnancy, infant care, and lung or breathing problems was divided fairly evenly 

between military and civilian hospitals. 

In the younger retiree/survivor group, civilian hospitals were used much more 

often than military hospitals. Most pregnancy care (79 percent) and virtually all infant 

care (94 percent) were provided by civilian hospitals. Aside from the fairly uncommon 

conditions of sexually-transmitted diseases and AIDS, the medical conditions causing the 

largest proportions of younger retirees/survivors to use military hospitals were skin or 

breast problems (56 percent) and liver or pancreas problems (57 percent). Over 70 

percent of those admitted for the two most common conditions-heart problems and 

digestive system problems-used civilian hospitals. 



Table 5.3 Percentage of Beneficiaries Using Military and Civilian Hospitals by Reason for Admission 

Retirees and Retines and 
Active-Duty Family Survivors < 65 and Survivors 2 65 and 

Active-Duty Sponsors Members Families Families 

Military Civilian Military Civilian Military Civilian Military Civilian 
Reason for Admission Hospitals Hospitals Hospitals Hospitals Hospitals Hospitals Hospitals Hospitals 
Pregnancy 75% 25% 55% 45% 21% 79% - - 
Infant Care 
Accidentsflnjuries 
Back, Spinal, or Bone Problems 
Joint or Muscular Problems 
Digestive System Problems 
Ear, Nose, or Mouth Problems 
Heart Problems 
Skin or Breast Problems 
Lung or Breathing Problems 
Gynecological Problems 
Nervous System Problems 
Alcohol or Drug Problems 
Mental Health Problems 
Kidney, Bladder Problems 
Eye Care or Vision Problems 
Male Reproductive System Problems 
Liver or Pancreas Problems 
Diabetes or Other Blood Problems 
Sexually-Transmitted Diseases 
AIDS 
Treatment for Short-Term Illness 
Diagnostic Tests 

Source: 1992 DoD Health Care Survey 
Question 78 - What were the reasons for this family member's most recent hospital stay? 
Question 82 - What type of medical facility did this family member use for the most recent hospital stay? 



The older retirees also used civilian hospitals for most conditions. For the most 

common problems in this age group-heart, lung, and kidney conditions--civilian 

hospitals were used approximately 70 percent of the time. Civilian hospitals were used 

for virtually all treatment of alcohol, drug, and mental health problems, for 78 percent of 

accidents and injuries, and for 83 percent of diagnostic tests. Aside from pregnancy, an 

uncommon condition for this group (although the sponsor is over 65, there may be family 

members of child-bearing age), the greatest use of military hospitals was for eye care or 

vision problems (44 percent) and for skin or breast problems (39 percent). 

5.4 HOSPITALIZATION RATES 

The purpose of this section is to present a detailed analysis of hospitalization rates 

among the respondents to the health care survey who had an overnight stay in a hospital 

during a 12-month period. Utilization is discussed first in terms of the percentage of the 

respondents who were hospitalized during this 12-month period. Hospitalization rates are 

presented as a function of selected demographic variables, including rank, sponsor's region, 
sex, age, marital status, service affiliation, and general health prior to admission. General 

health prior to admission is determined fbm the responses to survey question 44, which asks 
whether a randomly-selected family member suffered from one or more of a long list of 

medical conditions during the previous 12 months. This question is worded as follows: 

Question 44: "During the past 12 months, did this family member (the one with 

the last birthday) have any of the following medical conditions?'(Conditions 

are shown in Appendix A and in subsequent tables in this chapter.) 

By relating the demographic and health status variables to the hospitalization rate 

in a non-linear regression model, the probability of an inpatient episode for a variable, 

holding constant the values of all other variables (at their means), was computed (see 
Appendix H.for a detailed description of the model). Regression analysis is usefbl 

because it can sort out the influence of individual factors that may simultaneously affect 

utilization. It also provides a convenient way of assessing the effects of many factors- on 

utilization without resorting to cumbersome cross-tabulations. 

The discussion to follow highlights only those hospitalization rates for which the 

probability of a chance deviation from the base case chosen for each variable was less 

than 0.05. Hospitalization rates found to differ significantly from the base case are 

indicated with an asterisk (*). The base case for a set of variables is displayed as the first 

in the list. For example, the base region against which the others are compared is the "no 

initiatives" region. 



5.4.1 Hospitalization Rates for Active-Duty Sponsors at Military Hospitals 

Table 5.4 presents the expected hospitalization rate as a percentage of a particular 

segment of the population (as denoted by rank, sex, region, etc.) of active-duty personnel 

who were admitted to a military hospital during a 12-month period. 

Table 5.4 Expected Hospitalization Rates at Military Hospitals for Active-Duty Sponsors 

Hospitali- Hospitali- 
zation zation 

Variable Rate Variable Rate 
Junior Enlisted 5.3% Army 4.0% 
Senior Enlisted 4.5 Navy 4.3 
Officers 2.9* Marine Corps 2.8 

No Initiatives 6.1 Air Force 6.3 

Army CAM 7.2 Facility Operated by Same Service 6.7 
CRI 5.4 Facility Operated by Another Service 2.9* 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FYPPO 
New Orleans CRI-Like 
PRIMUS/NAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 

Single 
Married, Living With Spouse 
Married, Not Living With Spouse 

Age of Sponsor 

Female 
Male 

No Private Insurance 
Private Insurance 

- - 

No Medical Problems 
Lung Problems 
Heart Problems 
High Blood Pressure 
Diabetes 
JointlMuscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoYDrug Problems 
Cold or Flu 
Digestive Problems 
BladdertUrinary Problems 
EyeNision Problems 
Ear/Hearing Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 

* Statistically significant at the 5-percent level. 

Source: Regression analysis based on responses to 1992 DoD Health Care Survey 
Question 41 - Of the family members who are currently eligible for military medical benefits, 
who had the last birthday? 
Question 48 - During the past 12 months, how many nights did this family member (the one with 
the last birthday) stay overnight as a patient in any of the following places? 

In terms of rank, officers had a significantly lower estimated probability of an inpatient 

episode (2.9 percent) than junior-enlisted personnel (5.3 percent). For sponsor's region, the 

hospitalization rates that were significantly different from the "no initiatives" region (6.1 



percent) were 3.6 percent for the Army Gateway to Care region, 2.5 percent for the TRICARE 

(Tidewater) region, and 3.1 percent outside the United States. Note that there is no clear 

indication from the survey that respondents actually used the new initiatives in these regions. 

From the discussion of Table 3.9 at the end of Chapter 3, it is evident that beneficiaries were 

confused about whether they actually used one of the new initiatives. Therefore, differences in 

hospitdizati~n rates are as likely to reflect differences in regi~nal demographics and 

catchment area resources as differences in regional demonstration programs. 

Table 5.4 also shows that male sponsors are much less likely to have an inpatient 

episode (3.9 percent) than female sponsors (13 percent). A large portion of this difference is 

undoubtedly due to pregnancies among activeduty females. Also, those who have private 

insurance are likely to enter the hospital at a much higher rate (13.3 percent) than those who 

do not (4.3 percent). Although there were no significant differences for service affiliation, 

there is a higher probability of a stay (6.7 percent) in a hospital operated by the sponsor's 

service than in a hospital operated by another service (2.9 percent). 

With regard to medical conditions, six of the problem categories were significantly 
different from the base case of "no medical problems." Note that those reporting no medical 

problems over a 12-month period nevertheless had a 3.2-percent hospitalization rate. This 

may be due to or other medical conditions for which the nspondent did not 

perceive the condition to be a "problem." (Survey Question 44 asks if the respondent suffered 

from any of a number of medical problems.) For specific problems, the condition with the 

highest significant probability of a hospital stay was bladder problems at 9.5 percent, and the 

condition with the lowest significant probability was allergy problems at 2 percent. The 

highest signieant hospitalization rate of 11.5 percent was associated with the category of 

"other medical problems." 

5.4.2 Hospitalization Rates for Active-Duty Family Members 

Table 5.5 gives expected hospitalization rates at both military and civilian 

hospitals among family members of active-duty sponsors. Note that there is some double 

counting in the computation of the overall hospitalization rate, because beneficiaries can 

have separate stays in different types of hospitals. However, those with separate stays in 

different types of hospitals amounted to only a fraction of a percent. Note also that 
statistical significance was determined only for hospitalization rates at military and 

civilian hospitals, not for the overall hospitalization rate.' 

I Determining significance of a total based on the sum of non-linear models requires simultaneous 
estimation of the models. This was not considered feasible for the current effort. 
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Table 5.5 Expected Hospitalization Rates  for  ~ c % e - ~ u t ~  Family Members  

Hospitalization Hospitalization Overall 
Rate at Military Rate at Civilian Hospitalization 

Variable Hospitals Hospitals Rate 
Junior Enlisted 10.7% 6.7% 17.4% 
Senior Enlisted 
Officers 

No 1nitiati;es 
Army CAM 
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FI/PPO 
New Orleans CRI-Like 
PRTMUSMAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 
Shipboard 

Single 
Married, Living With Spouse 

. - Married, Not Living With Spouse 

Age of Family Member 

Female 
Male 

White 
Black 
Other Race 

Family Income 6.8 

No Supplemental Insurance 7.1 
CHAMPUS Supplemental Insurance 6.3 

'Private Insurance 4.7* 

Army 
Navy 
Marine Corps 
Air Force 

Facility Operated by Same Service 6.9 
Facility Operated by Another Service 6.2 

No Medical Problems 
Lung Problems 
Heart Problems 
High Blood Pressure 

Continued on next page 



Table 5.5-Continued 

Hospitalization Hospitalization Overall 
Rate at Military Rate at Civilian Hospitalization 

Variable Hospitals Hospitals Rate 

Diabetes 17.0* 11.3, 28.3 

JointfMuscular Problems 11.5* 4.3 15.8 

Back Problems 3.0* 4.9 7.9 

Cancer (ex'cept skin) 22.2* 14.5* 36.7 
Skin Cancer 0 0 0 
Mental Health Problems 4.9 10.7* 15.6 
Allergies 5.4 3.8 9.2 
AlcohoYDrug Problems 5.1 5.4 10.5 
Cold or Flu 4.0* 2.4* 6.4 
Digestive Problems 5.7 5.9* 11.6 
BladderNrinary Problems 9.0* 5.3 14.3 
EyeNision Problems 5.9 1.8* 7.8 
Ear/Hearing Problems 7.2 6.3 13.5 

Prostate Problems 4.7 10.2 14.8 

Menstrual Problems 9.3* 4.8 14.1 
Other Problems 13.4* 6.7* 20.1 

* Statistically significant at the 5-percent level. 

Source: Regression analysis based on responses to 1992 DoD Health Care Survey 
Question 41 - Of the family members who arc currently eligible for military medical benefits, 
who had the last birthday? 
Question 48 - During the past 12 months, how many nights did this family member (the one with 
the last birthday) stay overnight as a patient in any of the following places? 

In the case of family members of activeduty personnel, hospitalization rates were 

generally higher and more were significant when compared with activeduty sponsors. Family 

members of junior-enlisted personnel had the highest probabilities of hospitalization at both 

military (10.7 h n t )  and civilian (6.7 puant) hospitals and therefore the highest overall 

hospitalization rate of 17.4 percent (the sum of the military and civilian rates). Families of 

senior-enlisted personnel had the lowest probabilities of hospitalization with a 5.7 percent 

probability for military hospitals and 3.5 pment for civilian hospitals. 

Seven of the sponsor's xegions were associated with significantly different (from the 

"no initiatives" region) hospitalization probabilities for military hospitals but only two were 

significant for civilian hospitals. The highest probability of an inpatient episode at military 

hospitals (10.7 percent) was found among family members of sponsors serving aboard ship, 

and the lowest probability (6.9 percent) was in the CRI region. The highest probability of an 

inpatient episode at civilian hospitals (9.4 percent) was in the noncatchment areas, while the 

lowest (2.6 percent) was outside the United States. Again, it is important to remember that 

respondents did not necessarily use the new initiatives in place in some of these regions. 



Family members who were married and living together at the time of the survey had 

an expected hospitalization rate at military hospitals of 7.3 percent and at civilian hospitals of 

2.6 percent. Female family members had a higher probability of an inpatient episode at both 

types of hospitals (7.4 percent for military and 4.4 percent for civilian) than males (5.9 percent 

and 3.5 percent, respectively). Black family members had a lower estimated chance of 

hospitalization than whites at military hospitals of 5 percent, while the chances of an inpatient 

episode for whites were 7.3 percent at military hospitals and 4.2 percent at civilian hospitals. 

Those family members who had private health insurance had a significantly lower 

hospitalization rate (4.7 percent) at military hospitals than those with no supplemental 

insurance coverage (7.1 percent), while family members who had CHAMPUS 
supplemental insurance had a significantly higher hospitalization rate (7.5 percent) at 

civilian hospitals than those with no supplemental insurance coverage (4 percent). 

There were no significant differences in hospitalization rates across the Services 

with the exception that family members of Air Force sponsors had a significantly lower 

admission rate to civilian hospitals of 2.4 percent. 

Regarding the general health of active-duty family members, the data show that six of the 

problems are associated with significantly different hospitalization rates (relative to those with 

no medical problems) for both military and civilian hospitals. The highest overall 

hospitalization rate (36.7 percent) was associated with cancer. This was composed of a 22.2- 

percent chance of being admitted to a military hospital and a 14.5-percent chance of being 

admitted to a civilian hospital. The lowest overall hospitalization rate, 6.4 percent, was 

associated with the flu. For military hospitals only, the highest chance of admission was for 

cancer while the lowest probability (3 percent) was associated with back problems. Other 
problems associated with relatively high hospitalization probabilities were high blood pressure 

(20~4 percent), lung problems (18.7 percent), and diabetes (17 percent). For civilian hospitals, 

the highest hospitalization rate was also associated with cancer and the lowest, 1.8 percent, 

was associated with eye and vision problems. Other relatively high rates were associated with 

diabetes (1 1.3 percent), mental illness (10.7 percent), and heart disease (9.4 percent). 

5.4.3 Hospitalization Rates for Retirees/Survivors and Family Members 

. The focus of the analysis shown in Table 5.6 is retirees/survivors and their family 

members who were admitted to military and civilian hospitals during a 12-month period. 

Again, note that statistical significance was determined only for hospitalization rates at 

military and civilian hospitals, not for the overall hospitalization rate. 



Table 5.6 Expected Hospitalization Rates for RetireesISurvivors and Families 

Hospitalization Hospitalization Overall 
Rate at Military Rate at Civilian Hospitalization 

Variable Hospitals Hospitals Rate 

Retirees Under 65 2.2% 6.7% 8.9% 
Retirees 65 and Over 
Reserve Retirees Under 65 
Reserve Rbtirees 65 and Over 
Survivors Under 65 
Survivors 65 and Over 

No Initiatives 
Army CAM 
CRI 
Army Gateway to Care 
Tidewater Region 
Overlapping Catchment Areas 
SE Region FI/PPO 
New Orleans CRI-Like 
PRIMUSMAVCARE 
Noncatchment Areas 
Outside U.S. 
Navy CAM 
Air Force CAM 

Single 3.0 6.8 9.8 
*. . + Married, Living With Spouse 2.0* 7.5 9.5 

Married. Not Living With Spouse 6.7* 4.2 10.9 

Age of Family Member 2.1* 7.3* 9.5 

Female 
Male 

White 
Black 
Other Race 

&trnily Income 2.1* 7.3 9.5 

No Supplemental Insurance 2.9 5.8 8.7 
CHAMPUS Supplemental Insurance 3.5 9.5* 12.9 
Medicare 2.3 7 .o* 9.3 

Private Insurance 1.3* 8.3* 9.7 

Army 
Navy 
Marine Corps 
Air Force 

Facility Operated by Same Service 2.2 

Facility Operated by Another Service 1.8 

Continued on next page 



Table 5.6-Continued 

Variable 
No Medical Problems 
Lung Problems 
Heart Problems 
High   lo oh Pressure 
Diabetes 
JointIMuscular Problems 
Back Problems 
Cancer (except skin) 
Skin Cancer 
Mental Health Problems 
Allergies 
AlcohoVDrug Problems 
Cold or Flu 
Digestive Problems 
BladderIUrinary Problems 
EyeNision Problems 
Ear/Hearing Problems 
Prostate Problems 
Menstrual Problems 
Other Problems 

Hospitalization 
Rate at Military 

Hospitals 
1.6 
3.8* 
3.9* 
1.6 
2.4* 
1.3 
1.4 
7.1* 
1.3 
0.7* 
0.9* 
2.6 
1.5 
3.3* 
3.0* 
1.7 
0.8* 
1.5 
2.6* 
2.5* 

Hospitalization 
Rate at Civilian 

Hospitals 
5 .7 
8.4* 

17.9* 
6.4 
7.2* 
5.8 
6.2 

19.9* 
4.1 * 
6.8 
3.3* 
7.7 
4.7* 
7.7* 
8.5* 
4.0* 
5.3 
7.1 
7.7 
8.8* 

Overall 
Hospitalization 

Rate 

* Statistically significant at the 5-percent level. 

Source: Regression analysis based on responses to 1992 DoD Health Care Survey 
Question 41 - Of the family members who are currently eligible for military medical benefits, 
who had the last birthday? 
Question 48 - During the past 12 months, how many nights did this family member (the one with 
the last birthday) stay overnight as a patient in any of the following places? 

Several levels o f  beneficiary status were included in this analysis to differentiate 

among categories of retireeslsurvivors. Of these, four yielded significantly different 

hospitalization rates (from the base case of retirees under 65) at military hospitals but 

none was significantly different at civilian hospitals. Retirees over 65 had a 2.8 percent 

chance of being admitted to a military hospital during a 12-month period. Reserve 
retirees under 65 had a 0.6 percent chance, and reserve retirees over 65 were admitted to 

military hospitals at the expected rate of 1 percent. Survivors under 65 had a probability 

of an inpatient episode of 1.3 percent for military hospitals. 

Four of the sponsor's regions were associated with hospitalization rates at military 

hospitals that were significantly different from the base case ("no new initiatives"), while 

only one region was significantly different from the base case for civilian hospitals. The 

highest hospitalization rate at military hospitals (6.1 percent) was found among retirees 



and survivors in the Army Gateway to Care region and the lowest (0.9 percent) was in the 

noncatchment areas. Beneficiaries in overlapping catchment areas had about the same 

overall hospitalization rate as the "no initiatives" region, but they used military hospitals 

significantly more often and civilian hospitals significantly less often (most likely because 

of the greater prevalence and availability of military hospita.1~ in overlapping catchment 

areas). Again, there was no indication that respondents actually took advantage of the 

new initiatives that were in place in these regions. 

Retirees and survivors who were married and living with their spouses at the time 

of the survey showed a chance of admission to military hospitals of 2 percent, while those 

not living with their spouses were likely to be admitted to military hospitals at the rate of 

6.7 percent. Both of these figures were significantly different from the base case of 

"single." Male retirees/survivors had a 2.8-percent chance of admission to military 

hospitals, a rate that was significantly higher than the base case of "female" (1.6 percent). 

Retireeslsurvivors who used CHAMPUS supplemental insurance were the most likely 
to be admitted to civilian hospitals (9.5 percent), and those who used Medicare entered 

civilian hospitals at a rate of 7 percent. Those using private insurance entered military 

hospitals at the expected rate of 1.3 percent and civilian hospitals at 8.3 percent. AU of these 

-. . - probabilities were significantly different from the base case of "no supplemental insurance" 

(2.9 percent for military hospitals and 5.8 percent for civilian hospitals). 

Regarding the health problems experienced by reWsurvivors, the data show that 

11 are significantly different from the base case of "no medical problems" for military 

hospitals, and 11 for civilian hospitals, with eight of these significantly different for both. The 

highest overalladmission rate (27 percent) was associated with cancer with the expected rate 
of admission in milltaq hospitals at 7.1 percent and in civilian hospitals at 19.9 percent. The 

lowest overall admission rate (4.3 percent) was associated with allergy problems. 

For military hospitals, the next highest probability of an inpatient episode was 3.9 

percent for heart disease and the lowest was 0.7 percent for mental health problems. In 
civilian hospitals the second highest chance of an inpatient episode (17.9 percent) was 

associated with heart disease, while the lowest (3.3 percent) was for allergy problems. 

5.5 LENGTH OF HOSPITAL STAYS 

This section addresses the length of stay associated with selected demographic 

variables and clinical problems. The results presented here were calculated from 

responses to questions 81 and 82, which provided data on the length of stay and type of 



hospital used for the most recent inpatient episode, respectively. Question 78 addressed 

the reasons for the hospitalization. The responses to each of these questions were 

investigated in terms of a group of selected demographic variables, including rank, 

beneficiary status, geographic region, and sex. 

All of the demographic variables and the responses to question 78 were entered as 

independentevariables in a non-linear regression model (discussed in detail in Appendix H), 

where the length of stay served as the dependent variable. The discussion in this section 

highlights only those hospitalization rates for which the probability of a chance deviation 

from the base case chosen for each variable was less than 0.05. Hospitalization rates 

found to differ significantly from the base case are indicated with an asterisk (*). As 

before, the base case for a set of variables is displayed as the first in the list. 

Table 5.7 shows the beneficiary groups, the regions investigated, and the reasons 

for admission to both military and civilian hospitals. The figures represent the expected 

number of nights (determined from the regression model) spent in the hospital. The 

dashes indicate that the corresponding variables were not included in the regression 

model because there were no observations on those variables. For example, there were 

no hospitalizations aboard civilian ships. 

Four of the beneficiary groups accounted for significant differences from the base 

group (junior-enlisted) in length of a military hospital stay. Those four are senior-enlisted 

who stayed 2.3 nights in the hospital, retirees under 65 who stayed 2.4 nights, retirees 

over 65 who stayed 3.1 nights, and survivors under 65 who stayed 3.8 nights. The trend 

appears to be longer hospital stays with advancing age with the exception of survivors 

under 65, who-exhibited longer average stays than the older retirees. 

Table 5.7 also shows the expected length of a stay in both military and civilian 

hospitals associated with the region in which the sponsor was located. For stays at 

military hospitals, only one of the regions-Air Force CAM-was significantly different 

from the region in which there were no new initiatives. Beneficiaries in the Air Force 

CAM region had an average length of stay of 3 nights in military hospitals, significantly 

longer than the average of 2.4 nights in regions with no initiatives. For stays at civilian 

hospitals, beneficiaries in three of the regions had significantly shorter stays than the 3.8 

nights expected for the "no initiatives" region-noncatchment areas (3.3 nights), CRI (3.1 

nights), and PRIMUSINAVCARE (3 nights). These differences were observed among all 

respondents in the region; there was no indication whether respondents actually used the 

new initiatives in these regions. 



Table 5.7 Expected Length of Stay at Military and Civilian Hospitals 

Nights at Military Nights at Civilian 

Variable Hospitals Hospitals 

Junior Enlisted 2.0 2.8 

Senior Enlisted 2.3* 3.1 

Officers 2.2 3.2 
Retirees Under 65 2.4* 3.5* 

~ebrees  65 and Over 3.1* 3.8* 

Reserve Retirees Under 65 3.2 4.0* 

Reserve Retirees 65 and Over 2.0 4.1* 

Survivors Under 65 3.8* 3.2 

Survivors 65 and Over 2.5 7.2* 

No Initiatives 2.4 3.8 

Army CAM 2.6 3.4 

CRI 2.2 3.1* 

Army Gateway to Care 2.2 3.8 

Tidewater Region 2.3 3.6 

Overlapping Catchment Areas 2.4 3.5 

SE Region FIPPO 2.2 3.5 

New Orleans CRI-Like 2.6 3.7 
PRIMUSIN AVC ARE 2.1 3.0* 

Noncatchment Areas 2.3 3.3* 

Outside U.S. 2.2 3.5 

Navy CAM 1.8 3.5 
Air Force CAM 3.0* 3.8 

Shipboard 2.1 3.4 

Age of Family Member 2.3* 3.5 

Female 2.3 3 -5 
Male 2.3 3.4 

No Supplemental Insurance 2.3 3.1 
C H ~ P U S  Supplemental Insurance 2.4 3.3 
New Military Health Care Program 2.0 3.0 

Medicare 2.5 3.7* 

Private Insurance 2.0 3.3* 

Public Assistance 0.7 3.6 

Own Family's Money 2.8 3.8 

Hospitalized Within U.S. 2.3 3 -5 

Hospitalized Outside U.S. 2.4 3 -7 

Hospitalized Aboard Ship 4.2 - 

Army 2.3 3.4 

Navy 2.3 3.8* 

Marine Corps 2.3 4.1* 

Air Force 2.3 3.2 

No Surgery Performed 2.8 5.8 

Surgery Performed 2.4* 4.1* 

Continued on next page 



Table 5.7-Continued 

Nights at Military Nights at Civilian - - 
Variable Hospitals Hospitals 
Not Admitted From Emergency Room 2.7 5.3 
Admitted From Emergency Room 2.5* 4.1* 

Diagnostic Tests 
Pregnancy 
Infant Care 
AccidentsDnjuries 
Back, Spinal, or Bone Problems 
Joint or Muscular Problems 
Digestive System Problems 
Ear, Nose, or Mouth Problems 
Heart Problems 
Skin or Breast Problems 
Lung or Breathing Problems 
Gynecological Problems 
Nervous System Problems 
Alcohol or Drug Problems 
Mental Health Problems 
Kidney. Bladder Problems 
Eye Care or Vision Problems 
Male Reproductive System Problems 
Liver or Pancreas Problems 
Diabetes or Other Blood Problems 
Sexually-Transmitted Diseases 
ADS 
Treatment for Short-Term Illness 
Other Problems 1.7* 2.5* 

* 
Statistically significant at the 5-percent level. 

Source: RegreSsion analysis based on responses to 1992 DoD Health Care Survey 
Question 4 I - Of the family members who are currently eligible for military medical benefits, 
who had the last birthday? 

.. Question 8 1 - How many nights did this family member stay in the medical facif ty used for 
the most recent hospital stay? 

There were many significant differences from the base case (no illness) in the 

various reasons for admission to the hospital. The highest average number of nights in a 

military hospital (29.1) was associated with alcohoL/drug problems and the next highest 

(6.8 nights), with AIDS. The lowest average number of nights in military hospitals (0.4 

nights) was for sexually-transmitted diseases and the next lowest (1.3 nights) was 

associated with eyefvision problems. 

The highest average number of nights in a civilian hospital (14.3) was associated with 

mental health problems and the next highest (9.3 nights) with alcohoVdrug problems. The 



lowest average number of nights in civilian hospitals (1.9 nights) was for ear, nose, or mouth 

problems and the next lowest (2.1 nights) was associated with skin or breast problems. 

5.6 INPATIENT UTILIZATION BY SOURCE OF PAYMENT 

Tables 5.8 and 5.9 show the methods of payment for care at civilian and military 

hospitals, respectively. It is important to note that the percentages sum to more than 100 

percent because beneficiaries can use more than one method of payment for their hospital stay. 

Table 5.8 Percentage of Beneficiaries Using Given Methods of Payment for Inpatient Care 
at Civilian Hospitals 

Retirees1 Retireesl 
Junior Senior Survivors Survivors 

Method of Payment Enlisted Enlisted -- Ofiicers < 65 2 65 

Did Not Have to Pay 10% 8% 12% 4% 3% 

Standard CHAMPUS 74 70 76 53 8 
CHAMPUS Supplemental 6 7 8 14 4 

New Military Health Care Program 7 10 3 2 1 
Medicare 2 0.2 0.4 8 80 

Private Health Insurance 4 9 13 64 70 
Public Assistance 3 2 0.2 2 1 

Own Money 1 3 2 0.3 0 
* . - 

Source: 1992 DoD Health Care Survey 
Question 89 - Which of the following was (or will be) used to pay for this family member's most 
recent hospital stay? 
Question 82 - What type of medical facility did this family member use for the most recent 
hospital stay? 

Table 5.8 shows that the most prevalent source of payment among active-duty 

beneficiaries (sponsors and family members combined) at civilian hospitals was standard 

CHAMPUS (over 70 percent), while a moderate percentage (from 8 percent of senior- 

enlisted families to 12 percent of officer families) said they did not have to pay. The 

latter are most likely due to referrals to civilian hospitals from military hospitals that weie 

unable to provide the necessary care. In this case, the civilian hospital charges are paid by 

the military from supplemental care funds. Private insurance was used more often by 
officers (13 percent of the time) than by senior-enlisted (9 percent) or junior-enlisted (4 

percent) beneficiaries. The new military health care programs accounted for a relatively 

small portion of the payment methods (a high of 10 percent for senior-enlisted families). 



Table 5.9 Percentage of Beneficiaries Using Given Methods of Payment for Inpatient Care 
at Military Hospitals 

Retireesl Retireesl 
Junior Senior Survivors Survivors 

Method of Payment Enlisted Enlisted Officers < 65 2 65 

Did Not Have to Pay 78% 84% 91 % 77% 67% 
Standard CHeMPUS 15 13 7 12 1 

CHAMPUS Supplemental 2 1 1 3 4 
New Military Health Care Program 1 1 1 2 1 
Medicare 1 0.2 0 1 19 
Private Health Insurance 0 1 1 14 22 
Public Assistance 0 0 0 1 1 
Own Money 4 3 2 1 5 

Source: 1992 DoD Health Care Survey 
Question 89 - Which of the following was (or will be) used to pay for this family member's most 
recent hospital stay? , 

Question 82 - What type of medical facility did this family member use for the most recent 
-hospital stay? 

Among retirees and survivors, payment methods for civilian care were very 

different depending on whether the sponsor was over or under 65. In the under-65 group, 

private insurance was used most often (64 percent), and standard CHAMPUS came next 

(53 percent). CHAMPUS supplemental insurance was used 14 percent of the time. This 

was the highest usage of CHAMPUS supplemental insurance by any beneficiary group. 

In the over-65 group, 80 percent of beneficiaries who used civilian care used Medicare, 

and 70 percent used private health insurance. Only 8 percent of the older group used 

standard CHAMPUS, and 4 percent used CHAMPUS supplemental insurance. These 

numbers are not surprising because, while most sponsors over 65 are no longer eligible 
for CHAMPUS, some members of their families under age 65 may be eligible. 

,. Table 5.9 shows that the great majority of beneficiaries reported they did not have 

to pay for inpatient care at military hospitals. However, the only group that does not have 

to pay a nominal daily charge is retired enlisted beneficiaries. Perhaps the other 

beneficiary groups did not consider the nominal fee for inpatient care (less than $10 per 

day) to be worth reporting (note the small percentage who indicated they used their own 

money). Many beneficiaries also cited CHAMPUS or Medicare as sources of payment, 

indicating a lack of understanding by beneficiaries about how military inpatient care is 

compensated since neither CHAMPUS nor Medicare pay for inpatient care in a military 

hospital. However, the percentages paying with private health insurance (14 percent of 

under-65 retirees/survivors, and 22 percent of over-65 retirees/survivors) are believable 
because the military will try to collect from private insurance companies. 



5.7 SUMMARY OF KEY FINDINGS 

This chapter addressed inpatient utilization as measured by the percentage of the 

beneficiary population having at least one hospital stay per year, and by the average 

length of a hospital stay. The key results are: 

Almost 15 percent of the beneficiary population was hospitalized during the 

12'-month period prior to the survey. This is considerably higher than the 7.8 

percent hospitalization rate in the overall population. The reasons for this 

higher rate were not specifically investigated, but they could include 

demographic differences between military medical care beneficiaries and the 

general population, such as a higher proportion of beneficiaries in their 

childbearing years. 

Excluding those who used VA and other hospitals (only one percent of the 

population), utilization was almost evenly divided between military and 

civilian hospitals. 

As expected, the vast majority of active-duty sponsors used military hospitals. 

Pregnancy was the most prevalent reason for admission to military hospitals 

(23 percent), followed by accidents (16 percent). Active-duty family members 

also used military hospitals for the majority of their inpatient care, but a 

substantial number also used civilian hospitals. Most inpatient episodes among 

active-duty family members were for childbirth. 

Retirees/survivors and their family members predominately used civilian 

hospitals, particularly among the group with sponsors 65 or over. Heart 

problems were the most common reason for admission. 

For all beneficiary groups except active-duty sponsors (who seldom use 

civilian hospitals), stays in civilian hospitals were longer, on average, than 

stays in military hospitals. Among all beneficiaries, the average stay was -5 

nights in military hospitals and 6.6 nights in civilian hospitals. This disparity 

persisted even when the reason for the hospitalization was taken into account. 

As expected, retirees/survivors and family members, especially those with a 

sponsor over 65, had the longest hospital stays. 

Methods of payment were very similar to those used for outpatient care. The 

large majority of active-duty families used CIlAMPUS to pay for care at 

civilian hospitals. Almost 10 percent of senior-enlisted families and over 10 



percent of officer families used private health insurance to pay for inpatient 

care. The majority of retiree families used either private insurance or a 

combination of private insurance and Medicare. Over 50 percent of retirees 

under 65 also used CHAMPUS to pay for their care. 
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EXECUTIVE SUMMARY 

PDM 26 of S(!ptember 22, 1992 required the ASD(M) prepare a 
report for the DEPSECDEF by December 1, 1992 that evaluates the 
need for and makes recommendations concerning the replacement 
project for ~itzsimons Army Medical Center (FAMC) . A comprehensive 
study of FAMC was done to validate the health care requirements of 
beneficiaries residing in the FAMC catchment area, analyze 
population and utilization trends, examine referral patterns, 
assess civilian and other Federal capability in the Denver area, 
and compare direct care and CHAMPUS costs. 

The study indicates that with the closure of Lowry AFB, the 
dominant population remaining in the FAMC catchment area will be 
retirees ar 9 their dependents (3,904 active duty, 6,891 active duty 
dependents and 43,583 retirees/others). Further, FAMC has relied 
on referrals from outside its catchment area to provide nearl-- 
one-half of all its admissions to support their teaching mission, 
FAMC referrals come from the catchment areas of other Federal 
hospitals in Colorado and Southern Wyoming and from throughout DoD 
Region 111. About one-quarter of all FAMC8s admissions come via 
the ASMRO (Medevac) System. The number of referrals FAMC has been 
receiving from outside its catchment area in recent years has been 
decreasing. The Denver metropolitan area has an abundance of 
underutilized civilian medical care capability with well developed 
managed care programs. While the average cost for inpatient care 
at FAMC is less than the cost for care in the civilian sector in 
Denver, the average cost for an ambulatory visit at FAMC is $73, 
while the average CHAMPUS visit is $53. 

DoD must confront force reductions, budgetary {utbacks, 
staffing shortages, excess inpatient capability at major medical 
centers within MHSS, and pending reductions in Graduate ~edical 
Education. DOD has not initiated replacement of FAMC. Allocation 
of scarce construction dollars and resources have been programmed 
for Medical Treatment Facilities (MTF's) which first and foremost 
support active duty populations. 

Diversion of resource. to FAMC will seriously impede DoD8s 
ability to aggressively respond to current and future challenges. 
I recommend that FAMC not be replaced and that all design efforts 
be stopped immediately. 



0 Active duty and active duty dependent populations in the FAMC 
Catchment Area will decline as a result of Lowry AFB closing in 
FY 94. Active duty populations will drop to 3,904 and represent 
only 7% of the total beneficiary population. The dominant 
population of retirees and retiree dependents (42,089) are 
proiected to srow. 

o The majority of catchment area health care demand will be 
generated by retirees. As a group, retirees, to include those 65 
years of acre and older, senerallv consume more resources as thev 
present with hiuher case com~lexities. 

o There is an increasing demand for Ophthalmology, Dermatology, 
Endocrine, Rheumatology, Pulmonary, Gastroenterology, Cardiology, 
Internal Medicine and Orthopedics services. The demand for these 
services are consistent with what is expected for an asinq 
population. 

o The combination of current excessive lengths of stay for 
active duty and their dependents, reduced lengths of stay for 
retirees, and the liberal admission of less resource intensive 
DXNNH/PAS conditions, have contributed to increased numbers of 
dispositions and lower direct care inpatients costs at FAMC. As 
DoD moves toward a DRG-based resource allocation svstem, practice 
patterns at FAMC must chanse to remain competitive with other 
MTFfs and CHAMPUS. 

o ~espite a relatively stable population in recent years, 
utilization of ambulatory care is very high, reaching 11 visits 
per beneficiary in FY 91. The demand for ambulatory services bv 
retirees and elderly beneficiaries is increasins. 

o Use of other MESS facilities (CAT 11) and CHAMPUS (CAT IV) by 
FAMC catchment area beneficiaries is very low. Mental Health 
conditions generated the most referrals to CHAMPUS. However, 
increases in CHAMPUS Mental Health referrals and costs in FYfs 90 
and 91 were not unique to FAMC. This phenomenon was seen 
throughout the MBSS probably as the result of Desert Storm/Desert 
Shield. Overall. the recapture of CAT I1 and CAT IV Uis~ositions 
would uenerate very little additional workload for FAMC. 

o The catchment areas of Evans Army Community Hospital, the USAF 
Academy Hospital and FAMC overlap. Evans and the Academy have 
utilized FAMC extensively as a referral hospital, even though 
both have significant available inpatient capacity. Expansion of 
capabilities and resources at Evans Army Communitv Hos~ital in 
Orthopedics, Obstetrics, Gastroenteroloav and Non-Suraical 
Cardiolocnr would eliminate the need for many referrals to FAMC. 

CONCLUSIONS 



o one-third of FAMCts direct care dispositions are generated 
from referrals primarily from DoD ~egion 111. These referrals, 
generated primarily by active duty and their dependents, are 
shrinking. Further downsizinq of active duty troo~ strenqth 
throuqhout the reqion will erode this referral base even more. 

o FAMC relies heavily on the Armed services ~eaical Regulating 
Office (ASMRO) to transport referrals. A 40% cutback in TDY 
funds for MEDEVAC flight personnel in FY 93 will result in fewer 
flights and less space for outpatients, who travel on a space 
available basis. ASMRO constraints will further decrease the 
number of referrals to FAMC. 

o Madigan Army Medical Center and Wright-Patterson Regional 
Hospital support the lowest numbers of referrals, yet have 
significant excess bed capacity. MESS ~edical Centers are 
Capable of handlina all  resent FAMC referral workload aiven 
a ~ ~ r o ~ r i a t e  staff and resource additions. 

o Inpatient direct care appears to be less costly in the FAMC 
catchment area than CHAMPUS. However, use of CHAMPUS has been 
minimal. As such, the civilian system has not been challenqed to 
provide com~etitive ~rices. Numerous revorts indicate that 
Denver has excess ca~acitv, is hiqhlv com~etitive and stronqly 
favors manaaed care arranaements. 

o Chronic staffing shortages have prevented the Army from fully 
utilizing inpatient capability in facilities built during the 
last 15 years. Force drawdown is not emected to reverse chronic 
staffinq shortaqes. nor chanse the underutilization of 
facilities. 

o Of the 2,889 beds constructed in US Army facilities since 
1975, on the average 1,343 beds are not utilized on a daily 
basis. From a MHSB versvective, the hiah numbers of 
underutilized constructed beds are extremely costly to maintain. 
Consolidation of resources, rather than emansion with new 
construction, would be prudent in liaht of force drawdown and 
budqet cuts. 

o There is no requirement for a replacement construction project 
for FAMC . 



KEY POINTS 

o Fitzsimons Army Medical Center (FAMC) is located in Aurora, 
Colorado, a suburb of metropolitan Denver. 

o FAMC operates a 424 bed tertiary care facility with an average 
annual daily patient load of 310 (FY 91). 

o FAMC provides a wide variety of inpatient and outpatient 
services to beneficiaries primarily located in DoD Region I11 
(Colorado, Utah, Wyoming, North Dakota, South Dakota, Nebraska 
and Kansas) and Missouri. 

o The Fitzsimons Health Service Region, as defined by the US 
Army Health Services Command (HSC), extends beyond DoD Region I11 
to include the states of Minnesota, Wisconsin, Iowa, Missouri and 
Illinois. 

o FAMC currently supports 19 Graduate Medical Education (GME) 
Programs and 17 nursing/paraprofessional courses. Two GME 
programs, Adolescent Medicine and Pediatrics, are scheduled to 
close in July 1993. The Obstetrics/Gynecology and Pulmonary 
Medicine Programs were closed in July 1992. 

o Regional responsibilities include serving as the llparentll 
facility for the satellite clinics at Dugway Proving Ground, 
Tooele Army Depot and Ogden, all located in Utah, and providing 
veterinary support throughout the upper/central mid-west. 

o Official H8C manpower documents project an increase in staff 
authorizations at FAMC from 2,653 (February 1992) to 2,794 
(February 1993). 

o Over 60 partnership agreements exist at FAMC and are utilized 
extensively to augment FAMC staff. 

o The Evans Army Community Hospital, USAF Academy Hospital and 
FAMC Catchment Areas overlap. 

o 62,433 eligible beneficiaries resided in the FAMC Catchment 
Area (to include Lowry AFB) in PY 91. Of these, 12% (7,280) were 
active duty, 21% (13,064) dependents of active duty and 67% 
(42,089) retirees and others. Approximately 24% of retirees were 
age 65 or older. 

o With the closure of Lowry AFB in FY 94, the beneficiary 
population is expected to drop to 54,378. Of these, 7% (3,904) 
will be active duty, 13% (6,891) dependents of active duty and 
80% (43,583) retirees/others. 

o If FAMC were to close, the active duty population in the FAMC 
catchment area would drop to 5% or less of the total population. 



o As a result of downsizing, the number of active duty/active 
duty dependents in DoD Region I11 is declining. 

HEALTH CARE DELIVERY 

o Based on total dispositions generated from catchment area 
beneficiaries in FY 91, FAMC met 91% of the health care demand. 

o The most frequent types of dispositions for local 
beneficiaries and referrals were for Digestive, Circulatory and 
Muscle/Tissue Disorders. 

o Although the local population base has decreased slightly, 
dispositions for local beneficiaries (CAT I) are increasing. 

o Dispositions for active duty and their dependents are 
declining. However, there lengths of stay (LOG) are 
exceptionally longer than national norms. For example ' -9% of 
Normal Vaginal Deliveries without complications and 13% of Normal 
Newborns were hospitalized for longer than two standard 
deviations above the mean. 

o Retiree and retiree dependent dispositions grew from 
55% (FY 89) to 61% (FY 91), however lengths of stay were usually 
found to be less than expected. 

BENEFICIARIES 65 YEARS AND OLDER 

o ~ncreasing resources are being expended to support the health 
care needs of beneficiaries 65 years or older. 

o In FY 91, 21% of all direct care dispositions and 23% of all 
direct care bed days were attributed to this age group. 

o The services of Internal Medicine, Cardiology, General surgery 
and Orthopedics were utilized the most. 

REFERRALS TO OTHER MEDICAL TREATMENT FACILITIES 
FROM FAMC (CAT 11) 

o Referrals to other MESS facilities have been consistem"-.- 
minimal from FY 89 to FY 91. 

0 Muscle/Tissue and Chemical/Substance Abuse Disorders were the 
two conditions most frequently referred to other MESS facilities. 



REFERRALS FROM OTHER MEDICAL TREATMENT FACILITIES 
TO FAMC (CAT 111) 

o Of all direct care dispositions, those generated from 
referrals to FAMC have decreased from 41% (FY 89) to 37% (FY 91). 
This decrease was most notable in active duty and active duty 
dependent populations, probably reflecting the effect of 
personnel drawdowns in the region. 

o Within DOD Region 111, FAMC received the largest number (47%)  
of all referrals. 

o Referrals to FAMC from within Colorado and FE Warren, ~yoming 
(just across the Colorado border) are increasing. 

o Evans Army Hospital, the USAF Academy Hospital, Irwin Army 
Hospital, Wood Army Hospital and FE Warren AFB provided 60% of 
all referrals to FAMC from FY 89 to FY 91. 

o As with CAT I workload, Digestive, Circulatory and Orthopedic 
Disorders consumed the most resources in this category. 

o CAT I11 referrals tended to be more complex and generated the 
longest lengths of stay. 

ARMED SERVICES MEDICAL REGULATING OFFICE (ASMRO) 

o ABMRO regulates only inpatients. Outpatients fly to 
destination of patient/physician choice on a space available 
basis. 

o FAMC heavily relies on ASMRO for transportation of referrals. 
Ground transportation is primarily used by patients referred from 
Fort Carson, the AP Academy and FE Warren AFB. 

o Inpatients regulated to FAMC account for nearly 20% of all 
CONUS air evacuations. 

o In FY 91, 24% of all patients admitted to FAMC were brought 
there by ASMRO. 

o ASMRO will have a 40% budget cut to pay medical flight 
attendants per diem in FY 93. The impact will likely decrease 
the number of MEDEVAC flights and consolidation of some routes. 
This will further decrease the number of patients transported to 
FAMC . 
o Nearly 70% of all patients regulated to FAMC are active duty 
and active duty dependents. 

o Inpatients with orthopedic conditions are the most frequently 
regulated. 



o Kansas;North Dakota and Missouri are the states from which 
the greatest number of patients are regulated to FAMC. 

o LOS for dispositions generated from referrals were on the 
average greater than two times national norms. For example, the 
LO6 for knee procedures without complications for patients from 
CAT I11 were 12.4 days, whereas the national norm is 2.2 days. 

o Distance traveled appears to also be a factor in excessive 
lengths of stay. The greater the distance traveled the longer 
the LOS. Referrals originating within Colorado tended to have 
LOS of 6.8 days, whereas referrals from Fort Leonardwood, 
~issouri were 13.58 days in FY 91. 

o The C-9 aircraft reimbursement rate for DoD eligible 
beneficiaries is $2,558 per flying hour for the aircraft. This 
cost has not been calculated into the costs to provide care to 
patients in the past. 

MILITARY HEALTH SERVICES SYSTEM (MHSS) 

o The numbers of patients being referred to FAMC are dropping. 
Findings indicate that of the eight most frequently regulated 
Major Diagnostic categories (MDC), dispositions were declining in 
all Groups. 

o Fitzsimons AMC, Brook AMC and Dwight David Eisenhower AMC 
report comparable daily patient loads of CAT I11 referrals. 

o CAT I11 LOS at FAMC were reported to be longer than comparable 
Medical Centers. However, case complexity was slighely higher at 
FAMC . 
o Madigan Army Medical Center and Wright-patterson AFB Hospital 
supported the lowest numbers of CAT I11 referrals and exhibited 
the lowest lengths of stay and case complexities. 

NURSING ACUITY 

o 85% of all FAMC inpatients on a daily basis were reported as 
self-care/minimal care, moderate care, or acute care patients. 

o FAMC tended to have more intensively ill patients than 
comparable ~edical Centers. 

DIAGNOSES NOT NORMALLY HOSPITALIZED (DXNNE) AND 
POTENTIAL AMBULATORY SURGERIES (PAS) 

o In BY 91, 27% of all direct care dispositions were attributed 
to DXMJH (6%) and PAS (21%) conditions; an increase from previous 
years. Increases were most apparent in the top 25 CAT I DRG's. 



o DXNNH/PA8 workload represents 5.4% of total direct care beds 
days (or 16 hospital beds each day) at FAMC. 

o PAS dispositions exceeded DXNNH by 70 to 80% in both CAT I and 
CAT I11 categories. 

o CAT I DXNr?E/PAS workload was four times that produced by CAT 
I11 referrals. 

o The most frequently identified PAS dispositions were for 
Nephrology (Renal Dialysis), Gastroenterology, Otolaryngology and 
Ophthalmology procedures. 

DIRECT CARE/CEIAMPUS COSTS 

o Dispositions at FAMC increased by 8.9% from FY 89 to FY 91. 
However, direct care costs per admission overall declined 14.0%. 
This decline in cost could be attributable to the increase in 
numbers of less resource intensive DXNNH and PAS cases. 

o CHAMPUS costs increased 22% although admissions decreased. 
Mental Health-costs rose in FY 90 and FY 91 probably as a result 
of Desert Storm/Desert shield. This phenomenon was noted system- 
wide. 

AMBULATORY CARE WORKLOAD/EXPENSES 

o Ambulatory care workload is increasing in both the direct care 
and CHAMPUS systems, despite a stable beneficiary population. 

o The number of direct care ambulatory visits per beneficiary in 
the catchment area rose from 9.9 per person (FY 87) to 11.0 (FY 
91). Over the same period of time, the CHAMPUS ratio rose from 
057 to 2.4. 

o In FY 91, direct care ambulatory costs were $73 per visit. 
CIIAMPUS was $53 per visit. 

o The demand for Ophthalmology, Dermatology, Orthopedics, 
Endocrine, Rheumatology, Gastroenterology, Pulmonary, Cardiology 
and Internal Medicine services are increasing. This fact is 
consistent with expected health care demands from an aging 
population. 

CIVILIAN HEALTH CARE RESOURCES 

o Denver area medical/surgical inpatient capability has 5,311 
beds of which 63% are occupied on a daily basis. Specialty 
facilities maintained 1,919 beds at an occupancy rate of 61%. The 
transfer of all CAT I inpatient workload to area hospitals would 
have little impact on overall bed occupancy in the area. 



o 45% of.all CHAMPUS dollars spent for medical/surgical care 
were expended at three facilities located within 12 miles of 
FAMC . 
o Denver area has one physician for every 617 people. An 
underserved area is defined as having one physician to every 
1,800 people. 

o Health care delivery in Denver is reported to be highly 
competitive with managed care arrangements capturing 50% of the 
market. 

BED ANALYSIS 

o Since 1975, the Army has built seven hospitals. Collectively, 
these facilities were constructed for 2,889 beds. Currently, 
they maintain an average daily patient load (ADPL) of 1,546 for 
an ADPL to built bed ratio of 54%. 

CONGRESSIONAL LANGUAGE/STATUS OF DESIGN 

o The FY 92-93 Defense Authorization Act required that the 
Department of Defense design a 400-bed replacement facility for 
FAMC by 30 September 1992. 

o A site adapt of the Brooke Army Medical Center design was 
utilized. The design concept was attained by 30 September 1992 
at a cost of $9 million. 

o The new replacement facility was designed for 450 bed3 ( 2 ' 7  
surgical, 132 medical, 28 obstetrics, 47 psychiatry, and 26 
pediatric beds) and the capability to provide services to 
approximately 1 million outpatients per year. 

o In PY 93, congress authorized and appropriated $30 million to 
carry the design through to 100% and $2 million to begin site 
preparations. 

o The total authorized amount to construct FAXC is $390 million 
with an additional $97.5 million for collateral equipment. 



FITZSIMONS AMC BED REQUIREMENT METHODOLOGY 

1. A multiple Scenario approach was used in this 
bed requirement analysis. Each Scenario 
reflects the closure of Lowry AFB and various 
combinations of other specific assumptions. 
The number of bed days used to determine the 
appropriate bed requirement for each scenario 
was obtained from the ~etrospective Case Mix 
Analysis System -Government (RCMAS-G) using 
FY 91, FY 90 and FY 89 data. ~ajor Diagnostic 
Category (MDC) discharges and bed days as 
reported through RCMAS-G are the units of 
analysis for this report. The Fitzsimons' 
health care delivery, for this analysis, has 
been defined in terms of three distinct 
categories: 

- Category I. Inpatient care provided 
to Fitzsimons beneficiaries through 
Fitzsimons; 

- Category 111. Inpatient care 
provided to beneficiaries outside 
of the Fitzsimons catchment area by 
Fitzsimons; and 

- Category IV. Inpatient care 
provided to Fitzsimons CHAMPUS 
eligible beneficiaries through 
civilian medical facilities. 

The Direct Care (MTF) Perspective (Category 
I. & Category 111.) is a point of view 
considering all dispositions at a particular 
MTF, regardless of a patient's assigned 
catchment area. 

2. To accommodate the closure of Lowry AFB, bed 
days derived from Air Force active duty and 
dependents of active duty were deleted from 
the Fitzsimons Category I. Workload count and 
Air Force dependents of active duty were 
deleted from the CHAMPUS bed count. 

3. Bed days generated at Fitzsimons AMC (Direct 
Care) were further subdivided into three 
categories: 

- bed days attributable to diagnosis 
not normally hospitalized (DXNNH); 



- bed days attributable to patients 
currently receiving inpatient care 
who are strong candidates for 
ambulatory surgery (PAS) ; and 

- ffAdjustedN bed days which are those 
remaining after factoring out 
diagnosis not normally hospitalized 
bed days and potential ambulatory 
surgery bed days. 

, a. The sum of the three subdivided 
categories equals the total number of 
bed days consumed at Fitzsimons AMC. 

b. DXNMI bed days are defined as hospital 
stays which have ttdubious8t diagnoses 
that are not normally sufficient as a 
sole reason for admitting a patient to a 
hospital. All DXNNH cases must have a 
length of stay less than five days. The 
assumption is that length of stay is an 
indicator of existing comorbid condition 
that justifies the patient's admission. 

c. PAS bed days are based on a list of 
surgical procedures which are now 
commonly performed on an outpatient 
basis where not medically 
contraindicated. Hospital length of 
stay has to be less than three days to 
be included in this category. If the 
stay is longer, it is assumed that there 
are other complicating factors to 
justify the longer stay. 

4 .  100% CHAMPUS recapture is planned only for 
Adult Psychiatry. This determination to 
recapture Adult Psychiatry was set forth by 
the Army Health Care Planners in their FAMC 
Gateway to Care Business Plan. 

5 .  Bed days generated at Fitzsimons AMC and L--- 

bed days of that workload defined as CHAMPUS 
, recapturable were analyzed in three groups: 

Obstetrics/Newborn, Mental Health and all 
others which we define as Acute Care. 

6. Average daily patients classified as Self- 
care\Minimal care by the Workload Management 
System for Nurses (WMSN) were not deducted 



BED SIZING CONFIDENCE CRITERIA 

The following occupancy rates shall be used in 
planning numbers of beds in DoD hospitals: 

(1) MEDICAL, SURGICAL. PEDIATRICS. PSYCHIATRIC, AND 
LIGHT CARE UNITS 

ADPL Occupancy Rates 

less than 26 
26-50 
51-100 
101-250 

greater than 250 

(2 1 OBSTETRICAL UNITS 

ADPL Occupancy Rates 

less than 26 60% 
26-50 75% 

greater than 50 80% 



SCENARIO I. 
DIRECT CARE WlTH CHAMPUS RECAPTURE 

SERVICE BEDDAYS ADPL BEDDAYS ADPL BEDDAYS ADPL 

ACUTE CARE 86,236 236.3 110,745 303.4 96,325 263.9 
MENTAL HEALTH 8,214 22.5 7,404 20.3 9,646 26.4 
OBINEWBORN 10,295 28.2 10,046 27.5 8,573 23.5 

----- ----- ----- ----- ----- ----- ----- ----- ----- ----- ----- ----- 
TOTAL DEMAND 1 04,745 287.0 128,195 351.2 1 14,544 313.8 

BED REQUIREMENT 332 385 350 
BASED ON DOD CRITERIA 
SOURCE: RCMAS-G 

CHAMPUS RECAPTURE IS PLANNED ONLY FOR ADULT PSYCHIATRY. THIS 
SCENARIO IS BASED ON SIMILAR ASSUMPTIONS SET FORTH BY THE ARMY HEALTH 
PLANNERS IN THEIR FAMC BED REQUIREMENTS METHODOLOGY. 

ADULT PSYCHIATRY IS DEFINED AS CARE PROVIDED TO BENEFICIARIES OVER 18 
YEARS OF AGE FOR DRGs 424-430 AND 432. 

SCENARIO II. 
DIRECT CARE WlTH NO PATIENTS > 64 

(CHAMPUS RECAPTURE) 

SERVICE BEDDAYS ADPL BEDDAYS ADPL BEDDAYS ADPL 

ACUTE CARE 61,446 168.3 82,213 225.2 72,744 199.3 
MENTAL HEALTH 7,899 21.6 7,068 19.4 9,418 25.8 
OB/NEWBORN 10,295 28.2 10,046 27.5 8,573 23.5 ----- ----- ----- ----- ----- ----- ----- ----- ----- ----- ----- ----- 
TOTAL DEMAND 79,640 21 8.2 99,327 272.1 90,735 248.6 

BED REQUIREMENT 256 
BASED ON DOD CRITERIA 

SOURCE: RCMAS-G 
NOTE 1: SEE METHODOLOGY FOR EXPLANATION OF DOD CRITERIA FOR BED REQUIREMENTS BASED ON ADPL 
NOTE 2: BASSINET DAYS ARE INCLUDED IN THE NEWBORN BEDDAY COUNT. 



SCENARIO Ill. 
DIRECT CARE WlTH NO PATIENTS > 64 

AND NO NONLOCAL REFERRALS 
(CHAMPUS RECAPTURE) 

SERVICE BEDDAYS ADPL BEDDAYS ADPL BEDDAYS ADPL 

ACUTE CARE 1 9,848 54.4 24,883 68.2 21,648 59.3 
MENTAL HEALTH 3,184 8.7 2,026 5.6 2,533 6.9 
OBINEWBORN 5,324 14.6 4,838 13.3 4,446 12.2 

------ ----- ------ ----- ------ ----- ------ ----- ====== ===== 
TOTAL DEMAND 28,356 77.7 31,747 87.0 28,627 78.4 

BED REQUIREMENT 101 110 100 
BASED ON DOD CRITERIA 
SOURCE: RCMAS-G 

SCENARIO IV 
DIRECT CARE WlTH REFERRALS ONLY FROM 

DOD REGION 3 
(CHAMPUS RECAPTURE) 

SERVICE BEDDAYS ADPL BEDDAYS ADPL BEDDAYS ADPL 

ACUTE CARE 69,061 189.2 89,569 245.4 76,138 208.6 
MENTAL HEALTH 6,828 18.7 5,335 14.6 7,316 20.0 
OB/NEWBORN 9,875 27.1 9,477 26.0 8,041 22.0 

------ ----- ------ ----- ------ - w e - -  ------ ----- ------ ----- ------ ----- 
TOTAL DEMAND 85,764 235.0 104,381 286.0 91,495 250.7 

BED REQUIREMENT 273 
BASED ON DOD CRITERIA 

SOURCE: RCMAS-G 
NOTE 1: SEE METHODOLOGY FOR EXPLANATION OF DOD CRITERIA FOR BED REQUIREMENTS BASED ON ADPL 
NOTE 2: BASSINETT DAYS ARE INCLUDED IN THE NEWBORN BEDDAY COUNT. 
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I SCENARIO V. 

DIRECT CARE WITH REFERRALS ONLY FROM 
THE FlTZSlMONS HEALTH SERVICE REGlON 

(CHAMPUS RECAPTURE) 

N 91 FY 90 FY 89 

SERVICE BEDDAYS ADPL BEDDAYS ADPL BEDDAYS ADPL 

ACUTE CARE 63,415 173.7 82,683 226.5 70,726 193.8 
MENTAL HEALTH 5,767 15.8 4,496 12.3 6,451 17.7 
OBINEWBORN 8,382 23.0 7,668 21.0 6,618 18.1 

------ ----- ------ ----- ------ ----- ------ ----- ------ ----- ------ ----- 
TOTAL DEMAND 77,564 212.5 94,847 259.9 83,795 229.6 

BED REQUIREMENT 254 304 27 1 
BASED ON DOD CRITERIA 
SOURCE: RCMAS-G 

SCENARIO VI. 
DIRECT CARE EXCLUDING OXNNH & PAS 

BED DAYS FROM THE LOCAL BENEFICIARY COUNT 
(CHAMPUS RECAPTURE) 

SERVICE BEDDAYS ADPL BEDDAYS ADPL BEDDAYS ADPL 

ACUTE CARE 82.533 226.1 1 07,548 294.7 94,068 257.7 
MENTAL HEALTH 8,165 22.4 7,370 20.2 9,622 26.4 
OB/NEWBORN 10,259 28.1 10,036 27.5 8,563 23.5 

------ ----- ------ ----- ------ ----- ------ ----- ------ ----- ------ ----- 
TOTAL DEMAND 100,957 276.6 124,954 342.3 1 12,253 307.5 

BED REQUIREMENT 32 1 
BASED ON DOD CRITERIA 

SOURCE: RCMAS-G 
NOTE 1 : SEE METHODOLOGY FOR EXPLANATION OF DOD CRITERIA FOR BED REQUIREMENTS BASED ON ADPL 
NOTE 2: BASSINElT DAYS ARE INCLUDED IN THE NEWBORN BEDDAY COUNT. 

DXNNH = DIAGNOSES NOT NORMALLY HOSPITAUZED 
PAS = POTENTIAL AMBULATORY SURGERY 



SCENARIO VII. 
DIRECT CARE EXCLUDING DXNNH & PAS 

BED DAYS FROM THE LOCAL BENEFICIARY COUNT 
AND NO NONLOCAL CARE 
(CHAMPUS RECAPTURE) 

SERVICE BEDDAYS ADPL BEDDAYS ADPL BEDDAYS ADPL 

ACUTE CARE 30,775 84.3 37,582 103.0 33,373 91.4 
MENTAL HEALTH 3,387 9.3 2,291 6.3 2,710 7.4 
OBINEWBORN 5,288 14.5 4,828 13.2 4,436 12.2 

------ ----- ------ ----- ------ ----- ------ ----- ------ ----- ------ ----- 
TOTAL DEMAND 39,450 108.1 44,701 122.5 40,519 111.0 

BED REQUIREMENT 137 145 136 

BASED ON DOD CRITERIA 
SOURCE: RCMAS-G 

NOTE 1: SEE METHODOLOGY FOR EXPLANATION OF DoD CRITERIA FOR BED REQUIREMENTS BASED ON ADPL 
NOTE 2: BASSINET DAYS ARE INCLUDED IN THE NEWBORN BEDDAY COUNT. 

DXNNH=DIAGNOSES NOT NORMALLY HOSPITALIZED 
PAS=POTENTlAL AMBULATORY SURGERY 
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1.0 INTRODUCTION 

Vec to r  Research. I nco rpo ra ted  ( V R I ) ,  has performed an economic 

a n a l y s i s  o f  h e a l t h  ca re  requi rements  and a l t e r n a t i v e s  f o r  t h e  F i t zs imons  

Army Medica l  Center  (FAMC) i n  Aurora,  Colorado. The a n a l y s i s  was p e r -  

formed f o r  t h e  U n i t e d  S ta tes  government under c o n t r a c t  number M D A 9 0 3 -  

90-C-0207. and i n  accordance w i t h  T i t l e  10, Sec t i on  1087 o f  t he  Un i t ed  

S ta tes  code. 

As a  q u a n t i t a t i v e  examina t ion  o f  t h e  h e a l t h  ca re  requi rements  and 

cos ts  f o r  a  p a r t i c u l a r  m i l i t a r y  medica l  t r ea tmen t  f a c i l i t y  (MTF) ,  t h e  

economic a n a l y s i s  (EA) p rov i des  one i n p u t  t o  t h e  Do0 medica l  f a c i l i t y  

p l a n n i n g  process.  Sec t i on  1087 s p e c i f i e s  t h a t  t h e  maximum amount o f  

space t h a t  may be programmed f o r  m i l i t a r y  medica l  f a c i l i t i e s  c o n s t r u c -  

t i o n  i s  t h e  g r e a t e r  o f :  

(1) t h e  amount o f  space r e q u i r e d  a t  t h e  f a c i l i t y  t o  suppor t  t h e  
t each ing  and t r a i n i n g  of h e a l t h - c a r e  p r o f e s s i o n a l s ;  and 

( 2 )  t h e  amount o f  space r e q u i r e d  a t  t h e  f a c i l i t y  t o  p r o v i d e  t h e  
most c o s t - e f f e c t i v e  l e v e l  o f  i n p a t i e n t  and o u t p a t i e n t  ca re  t o  
e l i g i b l e  b e n e f i c i a r i e s .  

The economic a n a l y s i s  focuses on d e f i n i n g  t he  l e v e l  desc r i bed  i n  c l ause  

( 2 )  - -  t h e  most c o s t - e f f e c t i v e  l e v e l  o f  i n p a t i e n t  and o u t p a t i e n t  ca re  t o  

e l i g i b l e  b e n e f i c i a r i e s .  

S ince FAMC suppor ts  A r m y  Graduate Medica l  Educat ion (GME)  and o t h e r  

t r a i n i n g  programs. t h e  amount o f  space r e q u i r e d  t o  suppor t  t h i s  con- 

t i n u e d  t e a c h i n g  and t r a i n i n g  f u n c t i o n  would be t h e  minimum amount o f  

space which t h e  l e g i s l a t i o n  a l l ows  under c l ause  (1). Should t h e  c o s t -  

e f f e c t i v e  l e v e l s  be g r e a t e r  than  t he  l e v e l s  t o  suppor t  t each ing  and 

t r a i n i n g ,  t h e  economic a n a l y s i s  p rov ides  c o s t - j u s t i f i c a t i o n  f o r  program- 

ming t h e  a d d i t i o n a l  space. Should t h e  c o s t - e f f e c t i v e  l e v e l s  be l e s s  

than  t h e  l e v e l s  t o  suppo r t  t each ing  and t r a i n i n g .  t h e  economic a n a l y s i s  
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p rov i des  t h e  government w i t h  i n f o rma t i on  on t he  c o s t  of t h e  p o l i c y  d e c i -  

s i o n  t o  s i z e  f o r  GME. 

I n  o r d e r  t o  examine c o s t - e f f e c t i v e  h e a l t h  c a r e  d e l i v e r y  a t  FAMC, 

t h e  p r o j e c t  team per formed t h e  f o l l o w i n g  tasks :  

i d e n t i f i e d  and q u a n t i f i e d  t h e  va r i ous  components o f  h e a l t h  ca re  
demand a t  FAMC; 

p r o j e c t e d  t h e  i n p a t i e n t  and o u t p a t i e n t  work loads assoc ia ted  w i t h  
edch component o f  demand; 

assessed t h e  a v a i l a b i l i t y  o f  o t h e r  federa l  and c i v i l i a n  h e a l t h  
ca re  resources  i n  t h e  Aurora/Denver area. as a l t e r n a t i v e s  t o  t h e  
FAMC f a c i  1  i t y  f o r  l o c a l  b e n e f i c i a r i e s :  

ana lyzed t h e  cos t s  o f  p r o v i d i n g  h e a l t h  c a r e  a t  FAMC; 

analyzed t h e  government cos t s  assoc ia ted  w i t h  p r o v i d i n g  h e a l t h  
ca re  th rough  t h e  c i v i l i a n  sec to r  and o t h e r  a l t e r n a t i v e s  o u t s i d e  
FAMC ; 

d e f i n e d  t h e  l e v e l  o f  work load t o  be performed a t  FAMC under a  
range o f  scenar ios ;  and 

combined FAMC o p e r a t i n g  cos t s  and government cos ts  f o r  c a r e  n o t  
seen a t  FAMC under each scena r i o  t o  compare and rank t h e i r  r e l a -  
t i v e  c o s t - e f f e c t i v e n e s s .  

These t asks  were performed i n  accordance w i t h  t he  seven-s tep  method- 

o l ogy  documented i n  t h e  government's EA Procedures Manua1.l E x h i b i t  1-1 

d i s p l a y s  a  schemat ic  overv iew of t h e  seven s teps i n  an €A.  

An EA comprises two types  o f  a c t i v i t i e s :  t h e  requi rements  a n a l y s i s  

and t h e  c o n s t r u c t i o n  a n a l y s i s .  T h i s  EA o f  FAMC i s  an update t o  t h e  

requ i rements  a n a l y s i s  p o r t i o n  ( s t eps  1, 2 .  3, 6. and 7 )  of a p r e v i o u s  

FAMC € A .  Steps 4 and 5 i n  t h e  EA methodology, a l ong  w i t h  t h e  a r c h i t e c -  

t u r a l  and e n g i n e e r i n g  assessment o f  e x i s t i n g  p h y s i c a l  f a c i l i t i e s  a t  FAMC 

( p a r t  of s t e p  1). c o n s t i t u t e  t h e  c o n s t r u c t i o n  a n a l y s i s  p o r t i o n  o f  t h e  

EA.  and were n o t  redone. 

lp rocedures  Manual f o r  Economic Ana l ys i s  o f  M i l i t a r y  Treatment 
F a c i l i t i e s ,  VRI-AFSG-6 FR87- l (R) ,  Vector Research. I nco rpo ra ted .  Ann 
Arbor .  Mich igan.  5 A p r i l  1989. 
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The c u r r e n t  EA updates t h e  requirements a n a l y s i s  by reexamin ing  t h e  

p r o j e c t e d  h e a l t h  ca re  requi rements .  es t imated  cos t s .  and assumptions o f  

t h e  p r e v i o u s  s tudy ,  u s i n g  more recen t  data and methods. I t  a l s o  d i f f e r s  

from t h e  p r e v i o u s  s tudy  i n  t h a t  i t  focuses on o p t i o n s  f o r  t h e  scope o f  

FAMC, and does n o t  analyze changes t o  t h e  capac i t y  o r  m i s s i o n  o f  f a c i l i -  

t i e s  i n  t h e  Colorado Spr ings  area. 

The remainder  o f  t h i s  volume descr ibes  t h e  da ta .  methodolog ies,  and 

conc lus i ons  f o r  each s tep  i n  t h e  a n a l y s i s .  Chapter 2.0 d e s c r i b e s  t h e  

assessment of a l t e r n a t i v e  h e a l t h  ca re  resources i n  t h e  FAMC area.  Chap- 

t e r  3.0 documents t h e  p r o j e c t i o n  o f  f u t u r e  h e a l t h  ca re  demand a t  FAMC. 

Chapter  4.0 desc r i bes  t h e  o v e r a l l  approach t o  t h e  scenar ios  examined f o r  

FAMC, and p resen t s  t h e  l e v e l  of workload t o  be p r o v i d e d  by FAMC under 

each scena r i o .  Chapter  5.0 documents t h e  e s t i m a t i o n  o f  c o s t s  used i n  

t h i s  a n a l y s i s .  F i n a l l y ,  chap te r  6.0 descr ibes  t h e  comparison o f  c o s t s  

performed t o  deve lop  t h e  most c o s t - e f f e c t i v e  l e v e l  o f  ca re  t o  p r o v i d e  a t  

FAMC ( t h e  "bes t  economic s o l u t i o n w )  and t h e  b o t t o m - l i n e  c o s t  comparison 

ac ross  a l l  s cena r i os  examined. The major assumptions and f i n d i n g s  o f  

t h e  s t udy  a r e  a l s o  summarized i n  a  sepa ra te l y  bound Execu t i ve  Summary. 
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EXECUTIVE SUMMARY 

Vec to r  Research. I nco rpo ra ted .  ( V R I )  has performed an economic 

a n a l y s i s  of h e a l t h  c a r e  requi rements  and a l t e r n a t i v e s  f o r  t h e  F i t zs imons  

Army Med ica l  Center  (FAMC)  i n  Aurora.  Colorado.  The a n a l y s i s  was p e r -  

formed f o r  t h e  U n i t e d  S ta tes  government under c o n t r a c t  number MDA903-  

90-C-0207, and i n  accordance w i t h  T i t l e  10, Sec t ion  1087 o f  t he  U n i t e d  

S ta tes  code. 

As a q u a n t i t a t i v e  examina t ion  o f  t h e  h e a l t h  ca re  requi rements  and 

cos t s  f o r  a  p a r t i c u l a r  m i l i t a r y  medica l  t r ea tmen t  f a c i l i t y  ( M T F ) .  t h e  

economic a n a l y s i s  ( E A )  p r o v i d e s  one i n p u t  t o  t h e  DoD medica l  f a c i l i t y  

p l a n n i n g  process.  S e c t i o n  1087 s p e c i f i e s  t h a t  t he  maximum amount o f  

space t h a t  may be programmed f o r  m i l i t a r y  medical  f a c i l i t i e s  c o n s t r u c -  

t i o n  i s  t h e  g r e a t e r  o f :  

(1) t h e  amount o f  space r e q u i r e d  a t  t h e  f a c i l i t y  t o  suppor t  t h e  
t e a c h i n g  and t r a i n i n g  of h e a l t h - c a r e  p r o f e s s i o n a l s ;  and 

( 2 )  t h e  amount o f  space r e q u i r e d  a t  t h e  f a c i l i t y  t o  p r o v i d e  t h e  
most c o s t - e f f e c t i v e  l e v e l  of i n p a t i e n t  and o u t p a t i e n t  c a r e  t o  
e l i g i b l e  b e n e f i c i a r i e s .  

The economic a n a l y s i s  focuses on d e f i n i n g  t h e  l e v e l  desc r i bed  i n  c l ause  

( 2 )  - -  t h e  most c o s t - e f f e c t i v e  l e v e l  o f  i n p a t i e n t  and o u t p a t i e n t  c a r e  t o  

e l i g i b l e  b e n e f i c i a r i e s .  

S ince FAMC suppo r t s  A r m y  Graduate Medica l  Educat ion (GME) and o t h e r  

t r a i n i n g  programs. t h e  amount o f  space r e q u i r e d  t o  suppor t  t h i s  con-  

t i n u e d  t e a c h i n g  and t r a i n i n g  f u n c t i o n  would be t he  minimum amount o f  

space which t h e  l e g i s l a t i o n  a l l ows  under c lause  (1). Should t h e  c o s t -  

e f f e c t i v e  1evel.s be g r e a t e r  than  t h e  l e v e l s  t o  suppor t  t each ing  and 

t r a i n i n g ,  t h e  economic a n a l y s i s  p rov i des  c o s t - j u s t i f i c a t i o n  f o r  program- 

ming t h e  a d d i t i o n a l  space. Should t h e  c o s t - e f f e c t i v e  l e v e l s  be l e s s  

than  t h e  l e v e l s  t o  suppo r t  t each ing  and t r a i n i n g ,  t h e  economic a n a l y s i s  



FAMC would not  p r o v i d e  ca re  t o  l o c a l  Denver and Colorado Spr ings  area 

r e t i r e e s  under 65 years  o l d .  For t h e  under 65 r e t i r e e  and dependent. i t  

was found t o  be cheaper f o r  t h e  government t o  purchase t h e  care  th rough  

CHAMPUS than  t o  p r o v i d e  i t  a t  FAMC. 

A l though  i t  i s  cheaper f o r  t h e  government t o  p r o v i d e  a  u n i t  o f  

work load  a t  FAMC than  t o  purchase i t  th rough  CHAMPUS, s t u d i e s  have shown 

t h a t  fewer  u n i t s  o f  h e a l t h  ca re  a re  purchased by t h e  government when 

r e t i r e e s  r e c e i v e  ca re  th rough  c i v i l i a n  sources.  I t  i s  t h i s  decrease i n  

t o t a l  work load  seen by t h e  government t h a t  makes r e t i r e e  ca re  cheaper t o  

send ou t -o f - house .  Thus, t h e  a d d i t i o n a l  c o s t  sav ings generated by t h e  

Best  Economic S o l u t i o n  a re  due t o  t h e  f a c t  t h a t  t h e  government i s  pay ing  

f o r  l e s s  h e a l t h  ca re .  S ta ted  another  way, t h e  r e t i r e e  and dependent o f  

r e t i r e e  b e n e f i c i a r y  must bear  a  l a r g e r  p o r t i o n  o f  t h e i r  h e a l t h  ca re  

cos t s  under t h e  BES. 

Under t h e  BES, FAMC would opera te  about 342 beds, and p r o v i d e  

409,000 annual  v i s i t s .  These l e v e l s  r ep resen t  over  90% o f  t h e  i n p a t i e n t  

ca re  p r o v i d e d  a t  FAMC i n  FY89. and n e a r l y  70% o f  t h e  ambulatory  ca re .  

Opera t ing  t h e  BES f a c i l i t y  would save $39 m i l l i o n  d o l l a r s  pe r  year  over  

n o t  o p e r a t i n g  a  f a c i l i t y  a t  FAMC. 

The n e x t  l owes t  c o s t  c o n f i g u r a t i o n  of r e f e r r a l  h o s p i t a l  was t h e  

p r o v i s i o n  of a l l  p o s s i b l e  ca re  t o  a l l  b e n e f i c i a r y  t ypes .  Under t h i s  

scena r i o .  termed t h e  A l l  Care scenar io .  FAMC would ope ra te  about 425 

beds. and p r o v i d e  661.000 c l i n i c  v i s i t s .  P r o v i d i n g  a l l  p o s s i b l e  care.  

w h i l e  n o t  q u i t e  as c o s t - e f f e c t i v e  as e l i m i n a t i n g  some o f  t h e  r e t i r e e  

ca re .  would  s t i l l  save 432 m i l l i o n  d o l l a r s  per  yea r  over  n o t  o p e r a t i n g  a 

f a c i l i t y  a t  FAMC. Th i s  represen ts  a  p resen t  va lue  sav ings over  t h e  

25-year  l i f e  c y c l e  o f  a  new f a c i l i t y  o f  n e a r l y  $288 m i l l i o n .  w e l l  over  



I The s e c t i o n s  t h a t  f o l l o w  h i g h l i g h t  t h e  m a j o r  assumpt ions o f  t h e  

I s t u d y  and summarize t h e  a n a l y s i s  r e s u l t s  wh ich s u p p o r t  t h e  s t a t e d  

I c o n c l  u s i o n s  . 

MAJOR ASSUMPTIONS 

(1) The a n a l y s i s  de te rm ined  t h e  most c o s t - e f f e c t i v e  l e v e l  of  work -  
l o a d .  under  t h e  assumpt ion t h a t  FAMC would  be o p e r a t i n g  under  
no space o r  s t a f f  c o n s t r a i n t s .  I t  was assumed t h a t  i s s u e s  
such as manpower a v a i l a b i l i t y  r e l a t i v e  t o  recommended work load  
l e v e l s  would  be examined o u t s i d e  t h e  bounds o f  t h i s  s t u d y .  

( 2 )  T o t a l  h e a l t h  c a r e  demand a t  FAMC was d e f i n e d  as a l l  demand 
f r o m  l o c a l  ca tchment  area b e n e f i c i a r i e s  a n d ' t h e  p o r t i o n  o f  
demand from r e f e r r a l  b e n e f i c i a r i e s  h i s t o r i c a l l y  p r o v i d e d  by 
FAMC. No a t t e m p t  was made t o  q u a n t i f y  o r  c a p t u r e  a d d i t i o n a l  
c a r e  f r o m  o t h e r  MTFs o r  f r o m  CHAMPUS o u t s i d e  t h e  l o c a l  c a t c h -  
ment a rea .  

( 3 )  P r o j e c t i o n  o f  l o c a l  catchment area demand was based on f o r e -  
c a s t  l o c a l  p o p u l a t i o n s .  h i s t o r i c a l  work loads.  and ad jus tmen ts  
f o r  expec ted  changes i n  t h e  d e l i v e r y  o f  p s y c h i a t r i c  c a r e  a t  
t h e  MTF and under  CHAMPUS. 

( 4 )  R e f e r r a l  demand. wh ich i s  d r i v e n  by a  v a r i e t y  o f  p o l i c i e s .  
c o n d i t i o n s ,  and b e h a v i o r  p a t t e r n s .  was assumed t o  remain  a t  
h i s t o r i c a l  l e v e l s .  

(5) Care s h i f t e d  between d i r e c t  c a r e  and CHAMPUS r e q u i r e d  work load  
c o n v e r s i o n s  t o  account  f o r  d i f f e r e n c e s  i n  t h e  amount o f  work -  
l o a d  f o r  wh ich  t h e  government must pay under each source.  The 
c o n v e r s i o n  f a c t o r s  used were those  d i c t a t e d  i n  a  12 September 
1989 memorandum f r o m  t h e  O f f i c e  o f  t h e  A s s i s t a n t  S e c r e t a r y  o f  
Defense ( H e a l t h  A f f a i r s ) .  Convers ion f a c t o r s  were a p p l i e d  
o n l y  t o  med ica l  and s u r g i c a l  ca re ,  and were n o t  a p p l i e d  t o  
c a r e  p r o v i d e d  t o  a c t i v e  d u t y  b e n e f i c i a r i e s  o r  i n p a t i e n t  c a r e  
p r o v i d e d  t o  a c t i v e  d u t y  dependents. 

(6) S i n c e  no r e s e a r c h  was a v a i l a b l e  on Medicare- to-MTF w o r k l o a d  
c o n v e r s i o n  f a c t o r s .  no convers ion  was made when c a r e  t o  o l d e r  
b e n e f i c i a r i e s  was s h i f t e d  between Medicare  and t h e  MTF. 

lThe  p r e v i o u s  EA f o u n d  t h a t  c o n s t r u c t i o n  c o s t s  f o r  t h e  b e s t  economic 
c o n f i g u r a t i o n  o f  a  r e f e r r a l  c e n t e r  a t  FAMC would be about  $ 7 5  m i l l i o n .  



( 7 )  I t  was assumed t h a t  t h e  Lowry AFB c l i n i c  would con t i nue  t o  
p r o v i d e  t h e  p r o p o r t i o n  o f  care.  p r i m a r i l y  t o  US A i r  Force 
a c t i v e  d u t y  b e n e f i c i a r i e s ,  t h a t  i t  had i n  t h e  base y e a r .  

( 8 )  Based on government guidance, o n l y  r e f e r r a l  cen te r  o p t i o n s  
were cons idered  f o r  FAMC. C o s t - e f f e c t i v e  work load l e v e l s  f o r  
l o c a l  c l i n i c  o r  community h o s p i t a l  c o n f i g u r a t i o n s  were n o t  
examined. 

( 9 )  A11 c o s t s  were compared i n  FY98 d o l l a r s .  t h e  b e n e f i c i a l  occu-  
pancy da te  (BOO) f o r  a new o r  renovated FAMC. Cost sav ings 
were c a l c u l a t e d  over  a  25-year  f a c i l i t y  l i f e  c y c l e .  assuming a 
10% r e a l  d i s c o u n t  r a t e .  s t a r t i n g  a t  t h e  BOD. 

SUMMARY OF A N A L Y S I S  RESULTS 

1 Overview o f  t h e  FAMC Area 

! FAMC i s  l o c a t e d  i n  Aurora.  Colorado. j u s t  o u t s i d e  of m e t r o p o l i t a n  

Denver. E x h i b i t  1 d i s p l a y s  a  map o f  major  m i l i t a r y  i n s t a l l a t i o n s  i n  
1 

1 Colorado and an en la rged  view of t h e  area sur round ing  FAMC. 

1 There a r e  two o t h e r  major  m i l i t a r y  i n s t a l l a t i o n s  i n  Colorado w i t h i n  
I 
I d r i v i n g  d i s t a n c e  of  FAMC: F o r t  Carson and t h e  A i r  Force Academy. b o t h  

i n  t h e  Colorado Spr ings  area. The c i r c l e s  around these l o c a t i o n s  on t h e  

map rep resen t  r o u g h l y  4 0 - m i l e  catchment areas around t h e  MTFs a t  each 

s i t e .  A l though  Colorado Spr ings  i s  over  an hou r ' s  d r i v e  (70 m i l e s )  f r om  

FAMC. the catchment areas o f  t h e  t h r e e  f a c i l i t i e s  do o v e r l a p  s l i g h t l y .  

However, s i n c e  o n l y  2.5% o f  t h e  FAMC p o p u l a t i o n  r es i des  i n  t h e  o v e r l a p  

area, t h e  a n a l y s i s  con.sidered Colorado Spr ings popu la t i ons  and work loads 

o n l y  as t hey  had h i s t o r i c a l l y  impacted on FAMC r e f e r r a l  ca re .  

The en la rged  v iew o f  t h e  Aurora area on t h e  map shows t h e  p r o x i m i t y  

o f  t h e  FAMC i n s t a l l a t i o n  t o  Lowry A i r  Force Base (AFB) and Buck ley A i r  

Na t i ona l  Guard Base (ANGB); a l l  o f  these i n s t a l l a t i o n s  a re  w i t h i n  10 

m i l e s  o f  each o t h e r .  

Buckley ANGB i s  p r i m a r i l y  a  reserve  base, and has o n l y  a  smal l  

a c t i v e  du t y  component. However, as t h e  o n l y  a c t i v e  f l y i n g  base i n  t h e  
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area ,  i t  p l a y s  a  key r o l e  i n  t h e  a rea ' s  m i l i t a r y  medica l  system as t h e  

t r a n s p o r t  and r e c e i v i n g  s i t e  f o r  aeromedical evacua t ion  (aerovac)  system 

a i r c r a f t .  

Lowry AFB i s  a major  t e c h n i c a l  t r a i n i n g  cen te r  and home t o  t h e  A i r  

Force Account ing and Finance Center and A i r  Reserve Personnel Center .  

A i r  Force personnel  assoc ia ted  w i t h  Lowry AFB c o n s t i t u t e  t h e  m a j o r i t y  o f  

t h e  a c t i v e  du t y  p o p u l a t i o n  i n  t h e  FAMC catchment area.  The b a s i c  o u t -  

p a t i e n t  h e a l t h  ca re  needs of  t h e  a c t i v e  du t y  A i r  Force p o p u l a t i o n  a t  

Lowry a re  se rved  by t h e  Lowry AFB c l i n i c .  The Lowry c l i n i c  p rov i des  

p r ima ry  ca re  and u rgen t  ca re  such as t rea tment  r e q u i r e d  f o r  minor  a c c i -  

den ts  o r  a  sudden c o l d  o r  f l u .  A l l  o t h e r  a c t i v e  du t y  ca re  i s  r e f e r r e d  

t o  FAMC. A i r  Force a c t i v e  du t y  dependents and r e t i r e e s  a l s o  r e c e i v e  t he  

m a j o r i t y  o f  t h e i r  h e a l t h  ca re  a t  FAMC. 

Cu r ren t  Ope ra t i on  o f  FAMC 

FAMC today  i s  a  ma jo r  m i l i t a r y  r e f e r r a l  c e n t e r ,  p r o v i d i n g  v i r t u a l l y  

a l l  t ypes  o f  i n p a t i e n t  and o u t p a t i e n t  ca re .  I t s  m i ss i on  i n c l u d e s :  

(1) H e a l t h  Care D e l i v e r y ;  

( 2 )  Graduate Medica l  Educat ion;  

( 3 )  M o b i l i z a t i o n  Readiness; 

( 4 )  Tenant U n i t  Support ;  

( 5 )  Regional  V e t e r i n a r y  Suppor t ;  

( 6 )  Regional  Denta l  Suppor t ;  and 

(7) Regional  P r e v e n t a t i v e  Medic ine Support .  

FAMC suppor ts  t h e  m a j o r i t y  o f  t h e  h e a l t h  ca re  needs of t h e  over  

60.000 b e n e f i c i a r i e s  who l i v e  w i t h i n  i t s  40 -m i l e  r a d i u s  i n p a t i e n t  ca t ch -  

ment area.  FAMC a l s o  p rov ides  care  annua l l y  t o  over  6,000 i n p a t i e n t s  

and 125.000 o u t p a t i e n t s  a r r i v i n g  f rom o u t s i d e  t h e  l o c a l  catchment area. 

E x h i b i t  2  d i s p l a y s  t h e  p r o p o r t i o n  o f  ca re  p rov i ded  t o  b e n e f i c i a r i e s  f rom 
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EXHIBIT 2: ORIGIN OF FY89 FAMC WORKLOAD 

 COLORAD ADO SPRINGS O ION-LOCAL FAMC CATCHMENT AREA 

DISPOSITIONS BEDDAYS 

VISITS 



t h e  l o c a l  catchment area.  f rom t h e  Colorado Spr ings  area,  and f r o m  t h e  

o v e r  150 o t h e r  l o c a t i o n s  t h a t  s e n t  c a r e  t o  FAMC i n  FY89. I n  t o t a l .  FAMC 

c u r r e n t l y  opera tes  about 400 beds. and p r o v i d e s  f o r  over  600.000 c l i n i c  

v i s i t s  a n n u a l l y .  

I n  a d d i t i o n  t o  d e l i v e r i n g  h e a l t h  c a r e  t o  l o c a l  and n o n l o c a l  b e n e f i -  

c i a r i e s ,  FAMC s u p p o r t s  Army g radua te  medica l  e d u c a t i o n  ( G M E )  and t h e  

t e a c h i n g  and t r a i n i n g  o f  n u r s i n g ;  a n c i l l a r y .  and o t h e r  h e a l t h  c a r e  p r o -  

f e s s i o n a l s .  E x h i b i t  3 summarizes GME t r a i n i n g  c u r r e n t l y  p r o v i d e d  a t  

FAMC. and t h e  p r o p o r t i o n  o f  t o t a l  Army GME i t  r e p r e s e n t s .  

Assessment o f  A l t e r n a t i v e s  t o  FAMC 

For t h e  l o c a l  catchment area p o p u l a t i o n ,  b o t h  c i v i l i a n  and o t h e r  

f e d e r a l  a l t e r n a t i v e s  t o  FAMC were assessed. There i s  an abundance o f  

s o p h i s t i c a t e d  medica l  c a r e  a v a i l a b l e  th rough  t h e  Denver c i v i l i a n  s e c t o r .  

w i t h  5.000 s h o r t - t e r m  beds o p e r a t i n g  i n  t h e  immediate Denver a rea .  and 

an e s t i m a t e d  excess c a p a c i t y  o f  about  1,000 beds. Phys ic ians .  p a r t i -  

c u l a r l y  s p e c i a l i s t s ,  a r e  a l s o  i n  l a r g e  supp ly .  

The o t h e r  f e d e r a l  h e a l t h  c a r e  f a c i l i t y  i n  t h e  area i s  opera ted  by 

t h e  Department o f  Veterans A f f a i r s  ( V A ) .  The Denver VA  Medica l  Center 

c u r r e n t l y  opera tes  about  300 beds. a t  an average occupancy r a t e  o f  83%. 

The Denver VAMC r e p o r t s  no s u b s t a n t i a l  excess c a p a c i t y .  and no p l a n s  f o r  

s i g n i f i c a n t  expans ion i n  t h e  near  f u t u r e ,  so t h i s  does n o t  appear t o  be 

a  l i k e l y  o p t i o n  f o r  l o c a l  FAMC b e n e f i c i a r i e s .  

The h i g h  c o s t  and c o m p e t i t i v e  n a t u r e  o f  h e a l t h  ca re  i n  t h e  Denver 

area appears t o  have c r e a t e d  a f a v o r a b l e  market f o r  managed c a r e .  Both 

H e a l t h  Maintenance O r g a n i z a t i o n s  (HMO's) and P r e f e r r e d  P r o v i d e r  Organiza-  

t i o n  (PPO's) a r e  numerous i n  t h e  area, and these forms o f  managed ca re  

c o l l e c t i v e l y  p r o v i d e  f o r  over  a  m i l l i o n  peop le  i n  m e t r o p o l i t a n  Denver. 

Enro l lmen t  i n  a  f e d e r a l l y - q u a l i f i e d  managed ca re  program would t h e r e f o r e  
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EXHIBIT 3: GRADUATE MEDICAL EDUCATION AT FAMC, 1 JULY 1990 

INTERNS 
RESIDENTS 
FELLOWS 

TOTAL 

FAMC PERCENT 
ARMY TOTAL FAMC TOTAL OF ARMY TOTAL 

BREAKDOWN BY TYPE AND SPECIALTY 

RESIDENT SPECIALTY 
. . . .  

DERMATOLOGY 
GENERAL SURGERY 
INTERNAL MEDICINE 140 . 15 
OBSTETRICS-GYNECOLOGY 
OPHTHALMOLOGY 
ORTHOPEDIC SURGERY 
OTOLARYNGOLOGY 
PEDIATRICS' 
RADIOLOGY 
UROLOGY 

FELLOWS 

ADOLESCENT MEDICINE' 
ALLERGY-IMMUNOLOGY' 
ANGIOGRAPHY 
CARDIOLOGY 
ENDOCRINOLOGY 
GASTROENTEROLOGY 
PLASTIC SURGERY 
PULMONARY DISEASE 
RHEUMATOLOGY' 

' Does not include Air Force or Navy trainees, one trainee per specialty. 

Source: Fitzsirnons Army Medical Center Command Brief, 11 December 1990. 



be ano ther  o p t i o n  f o r  p r o v i d i n g  f o r  t h e  h e a l t h  care needs of  l o c a l  bene- 

f i c i a r i e s .  

For b e n e f i c i a r i e s  from o u t s i d e  t h e  l o c a l  catchment area,  s i nce  t h i s  

ca re  i s  c u r r e n t l y  b e i n g  seen w i t h i n  t h e  m i l i t a r y  h e a l t h  ca re  r e f e r r a l  

system, i t  i s  u n l i k e l y  t h a t  t he  c a p a b i l i t y  e x i s t s  t o  pe r f o rm  i t  a t  t h e  

l o c a l  MTFs. There fo re ,  t h e  a l t e r n a t i v e s  t o  FAMC f o r  r e f e r r a l  ca re  a re  

t he  c i v i l i a n  s e c t o r  a t  each l o c a t i o n  o r  o the r  m i l i t a r y  r e f e r r a l  f a c i l i -  

t i e s .  The use o f  these  two a l t e r n a t i v e s  would depend on: 

c a p a c i t y  a t  o t h e r  r e f e r r a l  MTFs: 

c a p a c i t y  and c a p a b i l i t i e s  i n  t h e  c i v i l i a n  sec to r  o f  each c a t c h -  
ment area:  and 

l i k e l y  behav io r  p a t t e r n s  o r  cho ices o f  dependents and r e t i r e e s .  
who a r e  g e n e r a l l y  g i v e n  t h e  cho ice  o f  an NAS o r  m i l i t a r y  
r e f e r r a l .  

For r e f e r r a l s  f rom t h e  Colorado Spr ings area, t h e  most l i k e l y  a l t e r -  

n a t i v e  t o  FAMC i s  l o c a l  CHAMPUS.  Colorado Spr ings b e n e f i c i a r i e s  r e p r e -  

sent  about 15% o f  a l l  i n p a t i e n t  ca re  p rov i ded  a t  FAMC ( o n e - t h i r d  o f  a l l  

i n p a t i e n t  r e f e r r a l  c a r e ) .  a s i g n i f i c a n t l y  l a r g e r  percentage than  any 

o t h e r  catchment o r  noncatchrnent area. C l e a r l y ,  Colorado Spr ings  r e f e r -  

r a l s  a re  much more t i e d  t o  t h e  p rox imate  geographic l o c a t i o n  o f  t h e  c u r -  

r e n t  FAMC r e f e r r a l  c e n t e r .  Since Colorado Spr ings i s  w i t h i n  d r i v i n g  d i s -  

tance o f  FAMC, t hese  b e n e f i c i a r i e s  a r r i v e  t h e r e  th rough  s h u t t l e  o r  p r i -  

v a t e  ground t r a n s p o r t a t i o n  - -  i t  i s  l e s s  l i k e l y  t h a t  t h e  m a j o r i t y  of 

these b e n e f i c i a r i e s  would be e q u a l l y  w i l l i n g  t o  t r a v e l  on a  p l ane  t o  

another  r e f e r r a l  c e n t e r .  F i n a l  l y ,  Colorado Spr ings and t h e  Denver area 

have an abundance of  c i v i l i a n  capac i t y  and c a p a b i l i t y ,  so t h a t  ca re  

would n o t  be f o r ced  i n t o  t h e  m i l i t a r y  r e f e r r a l  system due t o  l a c k  o f  

c i v i l i a n  access. 

For r e f e r r a l s  from o u t s i d e  Colorado Spr ings,  t h e  more l i k e l y  a l t e r -  

n a t i v e  t o  FAMC i s  o t h e r  r e f e r r a l  MTFs. Since these b e n e f i c i a r i e s  r e s i d e  



a t  l e a s t  100 m i l e s  away from FAMC, t h e  p a r t i c u l a r  geographic l o c a t i o n  o f  

FAMC would n o t  have as s i g n i f i c a n t  an impact on the  d e c i s i o n  t o  r e c e i v e  

m i l i t a r y  r e f e r r a l  ca re .  

Est imated Costs  f o r  A l t e r n a t i v e s  t o  FAMC 

Once t h e  a l t e r n a t i v e s  t o  FAMC were i d e n t i f i e d ,  government cos t s  

assoc ia ted  w i t h  each were es t imated .  As t h e  predominant form o f  govern-  

ment payment f o r  c i v i l i a n  s e c t o r  h e a l t h  ca re ,  and t h e  most l i k e l y  c i v i l -  

i a n  a l t e r n a t i v e  f o r  most b e n e f i c i a r i e s .  our  es t imates  o f  c i v i l i a n  s e c t o r  

cos ts  were based on s tandard  CHAMPUS government cos ts  observed f o r  t h e  

FAMC, F o r t  Carson. and A i r  Force Academy catchment areas. Note t h a t  

non-s tandard  a l t e r n a t i v e s  t o  CHAMPUS reimbursement f o r  c i v i l i a n  sec to r  

ca re  can be eva lua ted  as  p a r t  of a  s e n s i t i v i t y  a n a l y s i s .  on t h e  bas i s  o f  

t h e  expected r e l a t i o n s h i p  between those a l t e r n a t i v e s  and s tandard  

CHAMPUS c o s t s .  

Other  r e f e r r a l  MTF cos t s  were assumed t o  be comparable t o  FAMC 

o p e r a t i n g  c o s t s .  Thus, t h e  comparison between FAMC and o t h e r  r e f e r r a l  

MTFs was e s s e n t i a l l y  c o s t - n e u t r a l  i n  t h i s  a n a l y s i s .  We n o t e  t h a t  if the  

p h y s i c a l  c a p a c i t y  c u r r e n t l y  e x i s t s  t o  absorb t h i s  work load i n  t h e  m i l i -  

t a ry  r e f e r r a l  system y i t h o a  a  requi rement  f o r  any a d d i t i o n a l  cons t ruc -  

t i o n .  i t  would c l e a r l y  be cheaper f o r  t h e  government t o  r e d i s t r i b u t e  

t h i s  r e f e r r a l  ca re  t o  f i l l  e x i s t i n g  phys i ca l  capac i t y .  r a t h e r  than  t o  

b u i l d  f o r  i t  a t  FAMC. Given impending c losures  o f  some r e f e r r a l  f a c i l i -  

t i e s  (e.g.. Let terman AMC) .  and p o t e n t i a l  expansions of o t h e r  MTFs. i t  

appears t h a t  t h e  c a p a c i t y  o f  t h e  m i l i t a r y  r e f e r r a l  system i s  c u r r e n t l y  

undergo ing some change. I n  assuming c o s t - n e u t r a l i t y  f o r  d i r e c t  ca re  

a l t e r n a t i v e s  t o  FAMC, we have assumed t h a t :  

t h e  l e v e l  o f  r e f e r r a l  ca re  c u r r e n t l y  seen a t  FAMC cou ld ,  i n  FY98 
and beyond, be r e f e r r e d  t o  o t h e r  MTFs; 



t h e r e  would e v e n t u a l l y  be an a s s o c i a t e d  c o s t  t o  m o d i f y .  b u i l d .  
o r  r e n o v a t e  those  o t h e r  r e f e r r a l  MTFs t o  accommodate t h e  a d d i -  
t i o n a l  ca re ;  and 

t h e  a s s o c i a t e d  m o d i f i c a t i o n  c o s t  would  n o t  be s i g n i f i c a n t l y  
d i f f e r e n t  f rom t h e  c o s t  of  b u i l d i n g  t o  p r o v i d e  t h e  ca re  a t  FAMC. 

F o r e c a s t  o f  F u t u r e  H e a l t h  Care Requirements 

The e l i g i b l e  b e n e f i c i a r i e s  whose h e a l t h  c a r e  needs were c o n s i d e r e d  

i n  t h i s  s t u d y  i n c l u d e  a c t i v e  d u t y  p e r s o n n e l .  a c t i v e  d u t y  dependents.  

r e t i r e d  p e r s o n n e l ,  r e t i r e e  dependents.  and dependents o f  deceased spon- 

s o r s .  The t o t a l  h e a l t h  c a r e  requ i rements  o f  l o c a l  catchment area b e n e f i  - 

c i a r i e s  were examined, a s  w e l l  a s  t h e  p o r t i o n  o f  t h e  h e a l t h  c a r e  demand 

h i s t o r i c a l l y  p r o v i d e d  by FAMC t o  b e n e f i c i a r i e s  f r o m  o u t s i d e  t h e  c a t c h -  

ment a rea .  

S p e c i f i c a l l y .  t o t a l  h e a l t h  c a r e  demand a t  FAMC was d i v i d e d  i n t o  t h e  

f o l l o w i n g  components: 

(1) Care h i s t o r i c a l l y  p r o v i d e d  by FAMC t o  l o c a l  b e n e f i c i a r i e s ;  

( 2 )  Care h i s t o r i c a l l y  p r o v i d e d  by FAMC t o  b e n e f i c i a r i e s  f r o m  o u t -  
s i d e  t h e  l o c a l  catchment area ( r e f e r r a l  c a r e ) :  

( 3 )  Care h i s t o r i c a l l y  p r o v i d e d  a t  t h e  Lowry AFB c l i n i c :  and 

( 4 )  Care h i s t o r i c a l l y  p r o v i d e d  t o  l o c a l  b e n e f i c i a r i e s  t h r o u g h  
CHAMPUS. 

E x h i b i t  4 d i s p l a y s  t h e s e  components. and summarizes how each was 

p r o j e c t e d  t o  FY98. Components (1). ( 3 ) .  and ( 4 )  t o g e t h e r  r e p r e s e n t  t h e  

t o t a l  h e a l t h  c a r e  demand genera ted  by l o c a l  catchment area b e n e f i c i -  

a r i e s .  T h i s  w o r k l o a d  was p r o j e c t e d  t o  FY98 a c c o r d i n g  t o  an expec ted  

decrease of  about  6% i n  t h e  a c t i v e  d u t y  and dependent p o p u l a t i o n .  and an 

expec ted  i n c r e a s e  o f  about  9% i n  t h e  r e t i r e e  p o p u l a t i o n . 1  Component 

l A c t i v e  d u t y  and dependent p r o j e c t i o n s  based on POM e n d s t r e n g t h s  f r o m  
FY91 P r e s i d e n t ' s  Budget.  R e t i r e e l o t h e r  p r o j e c t i o n s  based on O f f i c e  o f  
t h e  DoD A c t u a r y  r e t i r e e  p r o j e c t i o n s .  



t h e r e  would e v e n t u a l l y  be an assoc ia ted  c o s t  t o  mod i f y ,  b u i l d .  
o r  renova te  those  o t h e r  r e f e r r a l  MTFs t o  accommodate t h e  a d d i -  
t i o n a l  ca re ;  and 

8 t h e  assoc ia ted  m o d i f i c a t i o n  c o s t  would n o t  be s i g n i f i c a n t l y  
d i f f e r e n t  f r om  t h e  cos t  of b u i l d i n g  t o  p r o v i d e  t h e  ca re  a t  FAMC, 

Forecas t  o f  Fu tu re  H e a l t h  Care Requirements 

The e l i g i b l e  b e n e f i c i a r i e s  whose h e a l t h  ca re  needs were cons idered  

i n  t h i s  s tudy  i n c l u d e  a c t i v e  du ty  personne l ,  a c t i v e  du t y  dependents. 

r e t i r e d  personne l ,  r e t i r e e  dependents. and dependents o f  deceased spon- 

so r s .  The t o t a l  h e a l t h  ca re  requi rements  o f  l o c a l  catchment area b e n e f i -  

c i a r i e s  were examined, as w e l l  as t h e  p o r t i o n  o f  t h e  h e a l t h  ca re  demand 

h i s t o r i c a l l y  p r o v i d e d  by FAMC t o  b e n e f i c i a r i e s  from o u t s i d e  t h e  c a t c h -  

ment area. 

S p e c i f i c a l l y ,  t o t a l  h e a l t h  ca re  demand a t  FAMC was d i v i d e d  i n t o  t h e  

f o l l o w i n g  components: 

(1) Care h i s t o r i c a l l y  p rov i ded  by FAMC t o  l o c a l  b e n e f i c i a r i e s :  

( 2 )  Care h i s t o r i c a l l y  p rov i ded  by FAMC t o  b e n e f i c i a r i e s  f r om  o u t -  
s i d e  t h e  l o c a l  catchment area ( r e f e r r a l  c a r e ) ;  

( 3 )  Care h i s t o r i c a l l y  p rov i ded  a t  t h e  Lowry AFB c l i n i c ;  and 

( 4 )  Care h i s t o r i c a l l y  p rov i ded  t o  l o c a l  b e n e f i c i a r i e s  th rough  
CHAMPUS. 

E x h i b i t  4 d i s p l a y s  these components, and summarizes how each was 

p r o j e c t e d  t o  FY98. Components (1). ( 3 ) .  and ( 4 )  t o g e t h e r  r ep resen t  t h e  

t o t a l  h e a l t h  ca re  demand generated by l o c a l  catchment area b e n e f i c i -  

a r i e s .  T h i s  work load  was p r o j e c t e d  t o  FY98 accord ing  t o  an expected 

decrease o f  about 6% i n  t h e  a c t i v e  du t y  and dependent p o p u l a t i o n ,  and an 

expected i nc rease  o f  about 9% i n  t h e  r e t i r e e  popu la t i on .1  Component 

l A c t i v e  d u t y  and dependent p r o j e c t i o n s  based on POM ends t reng ths  f rom 
FY91 P r e s i d e n t ' s  Budget. R e t i r e e l o t h e r  p r o j e c t i o n s  based on O f f i c e  o f  
t h e  DoD Ac tuary  r e t i r e e  p r o j e c t i o n s .  



EXHIBIT 4: PROJECTION OF TOTAL DEMAND 

LOWRY CLINIC 

CHAMPUS L( 

FAMC R 

FAMC LOCAL 

PROJECTED BASED ON CHANGE 
IN LOCAL POPULATION 

. ..,::::. .:. .: 
...I .. . ..;::.:;:. PROJECTED TO REMAIN AT ::.<.2;.::.,.:.. 

HISTORICAL LEVEL 



, ( 2 1 ,  r e f e r r a l  demand f r om o u t s i d e  t h e  catchment area,  was h e l d  cons tan t  

a t  h i s t o r i c a l  l e v e l s .  

T o t a l  h e a l t h  ca re  demand faced by FAMC f rom bo th  l o c a l  and r e f e r r a l  

b e n e f i c i a r i e s  i s  p r o j e c t e d  t o  approach over  150,000 bed days, and n e a r l y  

740.000 c l i n i c  v i s i t s  by 1998. 

Comparison o f  A l t e r a t i v e  Scenar ios  

Whi le  t h e  Bes t  Economic S o l u t i o n  f o r  s a t i s f y i n g  t h e  p r o j e c t e d  

h e a l t h  ca re  demand was desc r i bed  e a r l i e r .  the  s tudy a l s o  r e q u i r e d  o t h e r  

scenar ios  be examined as p o i n t s  o f  re fe rence .  Based on government g u i d -  

ance. o n l y  r e f e r r a l  h o s p i t a l  o p t i o n s  were c o n s d e r e d  a t  FAMC. The sce-  

n a r i o s  examined were: 

o  MTF. FAMC p rov i des  none o f  t h e  p r o j e c t e d  h e a l t h  ca re  demand; a l l  

h e a l t h  ca re  i s  p r o v i d e d  th rough  t h e  c i v i l i a n  sec to r  o r  t h e  m i l i t a r y  

r e f e r r a l  system. 

S ta tus  Quo. FAMC p r o v i d e s  t h e  same l e v e l  o f  work load as t he  f a c i l i t y  

p rov i ded  i n  t h e  base y e a r  (FY89) .  

A l l  Care. FAMC p r o v i d e s  a l l  p o t e n t i a l  h e a l t h  ca re  demand, i n c l u d i n g  a l l  

work load p r o v i d e d  h i s t o r i c a l l y .  p l u s  a1 1  work load cons idered r e c a p t u r -  

a b l e  f r om  l o c a l  CHAMPUS. 

i c  S o l u t i o n .  FAMC p rov i des  t h e  most c o s t - e f f e c t i v e  l e v e l  and 

mix  o f  ca re ,  determined by a  d e t a i l e d  c l i n i c a l  a r e a  and b e n e f i c i a r y  

t y p e - s p e c i f i c  comparison o f  o p e r a t i n g  cos ts  a t  FAMC and government cos t s  

o f  a1 t e r n a t i v e s  t o  FAMC. 



The S ta tus  Quo and A l l  Care scenar ios  suppor t  t h e  e x i s t i n g  m iss ions  

o f  FAMC, i n c l u d i n g  t h e  t each ing  and t r a i n i n g  m i ss i on .  The No MTF sce-  

n a r i o  c l e a r l y  does n o t  suppor t  t h e  e x i s t i n g  m i ss i ons ,  b u t  t h i s  scenar io  

was analyzed as a p o i n t  of comparison a t  t he  oppos i t e  extreme f rom t h e  

A l l  Care scena r i o .  

The BES i s  de f ined  t o  be t h e  l e v e l  o f  work load t h e  government would 

p r o v i d e  a t  FAMC if t h e  goal  were t o  m in im ize  t o t a l  government c o s t .  The 

s o l u t i o n  cou ld  have ranged from zero  t o  a l l  p o s s i b l e  ca re .  The B E S  s o l u -  

t i o n  may o r  may n o t  suppor t  t h e  GME m i ss i on  - - -  l e v e l s  t o  suppor t  GME 

a re  n o t  taken a s  a minimum l e v e l  of work load,  b u t  a re  expected t o  be com- 

pared t o  t h e  BES l e v e l s  o u t s i d e  t h i s  a n a l y s i s .  

E x h i b i t  5 summarizes t h e  work load  p rov i ded  a t  FAMC. t he  work load 

p rov i ded  th rough  o t h e r  MTFs, and t h e  work load p rov i ded  th rough  t he  c i v i l -  

i a n  s e c t o r  under each of t he  a l t e r n a t i v e  scenar ios  desc r i bed  above. As 

shown, t h e  BES rep resen t s  a s l i g h t  decrease f rom t h e  S ta tus  Quo l e v e l  

o f  o p e r a t i o n ,  due t o  t h e  e x c l u s i o n  o f  ca re  t o  r e t i r e e s  under 65 years  

o l d .  The A l l  Care scena r i o  r ep resen t s  t h e  l a r g e s t  f a c i l i t y ,  a t  425  beds 

and 661.000 v i s i t s .  w h i l e  t h e  BES represen ts  t h e  s m a l l e s t  f a c i l i t y  

( o t h e r  than  No MTF). a t  342 beds and 409.500 v i s i t s .  

E x h i b i t  6 d i s p l a y s  t h e  b o t t o m - l i n e  c o s t  comparison across a l l  sce-  

n a r i o s .  The scope o f  t h i s  EA does n o t  i n c l u d e  e s t i m a t i o n  of c o n s t r u c -  

t i o n  a l t e r n a t i v e s  o r  c o n s t r u c t i o n  c o s t s  assoc ia ted  w i t h  t h e  FAMC work-  

l o a d  under each scena r i o .  However. s i n c e  t h e  i s sue  of c o s t - e f f e c t i v e  

p r o v i s i o n  o f  ca re  a t  FAMC i s  be ing  exp lo red  i n  t he  c o n t e x t  o f  a  f u t u r e  

c o n s t r u c t i o n  p r o j e c t ,  r e l a t i v e  c o s t  sav ings between scenar ios  w i l l  be 

d iscussed i n  terms of t h e  l e v e l  o f  c o n s t r u c t i o n  t h a t  cou ld  be c o s t -  

j u s t i f i e d  over  a  25-year  f a c i l i t y  l i f e  c y c l e .  

An examina t ion  o f  t h e  row l abe led -  "To ta l  Annual Government S "  shows 

t h a t  t h e  scena r i os  rank as f o l l o w s .  f rom l owes t  t o  h i g h e s t  annual c o s t :  



EXHIBIT 5: COMPARISON OF WORKLOADS 
ACROSS SCENARIOS 

SCENARIOS 

CHARACTERISTICS 

EACH SCENARIO 

FAMC WORKLOADS 

DISPOSITIONS 

MEDICAUSURGICAL 
OBSTETRICAL 
PSYCHIATRIC 
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iXHIBIT 6: COMPARISON OF TOTAL ANNUAL COSTS ACROSS FAMC SCENARIOS 

ANNUAL FAMC OPERATING COSTS 

INPATIENT COSTS 
OUTPATIENT COSTS 

ANNUAL OTHER MTF OPERATING COSTS 

INPATIENT COSTS 
OUTPATIENT COSTS 

ANNUAL CIVILIAN CARE COSTS 

INPATIENT COSTS 
OUTPATIENT COSTS 

TOTAL ANNUAL GOVERNMENT COST 

COMPARISON TO NO MTF 

I ANNUAL SAVINGS 
PRESENT VALUE SAVINGS~ 

NO 
MTF 

STATUS 
QUO 

ALL 
CARE 

1 
All costs in thousands of FY98 dollars 

2~ssurnes 10% discount rate over 25-year life cycle of a new facility. 



(1) Best  Economic S o l u t i o n :  

( 2 )  A l l  Care: 

( 3 )  S ta tus  Quo; and 

( 4 )  No MTF. 

The comparisons t o  t h e  No MTF scena r i o  r ep resen t  sav ings t o  t h e  

government o f  o p e r a t i n g  FAMC a t  t h e  l e v e l  d e f i n e d  under each scena r i o .  

r e l a t i v e  t o  n o t  o p e r a t i n g  a  f a c i l i t y  a t  FAMC. A l l  t h r e e  l e v e l s  o f  work- 

l o a d  - -  t h e  S ta tus  Quo. A l l  Care, and BES - -  o f f e r  sav ings r e l a t i v e  t o  

n o t  o p e r a t i n g  t h e  f a c i l i t y .  I n  f a c t .  a l l  t h r e e  scenar ios  o f f e r  s i g n i f i -  

can t  enough sav ings t o  recoup t he  c o s t  o f  new c o n s t r u c t i o n  w i t h i n  a few 

y e a r s .  

The p r e s e n t  va l ue  sav ings represen ts  t h e  t o t a l  sav ings o f f e red  by 

each scena r i o  over  t h e  25-year  l i f e  c y c l e  o f  a p o t e n t i a l  new f a c i l i t y  

(assuming a 10% d i s c o u n t  r a t e ) .  The BES scenar io  generates enough sav- 

i n g s  over  25 yea rs  t o  c o s t - j u s t i f y  a $360 m i l l i o n  c o n s t r u c t i o n  expend i -  

t u r e .  Ope ra t i ng  FAMC t o  p r o v i d e  a l l  p o s s i b l e  ca re  ( t h e  A l l  Care Sce- 

n a r i o )  generates enough sav ings t o  c o s t - j u s t i f y  a  $230 m i l l i o n  c o n s t r u c -  

t i o n  p r o j e c t .  

The a d d i t i o n a l  sav ings generated under t h e  BES over  t h e  A l l  Care 

scena r i o  was due t o  t h e  f a c t  r e t i r e e / o t h e r  b e n e f i c i a r i e s  under 65 must 

absorb a  p o r t i o n  o f  t h e i r  h e a l t h  ca re  cos t s  under t h e  BES. E x h i b i t  7 

compares t h e  t o t a l  h e a l t h  ca re  p rov i ded  o r  purchased by t h e  government 

t o  t h e  h e a l t h  ca re  f o r  which t h e  b e n e f i c i a r y  i s  r espons ib l e .  f o r  each 

scena r i o .  A l though  t h e  BES represen ts  t h e  most c o s t - e f f e c t i v e  l e v e l  o f  

ca re  t o  p r o v i d e  a t  FAMC, t h e  A l l  Care scenar io  appears t o  maximize t h e  

o v e r a l l  b e n e f i t  t o  t h e  b e n e f i c i a r y .  w h i l e  s t i l l  gene ra t i ng  a ve r y  s i g n i -  

f i c a n t  c o s t  sav ings .  



EXHIBIT 7: COMPARISON OF HEALTH CARE COST BURDEN 
UNDER EACH SCENARIO 

Total Care Provided or Purchased 



Document Separator 







$#@ ECONOMIC ANALYSIS OF FITZSIMONS ARMY MEDICAL CENTER 

REVIEW PURPOSE OF EA 

TITLE 10, SECTION 1087 OF THE US CODE REQUIRES COST-JUSTIFIED SIZING OF MILITARY 
MEDICAL FACILITIES 

INDEPENDENT, QUANTITATIVE REVIEW OF SIZING OPTIONS GENERALLY REQUIRED FOR 
APPROVAL (WITHIN AND OUTSIDE DoD) OF MILITARY MEDICAL CONSTRUCTION PROJECTS 

CURRENT EA UPDATES PREVIOUS STUDY OF DENVERICOLORADO SPRINGS, USING MORE 
RECENT DATA AND METHODS 



fib& ECONOMIC ANALYSIS OF FITZSMONS ARMY MEDICAL CENTER 

I 

REVIEW PURPOSE OF EA 

-- LANGUAGE OF LEGISLATION -- 

SECTION 1087 STATES THAT FACILITIES MAY BE PROGRAMMED FOR THE GREATER OF: 

(1) SPACE REQUIRED TO SUPPORT TEACHING AND TRAINING OF 
HEALTH CARE PROFESSIONALS; AND 

(2) SPACE REQUIRED TO SUPPORT COST-EFFECTIVE LEVEL OF 
INPATIENT AND OUTPATIENT CARE 



I b ECONOMIC ANALYSIS OF FITZSIMONS A W Y  MEDICAL CENTER 

REVIEW PURPOSE OF EA 

-- INTERPRETATION OF LEGISLATION -- 

THE ECONOMIC ANALYSIS DEFINES CLAUSE (2) -- COST-EFFECTIVE WORKLOAD 

IF COST-EFFECTIVE WORKLOAD > WORKLOAD NEEDED TO SUPPORT GME, EA PROVIDES 
COST-JUSTIFICATION TO SIZE FOR ADDITIONAL WORKLOAD 

IF COST-EFFECTIVE WORKLOAD < WORKLOAD NEEDED TO SUPPORT GME, EA PROVIDES 
INFORMATION ON COST OF POLICY DECISION TO SIZE FOR GME 



tIb ECONOMIC ANALYSIS OF FITZSIMONS ARMY MEDICAL CENTER 

REVIEW PURPOSE OF EA 

-- DIFFERENCES BETWEEN CURRENT EA AND PREVIOUS EA -- 

CURRENT EA: 

USESFY89VS.FY85DATA 

UPDATES EA METHODOLOGY 

FOCUSES ON SCOPE OF FAMC, ANALYZING ONLY REFERRAL CENTER OPTIONS 

DOES NOT ANALYZE CHANGES IN SCOPE OR MISSION OF COLORADO SPRINGS MTFs 

DOES NOT REDO ARCHITECTURAUENGINEERING ASSESSMENT OF FAMC 

DOES NOT DEVELOP DETAILED CONSTRUCTION OPTIONS AND COSTS 





+ ECONOMIC ANALYSIS OF TZSIMONS ARMY MEDICAL CENTER 

SUMMARIZE ASSUMPTIONS AND APPROACH 

-- MAJOR TASKS COMPLETED -- 

ASSESSED AREA FEDERAL AND CIVILIAN HEALTH CARE RESOURCES 

PROJECTED TOTAL HEALTH CARE DEMANW r"" ( , 8 c7 
* l l ~ ; j t  ,[At L c . C 2~ 7, , 2 

L' 

,- .F -- 
ESTIMATED HEALTH CARE COSTS i' i ,'-,:\( + *  ' ' ' ' 

, 0. ,. 

DEVELOPED A RANGE OF SCENARIOS FOR THE SCOPE OF FAMC 

DEFINED THE MOST COST-EFFECTIVE WORKLOAD LEVEL FOR FAMC 

COMPUTED TOTAL GOVERNMENT COST UNDER EACH SCENARIO, AND ANALYZED 
DIFFERENCES 



ECONOMIC ANALYSIS OF FlTZSlMONS ARMY MEDICAL CENTER 

SUMMARIZE ASSUMPTIONS AND APPROACH 

-- FEDERAL AND ClVlLlAN ALTERNATIVES TO FAMC -- 

LOCAL CATCHMENT AREA ALTERNATIVES 

VA FACILITIES 

CIVILIAN SECTOR 

REFERRAL CARE ALTERNATIVES 

CIVILIAN SECTOR 

OTHERREFERRALMTFs 



SUMMARIZE ASSUMPTIONS AND APPROACH 

-- COMPONENTS OF TOTAL FAMC DEMAND -- 

LOWRY CLINIC 

FAMC LOCAL 

r \ (?> 1 %  

LOCAL CATCHMENT AREA DEMAND CARE PROVIDED TO REFERR 
FROM OUTSIDE CATCHMENT 

ALS 
'AREA 





SUMMARIZE ASSUMPTIONS AND APPROACH 

-- POTENTIAL RECAPTURABLE ---- - CARE -- 
/ 

, , - /! ! 
I 

' , A ,  
i 

LOWRY CLINIC 

CHAMPUS EMERGEN 
OTHER INSURANCE 

vlPUS NAS REQUIRED FAMC LOCAL 

FAMC 



$ ECONOMIC ANALYSIS OF FITZSMONS ARMY MEDICAL CENTER 

SUMMARIZE ASSUMPTIONS AND APPROACH 

i -- SCENARIOS ANALYZED FOR FAMC -- 

STATUSQUO 

ALLCARE 

BEST ECONOMIC SOLUTION (BES) 

NOMTF 
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SUMMARIZE ASSUMPTIONS AND APPROACH 

--. ESTIMATION OF FAMC OPERATING COSTS -- 

BASED ON FY89 OPERATING COSTS FOR ALL REFERRAL - MTFs 

LINEAR REGRESSION ON ~ ~ 8 9  MEPRS COSTS 

INCLUDES PERSONNEL AND NONPERSONNEL COSTS 
ADJUSTED TO REFLECT PHYSICIAN SPECIALTY - PAY - 

COST ESTIMATES SPECIFIC TO CLINICAL AREA 



$ ECONOMIC ANALYSIS OF FITZSIMONS ARMY MEDICAL CENTER 

SUMMARIZE ASSUMPTIONS AND APPROACH 

-- ESTIMATION OF OTHER REFERRAL MTF COSTS -- 

OTHER MTF COSTS ASSUMED COMPARABLE TO FAMC OPERATING COSTS 

PROVISION OF REFERRAL CARE AT FAMC CONSIDERED COST-NEUTRAL, ASSUMING: 

CAPACITY WILL EXIST IN MILITARY REFERRAL SYSTEM 

COST TO MODIFYIBUILD TO PROVIDE CARE AT OTHER MTFs COMPARABLE 
TO SUCH COSTS AT FAMC 
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SUMMARIZE ASSUMPTIONS AND APPROACH 

-- ESTIMATION OF CIVILIAN SECTOR COSTS -- 

BASED ON OBSERVED CHAMPUS GOVERNMENT COSTS 

BLEND OF FAMC, FT CARSON, AND AF ACADEMY CATCHMENT AREA COSTS 

FAMC OUTPATIENT CHAMPUS COSTS ADJUSTED FOR PARTNERSHIP PROGRAM EFFECTS 

COST ESTIMATES SPECIFIC TO CLINICAL AREA AND BENEFICIARY TYPE 

CHAMPUS RETIREEIOTHER COSTS USED TO APPROXIMATE MEDICARE COSTS 
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DRAFT RESULTS BRIEFING AGENDA 

REVIEW PURPOSE OF EA 

SUMMARIZE ASSUMPTIONS AND APPROACH 

FA\ DISCUSS DRAFT EA RESULTS 







DISCUSS EA RESULTS 

-- OVERVIEW OF FAMC OPERATION -- 
(CONCLUDED) 

FAMC RESIDENCY PROGRAMS 

DERMATOLOGY 
GENERAL SURGERY 
INTERNAL MEDICINE 
OB/GYN 
OPHTHALMOLOGY 
ORTHOPEDIC SURGERY 
ENT 
PEDIATRICS 
RADIOLOGY 
UROLOGY 

FAMC FELLOWSHIPS 

ADOLESCENT MEDICINE 
ALLERGY/lMMUNOLOGY 
ANGIOGRAPHY 
CARDIOLOGY 
ENDOCRINOLOGY 
GASTROENTEROLOGY 
PLASTIC SURGERY 
PULMONARY DISEASE 
RHEUMATOLOGY 



bb ECONOMIC ANALYSIS OF FITZSIMONS ARMY MEDICAL CENTER 

DISCUSS EA RESULTS 

-- OVERVIEW OF LOWRY AFB CLINIC -- 

SERVES PRIMARILY ACTIVE DUTY AIR FORCE 

PROVIDES ABOUT 40,000 VlSlTSNEAR 

REFERS ALL OTHER CARE TO FAMC 
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DISCUSS EA RESULTS 

-- OTHER FEDERAL RESOURCES -- 

DENVER VA MEDICAL CENTER 

LOCATED ABOUT 3 MILES FROM FAMC 

OPERATING ABOUT 300 BEDS AT 83% OCCUPANCY 

NO EXCESS CAPACITY AND NO PLANS FOR MAJOR EXPANSION 



tlb ECONOMIC ANALYSIS OF FITZSIMONS ARMY MEDICAL CENTER 

DISCUSS EA RESULTS 

-- DENVER CIVILIAN HEALTH CARE RESOURCES -- 

HIGHLY COMPETITIVE HEALTH CARE COMMUNITY 

ABUNDANCE OF SOPHISTICATED MEDICAL CARE AVAILABLE (5,000 BEDS) 

CAPACITY AVAILABLE TO ABSORB HEALTH CARE NEEDS OF LOCAL BENEFICIARY POPULATION 
(1,000 EXCESS BEDS) 7'>//,, 1 , , ,/',&.&. ./ > ( , / ,  

r f. I 

'.. 
l-- _ i/ I L 

ABUNDANCE OF PHYSICIANS, PARTICULARLY SPECIALISTS 

SIGNIFICANT MARKET PENETRATION OF MANAGED CARE 



, P ECONOMIC ANALYSIS OF FITZSIMONS ARMY MEDICAL CENTER 

DISCUSS EA RESULTS 

-- COMPONENTS OF TOTAL FAMC DEMAND -- 

CARE PROVIDED BY FAMC TO LOCAL POPULATION 

CARE PROVIDED BY FAMC TO REFERRAL PATIENTS 

COLORADO SPRINGS 
OVER:I B~OTHER CATCHMENT AREAS -_ - 

CARE PROVIDED BY LOWRY CLINIC 

CARE PROVIDED TO LOCAL POPULATION THROUGH CHAMPUS 



DISCUSS EA RESULTS 

I 

-- ORIGIN OF FY89 FAMC WORKLOAD -- 

~ * - L ~ ~ . .  - 
A- 

t@$ ECONOMIC ANALYSIS OF FIZSIMONS ARMY MEDICAL CENT- 

~ C O L O R A D O  SPRINGS NON-LOCAL 0 FAMC CATCHMENT AREA 

DISPOSITIONS 
BEDDAYS VISITS /+ 



DISCUSS EA RESULTS 

-- FAMC CATCHMENT AREA POPULATION PROJECTIONS -- 

Beneficiary Type I FY89 I FY98 I % IAnnual% hl-' 
I I I 

b,; /,'ff 
- 

Active Duty 8,871 8,343 -6.0% -0.6% 

Dependent of Active Duty 14,896 14,006 -6.0% -0.6% 
/' 

Retirees1Other.s >65 30,152 32,916 9.2% 

p 1.1" 
/- 

Over 64 9,022 9,843 9.1% 

I / ' 

TOTAL 
I 

62,941 65,108 3.4% 1 0.4% - 
I / 
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DISCUSS EA RESULTS 

-- COMPARISON OF WORKLOADS UNDER ALTERNATIVE SCENARIOS -- 

CHARACTERISTICS 
OF 

EACH SCENARIO 

FAMC WORKLOADS 

DISPOSITIONS 
BED DAYS 
ADPL 

VISITS 

FAMC BEDS 

MEDICAVSURGICAL 
OBSTETRICAL 
PSYCHIATRIC 

TOTAL 

OTHER MTFs 

BEDS 
VISITS 

CHAMPUS 

BEDS 

VISITS 

NO 
MTF 

0 
0 

N/A 

0 

0 
0 
0 
- 

0 

206 

1 16,007 

180 

330,547 

SCENARIOS 

STATUS 
QUO 

14,080 
121,983 

334 

608,316 

306 
31 
27 

/ ,I 

\364) 

0 
0 

63 

37,273 

ALL 
CARE 

16,713 
1 42,594 

39 1 

660,547 

361 
37 
27 

\.- / 

0 

0 

0 

0 

BEST- ,. 
ECONOMI&- 

"SOIZUTIO~ 

1 2,843 
1 14,390 

31 3 

409,457 

289 
34 
19 

342 

0 
0 

49 

1 14,905 
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DISCUSS EA RESULTS 

--COMPARISON OF COSTS UNDER ALTERNATIVE SCENARIOS -- 

1 
COSTS UNDER EACH SCENARIO 

BEST 
ECONOMIC 
SOLUTION 

NO 
MTF 

INPATIENT COSTS 
OUTPATIENT COSTS 

STATUS 
QUO 

ANNUAL FAMC OPERATING COSTS 

I ANNUALOTHER MTF OPERATING COSTS 1 $67,819 1 
$0 1 $0 I 

ALL 
CARE 

INPATIENT COSTS 
OUTPATIENT COSTS 

(000) 

$0 

( ANNUAL CIVILIAN CARE COSTS 

INPATIENT COSTS 
OUTPATIENT COSTS 

(000) 

$171,641 

TOTAL ANNUAL GOVERNMENT COST - -- -. _/- 

COMPARISON TO NO MTF 

(000) 

$208,021 

ANNUAL SAVINGS 
PRESENT VALUE SAVINGS 

(000) 

$1 52,854 

1 
All costs in thousands of FY98 dollars 

Assumes 10% discount rate over I 
25-year life cycle of a new facility. 
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DISCUSS EA RESULTS 

-- COMPARISON OF HEALTH CARE COST BURDEN UNDER EACH SCENARIO -- 

GOVERNMENT AND 
BENEFICIARY COST BURDENS 

TOTAL CARE PROVIDED OR 
PURCHASED BY GOVERNMENT 

BEDS 

VISITS 

CARE FOR WHICH BENEFICIARY 
IS RESPONSIBLE 

BEDS 

VISITS 

ALL 
CARE 

430 

661,000 

0 

0 

STATUS 
QUO 

430 

646,000 

0 

15,000 

NO 
MTF 

390 

447,000 

40 

214,000 

SCENARIOS 

BEST 
ECONOMIC 
SOLUTION 

390 

524,000 

40 

137,000 
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MEMORANDUM FOR OFFICE OF THE ASD (ECONOMIC SECURITY) 
ATTN: DIRECTOR, BASE CLOSURES 

SUBJECT: Defense Base Closure and Realignment Commission Request for Information 

During a recent meeting, the Defense Base Closure and Realignment Commission staff 
requested information regarding initiatives to reduce Military Health Services System 
infrastructure through other means than the base realignment and closure process. The attached 
information responds to this request (attachment 1). In addition the Commission staff requested 
the attached information regarding the "733 Study" and the economic analysis conducted in 
regards to Fitzsimons Army Medical Center (attachments 2,3). 

This attached information was not part of the base closure and realignment decision making 
process and therefore is not subject to certification. 

The point-of-contact for additional information is LTC Richard A. Jones or LTC Edward 
Ponatoski, (703) 614-4705. 

Edward D. Martin, M.D. 
Principal Deputy Assistant Secretary 

Attachments: 
As stated 
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METHOD 

Small Hospital Worlng Groups 
- Air Force - 

Comprehensive Market Analysis by Base (CONUS) 
- Demand for Inpatient Services by Product Line 

- Cost, Quality, and Access of Community Resources 

- Impact on Readiness Mission 

- OASD(HA) 
Evaluated MTFs Under 50 Beds in CONUSIAlaska 



IMPACT 

Small Hospital Working Groups 

- Air Force: 33 of 54 CONUS MTFs Evaluated 
Realign Hospitals to Ambulatory Care Centers 

- Done: McConnell(6), Reese (4), McGuire (20) 

- Evaluating: Maxwell (30), Laughlin (3, Columbus (3, Patrick (15) 

Modifying Emergency Room Services 

- Done: 1 8 Bases 

- Evaluating: Hill, F.E. Warren 

- OASD(HA): Evaluated 57 Small DoD Hospitals 
Recommended 15 Air Force MTFs for Further Study 

- McGuire*, Reese*, Beale, Columbus, Davis-Monthan, Fairchild, 
Little Rock, McClellan, Moody, Patrick, Robins, Seymour-Johnson, 
Griffiss*", Plattsburgh**, Sawyer** 

* Rightsized +*BRAC I11 Sites 7 



METHOD 

OB Task Force 
- Comprehensive Business Case Evaluation 

Demand for Obstetric Services by Base 

Availability and Quality of Community Resources 

Costs and Access 

Impact on Readiness 

- Evaluate Alternative Staffing Options 

- Evaluate Alternative Delivery Models 



IMPACT 

OB Task Force 
- 40 OB Services Considered (CONUSIOS) 

- Obstetric and Nursery Service Closures 
Done: March, McClellan, Beale 

Waiting DoD Approval: Fairchild 

Evaluating: Barksdale, Luke, Moody, Dyess, 
S heppard, Lajes, Laughlin, Hill 







IMPACT 

Rightsizing Initiatives 
- Ambulatory Care Shift 

Reduced Operating Beds 
- Dropped 700 Beds in 1994 
- 350 Bed Projected Decrease in 1995 





METHOD 

AFMS Rightsizing Task Force 
- Purpose: To Quantify Future Size Of AFMS 

- Active Duty Medical Service 

- Role Of Aeromedical Evacuation 

- Role Of Air Reserve Components 

- Readiness Policies 

- Lead Agent Vs MAJCOMs 



SUMMARY - 

MEDICAL FORCE SIZING IMPACT FY 94-96 * 

Method Impact 

Small Hospital Worklng Group 3 HospitalsDownsized to Clinics; 4 More 
Being Evaluated; 18 ERs Modified 

OB Task Force 3 OB Services Closed; 1 Waiting Approval 
8 Services Being Evaluated for Closure 

Strategic Resourcing/BCA 10% Manpower Requirements Reduction in 
Rightsizing: 

2 FYs 

Ambulatory Care Shift 1,050 Operating Beds Reduced in Past 2 Years 

Joint Staffing At 5 MTFs; 2 More MTFs Being Evaluated 

AFIVA Sharing 6 Sharing Arrangements; Another Pending 
B RAC I, 11, 111 2 1 Air Force Bases ClosedlRealigned 
AFMS Medical Force Review In Progress; ECD: May 95 



1. Seymour Johnson 
2 .  Griffiss 
3 .  KI Sawyer 
4.  Moody 
5. Cannon 
6. Halloman 
7. Castle 
8. Beale 
9. Little Rock 
10. Whiteman 
11 - Plattsburgh 
12. Colunbus 
13. Laughlin 
14. Tyndall 
15. Reese 
16. Ft. D i x  (Walsonl McGuire 
17. Grand Forks 
18. Maxwell 
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WOUND REPAIR ENHANCEMENT PROGRAM OVERVIEW FOR VISITORS 

In Viet Nam, 44% of the deaths of US soldiers resulted fiom severe wounds resulting in 
hemorrhage, by far the largest single category. A study of civilian trauma deaths in San Diego 
also found that wounds resulting in hemorrhage were a major cause of death. The average 
response time for a medical corpsman or medic to reach a wounded Marine or soldier is only four 
minutes and almost 60% of soldiers killed in action are still alive when the corpsman first reaches 
them. Our challenge in the Wound Repair Enhancement Program has been to find ways to 
improve healing and the consequences of hemorrhage. It is a daunting task. We are currently 
dealing with events that occur in the first half-hour and few hours after injury and as our work 
progresses we will work toward those crucial first minutes after injury. The stress is on 
developing agents that are field-rugged, compact, and with wide efficacy so that a corpsman 
making life-or-death decisions can act quickly. We have developed several novel agents that are 
effective in animal models. 

This research addresses ONR mission area strategy section 14 which directs us to develop 
improved treatment of combat wounds, and to develop technology for augmenting immune 
responses. 

The Wound Repair Enhancement Program (WREP) consists of eleven individuals (seven 
doctoral level and four technicians) with a remarkable record considering the short time the 
Program has been constituted. We maintain active collaborations with surgeon-scientists at the 
Uniformed Services University for the Health Sciences (USUHS), Navy Hospital Bethesda, and 
Washington Veterans Administration Medical Center. The WREP is part of the Transfusion 
Medicine effort at NMRI. 

We have developed a treatment for a major consequence to hemorrhagic shock, blood 
bacterernia. Massive hemorrhage results in poor pefision of the gut and spillage of gut bacteria 
into the bloodstream, resulting in subsequent morbidity. Although broad-spectrum antibiotics 
may be useful, there is a need for a more immediate therapy that treats the cause rather than the 
consequences. Thus, the physician or corpsman in the field must have available a compact and 
easy-to-use treatment. We have developed an oral treatment with interleukin-6 that provides a 
100-fold reduction in bacterial translocation fiom the gut to the vital internal organs. An oral 
treatment would be easy for a corpsman to administer even under adverse conditions. We are 
currently evaluating dose effectiveness, initiating pre-clinical trials, and developing a prototype 
field use system. 

We have developed two treatments that improve skin healing. Both are subjects for 
patent applications. These agents separately improve skin wound strength, improve the rate of 
healing of excision wounds, and improve the wound histology. One is among the most powefil 
stimulators of cell proliferation ever described. The other is a potent vasoactive agent. The 
suitability of these agents for clinical use is soon to begin. Both appear to be particularly stable 
and suitable for the most rugged field use. Our experiments suggest that each is easy to apply and 
work on advanced application systems suitable for use in the trenches is underway. 



We are pursuing gene therapy for improved healing. Our experiments clearly show that 
skin healing for both incision and excision wounds can be significantly improved by transfection of 
the wound site with a suitable gene in the form of a plasrnid. This holds enormous potential for 
dealing with impaired healing and may have particular applications in warfare. In addition, this 
approach may result in reduced care-giver time, as the administration of healing substances would 
be "self-administered". 

We have extensive basic studies on the level and localization of growth factors and 
cytokines in animal and human wounds. These studies provide the basis for the studies described 
above that lead to development of wound and hemorrhage treatments. 

In addition we have studies on the use of a blood transhsion substitute, liposome 
encapsulated hemoglobin. In animal studies, we found that administration of liposome 
encapsulated hemoglobin led to a rise in serum L1-6 levels and modified hnction in the 
macrophage and vascular endothelium systems. It is likely that the formulation of liposome 
encapsulated hemoglobin will need to be modified as a result of these findings in order to make it 
more useful as a blood substitute. 

May 11, 1995 



Navy/ Marine Corps Casualties vs. Civilian-sector Accidents 

Evacuation to Battalion Aid Station may be hampered by battle 
Drugs and modalities must be compact, lightweight, and field-stable 
Agents must be easy to use and effective 
Deal with special battlefield hazards, eg. biological warfare agents 



NMRI Research in Wound Healing and Hemorrhage 

New Findings 
Therapy for post-hemorrhagic shock bacteremia 
Novel topical agents improve healing 
Gene therapy improves healing 

Metho& 
Animal model experiments--ready to transition to pre-clinical trials 





Therapy for sequelae to hemorrhagic shock 

Problem: A severe consequence of hemorrhagic shock is septicemia 
Solution: Oral administration of n-6 

blocks bacterial translocation from gut 
decreases gut ischemia 

Advantages: Fewer long term complications 

Oral Cytokine Eliminates Sepsis 

1 000 fll a . ~ i v e r  . 

T r e a t e d  Unt rea ted  

Groups  



Potent and stable topical agents for healing improvement 

Problem: A lack of effective and rugged stimulators of skm healing 
Solution: Non-peptide agents, SPC and CPA 

Improve wound skin strength 
Increase rate of healing 
Stable, rugged, and practical for field use 

Advantages: Less wound dehiscence 

Table I. 

Wound Areas in hlultipIe Experiments " 
day 

postwound % control SEht n d 

6 97. 8. 30 
8 88. " 3. 30 

10 57. * 9. 30 
12 35.** 12. 30 
14 31:. 11. 20 ., 

16 63. " 40. 20 

" Wound areas were measured in &/G% mouse excision 
wounds treated with 3 phl SPC or with PBS (control). 

The means of the areas of SPC-treatzd wounds were 
expressed as a per cent of the areas of control wounds. 
The 95 control values were compared to the value at day 6 
by an unpaired t~po-tailed t-test. P < 0.05 is denoted by 
"*", p < 0.02 is denoted by "**", md non-significant 
changes are denoted by "ns". 
' Standard error of the means of the determinations. 

The number of mice evaluated: Half zie SPC-treated 
and half are controls. Each control or experimental group 
consisted of five animals per experiment. 



Gene Therapy: Exciting Possibilities for Wound Healing 

Problem: How to minimize surgical time and optimize healing 
Possible solution: Gene therapy with growth factor and antibiotic genes 

Self-sustaining therapy--reduced physician and nursing care 
Modification of growth factors to improve functionality or for tadoring to 
special cases--eg incorporation of peptide antibiotic genes 

Advantages: Self-dosing, reduced field hospital physician time 



Results with Gene Therapy 

aFGF plasmid, p<0.05. 
Wound strength was improved by a 10-day treatment with the sipal 
peptide-aFGF plasmid, ~'0.05. 
plasmid transcription products were detected in the 'treated wound tissue. 
aFGF-producing cells were localized in wound tissue, but not distal to the 
wound site, and not in untreated controls. 

Incision Wound Strength 
aFGF and aFGF G e n e  

Days Postwound 

aFGF 

PBS 

pMEXaFGF 

pMEXneo 



SEPTIC SI-IOCK RESEARCH PROGRAM OVERVIEW FOR VISITORS 

The Septic Shock Research Program (SSRP) is composed of 9 doctoral level scientists, 13 
support staff and several visiting scientists. Fifteen are civilian, 7 are military. Our mission 
is twofold: (1) to conduct research to identify key target areas responsible for the 
pathophysiology of sepsis and septic shock, and (2) to develop therapies to prevent casualties 
from progressing into septic shock or treat them once they have progressed. 

Sepsis and septic shock are an important military health care problem and an important health 
care problem for the general population. CDC estimates over 500,000 patients in the U.S. 
develop sepsis, mortality rates valy from 25% to 75% even under today's best treatments at a 
cost of $10 billion annually. Estimates for the Navy are $35 million in peacetime; this is 
expected to increase dramatically in war time when the number of casualties and likelihood of 
becoming septic increase. Our work has been focused in such a way that the results would 
also have direct impact on treatment of hemorrhagic shock. The treatment of hemorrhagic 
shock is an important goal of Navy and Army military medicine. Of the battlefield casualties 
that do not survive, over 90% expire before evacuation at the far forward battle zone. Most 
die of hemorrhage or hemorrhagic shock. 

Cornbat casualties that result in hemorrhage or become septic trigger a very similar cascade of 
pathologic events. They both trigger a host cell activation and production of a complex 
matrix of signals that the host requires to make a compensatory response to prevent 
immediate death. This is the normal, healthy response to injuly. Unfortunately, if the 
hemorrhage is severe enough or the septic challenge is strong enough the host response 
becomes overactive and starts down a pathological path that leads to a hyper-inflammatory 
response, vascular problems, perfusion disorders, and a shock state then likely to death. Even 
if the shock state is avoided by aggressive treatment, there is a strong possibility of a slow 
nlultiple organ system failure and death. 

A4any pharmaceutical companies have attempted to forn~ulate treatments for sepsis and have 
failed. They have failed because of the dark side of sepsis treatments. If you 
indiscriminantly block host cell activation, as they have all attelnpted to do, you block the 
normal, healthy response to injury with a poor outcome. 

W e  are attempting to block the progression at the inflammatory stage and at the vascular 
problem stage. We have identified several key targets for treatment and are developing 
agents to block the slide into perfusion disorder. We are also exploring a new technology 
designed to be exquisitely specific. In this was we hope to block only the pathologic events 
while allowing the normal, healthy response to continue on. This technology is based on 
antisense oligonucleotides (AS-ODN). These AS-ODN bind based on gene sequence to 
specific mRNA in the cell and prevent the synthesis of specific target molecules. Part of the 
reason for the failure of the previously mentioned pharmaceutical trials was they were based 
on antibody blocking of already produced and expressed target molecules. Blocking 
ubiquitous circulating molecules is difficult and expensive to do effectively. Further, some of 
the best target line the inside of the blood vessels. If you block them with antibodies you get 



blocked capillaries and clotting. AS-ODN prevent the expression of the molecules - they 
never show up to do damage. This is a cleaner and more specific drug. We have 7 patent 

i )  applications covering this technique and we are in partnership with a local biotechnology 
company to exploit it. 

* AS-ODN inhibit the production of target molecules by binding to the mRNA inside the 
cells and either preventing the protein production machinery from binding to the mRNA or by 

d enhancing the binding of the nlRNA-DNA duplex to ribonuclease H which then degrades the 
mKNA into little pieces. 



SEPSIS/SmC SHOCK 

Military Requirements 

Many casualties get mfections 
Septic shock frequent complication 
Even with best treatments 

>40% mortality 





SEPTIC SHOCK TREATMENT PROGRAM 

Vascular Dysfunction 1 Organ System 

Anti-inflammatory Treatments 

- ident@ targets for treatment 

- evaluate treatments 

- fleet recomendations 



THE DARK SIDE OF SEPSIS TREATMENTS 







Products of Septic Shock Research 

Address Other Navy Medical Needs 

Hemorrhage shock 
ARDS 
Ischernia/reperfision injuries 
Decompression sickness 1 &ving 
Inflammatory diseases 
Hypertension 



IMMUNE CELL BIOLOGY PROGRAM OVERVIEWS FOR VISITORS 

The mission of the Immune Cell Biology Program is to research the mechanisms 
underlying blood formation and immune system function; then to use the knowledge gained to 
develop novel technologies for the treatment of military relevant illnesses. The program 
currently consists of approximately forty scientists, technicians and administrative support staff. 
Structurally, the program is organized into five branches, the Preclinical Studies Branch, the 
Signal Transduction Branch, the Stem Cell Biology Branch, the Immunology Branch, and the 
HIV and Vaccine Branch. 

The Stem Cell Biology Branch conducts and coordinates studies involving hematopoietic 
stem cells at the basic, applied, preclinical, and, ultimately, clinical levels to provide more 
effective therapies for military combat casualties. Toward this end the Branch has pioneered and 
performed nationally and internationally recognized research on human and nonhuman primate 
stem cell isolation, ex vivo expansion, transplantation, and genetic therapy. The Branch 
maintains a high level of collaborations with researchers at the National Institute for Allergy and 
Infectious Diseases, the National Cancer Institute, and the National Heart, Lung, and Blood 
Institute, NIH, and also with the Walter Reed Army Institute for Research, and the Henry M. 
Jackson Foundation Research Laboratories. In addition, on the strength of three Navy patent 
applications submitted by the Stem Cell Biology Branch, Collaborative Research and 
Development Agreements have been established with industry, including Cellco, Inc and 
systemix, Inc. As a measure of this group's stature, they will have an experiment aboard the 
Space Shuttle scheduled for launch in February, 1995 to test the effect of gravity on 
hematopoiesis. 

The Preclinical Studies and Immunology Branches conduct research directed toward 
overcoming the scientific barriers preventing transplantation therapy; i.e. limited donor supply 
and immune mediated graft rejection. Both scientific barriers may be overcome by a new 
"anergy induction" technique that would allow the grafting of pig organs into man without 
subsequent graft rejection or immune system suppression. Program investigators have been at 
the forefront of this exciting technology since 1987. Consequently the Navy holds the dominant 
patent rights to this technology recently referred to in the New York Times as "the holy grail of 
immunology." The same agents that are being developed for transplantation may also be 
clinically relevant for several immune mediated illnesses like type 1 diabetes mellitus and 
multiple sclerosis. Investigators in the Immunology Branch are studying various animal models 
to further develop this technology, while Preclinical Studies Branch Investigators are preparing 
this technology for clinical trials. Recent program animal studies have demonstrated, for 
example, the ability to completely block the undesired graft versus host disease that follows 
allogeneic bone marrow transplantation, an ability to significantly prolong inter-species skin 
graft survival, and the ability to markedly ameliorate clinical illness in a mouse model for 
multiple sclerosis. Preclinical Studies investigators are performing the experiments required to 
move this technology into the clinical sphere. These studies are of necessity wide ranging in 
scope and active collaborative efforts are ongoing with investigators at the University of 



Pennsylvania, the Dana Farber Cancer Institute, the National Institutes of Health, our cooperative 
research and development partner, the Repligen Corporation, and with investigators in 
Switzerland, Japan, Spain, and Israel. 

The HIV and Vaccine Branch has been funded since 1990 to develop new technology for 
the growth of lymphocytes. Several technological advances have been submitted for patent 
applications. A clinical trial entitled "A Phase I Dose Escalation Study of Polyclonal CD4 T Cell 
ex Vivo Expansion for Immune System Restoration of HIV Infection" was developed in 1994. It 
is anticipated that final protocol clearance will be obtained and that patient enrollment will begin 
in 1995. This technology was covered on NPR radio broadcast and was the subject of a report on 
ABC World News by Peter Jennings in Aug 1994. 

The Signal Transduction branch conducts basic studies involving hematopoietic cells and 
T lymphocytes designed to understand how these cells respond to signals from their 
environment. In the area of hematopoiesis, our efforts are focused on trying to characterize the 
DNA elements in red blood cells, white blood cells and platelets which encode the instructions 
which make each blood cell type unique. This knowledge will be applied to develop reagents 
which will allow the growth of cells of a particular blood lineage in vitro. The group is also 
involved in collaborative work with the Walter Reed Army Institute for Research and the Henry 
M. Jackson Foundation Research Laboratories studying servicemen who are infected with HIV 
but are still well. In this collaboration, we are developing immune function assays to detect early 
signs of immune deficiency. A clinical trial is scheduled to begin shortly to study these assays in 
individuals over time to study their response to anti-retroviral therapy. We plan to use this 
information to pinpoint individuals who are still well but at risk of progressing to AIDS who 
might benefit from early, aggressive intervention. 



IMMUNE CELL BIOLOGY PROGRAM 
LMMUNOBIOLOGY DEPARTMENT 

NAVAL MEDICAL RESEARCH INSTITUTE 
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Requirements, goals and 

Enhance the survival and return to duty of Navy and 
Marine Corps combat casualties 

Use new immune technology to overcome obstacles 
that currently prevent organ, bone marrow, skin, and 
limb transplantation treatment: 

3 limited supply of available tissues & organs 

9 need for immunosuppression prevents 
transplantation in acute traumatic injuries 

9 GVHD complications following bone marrow 
transplantation 







Naval Medical Research Institute 
Stem Cell Biology Branch, lmmunobiology Department 

PMVEC-hematopoietic cell coculture system 
- What it could do - casualty treatment 

Soldierlpatient suffers 
lethal bone marrow Injury Remove 15 mL bone 
(radiation. toxins) marrow from oatient 

Transplant expanded 
bone marrow into 
patient. 

Purify CD34+ stem 
cells wlth magnetlc 
bead sorting 

Coculture with P ~ ~ V E C S  
in a deployable, large scale 
bioreactor system 

:ells expanded to VuanspUanVabUe wumbsw in 10-14 days days 
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Highlights in the development of anergy 
therapy 

- 

NMRI 

NMRI, B-M Squibb 

B-M Squibb 

U. Chicago 

U. Michigan 

NMRI 

NMRI 

Biochemical discovery 
of CD28 receptor function 
Patent application for 
anergy therapy 
B7 receptor for CD28 
discovered 
Anergy in mice: 
pancreas transplants 
Anergy in rats: 
hearts transplanted 
Diabetic mouse created by 
breaking tolerance with B7 
GVHR blocked in mice using 
anergy therapy 



Navy recognized for pioneering research in the field of 
anergy 

3 * Ir 

3 Lead agency for transplantation R&D 

I 

I 

Intellectual property: Navy owns the dominant patent 
application concerning this technology 

Pi iB .+ i+ * a e 9 

NMRI Transplantation technology base 
- 

CRDA in place since 1 99 1 : 

3 NMRDC Repligen 
3 Repligen will supply drugs manufactured under GMP 

conditions 



Anergy Therapy - Advantages of 
Projected Uses for Transplantation 
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Immune Cell Biology 
Patent Applications 93- 95: NMRDC-Funded Research 

3 
I 

7. "Transgenic animal model for autoimmune diseases." Navy case 
#75,093, filed Apr 93. 
claims: method to test new drugs for treatment of autoimmune 

disease and transplant rejection 
8. "Methods for selectively stimulating proliferation of T cells." Navy case 

#75,547, filed Jun 93. 
claims: method to grow cells ex vivo for therapy of 

immunosuppressed patients - 

9. "CD28 Pathway Immunosuppression" Navy case #76.064. filed Jun 93. 
claims: immunosuppression, GVHD, etc 

10. "Method for in vivo expansion of human and animal hematopoietic 
stem cells." Navy case #75,249, filed Nov 93. 

. - 

claims: method of ex vivo growth of stem cells for marrow 
transplants and transfusion therapy 

1 1. "Large scale amplification of human hematopoietic progenitor cells 
in hollow fiber bioreactor culture system" Navy case #75,949. filed 
Jan 94. 
claims: stem cell transfusion therapy 





Transition: projected payoff to Navy 
1 

Military: the first effective thera~v 
I, of severe burns 
3 of explosive injuries resulting in loss of limbs 

Dual use: 
improved access to marrow transplantation 
xenogeneic organ grafts should alleviate critical 
shortage of organs in civilian and military arena - 
successful demonstration will encourage 
1 4 development of organic compounds toTreat chro 

immune problems such as arthritis, diabetes and 
multiple sclerosis 

nic 
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Transplantation Biolom Research 
.Problem 0 Payoff 

- Current therapy for casualties with specific - Advantages over existing treatment strategies 
end organ (skin, heart, liver, kidney, or lung) Anergy therapy being developed at NMRI 
failure are inadequate. to allow xenografts: 

.Scientific Barrier - Virtually unlimited donor organ 
supply (pathogen free, transgenic pig - Two problems must be overcome for solid 

organs: colonies are being raised): 
inadequate skin or organ donor supply 
inability to prevent immune mediated 
graft rejection 

- Skin transplantation is not possible with 
current techniques 

Objective 

organ size similar to man's 
little societal objection to use of pig 
tissues 
hyperacute rejection alleviated 

- immunosuppression induced by 
current therapies overcome 

I 

- Technology transfer and societal benefit 

- To enhance the survival and return to duty Biochemical discovery of the immune 
of Navy and Marine Corps combat casualties receptor underlying anergy therapy made 
by transplanting tissues from other species by Naval Medical Research Institute 
(e.g. pig) to man and preventing graft investigators, subject of 22 ongoing patent 
rejection without general immune system applications . 
paralysis. CRDA already established with the 

Repligen Corpora tion 



HIV Infection 
Emerging Military Threat 

U.S. Military 
- 7000 Active duty personnel 
- 4000 Reservists 
- 4000 Applicants 

Projected direct cost to U.S. military=$2B 
Militaries throughout the world decimated 
Threat of economic, political and military 
instability 



Definitions and Terms 

CD4+ cell: a form of white blood cell that is the target 
of the HIV-1 retrovirus 
HIV infection: a chronic infection characterized by a 
slow (10 yr average duration) but relentless loss of 
CD4' cells resulting in a paralyzed immune system 
and eventually patient death 
AIDS: acquired immunodeficiency syndrome 



The Need for Ex Vivo T Cell Growth "Adoptive 
Immunotherapy " 

Adoptive immunotherapy is a form of blood - - 

transfusion therapy whereby lymphocytes are 
infused into patients 

Immune "memory" is maintained in T 
lymphocytes, long-lived cells known to persist for 1 
to 20 years. 

Several diseases could be treated by removing T 
cells from patients, growing and/or modifying 
them in reactor vessels, and then reinfusing the cells 
to the same patient, thereby restoring "memory" 







ADOPTIVE CELLULAR TRAWFER 
A Phase I Dose Escalation Study of Polyclonal CD4+ T cell Ex 

Vivo Expansion for Immune System Restoration 
of HIV Infected Patients 

- establish safety of autologous CD4+ T cell 
infusions 

- establish effects of CD4' infusions on circulating 
CD4' mass and repertoire 

- platform for gene therapy approaches 
- platform for antigen specific approaches 
- platform for Thl and Th2 based approaches 



Some Potential Clinical Uses of CD28 
Mediated T Cell Growth 

In vitro cell growth 
- expand large numbers of CD4+ T cells ex vivo for 

TIL therapy 
gene therapy delivery system 
immunotherap y 

In vivo uses 
- potential use as an adjuvant 
- target lymphokine production locally for tumor 

immunotherap y 
Prevention of programmed cell death 
- HIV 
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Diving Research Program 

Louis Homer 
301-295 5914 

Andrea Harabin 







NMRl Diving Research Program 
I 
I 

+ Investigate impact of pressure, gases, 
immersion, and temperature on ability of FLEET 
DIVERS to carry out missions 

+ Develop means to improve mission effectiveness 
and respond quickly to medical questions 

)) DECOMPRESSION 

I )) OXYGEN TOXCITY 
)) DIVER HEALTH & SAFETY 



NMRl Diving Research Program 
Manpower 

PhmDm - MD 
- Military - 10 (MC and MSC) 
- Civilian - 9 (Physiologists, Engineers, Chemists) 
- Contract - 11 (Mathematicians, Biologists, Chemists) 

Technical Support 
- Enlisted Military - 8 (ET's, lab techs) + 40 divers 
- Officers - 2 
- Civilian - 26 (Lab techs, Engineers, Computer, Admin) 
- Contract - 10 (Computer, Math, Lab Techs, Chemists) 

Total = 116 







NMRI Diving Research Program 

+ Only diving research facility in world with lab to 
animal to human research transition 

t Long track record, international recognition 
+ Flexible, fast response - unique facilities 

1 + Working divers, medical officers with scientists 
+ Active collaborations in DC area 

- 



NAVAL MEDICAL RESEARCH AND DEVELOPMENT COMMAND 
WORLDWIDE INFECTIOUS DISEASES RESEARCH LABORATORIES 



INFECTIOUS DISEASES DEPARTMENT 

MISSION: TO PROMOTE AND CONDUCT RESEARCH 
FOR DEVELOPING THE MEANS TO PROTECT MEMBERS 
OF THE ARMED FORCES FROM ACQUIRING INFECTIOUS 
DISEASES AND THE MEANS TO TREAT INFECTIOUS 
DISEASE CASUALTIES IN ORDER TO MAINTAIN 
MAXIMAL OPERATIONAL CAPABILITY WITH MINIMAL 
MORBIDITY AND MORTALITY. 



W.W. I I  Korea Vietnam 



Prior to 1981 
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Wo:kina with allied troops 

N M R l  scientists fight diseases in Somalia 
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NAVY INFECTIOUS DISEASES RESEARCH PROGRAM 

... FROM THE SEA 

PC 
"Sw 

3EPARING THE NAVAL SERVICE FOR THE 21st CENTUF 
lift to Respond, on Short Notice, to Crises in Distant Lan 



Fizz& = Code: 
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ORGANIZATIONAL STRUCTURE FOR PRIORITIZING AND 
ALLOCATING FUNDS FOR ID RESEARCH 

THE ARMED SERVICES BIOMEDICAL RESEARCH EVALUATION 
AND MANAGEMENT (ASBREM) COMMITTEE 

/ f 

JOINT TECHNOLOGY COORDINATING GROUP #2 .b T " - ~  ' 

ID JOINT WORKING GROUP 

ID STEERING COMMITTEES 
(Malaria, ETEC, Dengue, etc.) 

ARMY & NAVY RESEARCH LABORATORIES 



NAVAL RTEDICAL RESEARCH INSTITUTE 
(NMRI) 

BETHESD.4, MARYLAND 

IXFECTIOC'S DISEASES DEPARTMEST (IDD) 

K\;MT;L?DD IS THE KAVY'S PPJhfIER NFECTIOUS DISEASE 
RESE.%XCH FACILITY 

Five Mzjor Research Divisions 

1. Malaria 

2 .  Entarics 

3. Viral & Rickeilsial Diseases 

4. Thrzat Assessmeni 

5. B io ioo i~a l  Defense 
d 
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RESEARCH EFFORTS RANGE FROM BASIC TO APPLIED 

End Products of Research: 

o VACCINES 

- PROPHYLACTICITHERAPEUTIC DRUGS 

o DIAGNOSTIC TESTS 

- RISK ASSESSMENT 



NAVY INFECTIOUS DISEASES RESEARCH PROGRAM 

C I R C U L A R  D N A  M O L E C U L E  

IHSEHT M A L A R I A  

GENE 

MOUSE 

MAN 





FLOW THROUGH ASSAY 

FLOW THROUGY tdEh'l3RANE 

ABSORBANT PAD 

APPLY ANTI-?A 
LABELED U T E X  
PARTICLES 

7 
ADD SAMPLE TO 
ANTI - ?A U B E F E 3  
COLLODlAL GOLD 

I 

PO31 T i v  E: 
(RED COLOR) 

tdiG.4?lY€ 
(NO COLOR) 



NAVY INFECTIOUS DISEASES RESEARCH PROGRAM 

OPERATIONAL SUPPORT 

Forward Deployed Laboratory 

Desert StormIShield Bright Star 
Operation Restore Hope Cobra Gold 

Balanced Torch 

Rapid diagnostics 

EMERGING DISEASE 
SURVEILLANCE 

Norwalk virus Hepatitis EIF 
Oropouche virus H. Pylori 

Rift Valley fever 

- 

MILITARY READINESS 

Malaria vaccines 
Campylobacter vaccines 

enterotoxigenic E. vaccines 
Dengue vaccines 

INNOVATIVE TECHNOLOGY 

Naked DNA vaccines 
Oral mucosal adjuvants 
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SPECIAL ASSISTANTS 

CCHPTROLLER 
( OOC 

W S T E R  CHIEF  
(OOA) 

CAREER C W W S E L W  rri 

OFFICE OF THE MMMANDING OFFICER 

UMMkN5 ING OFF I CiR  (00) 

EXECUTIVE OFFICER (09) 

MANAGER 
(00s 

i RADIATION 
HEALTH 
( O W  

S C I E N T I F I C  
ADMINISTRATOR 

(OOSA) 

I DEPARTMENTS 

. . . . . 

TECHNICAL SERVICES 
DEPARTMENT 

(02) 

OIVING RESEARCH 
SUPPORT DEPARTMENT 

INFECT1 W S  DISEASE 
DEPM,TMENT 

I 
D I V I N G  8 ENVIRONMENTAL 

I 

IMMJNOBIOLOGY 
DEPARTMENT 

I 
1 BONE MARRW I -i RESEARCH DEPARTMENT ' 
I ( 0 7 )  

I 

I 
I 

1 

NMR I 
1 TOXICOLOGY DETACHMENT 1 DETACHMENT DETACHMENT 

UPAFB, OH I 
I NA IROBI ,  KENYA I 





DETACHMENT PERSONNEL 
NAVAL MEDICAL RESEARCH INSTITUTE 

PERSONNEL, 
-- - 

OFFICER 

ENLISTED 

CIVILIANS 

CIVILIAN CONTRACT 

FSN's 

TOTAL 

SCIENTISTS 

TECHNICAL SUPPORT 

NUMBER 



NAVAL MEDCICAL RESEARCH INST 
FUNDING BY PROGRAM FY 94 

RESEARCH FUNDING 
PROGRAM $ (000) 

MALARIA 2,436.0 

I DTA 425.0 

VRD 1,967.3 

BIOLOGICAL DEF. 1,652.0 

BONE MARROW 36,969.0 

SEPTIC SHOCK 2,052.7 

WOUND REPAIR 1,004.1 

IMMUNE CELL 3,192.9 

THERMAL STRESS 1,655.8 

HYPERBARIC 1,570.7 

DIVING LIFE. 31 .O 

DECOMPRESSION 1,900.6 

LIMA DET. 1,647.0 

TOX DET 

TOTAL 

- 

$2.0 M NMRl 

$35.OM CONTRACTS 
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