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Section I: Clinic Business and Strategic Description and Analysis

A.  Mission, Vision, and Values of the ATC Health Services Division

The mission of the Coast Guard Health Services Program is “to provide health care to active duty and reserve members in support of Coast Guard missions, to ensure the medical and dental readiness of all Coast Guard members to maintain ability for world-wide deployment and to ensure the availability of quality, cost effective health care for all eligible beneficiaries.”

To support the mission of the Coast Guard Health Services Program, the mission and vision of the Aviation Training Center (ATC) Health Services Division are as follows:

Mission. The mission of the ATC Health Services Division is to provide healthcare focused on beneficiary satisfaction and mission support.

Vision. The vision of the ATC Health Services Division is to continually improve and optimize the care and services we provide to our beneficiaries in order to support the full range of Coast Guard missions and sustain the health of those entrusted to our care.

The values of the ATC Health Services Division are: Leadership, Integrity, and Lifelong Learning. The ATC Health Services Division is committed to promoting these values:

Leadership. We lead through example, mentoring, and serving others, recognizing that strong leadership is paramount to the delivery of high quality health care.

Lifelong Learning. We accept that military healthcare is constantly changing and in order to maintain the highest level of healthcare delivery, we must continue to innovate and improve ourselves and the Health Services Division.

Integrity. We adhere to the highest ethical standards of care and are committed to the principles of patient autonomy, beneficence, nonmaleficence, and justice.

B.  Strategic Goals of the ATC Health Services Division

The strategic goals of the ATC Health Services Division focus on the constructs of access, cost, and quality of care as they support past, present, and future Coast Guard strategic goals and initiatives, including: the evolving CG-122 Strategic Plan;  the Military Health System (MHS) Strategic Plan; the Commandant’s Intent Action Orders (CIAOs); and environmental issues identified by the clinic executive team.  The clinic executive team is comprised of the following members: Chief, Health Services Division; Senior Medical Officer; Aviation Physician Assistant; Senior Dental Officer; Dental Officer; Clinical Nurse, Chief Pharmacist; Clinic Supervisor; and Clinic Administrator.  The goals of the clinic are interdependent; manipulation of one goal will invariably impact another. Accordingly, the strategic goals of the clinic are:

Strategic Goal 1.  Providing health services to ensure a medically ready and deployable multi-mission Coast Guard and DoD force. 

Strategic Goal 2.  Developing and maintaining a competent and deployable Coast Guard medical force that is effective in its execution of the Coast Guard medical mission.  

Strategic Goal 3.  Delivering quality and evidenced based healthcare that is accessible and efficient.

Strategic Goal 4.  Practicing good stewardship of the Coast Guard health care benefit in support of Coast Guard missions.

Strategic Goal 5.   Using health and business information and systems to support decision-making and maximize mission effectiveness.  

C.  Clinic Business Description and Business Relationships with ATC Mobile, Coast Guard Units, Coast Guard Maintenance and Logistics Command, TRICARE and Humana Military Health Services, and Department of Defense (DoD).

The ATC Health Services Division provides many services, which are: outpatient / ambulatory health care, urgent care, physical examinations, immunizations / allergy clinic, ancillary services (lab, radiology, and physical therapy), after-hours medical care, dental services, pharmacy services, medical supply, referral management, and medical billing. 

These services are not performed autonomously, but rather, in collaboration with many internal and external stakeholders and business partners. The relationships are depicted in Figure 1 and include the following:

Health Services Staff.  The clinic team is comprised of health services staff from three different sources: USCG health services staff (PHS and regular Coast Guard); General Services Administration (GS) employees (registered nurse and clinic secretary); and contract employees.  These individuals provide direct or indirect (support) health care in support of Coast Guard missions. 

ATC Mobile. The clinic serves as the Primary Care Manager (PCM) for active duty personnel assigned to Coast Guard ATC Mobile.

Coast Guard Units. The ATC HS Div maintains various relationships with and oversight responsibilities of Coast Guard units in its region. These include:

-The clinic serves as the PCM for Coast Guard units that fall within the clinic’s 40-mile catchment area. These units provide a consistent enrollment for the clinic of nearly 1,100 Coast Guard personnel. This is an increase of more than 100 Coast Guard personnel from the previous year’s average of 1,050. These units include: Coast Guard Stations Dauphin Island and Pascagoula; USCGCs DECISIVE, CYPRESS, COBIA, SAGINAW, SWEETGUM, TEMPEST, TORNADO, SHAMAL, STINGRAY, and BARBARA MABIRTY; Coast Guard Gulf Strike Team; ATC Mobile; Sector Mobile and tenant units; and other units;

-Designated Medical Officer Assignment (DMOA) and clinic oversight (AOR) responsibilities for units and tenant units with assigned Independent Duty Health Services Technicians (IDHSs). DMOA and clinic responsibilities generally include: medical and dental readiness/operational health support and PDES support for over 100 Coast Guard units nearly with 2,000 active duty personnel (note: PCM responsibility for active duty health care in these areas is provided by TRICARE or DoD MTFs).

-Pharmacy Officer Collateral Duty oversight of Coast Guard clinics without an assigned pharmacy officer; 

-Medical, surgical and pharmaceutical supply support for IDT units. Table 1 represents the units for which the clinic provides DMOA oversight responsibilities and/or medical, surgical and pharmaceutical supply support.

Coast Guard Health and Safety Directorate (CG-11) and Coast Guard Maintenance and Logistics Command, Health and Safety Division (MLC (k)).  The mission of the Health and Safety Directorate is: serve as advisor to the Secretary of Homeland Security; serve as advisor to the Commandant; develop and implement the Coast Guard’s overall health care program; develop and implement the Coast Guard’s overall safety program; develop and implement the Coast Guard’s overall work-life program; administer a comprehensive automated Medical Information System. As a supporting function of CG-11, the mission of MLC (k) is to interpret and implement health care polices as set forth by the Commandant; develop and implement the Coast Guard’s overall Health Services and Safety and Environmental Health Programs for the Area; and serve as Health Care Advisor to Commander, Maintenance and Logistics Command. MLC (k)’s relationship with the ATC Health Service’s Division ensures that the clinic is following Commandant required programs with the goal of ensuring the delivery of high quality health care to our beneficiaries.

TRICARE and Humana Military Health Services (HMHS). HMHS serves as the TRICARE Managed Care Support Contractor for the South Region. The function of HMHS is to provide referral management services for referrals made by in house providers and by specialists within the local TRICARE network. To ease the facilitation these functions, the clinic has a TRICARE Service Center (TSC) conveniently located within its facility as well as a referrals administrator who coordinates referrals.

Department of Defense (DoD). The clinic’s relationship with DoD is two fold: local Military Treatment Facilities (MTFs) that provide care for our enrollees and the DoD personnel that represent a percentage of the enrollees at the clinic. The two primary MTFs utilized by the ATC Health Services Divisions for specialty care are Keesler AFB and NAVSTA Pensacola. Up until the time of Hurricane Katrina in August 2005, Keesler AFB was the alternative source utilized for specialty or elective services that were not available within the local network for specialty care (28 days) or that required mental health evaluations by a military psychiatrist. NAVHOSP Pensacola and its associated clinics are also available for the same purposes. DoD beneficiaries also represent a significant portion of the workload at the ATC HS Div. Local area DoD units including the Pascagoula Naval Reserve Center, Navy Cargo Handling Battalion, Marine Reserve Unit, 982nd Replacement Company, and B- Company and local recruiters, University of South Alabama ROTC program, as well as enrollees from the US Army’s Community Based Health Care Program (CBHCP) comprise most of the clinic’s non-Coast Guard and DoD enrollees. Table 2, which represents the FY 07 workload for the ATC HS Div, demonstrates the workload demand brought about by DoD beneficiaries. Of note, visits to medical services (primary care/flight medicine, physical therapy and optometry) and dental services comprise approximately 16% of all visits by DoD active duty members (was 21% during FY 2006). DoD enrollment during FY 2007 never exceeded 179 and was roughly 15% of our enrollment. 

Pharmacy Customers.  MLC (k) provides funding that allows the clinic to provide services to eligible beneficiaries. Sound financial management of the AFC-57 cost center is critical to supporting the health care services provided at the clinic. Arguably, the most critical aspect of this endeavor is the management of the pharmacy subaccount. For fiscal years 2006 and 2007, pharmacy costs compromised 89% and 88% of the clinic’s AFC-57 annual budget, respectively (was 88% during FY 2005). In regards to workload, the clinic filled a monthly average of 2,691 prescriptions a month during FY 06 and 2,710 prescriptions a month during FY 07. The ATC clinic pharmacy was once again the busiest in the Coast Guard, with 13% of prescriptions being filled for active duty by cost and 18% by workload (see Tables 2 and Table 3).  The ATC pharmacy saw an increase in non-active duty beneficiary prescriptions from FY 2006 to FY 2007: active duty prescription workload fell from 4,858 to 4,558 and prescriptions for retired and retired dependents increased from 23,626 in FY 2006 to 24,767 in FY 2007.    The Coast Guard also uses the DoD Basic Core Formulary (DoD BCF) as a guideline for maintaining Coast Guard MTF formularies.

Figure 1.  Stakeholder Map






  
 











Table 1
Units that the ATC HS Div provides DMOA/AOR, oversight and/or medical, surgical and pharmaceutical supply support

	Unit

	ATC MOBILE

	SECTOR MOBILE

	SECTOR LOWER MISSISSIPPI RIVER

	SECTOR UPPER MISSISSIPPI RIVER

	SECTOR OHIO VALLEY

	CGC CYPRESS

	CGC DECISIVE

	PSU 308

	STA VENICE

	STA GRAND ISLE 

	STA PASCAGOULA

	AIR STA NOLA

	ISC NOLA

	ISC ST. LOUIS

	MSST 91112

	PSC TOPEKA

	MSU LAKE CHARLES

	GULF STRIKE TEAM


Table 2

	 
	Medical
	Dental
	Pharmacy
	 

	Beneficiary Category
	Coast Guard
	Other Services
	Coast Guard
	Other Services
	Coast Guard
	Other Services
	Total Services by Beneficiary Category

	Active Duty
	5,250  (5,159)
	1,183 (1,402)
	4,418 (3,408)
	618 (676)
	 4,558 (4,858)
	1,311  (1,623)
	17, 338 (17,124)

	AD Dependent
	126 (104)
	28 (29)
	0
	0
	884 (1,050)
	899 (1,045)
	1,937  (2,240)

	Retired
	12 (11)
	9 (3)
	0
	0
	1,122 (988)
	 9,063 (8,506)
	10,206  (9,508)

	Ret Dependent
	15 (14)
	7 (2)
	0
	0
	1,378 (1,548)
	13,204 (12,584 )
	14,604  (14,148)

	Other/Civilian
	9 (7)
	35 (16)
	0
	0
	5 (15)
	91  (71)
	 140 (109)

	Total
	5,412 (5,295 )
	1,262 (1,452)
	4,418 (3,486)
	618 (885)
	7,947 (8,469)
	 24,568 (23,829)
	44,225  (43,129)

	
	
	
	
	
	
	
	

	
	
	% CG
	% non-CG
	
	
	
	

	Medical Total
	
	81% (79%)
	 19% (21%)
	
	
	
	

	Dental Total
	
	88% (84%)
	12%  (17%)
	
	
	
	

	Pharmacy (scripts filled)
	
	24% (26%)
	 76% (74%)
	 
	 
	 
	 


FY 07 medical (outpatient, physical therapy, optometry,* immunizations,* laboratory tests), dental, and pharmacy workload analysis by beneficiary category (FY 06 data in parenthesis)

*Immunizations and laboratory tests data captured in CHCS and PGUI beginning in May 2007

D. Analyzing the Clinic’s Environment

Where the previous section describes elements of the clinic’s internal and external environment, a strategic analysis of the same is necessary to identify those issues that both enhance and restrict the clinic from achieving its mission, vision, values, and goals. Sound strategic planning requires an organization to scan, monitor, forecast and assess their external environment in order to remain operationally viable and provide high quality health care. An assessment to the clinic’s internal environment requires an evaluation of services the clinic provides as well as an of the support functions for these service deliveries. Once an analysis is completed, then strategies should be formulated and implemented in the form of action plans and metrics to measure and evaluate their impact on a regular basis. Through a series of focus group meetings, the clinic executive team identified the following issues as most germane to the clinic (in order of voted precedence): population health, training, risk management, health information technology, staffing, access to care, clinical leadership, disaster response, and Designated Medical Officer Advisor (DMOA) programs and Pharmacy Officer Collateral Duty Programs (POCDP).  These issues are evaluated as part of the clinic’s internal and external environmental analysis that follows. 

i.  External Environmental Analysis

Scanning the External Environment

The clinic maintains an interdependent relationship with many of the external stakeholders identified in the previous sections that both support and are recipients of health care the clinic provides.  The clinic executive team identified the following issues as important to the long term and short-term success as they relate to clinic’s external environment and external partners and stakeholders: 

Population Health.  With the Coast Guard’s increased focus on population health initiatives as evidenced by the introduction of an external peer review program and adoption of DoD/VA clinical practice guidelines (CPGs) during FY 2007, the importance of evidence-based medicine cannot be overstated.  The ATC clinic has more than two hundred empanelled personnel with the diagnosis of hypertension and even more with the diagnosis of hyperlipidemia.  Eventual clinical privileging could very well depend on provider management efficacy of these and other high impact diseases.   

Access to Care. Maintaining strong access to care is tantamount to strong operational support of Coast Guard and DoD missions.  The ATC clinic serves many Coast Guard operational communities to include: aviation training and operations, marine safety, cutter operations, small boat stations, as well as other Coast Guard communities discussed in the stakeholders analysis.  DoD personnel make up approximately 15% of all ATC clinic empanelled.  Consequently, many are National Guard and Army personnel who have returned from Iraq, Afghanistan, and other overseas theaters in support of the Global War on Terrorism.  The clinic adopted the advanced open access (AOA) model in January 2007 and has seen the program gradually improve productivity an access to care. 

Disaster Response.  Disaster response is part of the operational framework of the Coast Guard and the Coast Guard Health Services program. Disaster response can be very local (hurricanes) as well universal (Pandemic Influenza).  The Coast Guard Health Services program‘s priorities for disaster response include Force Health Protection and medical and dental deployability and readiness.  The ATC Health Services Division has an opportunity to better support these priorities by furthering relationships with ATC Mobile and local community assets.   

Designated Medical Officer Advisor (DMOA) programs and Pharmacy Officer Collateral Duty Programs (POCDP).  DMOAs are required to actively interface with their assigned units on issues such as medical and dental readiness compliance and to render assistance to Independent Duty Health Services Technicians (IDHS) in furthering their professional development and competency.  Under the POCDP, pharmacy officers provide professional oversight to clinics and sickbays possessing pharmacy operations and/or providing pharmacy services to beneficiaries in their area-of-responsibility (AOR), of which are identified in Table 1. 

Table 3

FY 07 pharmacy expense and workload analysis by beneficiary category (FY 06 data in parenthesis)

	Beneficiary Category
	% by expense
	% by workload

	Active Duty
	13% (13%)
	18% (20%)

	AD Dependent
	4.5% (5%)
	5.5% (6.5%)

	Retired
	32% (31%)
	31% (29%)

	Ret Dependent
	50.5%  (51%)
	45% (44%)

	Other/Civilian
	0.3% (0.1%)
	0.3% (0.1%)


Monitoring the External Environment

Monitoring the issues identified though the scanning process requires development and identification of technological, political, competitive, regulatory, and economic sources by which these issues can be monitored:

- The monitoring of population health is done on two fronts: through policy requirements and through systems that provide feedback.  Policy requirement examples include the Coast Guard’s peer review process, AAAHC quality improvement initiatives, and medical and dental readiness programs.  Sources of feedback mechanisms include numerous health information systems including the Medical Readiness System (MRS), Readiness Management System (RMS), Composite Health Care System (CHCS), Provider Graphical User Interface (PGUI), MHS Management and Analysis Reporting Tool (M2), and the Dental Common Access System (DENCAS). 

- Information sources for measuring and benchmarking Access to Care include the TRICARE Operations Center web site (http://mytoc.tma.osd.mil/), CHCS Access to Care reports, and the Commander’s Guide to Access Success.  

-Information sources for Disaster Response include local and higher level Coast Guard initiatives and policies, Center for Disease Control (CDC) and other federal agency health information, and local community partnerships. 

-Designated Medical Officer Advisor (DMOA) programs and Pharmacy Officer Collateral Duty Programs (POCDP) information can be obtained from readiness metrics and reporting systems such as Coast Guard Central and MRS.  Additional information sources include quarterly DMOA medical record reviews and POCDP site visit.  
Forecasting the External Environment

Forecasting the trends and issues and their impact on the clinic is paramount to developing action plans and metrics to respond to and measure the issues. Figures 1 and 2 quantify and attempt to identify and trend the issues according to their projected impact on the clinic and their probability of continuing. These figures also include issues from the internal environmental analysis to be discussed under the internal environmental analysis section. This is further discussed in the assessment section that follows. 

Figure 1

Trend Identification and Evaluation by the ATC Health Services Division

	Trend/Issue
	Opportunity/Threat
	Evidence
	Impact on Our Organization 

(1-10)
	Probability of Trend Continuing 

(1-10)

	1. Population Health
	Opportunity
	Nearly 25% of the ATC clinic’s empanelled have chronic diseases the Coast Guard is currently monitoring including hypertension, diabetes, and hyperlipidemia.  
	10
	10

	2. Training
	Opportunity
	In FY 2007, the clinic conducted over 40 hours of in-house training, sent seven HS personnel to “C” schools and local training (such as ACLS), and funded each professional staff member to attend at least one CME seminar.  However, numerous quality control issues have plagued the clinic’s training program. 
	10
	10

	3. Risk Management
	Threat
	The clinic has recorded two significant medical incidents in the last year that could have easily resulted in poor patient outcomes had they not been caught.  
	8
	8

	4. Health Information Technology
	Opportunity
	The ability to capture data for medical management of chronic disease patients has become difficult and tedious due to the limitations of PGUI.  However, the clinic has made significant strides by developing PGUI A/P templates for hypertension and diabetes as well as establishing teleradiology services through a Clinical Support Agreement that report results to CHCS/PGUI. 
	10
	10

	5. Staffing 
	Opportunity
	The clinic has received an HS1 and HS3 billet in response to the ATC clinic’s growing empanelled population, which has increased by nearly 300 since 2005.   Training opportunities in primary care optimization are critical for ensuring the best patient outcomes.   
	7
	9

	5. Access to Care
	Opportunity
	Despite the challenges it presents, access to care has improved to more than 90%  with the introduction of AOA as well as having a positive impact on provider productivity (FY 2007 showed 16% improvement from FY 2006) and an overall decreased no show rate for flight medicine and primary care.
	8
	8

	6. Clinical Leadership
	Opportunity
	The professional diversity of the ATC clinic is further accentuated by the diversity in personal qualities including commitment to the organization, job satisfaction, and opportunities for growth and development.     
	8
	8

	7.  Disaster Response
	Opportunity
	Events such as Hurricane Katrina, and Pandemic Influenza are shaping the Coast Guard’s disaster response priorities.
	8
	8

	8.  Designated Medical Officer Advisor (DMOA) programs and Pharmacy Officer Collateral Duty Programs (POCDP)
	Opportunity
	During FY 2007, the clinic made quarterly DMOA and POCDP site visits to Sector Ohio Valley, Sector Lower Mississippi River, ISC New Orleans, PSC Topeka, Coast Guard Institute, CGC CYPRESS, Sector Mobile, and STA Pascagoula.  The clinic plans to do al least one trip quarterly to our DMOA
	7
	7


Figure 2 

Environmental Trend/Plot for ATC Health Services Division 
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Assessing the External Environment

Figures 1 and 2 provide an assessment of the issues in the clinic’s external environment. The discussion that follows assesses each of the issues identified through out the scanning, monitoring, and forecasting process. 

-Population Health. Population health is projected to have the highest impact on the organization and the greatest likelihood of continuing to be a trend for the ATC clinic.   This assessment correlates with Pay-for-Performance initiatives currently being tested by the Centers for Medicare ad Medicaid Services (CMS) in an effort to tie reimbursement to quality of care measures.      

-Access to Care and Disaster Response.  Access to care is anticipated to have a impact on the organization and probability of the access to care trend continuing to be trend continuing to be an issue, although less than population health       

-Compared to the other external environmental issues identified by the clinic executive team, the Designated Medical Officer Advisor (DMOA) program and Pharmacy Officer Collateral Duty Program (POCDP) are projected to have the lowest impact on the clinic and the least likelihood of being a continuing to be a significant trend.

ii.  Internal Environmental Analysis

Figure 3 represents a Porter’s Value Chain for the ATC Health Services Division, which is divided into service delivery and service delivery support activities. This analysis tool provides a systems approach to mapping and studying an organization’s internal focus. Identifying, classifying, and evaluating opportunities to enhance value to our patients help the clinic attain this focus. Arguably, some of the items evaluated in the external environmental assessment could be applied here, but because of their greater impact on external stakeholders, they were reserved for discussion under the external environmental assessment section. 

Training.  Training, competency, and skill validation are tenets of providing quality care.  The AAAHC external accreditation program and Coast Guard Operational Health Readiness Programs place a heavy emphasis on the training and education of health services personnel through mandatory initiatives such as Quality Improvement Implementation Guides (QIIGs) and mandatory training topics.  An effective training program is paramount for fostering the skills of all clinic staff.      

Risk Management. Risk management is a proactive approach to mitigating circumstances that jeopardize patient safety.  Initiatives and programs such as the clinic’s Quality Improvement Focus Group, root cause analysis, peer review program, and well as program requirements discussed in Chapter 13 of the Coast Guard Medical Manual are aimed at enhancing patient safety.   

Staffing.  The ATC clinic has experienced an increase in its Health Services Technician (HS) staffing in the last year with an addition of two HS billets to support a growing empanelment brought about by the closure of the Navy Branch Medical Health Clinic in Pascagoula, MS, and a growing aviation population to support new aviation programs. As the number of staff has grown, the optimization (training, education, and development) of staff in providing and supporting patient care becomes a critical component in providing patient care.

Health Information Technology.  Health information systems such as ALTHA, PGUI, and CHCS are critical to the execution of quality improvement programs.  These systems are aimed at developing a lifelong Electronic Medical Record (EMR), as required by the National Defense Authorization Act (NDAA) of 2007, and at ensuring continuity of care for active duty members as they transfer from one military duty station to another.

Clinical Leadership.  Clinical leadership is critical for properly executing the mission and vision of the coast Guard Health Services Program and ATC Mobile Health Services Division.  The Institute of Medicine’s focus health outcomes as a result of sound processes can only be achieved through effective clinical leadership from all relevant stakeholders.  

Figure 3

Value Chain for the ATC Health Services Division

	Service Delivery
	PRE-SERVICE

-Adequate AFC-57 budget support of clinical services and health care

-MLC Logistical Support

-TRICARE Service Center

-Promotion of Availability of Services

-Evidenced Based Health Care/Disease Management
-*Training

-*Risk Management 
	POINT OF SERVICE

-Patient Satisfaction

-Process Innovation

-Quality Improvement

-*Staffing

-*Health Information Technology
	AFTER SERVICE

-Clinical Follow-up

-In-house Referral Tracking and Monitoring

-Patient Grievance Policy

	Support Activities
	ORGANIZATIONAL CULTURE

Commitment to Mission, Vision, Values, Goals of the ATC Health Services Division and Coast Guard Health Services Program in Relationships with Clinic Stakeholders

	
	ORGANIZATIONAL STRUCTURE

Clinic Organization and Governance

	
	STRATEGIC RESOURCES

AFC-57 Funds Management

Human Capital

Clinical/Health Information Systems 


*Bolded items are added for FY 2008  

Creating value for the clinic’s customers is critical for both the service delivery aspect of the clinic’s services and the support activities for those services. For the purposes this analysis, service delivery is defined as the services the clinic provides and is divided into three phases: pre-service, point of service, and after service. Support activities are those items that support service delivery.

The following offers an analysis of the pre-service, point of service, and after service elements of service delivery:

Pre-Service. Pre-service elements create value for customers prior to the actual delivery of health care. Variables that predict value for our stakeholders include: the TRICARE Service Center (which provides information on services for TRICARE medical benefits, billing and enrollment issues); MLC support in the form adequate funding and logistical support (staffing, operational support); marketing of clinic service availability and hours, population health initiatives such as disease management, an effective training program to improve health care delivery; and a robust risk management program for increasing patient safety.

Point of Service. Point of Service elements create value for customers at the point of service. These include: taking steps to maximize patient satisfaction; developing processes to enhance the patient flow experience and value; identifying opportunities to improve the quality of care in the clinic, striving for continued improvement in all aspects of the patient’s experience; maximizing the efficiency and capabilities of existing health information technology; and ensuring clinic staff know their jobs.

After Service Elements. After Service elements create value after the patient has received the health services. These include clinical follow up with patients to ensure they understand the information shared with them (such as follow up on lab results); ensuring that patients understand their rights and responsibilities in the patient grievance process; and educating patients on the referral process.

The following offers an analysis on the organizational culture, organizational structure, and strategic resources elements of support activities:
Organizational Culture. The organizational culture of the clinic shall remain consistent with the mission, vision, values, and goals of the ATC Health Services Division and Coast Guard Health Services Program and in all relationships with clinic stakeholders. Alignment with these will increase the opportunity for creating value for our customers.
Organizational Structure. The organizational structure of the clinic will be designed and utilized in such a way as to create value for its customers. Information on the internal organizational structure of the ATC Health Services Division can be found in section 1-A of ATCINST M6000.1C, the ATC Health Services Division’s Standard Operating Procedures Manual. The Governance of the Health Service’s Division is discussed in Chapter 2 of the Coast Guard Medical Manual, COMDTINST M6000.1B.

Strategic Resources. Assets such as the clinic’s AFC-57 Funds, human capital (health services personnel), and clinical/health information systems (such as CHCS) are critical components for creating value for the clinic’s customers. Service delivery with high value would be unattainable without these resources.

Section II. Strategic Formulation: Mapping Strategic Goals to Business Planning Focus Areas and Identified Environmental Issues 
The description and analysis of the clinic’s internal and external environment in Section I identify, classify, evaluate, and focus on the areas necessary for strategic formulation and map the clinic’s strategic goals to the clinic’s six business plan areas. The clinic’s six business plan areas are: access to care, labor reporting and provider productivity, referral management, financial management and pharmacy expenses, evidenced based health care, and medical and dental readiness (these areas were taken from the FY 2006 MHS Strategic Plan).  Section III will map specific strategic goals to each metric and action plan in support of the clinic’s mission and vision. The following discusses each business planning area and relevant environmental issues along with the strategic goal it supports:

A.  Access to Care (Strategic Goals 1 and 3)

Access to care is defined as the clinic ability to meet patient demand within prescribed access standards. Optimizing access to care is paramount to patient satisfaction, high quality health care, and supporting Coast Guard missions.

B.  Labor Reporting and Provider Productivity (Strategic Goals 1, 2, 3, 4, and 5)

 Accurately assigning personnel and valid labor reporting are of great importance. Inaccurate personnel accounting and labor distribution effects expense allocation, provides skewed data on personnel productivity, and significantly impacts all cost-related analyses and measures. Additionally, improving the productivity of our providers is dependent upon assigning them to the appropriate work activities that will maximize their effectiveness and efficiency in providing care and supporting Coast Guard missions.

C.  Referral Management (Strategic Goals 2, 3, 4, and 5)

The clinic must have an understanding of referral patterns and the processes currently in place to manage them. Referrals, left unchecked, will result in increase purchased care and active duty care claims for private sector care.

D.  Financial Management and Pharmacy Expenses (Strategic Goals 3 and 4)

Monitoring pharmacy costs and its impact on the clinic’s budget will demonstrate the expense distribution and provide data for future analyses.  With the Coast Guard’s peer review program and federal initiatives such as Pay for Performance putting pressure on health care entities to increase quality and decrease costs, proper financial management of health care organizations becomes paramount.

E.  Evidenced Based Health Care (Strategic Goals 1, 2, and 3)
Healthcare practices based on the best evidence now comprise the standard of care. The plan is to achieve this goal by following evidence-based principles and guidelines for a set of potentially high-cost chronic and preventable diseases. Focus areas for the clinic are to improve health outcomes for populations with essential hypertension and type II diabetes mellitus through the development of disease management programs. These disease management programs are considered an upgrade to two previous monitoring and evaluation programs for essential hypertension and type II diabetes mellitus under the Coast Guard’s Monitoring and Evaluation Program. Other disease management programs will be developed in the future as need dictates.  

F.  Medical and Dental Readiness (Strategic Goals 1, 2, 3, and 5)
The 9/11 terrorist attacks, the Coast Guard’s transfer to the Department of Homeland Security, Hurricane Katrina, and other events have brought a renewed emphasis on readiness, which includes medical and dental readiness and deployability. Individual medical and dental readiness is critical to the successful execution of operational planning and mission accomplishment.

G.  Internal and External Environmental Analysis Issues

The following maps the internal and external environmental issue identified in Section I to Strategic Goals:

i.  Population Health (Strategic Goals 1, 2, and 5)  
ii. Training (Strategic Goal 2)
iii. Risk Management (Strategic Goals 1, 2, 3, and 5) 
iv. Health Information Technology (Strategic Goals 3 and 5)
v. Staffing (Strategic Goal 2)
vi. Access to Care (see Section II.a)
vii. Clinical Leadership (Strategic Goals 1, 2, 3, 4, and 5)
viii. Disaster Response (Strategic Goals 1 and  2)
ix.  Designated Medical Officer Advisor (DMOA) programs and Pharmacy Officer Collateral Duty Programs (POCDP) (Strategic Goals 1 and 2)
Section III.  Strategic Implementation: Action Plans and Performance Goals

Sections II and III discussed the operational definitions of each of the strategic and business planning focus areas for the clinic as well as those environmental issues clinic leadership identified as most critical to the clinic. This section provides the action plans, metrics, benchmarks/goals, interpretations, data sources and reporting frequencies of how the above constructs will be assessed, measured, and reported to the staff and Command on a monthly basis. These metrics serve as a “dashboard indicator” and provide opportunities for continuous improvement and establish targets that support the mission, vision, values, and strategic goals of the clinic. All reported data are provided by CHCS. Numerator and denominator information as well as methodology for calculating the standards can be found in the references listed at the end of this section. The FY 2008 proposed action plans are discussed in Section III.A and performance metrics are identified in Section III.B.

Action Plans

The following action plans are designed to support the mission, vision, values and goals of the ATC Health Services Division FY 2008 Business and Strategic Plan: 

i.  Financial Management and Pharmacy Expenses: Benchmarks and metrics in Section III.B; additional action plans to be developed relative to performance against benchmarks and metrics in Section III.B; Semi-annual Drug Usage Reviews to study compliance to DoD BCF and to provide information to clinic Pharmacy and Therapeutics Committee; create cost allocation model by MEPRS clinic using direct method; maintenance and update of items on clinic master tickler.

ii. Provider Productivity and Labor Reporting: Benchmarks and metrics in Section III.B

iii. Access to Care: Benchmarks and metrics under Section III Performance Goals; business case analysis for justification of enrolling non-active duty beneficiaries. 
iv. Medical and Dental Readiness: Benchmarks and metrics under Section III Performance Goals; monthly readiness tickler reminders to ATC and Gulf Strike Team personnel; maintenance and update of items on clinic master tickler.

v. Referral Management. Action plans to be developed relative to performance against benchmarks and metrics in Section III.B; maintenance and update of items on clinic master tickler.

vi.  Evidenced Based Health Care. Benchmarks and metrics under Section III Performance Goals; additional action plans to be developed relative to performance against benchmarks and metrics in Section III.B; maintenance and update of items on clinic master tickler. 

vi.  The following are action plans for the internal and external environmental issues identified in Section I.  These action plans are very general in description but provide the opportunity to utilize the best method (e.g. focus groups, performance improvement teams, quality improvement studies (QISs), etc.) for completing the action items:
a.  Population Health.  Investigate population health information technology to interface with existing CG health information systems (CHCS, PGUI, etc.) currently employed by DoD to mitigate the challenges with obtaining data; hold group disease educational visits for those with hypertension, hyperlipidemia, and diabetes; develop disease management programs for hyperlipidemia and metabolic syndrome; continue pursuing contract coder.  
b. Training. Develop comprehensive training program that integrates all training polices, improves patient safety, provides educational opportunities for staff, increases medical, dental, and pharmacy officer involvement,  ensures consistent scheduling, improves competency and competency documentation, provides opportunities for all staff to provide training, and is aimed at staff career aspirations; fund one continuing education opportunity annually for medical, pharmacy, and dental officers as AFC-34 funding permits; provide training to all hands that goes beyond required General Military Training.  
c. Risk Management.  Continue with triage training; see Training action plans.
d. Health Information Technology. Develop business practices for 

teleradiology Clinical Support Agreement; seek external electronic medical record certification; see Population Health.
e. Staffing.  Perform Functional Job Analysis to better understand the required clinic staff skill sets, prevent duplication of tasks, and enhance the clinic’s training program.

f. Access to Care. Development methods for reducing schedule waste through schedule algorithm; see Section II.a for additional action plans.
g. Clinical Leadership.  American Medical Group Association (AMGA) patient satisfaction surveys (added to benchmarks and metrics under Section III Performance Goals); employee satisfaction surveys; quarterly morale events; employee recognition program; leadership training program using reputable and CG-endorsed leadership programs (likely in the form of audiovisual technology); continue with Executive Team Meetings to facilitate clinic business and strategic plan initiatives; resume midterm counseling program and develop valid process for doing counseling.  
h.   Disaster Response.  Integration of clinic disaster response plans into ATC response plans and form partnerships with local entities to enhance effectiveness; perform mass casualty drills. 
i.  Designated Medical Officer Advisor (DMOA) programs and Pharmacy Officer Collateral Duty Programs (POCDP). Host IDHS Conference during late summer 2008; develop visit template for visiting DMOA and POCDP tiger teams; continue at least quarterly DMOA and POCDP site visits; develop program whereby medical officers communicate with their DMOA units at least quarterly. 

	Initiative
	Metrics
	Benchmark
	Business Question
	Benchmark/metric source
	Reporting Frequency 

	1. Access to Care
	% of appointments that met Routine access to care standard of 7 days
	>90%
	Is the Routine access to care standard being met?
	Commander’s Guide to Access Success, CHCS
	Monthly

	
	% of appointments that met Acute access to care standard of 24 hours or less
	>90%
	Is the Acute access to care standard being met?
	Commander’s Guide to Access Success, CHCS
	Monthly

	
	% of appointments that met Wellness access to care standard of 28 days or less
	>90%
	Is the Wellness access to care standard being met?
	Commander’s Guide to Access Success, CHCS
	Monthly

	
	Percent of appointments booked as walk in 
	None 
	What is the impact of walk ins on appointment availability? Is appointment availability impacting change in the numbers of walk-ins?
	Commander’s Guide to Access Success, CHCS
	Monthly

	
	Appointment utilization rate
	>95%
	Is template appointment mix meeting patient demand?


	Commander’s Guide to Access Success, CHCS 
	Monthly

	
	No-show rate
	5% - 7%
	What is the impact of no shows impact access to care?


	Medical Group Management Association Physician Compensation and Production Survey, 2005 Report, Commander’s Guide to Access Success, CHCS

	Monthly


Performance Goals
	Initiative
	Metrics
	Benchmark
	Business Question
	Benchmark/metric source
	Reporting Frequency 

	2. Labor Reporting and Provider Productivity
	Total encounters,  total work RVUs, and average RVU (SD) per encounter  by provider and clinic (actual versus projected by month and day; 3 month moving average)
	All RVU and encounter data reflect MGMA median values (see reporting format for details)
	How does ATC Mobile provider productivity compare to median productivity of peers?
	Medical Group Management Association Physician Compensation and Production Survey, 2006 Report; CHCS; M2 (RVU data)


	Monthly

	
	Flight Medicine and Primary Care Clinic Days and Encounters
	170 clinic days per year (14 clinic days per month) and 15 patient encounters per clinic day (2,560 patient encounters annually)
	Are providers meeting clinic days and patient encounters per day requirements? 
	Coast Guard MLCLANT(k)
	Monthly

	
	Dental Clinic Days and Encounters
	170 clinic days per year (14 clinic days per month)  and 8 patient encounters per clinic day (1,360 patient encounters annually)
	Are providers meeting clinic days and patient encounters per day requirements? 
	Coast Guard MLCLANT(k)
	Monthly

	
	Relative Efficiency Provider Productivity Monthly Encounters   
	None
	How do ATC’s medical and dental providers compare to other Coast Guard medical and dental providers? 
	TRICARE Operations Center Appointment Activity Tool, M2
	Monthly

	
	Cost per RVU and cost per active duty patient (with and without pharmacy expense)
	None
	What is the cost per patient and RVU using fixed costs (GS, HS, and PHS staff base salaries) and variable costs (contract costs and AFC-57 and AFC-34 costs)?
	CHCS; M2 (RVU data)


	Monthly

	
	Dental Weighted Values (DWVs)
	None
	Trend analysis
	DoD Guidelines for Dental Procedure Codes and DWVs, CHCS, DENCAS
	Monthly

	
	PPS and Dental Weighted Value Earnings (Resource Based Relative Value Scale (RBRVS)) 
	None
	What is the productivity of the ATC clinic and its individual providers/staff measured by the RBRVS model? 
	DoD Guidelines for Dental Procedure Codes and Dental Weighted Values, CHCS, DENCAS, M2
	Monthly

	
	Coding profile by CPT, CDT, and ICD9; coding accuracy
	None 
	Trend analysis
	CHCS, Shalimar Monthly Coding Reports
	Monthly

	
	Clinic Workload Analysis (by Bene Category and Other/Ancillary Services)
	None 
	Trend analysis
	CHCS
	Monthly

	
	Total Enrollment
	None
	Trend analysis
	CHCS
	Monthly

	
	Staffing Levels
	None
	What is the clinic’s military, GS, and contract staffing levels relative to existing and current allowance lists?
	Coast Guard Personnel Allowance List; Godwin and RGB Contracts
	Monthly


	Initiative
	Metrics
	Benchmark
	Business Question
	Benchmark/metric source
	Reporting Frequency 

	3. Referral Management 
	Number of TRICARE Network Referrals

(referral workload, referrals by branch of service, referrals by beneficiary category, purchased care and network costs, non-institutional claims paid by specialty)
	None
	Trend analysis to monitor costs and referral workload distribution and specialty care
	M2, ATC In-House Referrals Tracker, HMHS TRICARE Information Portal
	Monthly

	
	Number of TRICARE Network Referrals by Provider
	None
	Trend analysis to monitor referral practice patterns
	None
	Monthly

	
	Mean number of days for HMHS approval of referrals and consult report return  times 
	100% of referrals authorized within 3 business days; evaluate consult reports returned within 30 business days; evaluate and treat consult report times returned within 10 business days
	Are patient referral approval times and consult report times conducive to ensuring continuity of care?
	Core MOU Between HMHS and Government, Option period 3
	Monthly


	Initiative
	Metrics
	Benchmark
	Business Question
	Benchmark/metric source
	Reporting Frequency 

	4. Financial Management & Pharmacy Expenses
	Monitoring pharmacy costs by beneficiary category; monthly reporting of AFC-57 spending
	None
	Trend analysis to monitor costs
	None
	Monthly

	
	Top 10 Medications by Provider and DoD Basic Core Formulary Status
	None
	Trend analysis to monitor costs and  provider prescribing behavior
	None
	Monthly


	Initiative
	Metrics
	Benchmark
	Business Question
	Benchmark/metric source
	Reporting Frequency 

	5. Evidenced Based Health Care 
	Improving health outcomes of population with essential hypertension by effectively managing them through evidenced based practices
	a. > 85% of patients with the diagnosis of essential hypertension (> 140/90 mmHg) obtain a blood pressure less than less than 140/90 mmHg with effective therapy

b. > 85% of diabetic or chronic kidney disease patients with the diagnosis of essential hypertension (>130/80 mmHg) obtain a blood pressure than less than 130/80 mmHg with effective therapy and a LDL of 100 or less

 
	What will the impact of disease management efforts be on patient outcomes?
	HEDIS and JNC VI (Joint National Committee on the Prevention, Detection, Evaluation, and Treatment of High Blood Pressure) 
	Quarterly / Semi-annually

	
	Management of Type II Diabetes
	HEDIS Performance Standards:

Substandard: < 70%

(NCQA HEDIS Median)

Marginal: 70% - 79%

Above Standard: >79%

(NCQA HEDIS 90th percentile)

(Measuring: A1C<9.0; A1C<7.0; LDL<100)


	What will the impact of disease management efforts be on patient outcomes? 
	Modified M&E study for DM
	Quarterly / Semi-annually


	
	Dyslipidemia
	The percentage of patients on medications who have a fasting lipid panel every three to twelve months

The percentage of patients who received intervention following failure to achieve their LD goal within the previous month   
	Improve the number of patients on lipid lowering medications who receive regular follow-up care for their lipid disorder. 
	Institute for Clinical Systems Management (ICSI),  National Cholesterol Education Program Adult Treatment Panel III Recommendations (NCEP ATP III Guidelines)
	Monthly


	Initiative
	Metrics
	Benchmark
	Business Question
	Benchmark/metric source
	Reporting Frequency 

	6. Medical and Dental Readiness
	Compliance percentages for: physical exams/deployability, PPD, PAP Smears, HIV, Influenza,  Yellow Fever,  Hepatitis A/B, Tetanus/Diphtheria,  Medical Tests, Anthrax, Small Pox, dental exams/deployability for ATC, GST, and DMOA/AOR units
	For medical and dental deployability:

Red=0%-74%

Yellow=75%-89%

Green=> 90%

For all other readiness items, there are no benchmarks. Therefore we have set an internal goal of >90%
	Does the medical and dental status of Coast Guard personnel make them readily deployable?
	Coast Guard Central/ Readiness Management System, Medical Readiness System, Immunization Schedule Ch 6.A of Coast Guard Medical Manual, Coast Guard Anthrax Vaccine Immunization Program (CG-AVIP)/ALCOAST 155/07
	Monthly


	Initiative
	Metrics
	Benchmark
	Business Question
	Benchmark/metric source
	Reporting Frequency 

	7.Clinical Leadership
	AMGA External Patient Satisfaction Surveys
	TBD 
	a.   What is patient satisfaction with the care and services provided?

 b.  How does the ATC clinic’s care and services compare to national benchmarks and internally derived references?

c.  What systems problems occur that may have adversely affect the delivery of high quality patient care?

     
	AMGA Survey Data
	Semi annually

	
	Employee Satisfaction Survey 
	TBD
	TBD
	TBD
	TBD


Section IV.  Business and Strategic Planning Feedback: Opportunities for Quality Improvement

The metrics and action plans discussed in Section V provide a prime opportunity to provide and improve patient-centered care and enhanced efficiency and effectiveness of clinical operations. These data will be analyzed and reported on a monthly basis. Through routine statistical analysis of the data provided and timely execution of action plans, interventions can be introduced to see if measures can be improved. Continuous improvement is paramount for patient centered care.  Metrics will b reported to staff through a monthly report card and progress on action plans and other strategic and business plan oriented issues will be discussed during monthly executive team meetings.

Section V.  Business and Strategic Plan Revisions, Reviews, and Modification Guidelines

This plan is a living document and tool that is subject to revision at any time. At a minimum, it will be reviewed on at least an annual basis just prior to the start of each fiscal year.  if the clinic executive team identifies a metric or action plan as unattainable, inappropriate, then it will be removed from the plan.
*Population Health, Training, and Health Information Technology (10, 10)





Internal Customers








Pharmacy Customers








*DMOA �and POCDP (7, 7)








ATC Mobile Health Services Division








Impact on the Organization





*Risk Management, Access to Care,    �           Clinical Leadership, Disaster Response �            (8, 8)





*Staffing (7, 9)





External Customers








CG-11 and MLC (k)








ATC Mobile








Sector Mobile and Tenant Units








Local CG Units (Catchment Area)








Local MTFs: Gulfport BMC, NAVHOSP Pensacola, & Keesler AFB








Empanelled Patients








Department of Defense/non-CG








TRICARE/Humana Military Health Services








Clinic Empanelled








AOR/DMOA units & patients











USCG/PHS Staff








GS Personnel








Contract Personnel











PAGE  

