Regional Appointments Officer Council
31 October 2000

Teleconference
A.  Participants.

Chair


Dan Speece, NNMC

Recorder

Troy Shelton, Walter Reed

Annapolis
LT Petrovanie
Kimbrough
Marianne Smargissi

Bolling AFB
CPT Van Nostrand
Kirk
Jan Spellman

Brunswick
Heidi Williamson
Malcolm Grow
CAPT Morahan

Coast Guard
Not Represented
Ft Monmouth
Cynthia Tolbert

Fort Detrick
Not Represented
Newport
Not represented 

DeWitt
Not Represented
NNMC
Dan Speece

Dover
Not Represented
Pax River
Sharon Young

Dunham
Not Represented
Pentagon
Not Represented
Ft Drum
Not represented
Portsmouth
LT Alexander

Groton
Maxine Pearcy
Quantico
Not Represented
Hanscom
Not represented
Walson Clinic
Not represented
Keller
Christine Smith
Sierra
Rick Ternosky

CRSP
Sharrie Booth

B.  Old Business.

1. PCMBN.  No update.  POC for PCMBN issues is Mary Forbes at 202-356-0835.

2. SMMR2.  Dan Speece is the POC for new items to be added to the SMMR2 problem matrix. (Open)

3.  CLN to CON.  West Point is scheduled to begin testing CON orders in December 2000. MIMC and RAOC members may visit site to observe and learn. (open)

4.  Regional CHCS Ad Hoc Request.  The Ad Hoc has been written, but is in review before it can be loaded onto CRSP.  (open)

5.  Proposed Appointing Script.  Dan Speece and LTC Dave Jones at WRAMC are working on developing a script for clerks to use Region-wide that will help clerks choose the appropriate ATC Category. (open)

6.  Contingency Operations.  No update.  (open)

7.  SCR for more detail on failed MCP Searches. (Jay) (Open)  

8.  Appointment Standardization Phase I.   Please be sure to read all of the attachments re: Appointment Standardization or visit the APS website at http://www.tricare.osd.mil/tai/ .  Be prepared to discuss this on 14 November.  Troy Shelton from Walter Reed attended the WIPT on 24-25 October in Falls Church.  The goal of the WIPT is to have 90% of the MHS appointments standardized by Sep 01.  90% standardization is expected to be the limit to which appointments must be standardized.  The 10% cushion allows clinics to tailor appointment types for their high-dollar procedures that simply won't fit the standard appt type/detail code combinations.

C.  New Business.

1.   Should Sierra keep BOK?  Optometry remains the dominant obstacle which prevents Sierra from eliminating BOK use.  One solution is to modify the business rules to allow Sierra to use UDKs to enter referrals.  APS II will resolve this issue by allowing a clinic to be flagged as "self-referral", eliminating the need for PCM referrals. 

2.  Appointment Reminder Systems.  Many sites in Region 1 have implemented Appointment Reminder Systems.  The WRHCS has enlisted the help of Audiocare, while Malcolm Grow is using SolveTech to automate the appointment reminder process.  The goal is to decrease no-show rates and to allow patients to check on pending appointments telephonically.  Progress reports are requested from these facilities as available.

D.  Agenda and Next Meeting.

The next RAOC is on Tuesday, 14 November 2000 from 1400-1530.  The dial-in is 1-888-422-7132, participant code is 334305. 

The agenda is as follows:

1.  Old Business (30 minutes) (Will follow LTC Corey’s brief)

2.  New Business (60 minutes): LTC Corey of the Appointment WIPT will answer our questions. Please make sure you read the attachments and are prepared for the meeting. We are seeking 100% participation this week. This is your chance to ask questions!

3.  Other Issues (15 minutes)

E.  ATTACHMENTS.
1.)
 
[image: image3.wmf]"Info Paper on APS 

Phase I  II enhancements1.doc"

 2.) 
[image: image4.wmf]"adv vs disadv appt 

stand.ppt"

3.)
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Schedule Management
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		CLN on NNMC local

		(A)OP1



		ACHF (B)ooking results2



		To

		Date

		Order #

		

		(C)linic3

		(P)atient

		p(R)ovider4



		S-Dermatology BE

		15Feb00

		000127-03257

		Option appears

		Negative4

		Positive

		Negative



		S-Physical Therapy BE

		12Jun00

		000612-05054

		Option appears

		Negative

		Positive

		Negative



		S-Physical Med & Rehab BE

		7Aug00

		000807-09837

		Option appears

		Positive

		Positive

		Negative



		S-Occupational Therapy BE

		10Aug00

		000810-07225

		Option appears

		Positive

		Positive

		Negative



		S-Social Work BE

		31Aug00

		000831-01164

		No option appears

		Negative

		Negative

		Negative





Dolores Eaton (4110):


1  When a CLN order is written, the (A)OP option appears on the MCP Booking Screen action bar. However, this is not the case with the Social Work CLN orders for some reason.


2 CHF uses the (B)ook only option to look for cln orders. The (R)eview Only and the (R)eview and Book options do not pull up any CLN orders.


3 In this case the clinic is an S-  hospital location. It is important for all CLN orders to appear for this option, since some clinics that do not use Sierra booking rely on this option (e.g., Breast Care Center which relies on the S-General Surgery clinic, and in this case the Social Work Department which relies on the cln orders to learn about what services are requested by providers. When CLN orders do not appear, patient care and safety is obviously compromised.  Note that for the Social Work clinic, none of the AHCF options display the CLN order from the Bethesda local.  


4 Searching by provider does not work in any situation for this patient.


Another patient to check is Katherine Hearn (8005) for the Social Work problems
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23 October, 2000


LTC Corey,



I enjoyed the opportunity to share with you some of my concerns regarding the potential impacts of the standardized appointing initiative on our major medical centers.   We all understand some of the benefits of appointment standardization and (I think I) appreciate your effort in tackling this task!?  (    I think you also understand some of our main concerns – and not only the huge investment of time and energy that will be required to change a system as big and complex as ours.


We both agreed that the inability to break down appointing into 4th level MEPRs would be a non-starter. 


I think we also agreed that, while we are standardizing, it would make sense to standardize many/some of the specialty clinics at the national level as well.  (I also understand that there would be no dearth of unique cases where this would be difficult!)



It seems that standardization is not simplification.  We have wrestled here with how we could apply these new rules (a couple of examples below).  Do we create multiple new clinics or multiple entries for the new detail field?   As I now understand the plan, we will be essentially combining the current clinic codes with many of the current specialty appointment types to make multiple new clinics – you mentioned “Endocrinology, fine needle aspiration – xxxx” as an approximate example of a clinic name (given the 30 characters max.).   I am concerned that the creation of so many new clinics may make building schedules, reviewing templates, finding appointments, modifying ADS forms and CHCS adhoc reports, and doing other administrative tasks like end-of-day processing much more difficult.  Also, while we need to be able to sort to 4th level MEPRs, for many clinics it would also be nice to quickly roll-up to the 3rd level – e.g. for end-of-day or global reports.   


I agree that the searchable detail field should not be used to identify a clinic but am concerned regarding the loss of a more global clinic designator with underlying sub-clinic appointment types that follow.   After reviewing only 5 clinic schedules here at WRAMC, my staff identified over 40 procedures that are not on the approved detail list.  I think we both agree that it is critical that certain clinics be allowed to identify different types of procedures for outcome tracking and to provide the right resources and specialist for the patient.  However, I fear the list of clinic types (or codes) will quickly grow too large to make specialty appointing manageable.  (Indeed, why do we need PROC as an appt type if we are making every procedure a different clinic?)


Loss of appointing specificity is not the answer; I don’t think I know the answers.  However, I hearken back to the many outlines I have written as I struggled through school….  What would be the disadvantage of using  Endocrinology as a clinic type, then Fine Needle Aspiration as an optional sub-clinic, followed by the optional detail field?  That is, add a field (between the clinic and new appt choices) instead of collapsing two current fields into one.  A selection of one of the 9 (or so) appointment types would follow. 



To what extent should appointing templates be used to standardize business processes in the clinics?   Here are a couple of our clinics and their current appointment types.  (Focus on the left hand column.  While my schedule management staff struggled in the 2nd column with how to capture these with the nine standard appointment types, I think most of these would require creation of new clinics.):   




1.  WRAMC Allergy Clinic.


Current Appointment Type

Changed To

Clinic Concern



AI – allergy shot

PROC$

No approved code, no outcome tracking, can’t customize ADS



ANP2 - PPD

PROC$

No concern, can use “PPD” code



ANP5 – PPD advanced/HIV

PROC$

No approved code or way to discern from other PPD appointment



ANRD – PPD reading

PROC$

No approved code or way to discern from other PPD appointment



BEESF – bee sting FU

EST$

No approved code, no outcome tracking, can’t customize ADS



BEESN – bee sting New

SPEC$

No approved code, no outcome tracking, can’t customize ADS



FIMEV – immune deficiency FU

PROC$

No approved code, no outcome tracking, can’t customize ADS



FU – follow –up

EST

Why change FU to unfamiliar EST



IMDEF – immune deficiency

PROC$

No approved code, no outcome tracking, can’t customize ADS



IMM – immunization

PROC$

No concern – can use “shot” code



IVIG - IV

PROC$

No approved code, no outcome tracking, can’t customize ADS



NEW – new appointment

SPEC

Why change NEW to unfamiliar SPEC



ST – skin test

PROC$

No approved code, no outcome tracking, can’t customize ADS



(This could be….


Allergy



Bee sting




SPEC (I still prefer “NEW”)




EST



PPD




SPEC




EST







Etc….)




2) WRAMC Infectious Disease


Current Appointment Type

Changed To

Clinic Concern



COUNS – psychiatry apptt

EST$

No approved code, hidden slot comments not searchable or efficient



FU – follow up

EST

Why change FU to unfamiliar EST



GROUP – group appt

GRP$

No concerns



IMDEF – immune deficiency

PROC$

No approved code, no outcome tracking, slot comments not searchable



INTRF – reserved for dr. book

EST$

No concerns



IVT – IV treatment

PROC$

No approved code, no outcome tracking, slot comments not searchable



LEIS – leishmaniasis procedure

PROC$

No approved code, no outcome tracking, slot comments not searchable



LP – lumbar puncture

PROC$

No approved code, no outcome tracking, slot comments not searchable



NEW

SPEC

Why change NEW to unfamiliar SPEC



NURSE – blood draw

PROC$

No approved code, no outcome tracking, slot comments not searchable



PENT – breathing treatment

PROC$

No approved code, no outcome tracking, slot comments not searchable



RP1 – research protocol

EST$

Their biggest concern is how to appoint their research patients to the right slots.  Infectious Disease has 10 different appointment types that identify 10 different research protocols.  These are appointments booked under the direction of a physician that require different treatments for different studies and different case numbers.  They could use detail codes and slot comments, but there are no approved codes, there is not ability for outcome tracking and slot comments are not searchable.  






RP2 – research protocol

EST$





RP3 – research protocol

EST$





RP4 – research protocol

EST$





RP5 – research protocol

EST$





RP6 – research protocol

EST$





RP8 – research protocol

EST$





RP9 – research protocol

EST$





RP10 – research protocol

EST$





RP11 – research protocol

EST$





TDRL – medical board patient

EST$

No approved code, slot comments not searchable



VIP – high profile patient

EST$

No approved code, slot comments not searchable




Do you have anyone on your staff who would like to accept the challenge of how to break down these clinics using the new standardized proposals?   (Could be great examples for you to use…! – and I can provide more!!)  (    If you can break the code on these specialty clinics, I think the primary care clinics will be easy.


Finally, there is now no appointment type to account for “non-count” workload – that done by ancillary professionals in our clinics
.  Would you recommend creation of a “Non-count” clinic in each of our areas?



In summary, while there are definitely advantages to standardizing our appointing, I am not yet convinced the benefits of the currently proposed system outweigh the costs.  I would also wonder if more input into the process from our booking clerks, the real end-users of the system, might be helpful?








Thanks!










Dave Jones


LTC David L. Jones, MD, MPH


Chief, Dept of Health Plan Management


Walter Reed Army Medical Center


202-782-6753


(cf – Steve Remenga and my Schedule Management staff)
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Appointment Standardization

		Advantages

		WRAMC will meet the the intent of DOD to utilize 9 standard appointment types to book 90% of appointments

		WRAMC will be viewed as a “team player” and a MTF who is dedicated to improve patient access

		Complexity of appointment types will be reduced between MTFs

		Complexity of appointment types will be reduced within MTF

		Improved ability for TMA to analyze appointing process

		Slight improved ability to locally analyze appointing processes









		



		Disadvantages APS I

		Foresee no improvement in patient access (WRAMC is already standardized for almost all appointments booked by a central agency)

		Foresee no improvement in appointing accuracy (WRAMC is already standardized for almost all appointments booked by a central agency)

		Numerous man hours to convert schedules, rebuild templates, redo ADS forms

		No functionality to search for specialized procedures (slot comments) will slow down booking

		No functionality to search for pre or post operative appointments (slot comments) will slow down booking

		No ability for  outcome tracking

		Appointment definition will not appear on printed roster.  Appointment clerks have to define appointment when appointment is made (slow down booking)

		Could result in creation and division of many new clinics.   Will make building schedules, reviewing templates, finding appointments, modifying ADS forms and CHCS adhoc reports, and doing other administrative tasks like end-of-day processing much more difficult.  

		Lost ability to customize ADS to specialized procedures

		Reduced staff moral



Disadvantages APS II

		Detail code list will grow to large (clerks will have to learn new codes)

		Unsure when APS II will happen.  Heard unconfirmed rumor APS II project could be scraped.

		Numerous man hours to add detail codes

		Increased complexity to create templates and schedules

		Slot comments will be hidden

		Extensive training on how to utilize APSII functionality

		Adhoc reports will have to be recreated
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APPOINTMENT STANDARDIZATION


FUTURE ENHANCEMENTS FOR CHCS I


APS PHASE I AND APS PHASE II RELEASES


11 September 2000




The objectives of the Appointment Standardization (APS) project are to improve access to care for the patient, maximize the utilization of MTF capacity, standardize appointing data elements for better performance measurement and management, and provide one standardized appointing model for booking across the MHS.  As part of this effort, changes to the CHCS MCP module have been recommended.  Those changes will be implemented in two CHCS CPET releases, APS I and APS II.   APS I is projected for release in October 2000.  The contents of each release are documented below.  For additional detailed information on the changes, please consult the TRICARE Access Imperatives web site at http://www.tricare.osd.mil/tai.


Appointment Standardization Release I  (APS Phase I)


The three missions of the APS I CPET release are (1) the initiation of the phase out of the PAS BOK option, (2) implementation of the new standard appointment types, and (3) distribution of  the new appointment detail codes for site review and feedback.  This release will also initiate the move to the use of the Managed Care Module (MCP) to book appointments.


Four changes are included in the APS I CPET release.



· Nine new standard appointment types will be added to the Appointment Type table, with nine additional codes that are each standard appointment type with a $ suffix.  These $ appointment types allow sites to identify “MTF Book Only” appointments, e.g. PCM$, ROUT$, etc. These eighteen appointment types will be available for Template and Schedule Build functions.  At some time in the future, per MHS policy,  these eighteen appointment types will be the only active appointment types other than the current APV, N-MTF, and T-CON* fixed appointment types.  



· A new Appointment Detail table containing approximately 57 standard detail codes will be added to CHCS.  The objective of these codes will be to define special clinical resources required for an appointment or restrictions on the appointment.  Examples of the resource codes are retinal screening, asthma evaluation, diabetes patients, and nurse practitioner.  One examples of a restriction is Medicare eligible.  Sites will have the opportunity to review these values and make recommendations for new values.  No functionality is included in APS I to allow the use of detail codes.  



· The PAS BOK option will be removed from the primary menu for all users.  If sites need to use PAS BOK, the BOK function must be assigned to appropriate staff members as a secondary menu option.  Sites are urged to limit the assignment of this option as much as possible, usually to specialty clinics that support self-referrals.  Booking clerks will need the MCP menu option in order to book appointments.


· The Clerk Scheduling menu will be renamed the Clerk Front Desk Functions menu and will move to the Managed Care Program main menu.   The Menu Path is now CA>PAS>MAN.


Appointment Standardization CPET Release II (APS Phase II)


The mission of the APS II CPET release is the implementation of the core Appointment Standardization features and permanent removal of the PAS BOK option.  APS II will complete the move to the use of the Managed Care Module (MCP) using a model that supports access to care improvements when booking appointments.  Enhancements provide more flexible schedule build functions, a greatly reduced set of appointment types, and standardized coding of appointing conditions and restrictions for a slot, e.g. detail codes to identify clinical resources required, types of patients allowed, and age restrictions. 


The changes included in APS II affect the Template Build and Schedule Build options, and all MCP Booking and Reporting options.  



· Template and Schedule Build functions:  Enhancements to these functions permit sites to define up to 3 detail codes for each appointment slot, and modify the duration of each slot  to the appropriate number of minutes (duration is no longer tied to the appointment type).  Standard patient access types will be included in the detail code table and can be used in any combination to reserve appointments for specific groups of patients, e.g.. Active Duty, Prime, GME, No Prime, etc.  Sites may add their own detail codes to the table and it is recommended that detail codes reflecting age restrictions be included.  Detail codes and duration may also be batch assigned to appointments. 



· MCP Booking functions:  These enhancements affect all the booking options in MCP including PCM Booking, Non-Enrollee Booking, Referral Booking, Wait List requests, Non-MTF Booking, Appointment Cancellations (facility and patient), and Browse functions (join and split).  The enhancements allow sites to perform a more accurate appointment search for a patient’s care needs in a clinic or across multiple clinics with an improved, longer candidate list of available appointments.  The new appointment search criteria include any combination of up to three detail codes (e.g. Scoliosis, Pulmonary Function Tests/Spirometry, etc.), patient access types (detail codes for Active Duty, Prime, GME, Non-Prime, etc.), standard appointment types, appointment duration, and any specific detail codes developed by the sites such as age ranges.   Also PCM Booking will now include the ability to correctly book Operational Forces active duty to any provider in any place of care in any MCP Provider Group to which the patient’s assigned PCM is a member.



· Self-Referral Booking:  A new MCP Booking option has been added.  Self-Referral booking permits specialty clinics such as Optometry to book appointments without a referral.   MTFs will use a flag to mark these special clinics in order to limit the use of self-referral booking.



· Reporting:  The Clinic/Provider Roster, the Outpatient Encounter Form, the Display Patient Appointment List, and the Non-MTF Log report will be modified to print the detail codes.  Two new reports will be added, the Self-Referral Appointment Booking Report and the Appointment Detail Code Schedule Utilization Report.



POCs:  Juliet Hart, Birch and Davis (703) 575-4589 and David J. Corey, LTC, MS, USA, Program Manager, Appointment Standardization (703) 681-0039, ext. 3658.


P-1
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MCHO-CL-M  (40)






28 Sep 00


MEMORANDUM FOR SEE DISTRIBUTION


SUBJECT:  Fulfillment of the Primary Care Manager by Name (PCMBN) Requirement for Each Military Treatment Facility (MTF) TRICARE Prime Enrollee 


1.  References:


a. Memorandum, Headquarters, U.S. Army Medical Command, MCHO-CL-M, 


24 March 2000, subject:  Army Implementation Plan for Assigning a Specific Primary Care Manager (PCM) to Each Military Treatment Facility (MTF) TRICARE Prime Enrollee by Name.



b.  Memorandum, Assistant Secretary of Defense (Health Affairs) (ASD(HA)), 


3 December 1999, subject:  Policy Memorandum--Individual Assignment of Primary Care Managers by Name. 


2. This memorandum outlines the PCMBN compliance plan for Army MTFs in


TRICARE Regions 1, 2, and 5.


3.  Reference 2a, above, required all MTFs to develop a plan for implementing PCMBN to ensure the 30 September 2000 deadline of reference 2b, above, was met.  The redline Change Order 151 deleted the requirement for the Managed Care Support Contractors (MCSCs) to assign patients to the PCM level.  A new contract modification for Regions 1, 2, and 5 is awaiting final coordination.  This is necessary due to the enrollment process for the Composite Health Care System (CHCS) as stated in the current contract language.


4.   MTFs in Regions 1, 2, and 5 cannot implement PCMBN within their CHCS platforms without incurring repercussions to the existing MCSC contracts.  Therefore, each MTF is to have its PCMBN plan ready to implement when the contract modification is complete.


MCHO-CL-M


SUBJECT:  Fulfillment of the Primary Care Manager by Name (PCMBN) Requirement for Each Military Treatment Facility (MTF) TRICARE Prime Enrollee


5.  Point of contact is COL Martha Lupo, TRICARE Division, Office of the Assistant Chief of Staff for Health Policy and Services, DSN 471-6518 or Commercial 


(210) 221-6518.




  /S/



JAMES  B. PEAKE



Lieutenant General



Commanding


DISTRIBUTION:


Commander, North Atlantic Regional Medical Command, 6825 16th Street,



NW, Building 1, Washington, DC  20307-5000


Commander, Great Plains Regional Medical Command, 2410 Stanley Road,


     Building 1029, Fort Sam Houston, TX  78234-6200


Commander, Southeast Regional Medical Command, Eisenhower Army Medical 
Center, Fort Gordon, GA  30905-5650


Commander, Walter Reed Army Medical Center, Washington, DC  20307-5000


Commander, Womack Army Medical Center, Normandy Drive, Bldg 2843, 



Fort Bragg, NC  28307-5000


Commander, U.S. Army Medical Department Activity, Fort Knox, KY  40121-5520


Commander, U.S. Army Medical Department Activity, 2480 Llewellyn Avenue,



Fort George G. Meade, MD  20755-5800


Commander, U.S. Army Medical Department Activity, Fort Eustis, VA  23604-5548


Commander, U.S. Army Medical Department Activity, 9501 Farrell, Fort Belvoir, VA



22050-5901


Commander, U.S. Army Medical Department Activity, 11050 Mount Belvedere Blvd, 
Fort Drum, NY  13602-5004


Commander, U.S. Army Medical Department Activity, 650 Joel Drive, Fort Campbell, KY



42223-5349


Commander, U.S. Army Medical Department Activity, 900 Washington Road,



West Point, NY  10996-1197


Commander, U.S. Army Health Clinic, 1075 Stephenson Avenue, Fort Monmouth, NJ



07703-5504


Commander, U.S. Army Health Clinic, 700 24th Street, Fort Lee, VA  23801-1716
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