CRITERIA OF A STANDALONE WORK CENTER DOCUMENTED FOR THE PURPOSE OF REDUCING ARMY MEPRS DISCREPANCIES
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PREFACE: This document has been created in response to questions submitted to the Army MEPRS Program Office asking how to verify a standalone work center.  It is strongly recommended that each MTF MEPRS Analyst work with a type of ‘Tiger Team’ to evaluate changes to the MTF MEPRS codes and organizational structure of the MTF.  The local Data Quality Team is often an excellent tool to incorporate this type of coordination.  Two MTFs are already working with their staff to develop a MTF operational checklist to assist them in their local coordination and determination of a standalone work center and to develop an implementation guide for all the file & tables and MTF coordination required for a new standalone work center.  
Root cause analysis of the majority of Army MEPRS discrepancies verified that misalignment of workload, FTEs, and expenses to the same 4th level MEPRS code is the primary problem of MEPRS discrepancies. Using more than one MEPRS code for the same standalone work center fractionalizes and distorts all of the MEPRS statistical and financial data.  MTF MEPRS personnel are making multiple adjustments to 4th level MEPRS codes to eliminate ECU errors and warnings so they can complete a final allocation and transmission. 
There is a misperception that a 4th level MEPRS code is intended to track a type of workload, program, funding, etc.  This document will hopefully explain that the purpose of a 4th level MEPRS code is for the purpose of full costing for a standalone work center.
This document will hopefully assist MTF MEPRS personnel in researching and validating requests for new 4th level MEPRS codes before a request is submitted to AMPO.  If a MTF MEPRS Analyst completes the required research and documentation listed in this document,  it is possible that they will be able to determine that the request is not valid and should not be forwarded to AMPO.   At the same time, the necessary coordination with MTF staff will be an educational process for MTF staff on the purpose of a MEPRS code, and development of alternative methods to track site unique missions without the use of a 4th level MEPRS code.
The intended Goal of this document is to decrease Army MEPRS Discrepancies, to eliminate 4th level MEPRS codes that do not meet the criteria of  a standalone work center, and to increase the data quality of Army MEPRS data.  The time savings to local MTF MEPRS personnel in correcting discrepancies and reprocessing their monthly MEPRS can be used to analyze the local MEPRS data more closely for outlier data, provide more MEPRS training at the local MTF level, and improve overall MEPRS processing.
The reduction of Army MEPRS discrepancies through improved file and table reconciliation of 4th level MEPRS codes and through the deactivation of MEPRS codes that do not meet the criteria of a standalone clinic has been incorporated as a Lean Six Sigma project at MEDCOM MEPRS.  The history and progress of this LSS project are incorporated into this document to explain the steps, processes, and intent of this project.
A.  Historically, sites have used MEPRS codes to track a type of workload, provider, special program, special funding, etc. at the local level because it seemed to be a quick and easy solution to an immediate MTF goal. Unfortunately, because of this practice, the Army MEPRS cost data became fractionalized and distorted through the years. Because of the importance of the accuracy of the MEPRS cost data, a great deal of analysis was completed to identify the primary root causes of the data quality issues in the Army MEPRS data. The Army MEPRS Program Office (AMPO) completed root cause analysis of recurring Army MEPRS discrepancies, and verified that most discrepancies are created: 1) because sites have created more than one MEPRS code for the same standalone work center, 2) and because MEPRS and MTF personnel have failed to perform the required MEPRS file and table reconciliation and alignment for all source systems that interface into EASIV to ensure that all expenses, workload, and FTEs interface into the same 4th level MEPRS code.  This document will be provided as part of an AMPO training class in March 2010 that is intended to reduce AMPO discrepancies and improve data quality of Army MEPRS data.
B.  During the development of CHCS WAM 433 changes for MEPRS reporting in FY07, the MMIG had teleconferences with SAIC Corporate and DHSS staff to explain that some local IMD personnel were creating MEPRS codes in CHCS/AHLTA without coordination or approval from the local MEPRS office, and that this problem was contributing to misuse and misreporting of MEPRS data.  SAIC Corporate and DHSS stated that the local IMD personnel were not authorized to add MEPRS codes to CHCS/AHLTA without the express approval from the local MEPRS Analyst, and the Services were asked to report any site where the local IMD was making uncoordinated and unauthorized changes in CHCS/AHLTA.  A MEPRS Realignment Utility tool was created as part of WAM 433 deployment in FY07 to facilitate easier consolidation and elimination of erroneous MEPRS codes, specifically in the area of outpatient care which was identified as the primary area of misuse.
C.  Since the misuse of MEPRS codes at the local level resulted in systemic MEPRS reporting problems for all three Services, the DoD 6010.13-M MEPRS Manual Definitions were revised in 2007 to provide stricter guidelines for all of the Services.  The revised DoD 6010.13-M MEPRS Manual guidelines for Definitions for a Functional Cost Code (FCC) which represents a 4th level MEPRS code and for a Work Center are provided below. 
6010.13-M, MEPRS MANUAL DEFINITIONS:
DL4.17. FCC. A standard cost accounting element that uniformly labels a work/cost
center in the DoD Military Health System (MHS) with a four-digit alphanumeric code. All
workload, expense, and FTE data reported in MEPRS is aligned to an FCC. An FCC shows
aggregated workload, expenses, and FTEs at the functional category (first level), summary
account (second level), and work/cost center (third level). Fourth-level FCCs are assigned for
cost centers or work centers that meet the criteria of a valid work center and as determined and/or standardized by the Service MEPRS Program Office. Only the Military Service
headquarters can determine and approve the use of site-specific fourth-level codes.
DL4.49. Work Center

DL4.49.1. A discrete functional or organizational subdivision of an MTF for which
provision is made to collect and measure its expenses and determine its workload performance.
The minimum work centers for a facility are established by meeting specific criteria and using
the prescribed FCCs as described in Chapter 2 of this Manual. MTFs are not authorized to create
new FCCs for work centers without coordination and approval from the Service MEPRS
Program Office. A work center shall be established when the MEPRS reporting facility requires
the performance of a function that is assigned or authorized by higher medical authority,
manpower (staffing) is assigned, physical space is designated to accomplish the function, and
workload is generated. Generally, the following criteria should be considered for establishing a
work center.
DL4.49.1.1. Normally operates 16 hours or more each month.
DL4.49.1.2. Has identifiable expenses.
DL4.49.1.3. Is allocated physical space.
DL4.49.1.4. Is allocated or assigned manpower. Such staffing may or
may not be authorized on the facility manning or staffing documents. In the areas of inpatient,
ambulatory, and dental care, this means that the medical or dental specialty or subspecialty is
assigned.
DL4.49.1.5. Has a valid work output.
DL4.49.1.6. Uses a valid workload measure.
DL4.49.1.7. Service provided or expenses incurred are unique when
compared to other established work centers.
DL4.49.1.8. Is compatible with the MTF organizational structure.
DL4.49.1.9. Facilitates the management decision-making process.
DL4.49.2. A work center shall be established and expenses identified and
reported when the aforementioned criteria are established. EXCEPTIONS to the criteria above
are FCCs established to accumulate expenses only, such as depreciation accounts,
reimbursement accounts, base operations accounts, holding or variance accounts, and indirect
cost pools. Work center expenses shall be identified and reported only if they are considered to
be significant by the MTF Commander, even if physical space is allocated and utilized for the
performance of a function.
D.  Although the 6010.13-M MEPRS Manual provided an overall guideline on the criteria of a standalone work center and a 4th level MEPRS code, AMPO coordinated more specific guidance to reinforce the intent of the 6010.13-M MEPRS Manual guideline changes.    AMPO annual guidance and policy reinforces that AMPO is the only approval authority for MEPRS codes used in the Army. In order to assist in implementing this culture and policy change at the MTF level, a policy letter was signed by the MEDCOM Chief of Staff in February 2007 which provided additional detail on the purpose of a 4th level MEPRS code. This policy letter was distributed through the MTF Command channels to help educate all MTF staff on the purpose and use of a 4th level MEPRS code.  A copy of this MEDCOM policy is provided below. 
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E.  As required in the 6010.13-M, MEPRS Manual, AMPO started reinforcing the requirement for all 4th level MEPRS codes to be approved by AMPO and implemented processes to standardize MEPRS reporting in the Army in FY07.  AMPO discrepancy metrics that previously allowed discrepancies below a $500 threshold to be ignored were changed in FY07 to remove the dollar threshold because the threshold was hiding several MEPRS reporting problems.  AMPO discrepancy metrics that were adjusted in FY07 to remove the $500 threshold are: 1) Ambulatory Workload without Expense, 2) Zero Ambulatory Workload with Expense, 3) Inpatient Workload without Expense, and 4) Zero Inpatient Workload with Expense.  A new discrepancy metric was also developed to monitor for Unauthorized FTEs Reported in Ancillary Accounts because it was found that several MTF staff were misreporting time in Nursing and Anesthesia work center MEPRS codes.  The AMPO discrepancy reports were also modified to refresh in less time to allow for more timely feedback to the MTF MEPRS personnel when they transmitted new or recurring discrepancies.
F.  Prior to FY07, AMPO only maintained and distributed AMPO discrepancies for two fiscal years.  At the beginning of each new fiscal year, the oldest fiscal year of AMPO discrepancies was removed from AMPO monitoring and metrics, even if the site had not corrected the discrepancies.  Effective in FY07, no AMPO discrepancies are automatically removed from the AMPO Discrepancy Reports.  All sites are now required to correct all known discrepancies in their MEPRS data for all fiscal years.  This change in policy highlighted a systemic problem that certain sites with recurring discrepancies were never correcting their MEPRS discrepancies.  Research and analysis of their data has shown that the root cause of the recurring discrepancies is linked to noncompliance of MEPRS File and Table Reconciliation in all MHS systems because the sites still have not deactivated all erroneous and duplicate MEPRS codes in all MHS source systems. 
G.  In addition, prior to FY07, any explanation of an AMPO discrepancy in the MEPRS monthly narrative was treated as an automatic validation of an AMPO discrepancy.  A comment in a monthly MEPRS narrative that explains that a work center did not produce any workload in a specific month is no longer accepted as a valid explanation of a discrepancy, and it is considered verification that the MEPRS code should be deactivated because it is not a valid work center. Starting in FY07, AMPO staff started analyzing the AMPO discrepancies to perform root cause analysis of the discrepancies. 
H.  AMPO developed an Operational Assessment Program (OAP) Checklist for MTF MEPRS personnel to provide a useful tool with more detailed guidance on operational requirements that should be completed to improve the quality of the transmitted MEPRS data.  This OAP Checklist was renamed as an Operational Inspection Program (OIP) Checklist in FY09, and the checklist was revised to place an emphasis on MEPRS File and Table Reconciliation, unresolved AMPO 

Discrepancies, unresolved Data Quality Summary discrepancies, and erroneous and duplicate MEPRS codes.  Sites were asked to use this tool to self-evaluate their internal MEPRS program.
I.  AMPO developed an EASIV Repository query named the MEPRS Code Occurrence Report to assist in analyzing MEPRS codes flagged as a discrepancy.  This special report reduces research time in analyzing MEPRS discrepancies and provides specific information on the root cause of the discrepancy so that the MEPRS personnel can correct the discrepancy and retransmit corrected MEPRS data. This special query was distributed to the MTF MEPRS personnel with instructions on how to utilize the query in FY07.  Special training on how to use this query was provided to Army MTF personnel at two AMPO MEPRS Conferences in FY07 & FY08.  Some MTF MEPRS personnel still have not started using this query to analyze and resolve their MEPRS discrepancies.
J.  To help the MTF MEPRS personnel in identification of duplicate and erroneous MEPRS codes, AMPO Analysts began performing independent analysis of MTF MEPRS data in FY07.  As an incentive to the MTF MEPRS personnel to complete research to identify and deactivate erroneous and duplicate MEPRS codes, all MTF MEPRS personnel were granted an exception to correcting known discrepancies if they sent notification to AMPO that the MEPRS code would be deactivated and would not be used in FY09 MEPRS reporting.  Exceptions were granted to all MTF MEPRS personnel for all fiscal years for all erroneous and duplicate MEPRS that were deactivated prior to FY09 MEPRS reporting.  
K.  Unfortunately, some sites continue to report discrepancies in FY09 and FY10 because they did not complete the required MEPRS file and table reconciliation in all systems so erroneous and duplicate MEPRS codes are still being used in one or more MHS systems.  When the mismatched data from these MEPRS codes interfaces into EASIV from different source systems, the local MTF MEPRS personnel have to adjust and manipulate the data to hide the problem of misaligned workload, FTEs, and expenses so that they can complete an allocation and transmit.  These adjustments usually create additional discrepancies and new data quality problems as data is manually adjusted between different MEPRS codes to eliminate ECU errors.  Because the MTF MEPRS personnel cannot always remember exactly how they adjusted the MEPRS source data in previous months, the adjustments made each month are not consistent, and the same amounts/data are adjusted/shifted to more than one MEPRS code within the same fiscal year.
L.  In FY07, AMPO published specific and detailed guidance and policy regarding the problem with erroneous and duplicate MEPRS codes that were identified as MTF MEPRS systemic reporting issues in the Army.  Several excerpts from the FY07 MEPRS Policy and Guidance that provides detailed guidance on identifying standalone work centers at the Clinic and Department level are provided below.


FY07 MEPRS Policy and Guidance Excerpts:
	4.1.2.  Clinical Management Department - EBD.  AMPO has verified that many MTFs have created unique EBD, Clinical Management Departments for single work centers or other work centers which did not meet the criteria as a Clinical Management Department.  Coordination has been made with several of the local MEPRS offices on questionable reporting in EBD MEPRS/FCCs, and a revision to the 6010.13-M has been written to clarify what meets the criteria of a Clinical Management Department.  Standardized EBD, Clinical Management Department MEPRS/FCCs are listed on the FY07 MEPRS Reference Guidelines Reporting Components by FCC. The draft 6010.13-M description for EBD, Clinical Management Department is provided in Attachment 2.
	4.1.3.  Command Staff - EBA.  A review of EBA Command MEPRS/FCCs reported in MEPRS found some MTFs had created EBA Command codes at Child DMIS ID locations when the Child DMIS location was not an authorized Army Health Clinic (AHC).  Multiple EBA Command codes had also been created to report special functions at the MTF.  Effective in FY07, ensure that all EBA Command codes represent the MTF Commander, Deputy Commanders, authorized AHC Commanders, and their immediate support staff.  A revised draft 6010.13-M description for EBA Command is provided in Attachment 3.
	4.1.4.  Guidance for Nursing Functions and Work centers.  AMPO has identified some deficiencies in reporting Nursing functions and/or work centers in MEPRS which has distorted the cost allocation process within MEPRS.  For this reason, FY07 guidance is provided below to improve the overall reporting of several Nursing functions and/or work centers.
		a.  Nursing Clinical Management Departments.  Effective in FY07, Nursing personnel should be reassigned to the clinical work center they support, and report their man-hours to the appropriate clinical work center.  The only Nursing Clinical Management Department which will be reported in MEPRS in FY07 will be EBDI, Department of Nursing.  The MTF Deputy Commander for Nursing will decide which positions should be reassigned to the Department of Nursing, but personnel who support either an Ancillary (D) work center or a Special Program (F) work center should not be reassigned to the Department of Nursing. 
		(1)  In addition to having direct supervision of multiple Nursing Work centers, the Department of Nursing also has responsibility for oversight for all Nursing Practice within the MTF organization. The Department of Nursing is responsible for ensuring that nursing policies, procedures, and standards describe and guide how the nursing staff provides nursing care, treatment, and services required by all patients and patient populations served by the hospital, and as defined in the hospital’s plan(s) for providing nursing care, treatment and services. The Department of Nursing is also responsible for the implementation of an effective, on-going program to measure, assess, and improve the quality of nursing care, treatment, and services delivered to patients. As such, it is appropriate for the costs for EBDI, Department of Nursing to be allocated to all work centers with Nursing personnel.  For this reason, the MEPRS Expense Assignment System, Version IV (EAS IV) dataset for EBDI, Department of Nursing should 


include all MEPRS/FCCs which have Nursing personnel; i.e., A%, B%, CAA5, etc.  Revised Dataset Business Rules will be distributed with the FY07 MEPRS Dataset Guidelines.  

	b.  Duplicate MEPRS/FCC Codes for the same physical work center.  AMPO has verified that multiple MEPRS codes have been created to report the same physical Nursing work center.  Examples of misreporting are:  
		(1) DG** Ambulatory Nursing Unit MEPRS codes were created to capture Minutes of Service for patients who were physically located on an inpatient ward and should have been reported in an A*X* Inpatient Cost Pool MEPRS/FCC.
		(2)  DG** Ambulatory Nursing Unit MEPRS codes were created to capture Minutes of Service for Observation patients who were physically located on the Labor & Delivery Unit and should have been reported in a Mother/Baby Inpatient Ward Cost Pool, A*X*; 
		(3)  A*X* Inpatient Ward Cost Pools were created to report Labor & Delivery Units separately from the Mother/Baby Inpatient A*X* Ward Cost Pool. 
			(a)  Effective in FY07, all Labor & Delivery Units will not be reported in a separate MEPRS/FCC code, and they will be absorbed into the same MEPRS/FCC code as the Mother/Baby Ward A*X* Inpatient Cost Pool.  Labor & Delivery Observation Minutes of Service will be reported in the Inpatient Mother/Baby Unit.
			(b)  All Minutes of Service for Ambulatory and Dental Ambulatory Procedure Visit (APV) patients who are physically located on an Inpatient ward should be reported in the appropriate A*X*, Inpatient Ward Cost Pool.
			(c)  All Nursing personnel should be aligned with the MEPRS/FCC of the physical work center they support.  For example, all Head Nursing and Wardmaster personnel should be assigned to the Inpatient Ward A*X* MEPRS/FCC cost pool they support, and they should report all available patient care hours to their assigned Inpatient Ward A*X* MEPRS/FCC account.
	c.  Preadmission Units.  Patients who have not been admitted to an Inpatient, APV, or Observation status are in a ‘preadmission status’, and all services for these patients who have not been admitted should be reported to the Pure ‘B’ Outpatient MEPRS/FCC code.  This includes ancillary services ordered by the Physician and Minutes of Service reported by Ambulatory Nursing Units.  Once a patient has been admitted to an Inpatient, APV, or Observation status, then it is appropriate for an Ambulatory Nursing Unit to report Minutes of Service to the admitting MEPRS/FCC of Inpatient, APV, or Observation.
	d.  Central Sterile Supply.  The Surgeon General (TSG) Nursing Consultant for Perioperative Nursing is currently examining the disparities in reporting the Central Sterile Supply (CSS) function within the Army, and development of best practice processes and 

additional guidance are forthcoming.  MTF MEPRS personnel are asked to coordinate with local MTF CSS personnel to ensure that they are reporting accurate man-hours to the CSS 
MEPRS/FCC DEA*.  In addition to improved man hour reporting, MTF MEPRS personnel are asked to coordinate with CSS personnel to improve the reporting of the CSS Hours of Service and to align the expenses of Supply and Equipment purchases to the appropriate work center MEPRS/FCC. 
		(1)  MEPRS personnel are asked to coordinate with local CSS personnel to verify that they are not multiplying the length of time to perform a CSS function times the number of personnel who perform the function.  A CSS Hour of Service should equate to the actual length of time required to perform a task, regardless of the number of personnel required to perform the task.  
		(2)  MTF MEPRS personnel are asked to coordinate with local CSS personnel to ensure that the MTF CSS work center is not making central purchases of Supply and Equipment for other work centers; i.e., Operating Room.  All Supply and Equipment purchases should be made by the work center which will use and/or consume the Supplies and/or Equipment.
	4.1.9.  Pediatric 4th Level MEPRS/FCCs.  The FY06 MEPRS Policy rescinded the FY05 Guidance for multiple standardized Pediatric 4th level MEPRS/FCCs when it was verified that multiple 4th level MEPRS/FCCs had been created for the same physical Pediatric clinic work center.  The FY06 MEPRS Policy explained that 4th level Pediatric MEPRS/FCCs should not be created to record Pediatric subspecialty work performed in the same multi-specialty/function clinic.  There appears to be a continued misperception that Pediatric providers lose workload credit when Pediatric subspecialty providers perform consultations within the same MEPRS/FCC.  An analysis of FY06 Pediatric reporting in MEPRS verified that many MTFs have continued to misreport multiple Pediatric MEPRS/FCCs for the same physical Pediatric clinic work center. MEPRS personnel are asked to eliminate all duplicate MEPRS/FCCs for the same physical Pediatric clinic in FY07.  AMPO has worked closely with several MTFs to identify the misperceptions at the MTF on Pediatric reporting, and to assist them in correcting their Pediatric MEPRS/FCC reporting.  Additional guidance on reporting Pediatrics is provided below:
	a.  Unique 4th level Pediatric MEPRS/FCCs should only be created for a stand-alone clinic which is represented by a separate physical location with dedicated support staff, dedicated front desk staff, dedicated APC and budget target for all direct expenses such as supply, equipment, personnel, etc.  Exam rooms within a physical stand-alone Pediatric clinic do not meet the criteria to report with a unique 4th level Pediatric MEPRS/FCC code.
	b.  Cost pools to allocate direct expenses and square footage/square footage cleaned overhead costs to multiple 4th level Pediatric MEPRS/FCCs that represent direct patient care performed in the same Pediatric physical stand-alone clinic are not authorized.  Pediatric cost pools are not needed when MTFs report a stand-alone Pediatric clinic in one 4th level Pediatric MEPRS/FCC.  Pediatric cost pools should be deactivated in FY07.

	c.  Unique 4th level Pediatric MEPRS/FCCs are not authorized to report unique workload, special programs, providers, etc.  Unique 4th level Pediatric MEPRS/FCCs should only be used to report a stand-alone Pediatric clinic.  If MTFs wish to track workload separately by subspecialty, provider, program, etc., they can create another location within CHCS with the same MEPRS/FCC of the clinic where they physically work.
	d.  In FY06, there was a change to the MEDICARE payment rules for providers who work in a group setting.  The Centers for Medicare and Medicaid Services (CMS) Pub 100-04, Medicare Claims Processing states that when there are providers in a group setting, one provider may consult another provider if the consultant is more qualified to render a medical decision based upon the patient’s condition.  This change applies to Pediatricians with different subspecialties who work in the same physical clinic by MEPRS/FCC. As such, Pediatric subspecialties are authorized to report ‘count’ outpatient and inpatient visits when they have provided a consultation to another subspecialty Pediatrician who is physically located in the same physical clinic with the same MEPRS/FCC.  When providing a consultation to an inpatient who is under the supervision of another Pediatric subspecialty, the Pediatric clinic should respond NO in CHCS when asked if they are the same clinical service as the attending clinical service.  For clinical coding guidance on these encounters, MTF personnel should contact the Patient Administration Systems and Biostatistics Activity (PASBA) Clinical Coding Help Desk, Commercial phone # 210- 221-1838, DSN 471. 
		4.1.10.  Clarification on Reporting Hearing Conservation – FBN*.  Effective in FY07, MTF MEPRS personnel should ensure that only one Hearing Conservation MEPRS/FCC is used to record a stand-alone Hearing Conservation clinic.  Multiple Hearing Conservation MEPRS/FCCs for the same stand-alone clinic are not authorized to track types of workload or providers; i.e., Audiologist vs. Technician, etc.
M.  In the AMPO FY10 MEPRS Policy and Guidance, data quality issues related to erroneous and duplicate MEPRS codes was again emphasized.  An excerpt from the FY10 MEPRS Policy and Guidance, reference Paragraph 3.2.0 on the Use of 4th Level MEPRS Functional Cost Codes (MEPRS/FCCs) is provided below. 
3.2.0. Use of 4th Level MEPRS Functional Cost Codes (MEPRS/FCCs).
	3.2.1.  AMPO Approval.  AMPO approval is required for use of 4th level MEPRS Functional Cost Codes (FCCs) by medical treatment facilities (MTFs) prior to being activated at the local level.  Due to pending system changes and future transformation of Military Health Care, efforts are being made to standardize MEPRS/FCC reporting for all Army, Air Force, and Navy MTFs.  A standardized MEPRS/FCC cannot be used to record a different function than prescribed and approved by AMPO.  The FY10 MEPRS Reference Guidelines Reporting Components by FCC provides a listing of all possible MEPRS/FCCs, to include standardized MEPRS/FCCs.  The FY10 MEPRS Reference Guidelines Reporting Components by FCC and 

[bookmark: OLE_LINK4][bookmark: OLE_LINK6]FY10 MEPRS/FCC Changes are available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at: https://www.us.army.mil/suite/folder/19502326.  
	3.2.2.  Data Issues.  AMPO continues to perform in-depth and on-going analysis of Army MEPRS data to identify the root causes of MEPRS discrepancies and data quality issues.  The primary root cause of Army MEPRS discrepancies has been the creation of duplicate or erroneous MEPRS/FCC codes created for the same standalone work center. MEPRS/FCC codes are not intended to track workload, productivity, diagnosis, patient type, subspecialty or specialty, a type of provider, funding, etc., and should only be used to report standalone work centers in accordance with 6010.13-M, MEPRS Manual.  The use of 4th level MEPRS/FCCs for the purpose of identifying subspecialty providers and separate functions/workload within a physical clinic or work center is not necessary and does not comply with Tri-Service MEPRS Policy.  Request that MEPRS personnel at the MTF level explain alternate solutions of using the M2 and additional locations within Composite Health Care System (CHCS) to identify types of outpatient workload, patient type, diagnosis, special program, funding, etc.  If MTF MEPRS personnel need assistance in developing alternative solutions for identifying and tracking a type of workload, specialty, patient, program, funding, etc., please contact your designated AMPO Analyst. 
N. Coordination with the MTFs to identify why erroneous and duplicate MEPRS codes were still being used and were still being requested revealed that other TMA/MEDCOM metrics, models, etc. were using MEPRS codes in their performance measures.  After it was determined that other models and metrics were adversely impacting how the MTFs wanted to use MEPRS codes, AMPO has tried to complete additional coordination with other staff offices to try and identify alternate solutions for their metrics and measurements.  Examples of staff coordination to improve Army MEPRS reporting and reduce AMPO discrepancies are provided below.
	1.  Pediatrics:  The Pediatric community continues to request multiple MEPRS codes.  AMPO coordinated with the MEDCOM Tricare Office and OTSG Decision Support for the Business Plan model to identify challenges in measuring Pediatric care.  AMPO was able to verify that enrollment and business planning models measured subspecialty Pediatric physicians the same as General Pediatricians.  AMPO completed research and analysis of this issue and provided feedback on how to separate and identify General Pediatricians vs. Specialty Pediatricians in DMHRSi, EASIV, and M2.  Feedback provided to the MEDCOM Tricare Office and OTSG Decision Support is provided below.
	a.  The M2 provides specific workload data by Direct Care Provider Specialty Codes. The Pediatric subspecialties are broken out at a detail level.  DMHRSi/EASIV Repository provide separate FTE data for General Pediatrician (60P) and Pediatrician Subspecialties (60Q).



Recommended that 60Q Pediatric Subspecialties be excluded from the Business Plan as Primary Care assets, and only 60P General Pediatricians be included as primary care assets in the business plan.  Also, recommend that only Pediatricians with a Direct Care Provider Specialty Code of 040, Pediatrician be included as primary care assets in the business plan.  Verified the Subspecialties for all Pediatrics and confirmed that there are  no Pediatric Subspecialties listed in the M2 Direct Care Provider Specialty Codes. For example, there is no Pediatric Dermatologist (044) in the Army, and there is only a Dermatologist (60L) performing this care.

M2 Provider Specialty Code            Title (Pediatric Subspecialties in the Army)

041					Pediatric Allergist  Yes
042					Adolescent Medicine Physician Yes
043 					Pediatric Cardiologist Yes
045					Pediatric Endocrinologist Yes
047					Pediatric Metabolic Diseases Physician Yes
048 					Pediatric Hematologist/Oncologist Yes
050					Pediatric Pulmonary Diseases Physician Yes
051 					Pediatric Infectious Diseases Physician Yes
053					Pediatric Gastroenterologist Yes
054					Pediatric Nephrologist Yes

M2 Provider Specialty Code            Title (Pediatric Subspecialty Titles That Do Not Exist in the 					          Army and are performed by other specialty providers) 

044 					Pediatric Dermatologist No - 60L
046					Pediatric Perinatologist No- 60J
049					Pediatric Neurologist No - 60R
052 					Pediatric Resident No - 60P
0104					Pediatric Surgeon No - 61J
0503					Pediatric Medicine Consultant - Not a specific specialty

There is a Direct Care Provider Specialty Code of 504 in M2 for a Pediatric Medicine Consultant.  The consultant was not sure what would be reported in this Direct Care Provider Specialty Code for a Consultant. Since a Consultant should use FCBA when they are performing their OTSG Consultant duties, it is not clear what would be reported in the M2 for patient care in this code. 

	2. PBAM:   Some MTF staff have admitted that they continue to use erroneous and duplicate MEPRS codes because the MTF believes that they can control how they are measured for performance for budgetary purposes by reporting certain types of patient care in specific MEPRS codes.  The ACSRM Management Branch recognizes this conflict, and they are in the process of adjusting the PBAM budgetary model in FY11 to be based on provider specialty code versus a MEPRS code.

AMPO will continue to identify external models and metrics that adversely impact the accurate reporting of 4th level MEPRS codes for standalone clinics only.  Rule of thumb for MEPRS codes:  LESS IS BETTER 
APPENDIX:  HELPFUL GUIDE FOR MTF MEPRS ANALYST TO USE WHEN SUBMITTING A REQUEST TO AMPO FOR A NEW 4th LEVEL MEPRS CODE. REQUESTS FOR NEW 4th LEVEL MEPRS CODES THAT DO NOT INCLUDE ALL OF THE REQUESTED INFORMATION LISTED BELOW WILL BE CONSDIDERED INCOMPLETE AND WILL BE RETURNED TO THE MTF MEPRS ANALYST TO PROVIDE ALL REQUESTED INFORMATION.
General Comments on Terminology Conflicts and Semantics Issues Which need to be confirmed and which may help to research and validate standalone work centers.  The goal is not to look for loopholes or exceptions, or to attempt to provide different interpretations of the policy, but to utilize the guidance to implement the intent of the policy in the use of MEPRS codes.  
	1) AMPO needs local MTF MEPRS assistance in validating requests for new 4th level MEPRS codes before they are submitted to AMPO.  It is important for local MTF MEPRS personnel to research requests for a new 4th level MEPRS code before submitting a request to AMPO.  All information gathered during research should be forwarded to AMPO staff to help them understand the request for a new MEPRS code and to help them validate request.  AMPO is unable to approve a new 4th level MEPRS code when there is missing information which in turn delays the final response on the approval or disapproval of a new 4th level MEPRS code.  To reduce requests for erroneous or duplicate MEPRS codes, all information provided in this information paper should be reviewed and applied to requests before submitting a request to AMPO.
	2) What is a Clinic?  
		a.  Clinical person often say they have started a new ‘Clinic’.  Sometimes the Clinical personnel are referring to a new type of care that will be provided in an existing clinic and standalone work center. The clinical definition of a clinic does not always match the MEPRS definition of a new clinic which would represent a new physical, standalone clinic that has been constructed, new hires, etc.  It is important to de-conflict any semantics issues when coordinating and researching a new 4th level MEPRS code for a new clinic.  There are 35 Army MTFs which continue to request new 4th level MEPRS codes on a weekly basis so although previous erroneous and duplicate MEPRS codes have been deactivated, the sites continue to want to use MEPRS codes for tracking a type of workload, a type of expense, a person, etc.
		b.  Some existing clinics request a new 4th level MEPRS code because they opened a ‘new clinic’.  Additional research confirms that the Clinic Chief has hired an additional person to 

provide a new clinical service within the existing clinic work center.  The new personnel are given an exam room within an existing clinic work center.  This does not meet the criteria of a standalone clinic work center.  If the clinic Chief or MTF wish to track this patient care separately, then they can create a new location within CHCS using the existing MEPRS code of the physical, standalone clinic work center.
		c.  MEPRS personnel should confirm the name of the actual clinic as it is shown on the sign outside the physical clinic where the patients check in.  For example, if a clinic has a sign that says Central Exams on the outside of the clinic, but one of the providers uses some of the exam rooms to perform a flight physical versus a general physical, then this is only one standalone work center and MEPRS code, and a duplicate MEPRS code for Flight Medicine would not be authorized.  If the site wishes to track the Flight Medicine workload separately, then they can create a secondary location in CHCS with the existing MEPRS code of the Central Exam Clinic.
	d.  If a provider is working in one clinic, but performing different types of patient care such as TMC Primary Care vs. Physical Exams, the provider is only authorized to use one MEPRS code for the physical, standalone clinics.  If the site wishes to track the different types of patient care performed by the same provider, then they can create a secondary location in CHCS with the existing MEPRS code of the TMC.
	e.  A physical, standalone clinic reported with a 4th level MEPRS code should equal to a clinic downtown since the purpose of MEPRS is to calculate the full costs of operating a standalone clinic. The actual costs are accumulated and used to cost care in a specific standalone clinic work center.  There can only be one Clinic Chief so when approached for multiple MEPRS code for what appears to be one, standalone work center clinic, verify who is the single Clinic Chief since there can only be one.  MEPRS personnel can use the specialty of the Clinic Chief as the MEPRS code for the physical, standalone clinic.  If the site wishes to track workload separately for any of the other providers or care performed within the existing, standalone physical clinic, then they can create a separate location in CHCS with the MEPRS code of the Clinic Chief and existing standalone clinic work center. 
i. Sometimes the site is not certain if an individual is a Clinic Chief.  A Clinic Chief is directly supervised by a Department Chief who are specific individuals.  A true clinic chief is not supervised by another clinic chief.  A Department Chief cannot be a Clinic Chief of one Clinic.
	f.  MTFs are changing how they provide patient care.  They are creating more multi-disciplinary clinics with multiple specialties in one standalone clinic work center.  This has been especially evident in the area of Behavioral Health specialties working in Primary Care Clinics, 

TMCs, etc.  AMPO receives multiple requests for new Behavioral Health personnel who are not working in an existing Behavioral Health clinic because they have been moved to a Primary Care or TMC clinic, then additional BH MEPRS codes are not authorized.  This is a corporate change in how patient care is provided, and we have received multiple conflicting requests trying to argue that the C, BH still supervises them for Peer Review so they should be allowed to use either a new or existing BH MEPRS code.  AMPO published clear guidance to prevent inconsistent reporting that states if a BH asset is working in another clinic, such as Primary Care, ER, Pain Management, etc., they will use the MEPRS code of the clinic where they are actually working.  The BH assets are utilizing waiting rooms, front desk staff, support staff, supplies & equipment of the clinic where they are physically working, and their workload, man hours, and personnel salary should be reported in the clinic where they are physically located.  These personnel are not considered Circuit Riders since there has been a corporate change in policy,  scope of practice , and utilization of BH personnel within the Army.  The workload and man hours of BH personnel working in multiple clinics can be tracked in DMHRSi, EASIV, and M2 with their designated provider specialty.
	g.  Contractors: Additional research has confirmed that sites have hired contractors in specific specialties to work in their MTF.  AMPO has approved new 4th level MEPRS codes for these contractors, but additional analysis has confirmed that these contractors cannot represent a standalone clinic work center.  Contractors must be supervised by a government employee.  Contractors do not have purchase authority to incur a liability for the government.  Contractors hired to work in an existing standalone clinic work center utilize the infrastructure of the existing clinic, space, personnel, waiting room, front desk, support staff, supplies, etc.  In addition, the contract expenses are not being reported correctly in STANFINS, and MEPRS personnel are adding a $.01 to allow an allocation to run because a unique 4th level MEPRS code does not have any expenses;  MTF MEPRS personnel should review all contractors working inside existing clinics for the purpose of reporting the contractor in the clinic that provides the infrastructure support required for a standalone clinic work center.
i. NOTE:  If a MTF has authorized and required credentialed providers who staff a clinic, but the AD provider is temporarily deployed, and a backfill contractor is hired, then the contractor can continue to use the existing MEPRS code of the physical standalone work center where the patient care is performed.  If however, the MTF has permanently lost authorizations, requirements, or personnel who previously staffed the standalone clinic work center, then the local MTF MEPRS Analyst should research and coordinate to verify which Clinic Chief will be absorbing responsibility of the contractor and remaining support staff so that the care can be consolidated and reported in the MEPRS code of the Clinic Chief given supervision of the remaining contractor and staff.  

	3) Regional or Tele-health Programs:  Sometimes a RMC or other HQs organization implements a regional or MEDCOM wide change to support improved or enhanced health care.  The additional personnel are placed in the existing MTF infrastructure and an existing standalone clinic work center, but either the RMC or MTF requests a new 4th level MEPRS code to track the initiative in M2.  Workload for specific providers and provider specialty codes can be tracked by provider ID in the M2.  If an organization wishes to track this workload separately, then they can view the detailed provider clinical information and RVU by name.  If the program is widespread, and it is not feasible to track by Provider ID, MEDCOM personnel have previously coordinated to add certain appointment types to track certain Tele-health workload globally within M2 without fractionalizing and distorting the full MEPRS costs of the physical, standalone clinic work center where the individuals are actually working.  If the MTF wishes to track this care separately at the local level, they can also create a secondary location in CHCS with the correct MEPRS code of the standalone clinic work center.
	4) Circuit Riders: Circuit Riders are not authorized additional or new MEPRS codes when they travel to an existing, standalone clinic work center.  Circuit Riders must report their workload and man hours in the standalone clinic work center where they physically work.  Requests for additional MEPRS codes for Circuit Riders should not be submitted to AMPO since this policy has been published more than once.  The local MEPRS Analyst should explain that if the MTF wishes to track the workload of Circuit Riders separately, then they can create a second location within CHCS in the existing MEPRS code of the physical, standalone clinic work center where they actually work.
	5) Budget FCA vs. MEPRS FCC:  Sometimes special funding is distributed to the MTFs for a special purpose.  Budget has a requirement to track these special funds in a designated Budget FCA code which identifies the ‘function, purpose, etc’ of the funding.  Because Budget does not want to establish multiple APCs for the one Budget FCA code, they often ask for ONE MEPRS code to cover all obligations and expenses for the special program.  Unfortunately, MEPRS has to report the obligations and expenses where they are actually used.  So, whenever we receive a question on a global MEPRS code based on a new Budget FCA, our response is always the same: the obligation and expenses should be reported in the physical standalone work center where the goods or services are used.  In GFEBS, a standalone work center equals a Cost Center which equals a 4th level MEPRS code.  If special funding and a new FCA is mandated for Budget, then the MTF MEPRS personnel should work with local Budget personnel to create a WBS element with the correct MEPRS code for each Cost Center that uses the associated services or goods.   Obligations and expenses should never be aggregated to one Cost Center when the goods or services are consumed by multiple Cost Centers.  This includes GWOT/OCO funding.  Local Budget personnel continue to lump GWOT/OCO obligations and expenses to one APC that they call the GWOT/OCO APC.  Often, direct patient care supplies, personnel, etc. 

are reported in G readiness MEPRS codes because the costs are not reported accurately to the correct Cost Center.  MEPRS personnel then have to manually adjust these financial records in EASIV which creates new MEPRS discrepancies, and creates workload for MTF MEPRS personnel that is tenfold the amount of work required to report the services or goods to the appropriate work center in STANFINS or Budget.
	6) Inpatient MEPRS Codes:  
		a.  Providers are not authorized more than one inpatient MEPRS code for inpatient care.  If the MTF has created more than one 4th level pure inpatient MEPRS code to track a type of inpatient, then these MEPRS codes need to be deactivated, and the provider should use one single, approved inpatient MEPRS code for all inpatient admissions.
		b.  As stated in guidance published earlier in this document, Nursing Units should have only one MEPRS code.  Individual inpatient ward MEPRS codes are no longer authorized for Labor  & Delivery Units since these are part of the Mother & Baby Units.  If any site is still using a separate 4th level MEPRS code for L&D in any MHS system, this needs to be corrected immediately.  Labor & Delivery can have a separate ward location in CHCS, but it is not authorized a unique 4th level MEPRS code.
		c.  If there is one Ambulatory Nursing Unit that is reported in DGA*, and the local MTF cannot report the additional work performed for preadmissions or observation patients which should be reported in a pure ‘B’ MEPRS code or for Dental patients who may or may not be a Same Day Surgery patient, then it is recommended that the site change the MEPRS code of the Nursing Unit to DGE*, Ambulatory Nursing Unit since the APV module will allow different requesting MEPRS if DGE* is used.  TMA is currently researching this problem for a possible CHCS software update, but sites should not delay making this change.  
		d.  MTF MEPRS personnel are not authorized to create DG** Nursing Units on paper that do not actually exist as a physical standalone work center.  For example, if the site reports APV patients in DGA*, but since they cannot report the pure B preadmission workload in DGA*, they create a DGE* MEPRS code for the same Nursing Unit to capture the minutes of service.  Multiple DG* MEPRS codes for the same standalone nursing unit that is staffed by the same personnel should be reported in only one DG** MEPRS code.
	7) MTF MEPRS personnel should consider all of the issues listed below before requesting a new 4th level MEPRS code.  Information which confirms the research for items listed above should be included in the request for a new 4th level MEPRS code. In addition to researching and providing information on all of the issues listed above before requesting a new 4th level MEPRS codes, MTF MEPRS personnel need to also provide verification of all criteria listed below as defined in the DoD 6010.13-M, MEPRS Manual, DL4.49. Work Center.


DL4.49. Work Center

	a. Is the new standalone clinic work center a discrete functional or organizational subdivision of an MTF for which provision is made to collect and measure its expenses and determine its workload performance?  

· Requires confirmation that the new work center will not be using personnel assets, supplies, equipment, exam rooms, other infrastructure, etc. already used by an existing standalone clinic work center and 4th level MEPRS code.

	b.  The minimum work centers for a facility are established by meeting specific criteria and using the prescribed FCCs as described in Chapter 2 of this Manual. MTFs are not authorized to create new FCCs for work centers without coordination and approval from the Service MEPRS Program Office. 

· MTF MEPRS personnel are responsible for evaluating and verifying the validity of all 4th level MEPRS codes used by their MTF.  When some sites are asked why they have not deactivated a specific 4th level MEPRS code that does not meet the criteria of a standalone clinic work center, they have responded that the MTF has always used that particular 4th level MEPRS code.  The tasker and policy letter (provided above) sent out by the MEDCOM CoS made the MTF MEPRS and MTF staff responsible for identifying all erroneous and duplicate MEPRS codes for the purpose of decreasing the number of 4th level MEPRS codes, and no exception was made because the site had always used that 4th level MEPRS code.

	c.  A work center shall be established when the MEPRS reporting facility requires
the performance of a function that is assigned or authorized by higher medical authority,
manpower (staffing) is assigned, physical space is designated to accomplish the function, and
workload is generated. 

· MTF MEPRS Analysts need to include the authorized and required TDA paragraph and line for the individuals hired for the new standalone clinic work center.  To preclude confusion on the types and number of personnel who are being hired to perform this new mission, the service occupation code of each individual hired should be included in the request.  For example, a RN is a skill type 3 and is not authorized to report a standalone clinic work center in a B MEPRS code so MEPRS personnel should confirm that credentialed providers who are authorized, assigned, and working in an existing standalone clinic work center are not used to justify another 4th level MEPRS code.  The MEPRS Analyst needs to provide confirmation if the provider has already been reporting in another clinic work center MEPRS code, and the disposition and staffing of the existing clinic work center. 

· MTF MEPRS Analysts need to verify that a new, separate physical space and clinic has been constructed and provided for the new clinic.  Since space is limited in the MTFs, then confirmation if another clinic was closed to open the new clinic should be researched and forwarded.  This will be important in adjusting the square footage, square footage cleaned, and deactivation of the 4th level MEPRS code previously used to report the old clinic that is being closed.  

· The building number where the clinic will be located should automatically be submitted with the request for a new 4th level MEPRS code to confirm if a new Child DMIS ID will be needed.  Sites need to be educated that the process to get approval for a new Child DMIS ID and have the Child DMIS ID added to all MHS systems is a software update and not a local option to add.  Based on the timing of the DMIS ID request, it can take approximately up to 3 months for a DMIS ID to be added to all MHS systems.  The new MEPRS code cannot be added to CHCS/AHLTA until after the new DMIS ID is added.  Local MEPRS personnel are no longer authorized to add new MEPRS codes in CHCS because of synchronization issues with AHLTA.  MTF MEPRS personnel have reported that the AHLTA personnel say they need anywhere from 4 weeks to 3 months to add a new MEPRS code to CHCS and AHLTA. This does not include the time needed for provider templates, etc.  So, MTF staff need to be educated on what is involved in adding new work centers in CHCS and AHLTA since this is outside of the control of the local MTF MEPRS Analyst.

· Often, the local MTF MEPRS Analyst is excluded from meetings regarding planned moves, clinical changes, new clinics, etc. because there is the misperception by some MTF staff that a DMIS ID and MEPRS code can be added to CHCS/AHLTA in minutes or days.  Sometimes the MTF staff notify the MTF MEPRS Analyst a few days or weeks before a new clinic opens, an old clinic moves, new building, etc.  MTF MEPRS personnel need to educate MTF staff on the length of time required to add new work centers in CHCS and AHLTA and request to be included in space utilization meeting, clinic moves, new clinic openings, etc.  This will hopefully help to reduce some of the MTF staff frustration that is misdirected at MTF MEPRS personnel.

· Using an existing exam room, hallway, wing, etc. of an existing standalone clinic work center does not represent designated space for a new clinic.  MEPRS Analyst need to provide verification that the new 


clinic will not be operated inside another existing physical, standalone clinic work center. 

	d. Generally, the following criteria should be considered for establishing a
work center.  All of this information needs to be submitted with requests to AMPO.
· DL4.49.1.1. Normally operates 16 hours or more each month. 

The intent of this statement does not mean that a provider only has to work 16 hours in a clinic to justify a new 4th level MEPRS code.  The intent of this requirement means that if any month is missing either man hours or workload for a single month, then it is not a valid standalone work center, and the 4th level MEPRS code must be deactivated.  The MTF MEPRS Analyst will need to identify the actual standalone work center that should have been reporting the mission previously reported in the 4th level MEPRS  that failed to report workload or man hours every month so that the 4th level MEPRS codes can be consolidated when the 4th level MEPRS code is deactivated.  Verification of the operational hours proposed for the new 4th level MEPRS code should be submitted to AMPO with the request for a new 4th level MEPRS code.
 
· DL4.49.1.2. Has identifiable expenses.  

A standalone work center has a separate budget for the purchase of their own supplies, equipment, personnel, etc.  If a 4th level MEPRS code does not reflect all of the expenses required to run a standalone work center, then the local MEPRS Analyst needs to research to verify which true standalone work center provides contract support, supplies, equipment, space, personnel, etc.  MEPRS personnel need to provide verification in advance of separate budget purchases for any request for a new 4th level MEPRS code.  Once GFEBS is deployed, this will also represent a new Cost Center and will impact the file and table maintenance in GFEBS.

· DL4.49.1.3. Is allocated physical space.  

Discussed above.  MTF MEPRS Analyst needs to confirm where this clinic will be physically located; i.e., existing clinic, new building, etc.  This information should be submitted to AMPO with the request for new 4th level MEPRS codes. A standalone work center is not a room within an existing standalone work center.  This verification needs to be forwarded with any request for new 4th level MEPRS codes.

· DL4.49.1.4. Is allocated or assigned manpower. Such staffing may or
			


			may not be authorized on the facility manning or staffing documents. In 				the areas of inpatient,	ambulatory, and dental care, this means that the 				medical or dental specialty or subspecialty is assigned.  

			Army AD personnel are no longer assigned to a MTF without a valid 				authorization or requirement. 	If the MTF is hiring new permanent party 				civilians (not contractors), or 	realigning AD military assets who are 				authorized or required on the TDA for another standalone work center, 				then the MTF MEPRS Analyst should verify the proposed staffing 					changes, related TDA paragraph and line, and a copy of a Manpower 				Change Request that has been submitted and approved by MEDCOM 				Manpower.  Contractors are not considered allocated or assigned 					manpower.  The personnel status of individuals who will be working in 				the new work center should be submitted with any request for a new 4th 				level MEPRS code.

· DL4.49.1.5. Has a valid work output.  

This relates to the credentials and privileging of individuals who will staff the new work center, and the mission they will perform.  For example, an RN or Tech alone are not authorized a unique 4th level ‘B’ MEPRS code since they are not independent credentialed providers.  This also relates to the type of mission that will be performed in the new standalone work center.  For example, credentialed providers who will not be performing diagnosis and treatment because they will only be interacting with the patient for the completion of the administrative executive summary that is required for the Medical Board or DES process should not be reported in a B MEPRS code, but should be reported in FEDC, Medical Board.  Requests for a new 4th level MEPRS code should include verification of the skill type of personnel, service occupation code, projected workload output, and mission.

· DL4.49.1.6. Uses a valid workload measure.  

Request should include the type of workload measure that the MTF believes will be produced in the new standalone work center; i.e., count visit, RVUs, minutes of service, inpatient admissions, OBDs, RWPS, hours of service, etc.

· DL4.49.1.7. Service provided or expenses incurred are unique when
			compared to other established work centers. 

			Request should include information that clarifies if the new standalone 				work center will function as an inpatient ward, an outpatient clinic, an 				ancillary service, ambulatory 	nursing unit, etc.

· DL4.49.1.8. Is compatible with the MTF organizational structure.  

This means that the MTF MEPRS Analyst should submit information on where the new work center will be located on the official TDA, the name and service occupation code of the Clinic Chief or work center supervisor, name of the Clinical Department or Division Chief that will have oversight of the new standalone work center.  The MTF MEPRS Analyst is also required to validate that the ‘new’ work center is not a new name given to an existing work center for the purposes of creating unique organizational structures that are not standard reporting in the Army.  It is important to retain standardized MEPRS reporting for all Army MTFs so  regardless of a new title given to any work center created only at one MTF, new 4th level MEPRS codes are not authorized.   For this reason, the MTF MEPRS Analyst is responsible to verify that any request for new 4th level MEPRS code is compatible with standardized MEDOM Management TDA structure and standardized MEPRS reporting.  This information should be included in the request for any new 4th level MEPRS code.  In addition, the MTF MEPRS Analyst needs to research to confirm if the new work center is a MTF mission and not a non-MEPRS reporting mission that belongs to a RMC, or other non-MEPRS reporting activity.

· DL4.49.1.9. Facilitates the management decision-making process.  

MEPRS costs are used at the Service, Tri-service, OTSG, etc. level, and any unique reporting at the local MTF level that distorts MEPRS costing and MEPRS reporting that is used by all levels of management is not authorized.  As stated in the CoS April 2007 policy letter, the goal of the policy on 4th level MEPRS codes meeting the criteria of a standalone work center is to decrease the overall number of MEPRS codes used by the MTF.  This is major change management for the MTFs, and continual education needs to be provided that 4th level MEPRS codes should be used only for standalone work centers and for no other purpose.  It is important to also remember that MTF and DTF costs are compared to civilian counterparts for measurement of cost effectiveness.  Civilian industry does not fractionalize or piece-meal their reporting with 4th level MEPRS codes, but report actual costs for their true standalone work centers.  

Requests for new 4th level MEPRS codes to track a type of workload should not be forwarded to AMPO since these requests are not IAW with all published guidelines and policies. Instead, MEPRS Analysts should assist the MTF staff in developing alternative methodologies to track the type of workload by creating a separate location in CHCS with the correct MEPRS code of the existing standalone work center.


· DL4.49.2. A work center shall be established and expenses identified and
			reported when the aforementioned criteria are established. EXCEPTIONS 				to the criteria above are FCCs established to accumulate expenses only, 				such as depreciation accounts, reimbursement accounts, base operations 				accounts, holding or variance accounts, and indirect cost pools. 

			The purpose of this statement is not intended for granting exceptions to 				MTFs, but to explain that some 4th level MEPRS codes are allowed to 				report certain types of indirect costs that represent overhead and not 				standalone work centers.  AMPO is the only approval authority for these 				MEPRS codes which have been standardized for the Army MTFs/DTFs. 			
· Work center expenses shall be identified and reported only if they are considered to be significant by the MTF Commander, even if physical space is allocated and utilized for the performance of a function.

The intent of this comment means that a MTF Commander can request to report more than one standalone clinic together in one 4th level MEPRS code if the separate reporting is not considered significant. So, if a MTF Commander wishes to decrease the number of MEPRS codes used in Primary Care to simplify the enrollment process, a request can be submitted to AMPO.  A request will need to be submitted to AMPO to request review and approval of MEPRS reporting changes if a MTF Commander wishes to consolidate standalone clinics to report in one 4th level MEPRS code.

Summary Comments: The purpose of this document is not to impede legitimate requests for additional 4th level MEPRS codes since all of the information that should be forwarded with the request for a new 4th level MEPRS code is part of the decision making process in creating a new standalone work center.  All of the requested information should be available from the MTF personnel who are organizing changes at the local level.  If there are any related OPORDs that explain the new program, then these related documents should also be forwarded with any requests for new 4th level MEPRS codes. 
 This document will hopefully assist MEPRS personnel in researching and validating requests for new 4th level MEPRS codes before a request is submitted to AMPO.  If a MTF MEPRS Analyst completes the required research and documentation listed above, it is possible that they will be able to determine that the request is not valid and should not be forwarded to AMPO.
Intended Goal: Decrease Army MEPRS Discrepancies with fewer 4th level MEPRS codes that do not meet the criteria of  a standalone work center, increase the data quality of Army MEPRS data, and improve MEPRS processing.
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