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Explanation of Summary of Agency Tender

The following document is a re-structured and re-formatted summary of the submitted Agency Tender.  The document is edited for readability and to reduce repeat sections that were contained in the original submission of Volume II Technical Approach, Volume III Personnel, and Volume IV Management.  It is customary that the Agency Tender submission contains repeated sections.  

Additionally, also for readability, attachments are added to the Summary. 
Attachment 1 contains Description of Proposed MEO Processes for PWS Tasks, directly drawn from Volume II, Tab 3-10.

Attachment 2 contains the Methodology for Agency Tender Development and MEO Staffing Development.

Attachment 3 contains the Quality Control Plan directly from Volume IV, tab 2.

Attachment 4 contains the Phase-in Plan, directly from Volume II, tab 11.
Attachment 5 contains the complete Position Descriptions, as submitted and approved by Human Resources.
Attachment 6 contains Proposed Work Schedules.
1  VOLUME II, TAB 1 INTRODUCTION TO TECHNICAL APPROACH
This Agency Tender is in direct response to RFP 263-2005-P(GK)-0097 for Patient Care Clerk Services under the A-76 competition. This Agency Tender was prepared by a team of highly experienced NIH staff over many months, after much deliberation, and with the assistance of external support.

In Volumes II through V, the MEO Team will document in great detail its Technical Approach, Personnel Approach, Management Approach, and Business Approach.  

In the following sections of this Volume II, the MEO Team will present the Agency Tender’s Technical Approach.  Volume II will place the entire Agency Tender in the proper and appropriate context as the Government’s approach and bid as part of a unique competitive sourcing process.  The MEO Team believes that it is also vital to place its new approach in context with regard to the range of services and organizations designated as “under study.”  This will assist in explaining the changes proposed and the reasons for the changes that ultimately create the Most Efficient Organization (MEO).  Finally, Tab 1 will spell out the MEO Team’s understanding of the PWS requirements.   

Tab 2 will share the MEO organizational structure, the new groups and teams of the MEO, and the specific staffing and grades of staff.  Attachment 2 now includes the methodology and approaches behind the MEO and its staffing. 
Tabs 3 through 10 are now included in Attachment 1.  These sections systematically address every PWS requirement down to the third level (e.g.; 5.1.1).  Each of the tabs contains sub-sections for each task which describes which group or team in the MEO will perform the work, the processes used to accomplish the work, specific quality and customer service issues and indicators that will garner special attention, and in some cases, planned improvements.

Tab 11 describes the detailed Phase-in Plan, timelines, roles and responsibilities proposed.  The Phase-in plan is now Attachment 4. 
1.1  Introduction and Background for the A-76 Study and the Agency Tender 

The reinvention of the Federal Government has been a high priority on the President’s multi-pronged Management Agenda.  The Department of Health and Human Services (HHS), as with other domestic agencies, is in the position where financial resources are at a premium, but will grow scarcer through the foreseeable future.  Therefore, Federal agencies have been directed to find ways to streamline their operations, reduce costs, find new and better ways, and explore the use of different business models.  Cost reduction programs have taken the form of business process reengineering, privatization, organizational restructuring, and efforts to obtain reimbursements from customers.  However, this Agency Tender is a result of another method to reduce cost and introduce innovation: the Office of Management and Budget (OMB) A-76 Cost Comparison approach.  
For the Government agency to compete in the A-76 competition, it must produce a Most Efficient Organization (MEO) which forms the basis for the Agency Tender and an Agency Cost Estimate (ACE), the A-76 term for Total Government Cost.

The PCUC MEO Team has produced all of these documents in accordance with all regulations and requirements of the solicitation and PWS. 
1.2  Background Information on Program Areas under Study and Scope

The A-76 Study was announced on June 23, 2005.  NIH announced its intentions to conduct a competitive sourcing effort under OMB Circular No. A-76 to determine the most efficient and cost-effective means of providing Clinical Center support services.  

The Agency Tender covers all tasks and workload as included in the PWS.  The areas understudy include:  Outpatient Clinics, Inpatient Units, Day Hospitals, Surgical Services, Admissions, Voucher Processing, the Central Staffing Office, and Imaging Services.  The current organization contains a set of diverse administrative services that were viewed more as stand-alone, as opposed to a set of integrated administrative support services.  Traditionally, the Clinical Center has not thought of these administrative services as a single grouping. The MEO takes a logical approach and attempts to integrate all of these administrative activities into a unified organization.  Through a unified and complementary approach, the MEO will also be positioned to improve processes, quality, and customer service activities because of its orientation to the functions and tasks under study.
1.3  Differences between an Agency Tender and a Private Sector Bid

Because the Agency Tender is the official government bid, it must comply with an additional set of rules regarding personnel, hiring, recruitment, wage rates, etc.

Personnel: The Agency Tender cannot specify Federal personnel for specific positions in the MEO.  NIH and OPM determine the proper and legal approaches to fill MEO positions in accordance with personnel and union rules. Types of positions and grades, however, will be mentioned in all pertinent sections.

Costing the Bid: The Agency Tender must provide costs for elements in its bid that may or may not be specifically costed in private sector bids.  The Agency Tender must be costed using COMPARE software, a government-sanctioned and regulatory required costing mechanism.  

Experience: Unlike a private bidder, the MEO has the opportunity to tap into the years of staff experience in its midst.  As the incumbent service provider, the MEO anticipates utilizing existing staff who are knowledgeable and experienced in the culture, purpose, and ways of NIH.  More specifically, the experienced staff understands the priorities of the Clinical Center, the concerns of patients, and the needs of professional staff. 

Rigorousness in Determining Needed Service Provider/MEO Staffing: The MEO Team used a detailed methodology to determine overall staffing levels that combined the expertise, management skill, and front-line experience of NIH staff along with industrial engineering techniques.  The MEO Team has a thorough and fundamental understanding of the work counts and work measures in the PWS and further researched all of the numbers used in its bid.  
1.4  Differences between the PWS and Current NIH Work Activities

The overwhelming majority of the tasks in the PWS are currently being performed by PCUC clerks.  The differences are generally minor, often reflecting a formalization of existing policy and practice much more so than a change in overall PCUC clerk responsibilities. The primary difference between current practices lies with performance standards. The PWS introduces stringent performance standards, both quality and timeliness standards that did not exist before.  Standards for timeliness for vouchers, medical record assembly and disassembly, and quality standards for appointment scheduling, reception, and supply stocking are a few of the PWS performance standards that require monitoring on an on-going basis. 
1.5  Cornerstones of the Most Efficient Organization and the Agency Tender

The fundamental cornerstones of this MEO are:

· The MEO staffing can meet all PWS task requirements and is staffed to perform all the stated PWS workload.  

· The MEO Team used a rigorous methodology in viewing every task individually, dissecting tasks to sub-activities to gain a clear understanding of exactly what needs to be accomplished, and utilizing employee suggestions and its own experience to propose new groupings of tasks and new methods of operations.  

· The MEO staffing plan provides for cross-utilization of staff, a sharing of activities and responsibilities across traditional Clinical Center boundaries. The MEO targets skill development, organizational design, and a management structure aimed to ensure individual and collective accountability. 

· The MEO includes a new emphasis on quality control, standardized and consistent training, and quality and customer service issues.

· The MEO concentrates supervision of nearly 60 Federal staff in five supervisory positions and a Program Manager (PM). Currently 14 Inpatient Nurse Managers, five Outpatient Nurse Managers, one Chief Technologist, one Admissions Supervisor, and an Inpatient, Outpatient and Radiology equivalent to a PM provide supervision and oversight.

1.6  Understanding and Meeting the PWS Requirements

The MEO Team understands and accepts that PWS Conditions of Performance must be met as part of the daily operations of the MEO.  The MEO recognizes that the tasks and performance standards in the PWS form the basis for all MEO tasks, responsibilities, and operational approaches. The AT spells out the techniques, the roles and responsibilities of staff, and the approaches to meet the 132 performance standards in the PWS.  

Specifically in regards to having the ability to meet the requirements of the PWS, the AT Staffing is sufficiently and properly allocated based on workload and based on the known needs of clinics, units, and services to ensure performance.  Throughout Volume II, and in Volume IV as well, the careful analysis used by the MEO to understand then respond to the specific needs of each and every unit, clinic, and service are explained.  MEO staffing is built on statistical data in response to the specific requirements of the PWS and Section L (though different from the current operations in the Clinical Center), and consists of adequate numbers and proper types of positions. 

The AT contains all of the elements needed to build a new organization. It contains a logical and rationale staffing strategy based on workload, specific unit, clinic, and service need, and knowledge of the nuances of the Clinical Center.  The AT contains a management structure that assigns daily monitoring and supervisory responsibility to the appropriate staff in the organization to ensure proximity to front-line staff, as well as customers.  The AT builds in a supervisory structure with the Program Manager, five supervisors, and a team leader. 

The PWS was subjected to an analysis to ensure that the MEO addressed each and every requirement in a performance-based format.  The Appendices referenced in Volume II, Tabs 2 through 11 all show how staffing, positions, and total resources are directly tied into the MEO Team’s interpretation of the PWS tasks.  The staffing chart contained in Volume II, Tab 2 shows the needed MEO staffing by MEO Group and Team.  Volume III, Appendices A through D show the specific staffing by area, by position identification number.

Further ensuring that the MEO is grounded in data, Volume II, Appendices A through D are crosswalks of each PWS task to the MEO’s unadjusted required hours associated with that task.  This describes the direct relationship between the PWS and the MEO.  

1.6.1  Understanding the Technical Requirements and Regulations in the PWS

The MEO must abide by a range of regulations and guidelines as part of NIH.  The MEO Program Manager and the PCUC Supervisors have the responsibility of maintaining continuous communications with NIH policymakers and Clinical Center Government management to ensure that the MEO staff has access to, and is knowledgeable of all changes in NIH and changes to Federal regulations.  

Paramount to the MEO will be all regulations related to individual safety, disease prevention, patient privacy, and both physical and data security.  Aside from the mandatory training all MEO staff will receive, these messages will be repeated at every opportunity given their importance to NIH, the Clinical Center, and all patients. 

While policy development will remain a Continuing Government Activity (CGA) function, and not part of the MEO responsibility, the Program Manager and the PCUC Supervisors will be responsible for interpreting policy and assuring MEO staff compliance, through engineering efficient and streamlined approaches. 

1.6.2  Understanding the Major Workload Demand Characteristics

Paramount to success is understanding the Clinical Center workload drivers.  It is essential for the MEO senior management to adjust staffing and shift resources in anticipation of increased or diminished demands.  Volume IV, Management, speaks in more detail to this issue, but the following is a short list of the indicators of changing workloads:  

· The number of clinics/units staffed;

· The number of new inpatients and the number of new and returning outpatients;

· The number of procedures, tests, and imaging services requested and scheduled;

· The amount of transportation and lodging required by the patients;

· The number of office and medical supplies required;

· The number of incoming phone calls; 

· The clinical hours of operations;

· The number of research and medical staff working in the clinic/unit;

· The nature of the research being performed by the Institutes;

· The number of additional clinical appointments scheduled; 

· The extent of interpreter services needed; and

· The number of new protocols introduced in the Clinical Center.

1.6.3    Understanding the Facilities and Equipment Requirements

The MEO Team acknowledges that all equipment and space currently employed in the Clinical Center for PWS activities will be available for the operations of the MEO, including administrative space for MEO management and staff not physically located in the units or clinics. Since space and equipment costs are provided as government furnished under the Request for Proposal (RFP), these costs are not included in the Agency Cost Estimate (ACE).

In the phase-in period, the MEO management will develop a GFE/P plan to ensure that Government property and equipment are systematically checked and maintained. This plan will be updated annually and be incorporated into the operational responsibilities of MEO staff.
2  VOLUME II, TAB 2: ORGANIZATIONAL APPROACH AND CHARTS
2.1  Introduction to Organizational Approach

This tab will describe in detail the organizational structure of the MEO.  It will contain organizational charts, tables with the type, location, and amount of staffing, and narrative describing the roles and responsibilities of each group and team of the MEO.
2.2  Highlights of the MEO Staffing Structure and Organization

Each of these highlights is explained more fully later in the section but warrant mentioning upfront:

· The MEO will draw from a pool of PCUC experienced administrative professionals with in-depth knowledge of the complex Clinical Center program, research, and customer service requirements.  The MEO anticipates drawing from a pool of employees who have the knowledge and experience to meet the exact requirements stated in the PWS in this new operating environment.

· The MEO will consist of 82.8 FTE in Year 1 through 8 based on the workload in the PWS.  It is not anticipated that there will be a need for increases in staffing in the out years since out year workload does not increase. 

· The MEO will contain an Office of Program Manager, an Inpatient/Day Hospital Support Group, and an Outpatient and Diagnostics Support Group. 

· The Inpatient/Day Hospital Support Group contains two Inpatient Support Teams that cover the functions of Central Staffing Office, the Day Hospitals, Surgical Services, and all Inpatient units.  Each is lead by a single GS 11/12 Supervisor. Team One covers the units and day hospitals on the 1st and 3rd floors.  Team Two covers all units and day hospitals on the 5th and 7th floors.

· The Outpatient and Diagnostics Support Group contains three teams and one sub-team.  The two Outpatient and Diagnostics Support Teams are each led by a GS 11/12 Supervisor and supports specific clinics and diagnostic areas. Outpatient Team One covers OP5, OP7, OP8, OP9, OP10, OP11, OP12, and OP13. Outpatient Team Two supports geographically similar clinics in OP3, OP4, OP12W, 5NE-N, 7SW, Pediatric Clinic, Alcohol Clinic, OP Dental, and B3 Heart Station. A GS 11/12 Supervisor leads the Imaging Services Support Sub-Team and Admissions and Voucher Processing Team. This team contains an Imaging Services Support Sub-Team, which contains a Team Leader. 

· The MEO management structure is constructed with clear lines of authority that provides MEO management with the ability to direct and supervise staff at the front lines, as well as the ability to collaborate with the many other departments and decision makers in the Clinical Center.  The structure is in contrast to the current decentralized organizational structures, as shown in Volume II, Appendix H
· The MEO recognizes the emphasis on quality outcomes, the need for continued training, and the emphasis on NIH’s customer service and research goals.  Consequently, the MEO structure includes five PCUC Supervisors (three for Outpatient and two for Inpatient) devoted to ensuring quality and timely products in accordance with PWS standards.  

· A subcontract will provide staffing for the Inpatient and Day Hospital Support Group, the Outpatient and Diagnostics Support Group, and the Admissions and Voucher Processing Team.   This is a conscious strategy to ensure adequacy of staffing and flexibility, an absolute essential component of staffing in a dynamic health care environment. 

It is a mix of new position types and grades for NIH Federal staff from those who perform PCUC activities today; it contains a novel proposed mix of Federal and subcontractor staff and targets their efforts.  
2.3  Description of and Rationale for the MEO Organizational Structures

The MEO organizational structure will consist of three distinctive areas: 
1) Office of Program Manager
2) Inpatient/Day Hospital Support Group, and 
3) Outpatient and Diagnostics Support Group.  
The Office of Program Manager oversees the MEO and includes the Program Manager, which is the highest-level position of the MEO. The Inpatient/Day Hospital Support Group will consist of two Inpatient/Day Hospital Support Teams (IP&DST).  These 2 groups of 33.59 FTE will provide coverage for all inpatient units, day hospitals, the Central Staffing Office, and Surgical Services.  The Outpatient and Diagnostics Support Group will consist of two Outpatient and Diagnostics Support Teams (OPDST), Imaging Services Support Sub-Team and an Admissions and Voucher Processing (AVPT) Team. The AVPT contains the Imaging Services Support Sub-Team. The group contains 47.21 FTE. The organizational chart located in Section 2.3.4 shows this graphically.  Table 2 shows it with the specific staffing by each group and team.  And, Table 3 provides additional details on the MEO positions.  Below is a description of each Group, its roles and responsibilities, and its key personnel. 

2.3.1  Office of Program Manager

This office is responsible for oversight of the entire organization (MEO), as well as providing general support services and maintaining accountability for the quality control duties described in great detail in the Quality Control Section of the Management Approach.  Training coordination and planning, personnel issues, and staffing issues, also, reside within the Office of Program Manager.  The Program Manager, who is the head of the office, is responsible for the direct supervision and oversight of the MEO, including its two Groups, and has ultimate review and sign-off authority on all reporting requirements associated with PWS tasks.  The Program Manager will frequently interact with the CGA, the Contracting Office, and other nursing areas in the clinics and units.

The Office will also contain a Program Support Specialist (GS-07/09) who will be the central point for report production, quality control, data gathering, management schedule coordination, timekeeping, and other administrative details of the MEO. 

2.3.2  Outpatient and Diagnostics Support Group
The Outpatient and Diagnostics Support Group (OP&DSG) is responsible for providing the administrative support services for the outpatient clinics, Imaging Services Support, admissions and voucher processing activities.  The Group will consist of three teams, each of which will be led by a Supervisor (GS 11/12) who will report directly to the Program Manager.  These Supervisors (GS 11/12) for the two Outpatient and Diagnostic Support Teams and the Admissions and Voucher Processing Team are responsible for specifically supporting their respective areas. 

The two Outpatient and Diagnostics Support Teams are each led by a GS 11/12 Supervisor and supports specific clinics and diagnostic areas. Outpatient Team One covers OP5, OP7, OP8, OP9, OP10, OP11, OP12, and OP13. Outpatient Team Two supports geographically similar clinics in OP3, OP4, OP12W, 5NE-N, 7SW, Pediatric Clinic, Alcohol Clinic, OP Dental, and B3 Heart Station. A GS 11/12 Supervisor leads an Admissions and Voucher Processing Team.  The Admissions and Voucher Processing Team (AVPT) is charged with the more unique admissions and voucher activities.  The AVPT Team contains an Imaging Services Support Sub-Team, which contains a Team Leader.  Imaging Services contains Radiology, the LDDR Lab, and Nuclear Medicine.

The Outpatient and Diagnostics Supervisors will provide guidance and direction to Outpatient staff, and assume the duties and responsibilities of the Program Manager when required.  The position will entail a heavy emphasis on training, personnel, and quality control activities.  Additionally, the Supervisors will evaluate the need for training, plan for training, and ensure that all training plans are executed throughout the Outpatient Group.  
The Supervisors will team up with the Program Manager and the Inpatient and Day Hospital Supervisors to determine the need for training, develop training, and perform significant training sessions, and coordinate training with the Clinical Center and as part of larger Clinical Center programs.  The Supervisor will interface with the Nursing Educators, the Nursing Quality Officer, and participate in all activities related to JCAHO preparation.

Outpatient and Diagnostics Support Teams (O&DST)

The two Teams will consist of the majority of Clinical Support Assistants in the Outpatient and Diagnostics Support Group.  Staff on these teams will provide comprehensive administrative support for all of the outpatient clinics during their respective hours of operations.

Clinical Support Assistants (CSAs) (GS 05/06/07) in Diagnostic Testing areas, including the Heart Station, Procedures, Cardio-Pulmonary, and Neurological Testing, will staff these areas and provide a broad range of customer service, scheduling, and reception duties.  Primary tasks will include customer interaction, phone coverage, opening and closing clinics, supply ordering, equipment and refrigerator monitoring, scheduling patient appointments, etc.

Outpatient Team One covers OP5, OP7, OP8, OP9, OP10, OP11, OP12, and OP13. Outpatient Team Two supports geographically similar clinics in OP3, OP4, OP12W, 5NE-N, 7SW, Pediatric Clinic, Alcohol Clinic, OP Dental, and B3 Heart Station.
Admissions and Voucher Processing Team (A&VPT)

The Admissions and Voucher Processing Team will play a different administrative role and has a different emphasis than the other teams.  Lead by a GS-11/12 Supervisor, a group of Admissions Clerks (GS-07) will admit, guide, and gather vital information from all inpatients and new outpatients.  Admissions staff will be at the very vital front end of the customer care continuum at the Clinical Center and with the MEO.  The Voucher Processing staff will focus on PWS sections 5.7.2 through 5.7.5, the receiving, developing, verifying, finalizing, and tracking voucher payments.  

The AVPT Team contains an Imaging Services Support Sub-Team, which consists of Radiology, the LDDR Lab, and Nuclear Medicine.

Imaging Service Support Sub-Team (ISST)

This specialized team will have responsibility for Radiology and Nuclear Medicine. A Team Leader (GS-08/09) will provide scheduling guidance and assistance, address and resolve customer service issues as they arise, coordinate with Radiology Technicians, ensure all documentation is gathered, etc.   The Radiology Support Assistants (GS 06/07) will provide day-to-day administrative tasks to ensure patients are scheduled for imaging services, prepared for exams, and that radiology technicians and professionals receive complete and correct patient information in preparation for procedures.  The primary tasks will include customer interactions, scheduling modifications, telephone coverage, providing guidance and instruction to patients in preparation of procedures, and verifying patient orders. One scheduler will serve to take inpatient and outpatient imaging appointment requests and build and monitor schedules.  

2.3.3  Inpatient and Day Hospital Support Group

The Inpatient/Day Hospital Support Group, as the name implies, will be responsible for performing all inpatient administrative/support duties.  The Group will contain two Inpatient and Day Hospital Support Teams (IP&DST) to cover the functions of the Central Staffing Office, the Day Hospitals, Surgical Services, and all Inpatient units. 

The Groups will be led by the two Inpatient/Day Hospital Support Team Supervisors (GS 11/12), who will oversee and manage this group of 21.01 Federal staff and be responsible for the performance of 12.58 FTE contractor staff.  It will consist of two Inpatient and Day Hospital Support Teams responsible for supporting the inpatient units, the day hospitals, and charged with providing support to the Central Staffing Office.  

The Inpatient/Day Hospital Support Supervisors will provide guidance and direction to Inpatient staff, and assume the duties and responsibilities of the Program Manager when required.  The position will entail a heavy emphasis on communications with the nurse managers and professional staff in the units.  The Supervisors will also hold the primary responsibility for training, personnel, and quality control activities.  The Supervisors will focus on the details of the quality control plan and larger Clinical Center customer service and performance issues.  The source of errors will be identified through multiple channels, including existing Occurrence Reports.

The Inpatient/Day Hospital Support Supervisors will, also, provide frequent feedback to the subcontractor point-of-contact on needs, performance, and any changes (including scheduling) that may be required.  This responsibility will include providing guidance and direction to the point of contact for the subcontractor, adjusting subcontractor staffing schedules to meet unit and clinic operational requirements and evaluating the performance of subcontractor staff.

Inpatient and Day Hospital Support Teams 
These Teams consist of Research Support Assistants (RSAs).  Staff on this team will provide comprehensive administrative support for all of the inpatient units for all of their respective hours of operations.

Two GS-11/12 Supervisors will be responsible for scheduling staff, addressing and resolving customer service issues as they arise, coordinating with Nurse Managers, monitoring performance and gathering all required documentation.

Included in this team are Program Assistant positions (GS-07).  Program Assistants will perform the tasks related to overall CSO staffing, Medically Reasonable Accommodation Program (MRAP) duties, and a variety of reports.   PWS Sections 5.1.4, 5.1.5, and 5.8.1 will be the areas of focus. Primary tasks will include patient and family interactions, providing information, ordering supplies, monitoring equipment and rooms, ordering meals on a daily basis, and maintaining the resource templates for their respective areas. 

Team One covers the units and day hospitals on the 1st and 3rd floors(1NW, 1SE, 1SW, 3NE, 3NW, 3SWN, 3SWS, 1NWDH, 3SEDH, and 3SW-N [Procedures]).  Team Two covers all units and day hospitals on the 5th and 7th floors (5NW, 5SE, 7SE, 7SW, Surgical Services, and 5SWDH).

2.4  MEO Organizational Charts

Table 1: MEO Major Organizational Chart
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Table 2: MEO Sub-Organizational Chart
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2.5  MEO Staffing Chart 

Table 3: Organizational Staffing Structure with Positions and Grades

	Position Title and Grade and Group/Team
	Grade
	FTE 
	Location of Staff
	Comments

	Office of Program Manager
	 
	 
	 
	 

	Program Manager
	GS-0301-13
	1
	TBD
	 

	Program Support Specialist
	GS-0301-07/09
	1
	TBD
	 

	Office of Program Manager Total
	 
	2
	 
	 

	 
	 
	 
	 
	 

	Inpatient/Day Hospital Support Group
	 
	 
	 
	 

	Inpatient and Day Hospital Support Teams
	 
	 
	 
	 

	Inpatient Supervisors
	GS-0301-11/12
	2
	TBD
	 

	Research Support Assistant (RSA)
	GS-0303-07
	12.5
	Units
	Includes 1 PT, See Note 3,

	Research Support Assistant (RSA)
	GS-0303-06
	4.01
	Units
	Includes 3 PT pos. See Note 3

	Research Support Assistant (RSA)
	GS-0303-05
	1.5
	Units
	Includes 1 PT pos. See Note 3

	Contractors**
	 
	12.58
	Units
	See Note 2, 13 positions

	Program Assistant
	GS-0303-07
	1
	CSO Office
	 

	Inpatient/Day Hospital Support Group Total:
	 
	33.59
	 
	 

	 
	 
	 
	 
	 

	Outpatient and Diagnostics Support Group
	 
	 
	 
	 

	Outpatient and Diagnostics Support Teams
	
	
	
	

	Outpatient Supervisors
	GS-0301-11/12
	2
	TBD
	 

	Clinical Support Assistant (CSA)
	GS-0303-07
	10.6
	Clinics
	Includes 1 PT. See Note 3

	Clinical Support Assistant (CSA)
	GS-0303-06
	3.75
	Clinics
	Includes 1 PT. See Note 3

	Clinical Support Assistant (CSA)
	GS-0303-05
	1.6
	Clinics
	Include 1 PT. See Note 1

	Contractors**
	 n/a
	9.06
	Clinics
	See Note 2, 10 positions

	Outpatient and Diagnostics Support Team Sub-Total
	 
	27.01
	 
	 

	 
	 
	 
	 
	 

	Admissions and Voucher Processing Team
	 
	 
	 
	 

	Admission Supervisor
	GS-0301-11/12
	1
	Admissions
	

	Program Assistant (Admissions)
	GS-0303-06/07
	6.2
	Admissions 
	

	Program Assistant (Admissions)
	GS-0303-05
	1
	Admissions
	

	Contractors
	 
	1.00
	Admissions
	 

	Program Assistant (Vouchers)
	GS-0303-07
	3
	Admissions
	 

	Admissions & VP Team Sub-Total:
	 
	12.20
	 
	 

	Imaging Services Support Sub-Team
	 
	 
	 
	 

	Radiology Support Assistant Team Lead
	GS-0303-08/09
	1
	Radiology
	 

	Prgm. Assistants (Radiology Support Assistant)
	GS-0303-06/07
	4
	Radiology 
	 

	Prgm. Assistants (Radiology Support Assistant)
	GS-0303-06/07
	2
	Nuke Med, B1 Nuke Med
	 

	Program Assistant (Scheduling)
	GS-0303-07
	1
	Radiology
	 

	Imaging Services Support Sub-Team Sub Total:
	 
	8.0
	 
	  

	Outpatient and Diagnostics Support  Group Total
	
	47.21
	
	

	 
	 
	 
	 
	 

	TOTAL FTES (1)
	 
	82.80
	 
	 

	Federal Staff
	 
	60.16
	 
	 

	Contractor Staff
	 
	22.64
	 
	 


Note 1: This FTE number does not include Patient Care Technicians that cover certain Inpatient and Day Hospital Hours, nurses who cover portions of the Outpatient Clinics, and Radiology Technicians, and a Program Support Assistant who covers portions of the Radiology and Nuclear Medicine areas. However, all of these positions are costed in the Agency Cost Estimate.

Note 2: Subcontractor positions will be obtained from current NIH subcontracts.  The FTEs represent the total subcontractor hours divided by 1920 hours, the typical number of productive hours from a private contractor.  Conversely, Federal FTE is calculated differently at 1776 hours per year based on A-76 regulations. 

Note 3: These positions are referred to in the position descriptions as Program Assistants, in accordance with standard NIH classification practice.

2.6  Rationale for the Structure of the MEO

This Agency Tender reflects a significant re-design of NIH’s current PCUC organizational structure, as well as its positions and some grade levels relative to performing the services specified in the PWS and its lines of authority.  The primary driving force of the organizational structure and staffing types and levels is to meet the combination of demands in the PWS and the need for direct lines of accountability.  The re-design of the organizational structure is the product of a deliberative study that relies on aligning the MEO to the unit, clinic, and imaging services needed.  The structure results in an efficient overhead arrangement that will produce consistent supervisory oversight.

2.6.1  Need for a Management Team 

The Program Manager directs the MEO with the assistance of a qualified management team.  The MEO management team includes an Outpatient and Diagnostics Supervisor (GS-11/12) and an Inpatient/Day Hospital Support Supervisor (GS-11/12).  The Program Support Specialist provides the administrative support needed for an organization and is a necessary position in ensuring operational functioning. 

Quality control functions, due to their importance to the Clinical Center, as well as the MEO, are heavily vested in the positions of the management structure. Ensuring quality and meeting ambitious timeliness standards are primary responsibilities, not a secondary responsibility.
2.6.2  Need for a Different and More Direct Supervisory Structure

The need to meet the stringent quality and timeliness standards and to effectively manage staff as a group required the MEO contain a more direct management structure.  The current management structure and responsibilities required a new orientation. For example, currently nurse managers have responsibilities, aside from administrative activities and PCUC responsibilities that include: Meeting the standards of JCAHO; overall personnel management of 10 to 60 people; managing multiple programs of care; training all staff and staff development; and recruitment and retention. 

The current organization is composed of more than 24 different managers in 4 different departments.  
A more focused supervisory structure needed to be put in place given the requirements of the PWS and the demands of a new organization. This more centralized organization was carefully developed and thoughtfully planned by the MEO Team to increase time for management of staff, to focus on implementation of work processes, and to focus on quality and performance issues.  The supervisory structure permits a focus on specific administrative issues, process, and improvements.  The focus is on administrative staff, their performance, and their training, rather than, for instance, a focus on the many activities that are part of the Nurse Manager role. 
The structure, also, creates a collaborative, direct, and straightforward relationship between the Supervisors and the area managers.  It creates an environment where employees and management can effectively resolve problems and share information.  Centralizing the management function in the MEO will, also, enhance consistent application of evaluation, quality improvement, and the rewards system.  The MEO’s approach is a cost effective management structure that fosters consistent individual expectations and customer service.

2.6.3  Need for Distinct Groups and Teams to Serve Distinct Types of Customers and Perform Different Tasks

The tasks are similar or the same between inpatient units and outpatient clinics, but there still is a difference in regards to tasks, customer interactions, and the nature of the tasks in the operating environment.  One size and one group could not possibly serve all customers sufficiently. Consequently, the MEO Team determined that to reflect these differences it was necessary to divide the organization into an Inpatient and Day Hospital Support Group and Outpatient and Diagnostics Support Group.  Specific rationale for the formation of the 4 Teams and one Sub-Team is as follows:
Outpatient and Diagnostics Support Teams (OP&DST)

The administrative tasks as contained in the PWS are performed by all clinics.  The similar nature of the activities, the physical proximity of many of the clinics to one another, and the fact that clerks are serving very similar internal customers drove the decision for a separate OP&DST team.

Since clerks are currently shared by multiple clinics, and coverage is often achieved through sharing and borrowing, it made sense to incorporate the approach and philosophy into a distinct team.   By using an existing approach, continuity of services would be maintained and internal customers would have fewer adjustments to make when the MEO started up. 

Imaging Services Support Sub-Team (ISST)

The ISST serves different Clinical Center internal customers than other parts of the MEO.  ISST staff emphasize patient instructions, specific tasks and activities driven by the needs of imaging services, serve different internal customers, and is housed in a separate physical location from all other outpatient activities.  The staff in ISST must learn many of the same tasks as other outpatient MEO staff, in addition to methods of operation and procedures specific to ISST, creating the need for a separate and distinct team with its own task leader.  
Admissions and Voucher Processing Team (AVPT)
The nature of the Admissions tasks is the primary reason for proposing a separate Admissions and Voucher Processing Team.   The chart below shows all of the PWS tasks that are only found with this team. The frequency and importance of customer interactions drove the decision to include a Supervisor with the Team.  

Table 4 – PWS Tasks only in the areas of Admission and Voucher Processing
	5.2.2 
	5.2.3i
	5.5.6a
	5.7.5

	5.2.3a
	5.2.4 
	5.5.6b
	5.7.6

	5.2.3b
	5.4.1 
	5.5.7
	5.7.6a

	5.2.3c
	5.5.4
	5.5.8
	5.8.3

	5.2.3d
	5.5.4a
	5.7.2
	5.8.3a

	5.2.3e
	5.5.4b
	5.7.2a 
	

	5.2.3f
	5.5.5
	5.7.3 
	

	5.2.3g
	5.5.5a
	5.7.4
	

	5.2.3h
	5.5.6
	5.7.4a
	


The frequency and importance of customer interactions drove the decision to include a Supervisor with the Team.  

Inpatient and Day Hospital Group and Teams

The driving factors in proposing a specific Inpatient and Day Hospital Group centered on the geographic locations that required coverage, the specific inpatient tasks, and the need to create a group of like skilled staff.  The Supervisors’ Teams are determined based on geographic location of units and day hospitals and the balancing of workload.      
Because the PWS spans from Admissions to Vouchers to Imaging Services to Inpatient units to Outpatient units, multiple groups or teams had to be created.  The MEO’s groups and teams recognize the scope of the PWS and the needed segmenting of tasks to meet the many new PWS performance standards. 

All of the parts of the structure aim to provide continuity of service to the units, clinics, and services. The MEO attempts not to disrupt customers and their personal contacts.  Another goal of the organizational structure is to create predictable, reliable, and consist service to clinics, units and services that are dependent on the MEO’s administrative support.  

2.6.4  Need for of the Incorporation of Staffing Flexibility into the MEO
With any staffing and organizational approach, a degree of flexibility is vital to ensure that all requirements can be met at all times.  One of the methods used by the MEO Team to ensure flexibility while keeping efficiency foremost in the approach is the use of “Floaters”.  It is necessary to define “Floaters” and to explain their key and rationale in the MEO.  Floaters are defined as staff who do not have a single regular assignment to a single area or location.  Floaters fill odd shifts, cover vacations, sick leave, etc. Sick leave, vacations, and staff training are everyday occurrences at every medical facility.  For that matter, this dynamic of regular staffing performing normal tasks and the need for “Floater” staff to provide coverage is found in virtually every business. 

Floaters serve within the Outpatient Support Services Group and the Inpatient Support Services Groups primarily.  Floaters are identified in the “Comments” column of Appendices A, A-1, B, B-1, and D.  The MEO’s floaters may be either part-time and full-time Federal or contractor employees.  Floaters duties are all the tasks and responsibilities associated with being the clerk in an Inpatient unit, Day Hospital, Outpatient unit, or Imaging Services.  These positions, in other words, are backfilling other MEO positions to ensure the continuation of service.

To ensure the proper functioning of “Floaters”, a certain degree of cross training is required.  It is most feasible and cost effective to limit cross training to specific groups, that is, the floaters in Outpatient and Diagnostics Support Group will learn the specific tasks of Outpatient clinics or Imaging Services or CSO along with general competencies needed by all clerks.  As the PWS makes clear, all of the tasks that take place in inpatient units take place in all Inpatient Units.  All of the PWS tasks in the Outpatient Clinics are common to all clinics.  This is the reason why “floaters” are linked to specific groups.  
For the Inpatient Support Group, RSAs will learn the inpatient specific activities along with general clerk competencies. The clerk will learn the tasks and duties of the particular Group first and foremost. Upon being assigned to locations, the staff will be exposed to and be required to learn the unique sub-task requirements of the particular unit or clinic.  
It is not envisioned that MEO staff will learn all jobs in all areas since this is not an efficient approach to either training or staffing or conducive to continuity with professional staff or customers. 

In short, floaters are simply MEO staff, and their respective training will be the same as all PCUC clerks.  As part of initial MEO training (as costed in Volume V), all staff will learn general NIH policies, customer service skills, and regulations.  

2.6.5  Need for Part-Time Staff to add Efficiency to the MEO
Part-time staff schedules are used in the MEO to cover areas that require more than one staff member for a defined period of time less than 8 hours in a day.  PWS TE 1-1 shows the hours of operations.  

While a majority of the shifts are 8 hours shifts, and many locations can be appropriately staffed with an 8 hour shift, there are some exceptions to the rule.  PWS TE 1-1 shows the hours of operations.  In looking at TE 1-1, it is clear that a traditional approach of 8 hour days Monday through Friday would be deficient in meeting the demands of certain locations – though not all -- in the Clinical Center.  To better match actual Clinical Center staffing need for FTEs, part-time staffing was employed.  
Part-time positions add additional staffing in selected Outpatient and Diagnostics and Inpatient and Day Hospital areas where workload demands more than a single clerk for a defined period of time.  Volume III, Appendices A through D shows where part-time staff is assigned.

Flexible schedules go hand-in-hand with part-time staffing.  Certain areas in Inpatient, Day Hospitals, Outpatient, Imaging Services, and Admissions require more staff to be available on Monday, Tuesday, and/or Wednesday.  Flexible schedules address this fact.  Staffing is driven by customer flow and workload, as it needs to be to gain maximum efficiency.  
2.6.6  Need to Assign Appropriate Grades and Series to MEO Positions

Grades drive the structure of the MEO and therefore considerable energy was applied to determine the proper grading of all MEO staff.  Having the right type of position performing the tasks affects the efficiency of the MEO, its approach to quality control, and ultimately the reliability that NIH will place on the tasks and activities performed by the MEO.    

The grades were determined using a combination of relevant criteria and current OPM regulations, including the OPM Administrative Analysis Grade-Evaluation Guide (AAGEG), WCPS-2, Aug 2002.  Office of Personnel Management (OPM) standards drove the decisions to create the grades for the MEO staff.  

The MEO Team first looked at the current grades of position performing the work as a starting point. The MEO Team asked: Where were similar and where were differently graded staff performing the same activities?

The MEO Team also chose to use techniques common to building a MEO and viewed the PWS independently and then grouped these by location and area of work.  

The Human Resource Advisor (HRA) and MEO Team members reviewed and certified position descriptions and grade levels for the proposed MEO staffing.  This added another layer of review to ensure staff realism.

The MEO Team discussed grading in the context of other Section L requirements in the Solicitation.  Section L required an acknowledgement of recruitment and retention issues within the new organization.  The MEO balanced current practices, with the goal of lowering costs, and with the goal of retention to foster continuity in the new organization. 

Grades had to permit the MEO to recruit qualified staff in the current NIH grade environment.  In short, grades had to provide a solid chance at creating positions where staff would be retained. 

The grade for the Program Manager had to reflect the frequent interaction with Clinical Center professional staff.  The grade had to make a new position attractive in an emerging organization in the midst of the current NIH environment.  GS-13 was considered appropriate by the MEO Team, as well as the HRA.  It is important to note that the grade of a Program Manager has been based on the specific work that will be supervised, which in this situation is almost entirely GS-7 level work.  Supervising GS-7s, regardless of the number of GS-07s – typically only justifies a GS-11/12 Supervisory position.  The decision to propose a GS-13 is based on the other duties i.e. metrics, reports, QA, and frequent interactions with senior Clinical Center administration.  Having GS 11/12 Supervisors does not support a Program Manager grade higher than GS-13 since GS 11/12 positions are based on the independence of the position. 

Grades for Supervisors had to be comparable to current positions with the MEO’s span of activities, number of staff, and breadth of interactions with professional staff.  The position had to be sufficient to attract and retain the most talented and professional staff possible.  The position needed to be graded to create a ladder to foster retention. GS 11/12 was considered appropriate to the MEO Team and the HRA.  

The GS-05 through GS-07 range for RSAs, CSAs, and Radiology Clerks was developed with a number of key factors in mind by the MEO Team, with very significant and direct involvement of the Human Resources Advisor.  

Generally, GS-07’s (the majority of Federal position) were placed in slots with higher levels of customer interaction, higher task volume areas, and when they alone were covering a distinctive geographic location.

GS-06’s were used when any of the above cited criteria were partial or variable.  Additionally, to create a ladder from GS-05’s to GS-07’s, a strategy of the MEO Team’s approach to recruiting and retention, the GS-06 positions were essential. 

GS-05’s were placed in slots that provide basic clerk functions while other MEO staff were performing the potentially more complicated supply, ordering, inventory, etc. activities. 

In summary, the grading of the positions applied current acceptable OPM practices in the context of the Clinical Center environment and the recruitment and retention challenges that the MEO will face.  Career ladders were built into the approach to foster continuity of the MEO’s staff, always an important issue in the Clinical Center.

3  VOLUME III, INTRODUCTION TO PERSONNEL

This volume describes in detail the personnel related elements of the MEO.  For the sake of summarization, all charts and sections that are included in Volume II tabs and attachments are not shown again in this section. 

4  VOLUME III, TAB 2, ORGANIZATIONAL CHARTS AND EXPLANATION

The former Tab 2 contained a repetitive staffing chart which is shown in Volume II.
4.1  Placing MEO Staffing in the Context of the Current Staffing

It is helpful to place the MEO in the context of the current organizational staffing levels.  The following chart shows a comparison of the current staffing levels versus the MEO staffing levels.

Important differences exist which show the additional coverage and benefits provided by the MEO compared to the current staffing.

Table 5: Current FTE compared to MEO FTE

	Area of Study
	Current FTE (1)
	MEO FTE

	Inpatient/Day Hospital Group (IP/DHG)
	25
	31.59

	Outpatient and Diagnostics Group (OP&DG)
	34.455
	44.21

	Contractors (2)
	22.5
	Included in above

	 
	 
	 

	Additional Requirements
	 
	 

	Program Manager
	0
	1

	Program Support Specialist
	0
	1

	Supervisors (2 IP/DHG & 3 OP&DG)*
	1.92 
	5

	Coverage for Leave
	Not included in above 
	Included in above

	 
	 
	 

	Total FTEs
	83.875
	82.80


* Estimated at 24 managerial positions at 8% of total time

(1) IP and OP current numbers based on FAIR Act inventory reported number.

(2) Number of subcontractors based on reported totals 9/05

The MEO covers all vacations, sick leave, and time needed to receive training.  The MEO builds in staff to cover lunches.  The MEO contains portions of positions (2,700 hours) devoted to implementing and executing a detailed quality control plan.  The MEO contains dedicated supervisors.  The specific benefits of this are spelled out in Tab 8, Volume III. The MEO contains a single person in charge of operations, a single point of accountability in the Program Manager.  In short, while the numbers between the current and the MEO are comparable, they must be viewed in the context of the additions and benefits that will be brought by the MEO’s operations and structure. 
4.2  Placing the MEO’s Approach in Comparison to the Current Management Structure

Under the current NIH organizational structure, management through a number of nurse managers is often overseeing a diversity of staff with a broad range of skill levels as well as many diverse work items.  With the level of activity in the units and clinics, this is completely understandable.  Because of the staff skills and range of responsibilities, supervisors are constantly “putting out fires”, as opposed to focusing on broader priorities and the organizational mission. Such a dynamic potentially diverts supervisors’ attention from critical tasks, planning, true oversight of work products, quality initiatives and systematic and consistent training of staff. With great frequency, supervisors fill the role of technical expert at the expense of true supervisory responsibilities.  Quite clearly, the current management structure is highly de-centralized across all areas (see Table 7) 

To place the current management dynamic in perspective, below is a list of nurse manager responsibilities as well as a chart on the current supervisory structures.  Compare this list to the administrative and customer-service orientation of the MEO supervisor. 

Currently Nurse Managers have responsibilities for many tasks aside from administrative processes, including:

· Clinical and research outcomes

· Meeting the standards of JCAHO

· Overall personnel management for 10 to 60 people

· Managing multiple programs of care

· Training all staff and staff development

· Recruitment and retention

The current Organization is composed of more than 24 Nurse Managers, and managers and several supervisors across the Nursing Department, Admissions and Vouchers and Radiology and Imaging Services. The organizational structures contain scores of boundaries and separates similar staff performing similar activities.

Table 6: Current Organizational Structure in Regards to Supervisory Structure

Table 7 presents the current supervisory structure and how it will be merged to create the MEO’s supervisory structure.  Note the vastly streamlined lines of authority.

Table 7: Current Supervisory Structure Compared to Simplified MEO Supervisory Structure


[image: image3]
4.2.1  Supervisory to Staff Ratio in the MEO

The MEO determined the appropriate supervisory ratio based on a variety of important factors.  The concentration of supervisory focus on only administrative tasks was a factor in permitting a slightly larger supervisor to staff ratio than if the supervisor managed a broad array of professionals, tasks, and disciplines.  This premise is based on the fact that supervisors manage both people and work functions, and if the number of work functions is limited and focused, supervisors are able to devote more time to the people in the organization. 

The MEO Team used the current Clinical Center supervisory ratios as a guideline.  Most of the units in Inpatient have supervisory ratios in the 30 to 40 to 1 supervisor.  Some areas have a 1 to 60 ratio.  The MEO Team chose to set its supervisory ratios at between 1 to 12 and 1 to 18 Federal FTEs, significantly lower than what is currently accepted Clinical Center practice.

4.3  Use of Specific Techniques and Approaches In the Staffing Model
4.3.1  Use of Existing Non-MEO Clinical Center Staff to Meet PWS Requirements

The MEO Team emphasized efficiency in its staffing approach.  To ensure the appropriate amount of staff during slower periods in the Clinical Center, the MEO uses existing Clinical Center staff to cover customer and workload needs.

For Inpatient Units, existing Federal Patient Care Technicians (PCTs) will be used to cover evening, overnight, and most weekend hours.  Volume III Appendices E and F and Volume IV Tab I show the periods where MEO staff will cover an area and when PCTs will cover.  All of the hours that PCTs devote to PWS tasks are included in the cost of the MEO.  

For Outpatient Units, as is current practice, nurses will cover time periods at the beginning and end of days in certain clinics in regards to PWS tasks.  It is not cost effective to place CSAs in a clinic when very few or no patients are scheduled to arrive.  Hence, all of the nurses’ time devoted to PWS tasks will be included in the MEO costs in Volume V. 

Radiology Technologists will cover short periods of hours in Nuclear Medicine.  A Program Support Assistant soon-to-be onboard in the LDDR lab will cover that labs working hours. All of their hours are included in the MEO costs in Volume V.  Volume III Appendix G shows the coverage of nurses in clinics, Radiology Technologists, and the Program Support Assistant in Imaging Services.

4.3.2  Use of Subcontract Staff in the Staffing Model

A mix of Federal and contract staff is necessary to fill the specific needs of the PWS, including coverage, flexibility, and numerous irregular shifts and “floater” positions.  22.3 subcontractor equivalent FTE were included in the Inpatient/Day Hospital Support Group and Outpatient and Diagnostics Support Group.  It is important to note that the MEO Team did not enter into the complicated and thorough process of staffing the MEO with a set number of subcontractors that were needed or desired.   As is required, the MEO Team viewed the specific needs of the PWS, its need for coverage, its need for flexibility, and its need for numerous irregular shifts and “floater” positions to backfill for staff. The MEO Team also concluded after much discussion that the MEO should contain a mix of Federal and contract staff.  A number of factors drove this decision.

First, the MEO Team determined that the costs of subcontractors and Federal staff were comparable. The MEO Team realized that a mixed organization could provide flexibility in staffing during peak periods and slower periods.  Simply, adjusting contractor hours can be done quickly, thereby improving the cost efficiency of the MEO.

The MEO Team also realized that using existing subcontractors (and existing subcontracts) would ease the transition process for customers and the MEO alike. It frequently takes some time for either Federal staff to be directly reassigned to the MEO or to hire MEO staff.  

The number of subcontractors in each Group or team where they are used was determined in this manner.   To view the assignments clinic-by-clinic and unit-by-unit, Volume III, Appendices A, A-1, B, and B-1 are needed. Subcontractor positions were placed in specific units and clinics and assigned weekday or weekend shifts (typically 8 hours per workday).  Based on covering and servicing a specific area, the subcontractor hours were calculated.  This number is shown on the far right of Appendices A and B, and shown as totals in Appendices A-1 and B-1.   The total is the total of all of these individual calculations of subcontractor FTE.  In short, the total is 22.64 FTE must be viewed on a group-by-group and team-by team basis to understand the calculation.

4.3.3  Use of Overtime

The MEO only includes overtime hours as a means to ensure enough flexibility to meet the varying needs of the Clinical Center, the unexpected needs, and the surges in workload that periodically occur.  The MEO has no scheduled overtime due to the cost and the impact on morale of staff. 

5  VOLUME III, TABS 3 THROUGH 5: PRODUCTIVITY FACTORS STAFFING REALISM POSITION DESCRIPTIONS
These three tabs in the original Volume III have been moved to improve the flow of the document and to reduce the repetitive nature of the original Volumes II through IV. 

Productivity factors and MEO staffing methodology are discussed in Attachment 2 in detail.
Staffing realism is also included in Attachment 2 in its entirety. 

Position Descriptions (PDs) are included in Attachment 5 of the Agency Tender Summary.  The Attachment includes the PDs for:
· Program Manager - GS-301-13

· Patient Care Support Supervisor - GS-301-12

· Patient Care Support Supervisor - GS-301-11

· Program Support Specialist - GS-301-9

· Program Support Specialist - GS-301-7

· Lead Radiology Support Assistant - AD-640

· Radiology Support Assistant - AD-640: Statement of Difference

· Program Assistant - GS-303-7

· Program Assistant – GS 303-6: Statement of Difference

· Program Assistant - GS-303-5: Statement of Difference

· Program Assistant - GS-303-7

· Program Assistant - GS-303-6: Statement of Difference

· Program Assistant - GS-303-5: Statement of Difference

· Program Assistant (Scheduler) - GS-303-7

· Program Assistant (Scheduler) - GS-303-6: Statement of Difference

· Program Assistant (Scheduler) - GS-303-5: Statement of Difference
6  VOLUME III, TAB 6: PROPOSED WORK SCHEDULES  
Attachment 6 contains the proposed work schedules for the MEO to meet all of the PWS requirements.  It contains the work schedules for each and every staff in the MEO, with designation on days of the week scheduled, location, and the number of hours.  The information is supplemented by a series of appendices which takes the reader through the hour-by-hour determination regarding coverage of the PWS locations.

Volume III, Appendices A through D contain detailed staffing information by location and by person.  Volume II contains the workload analyses with these tables to justify the staffing model in the MEO.
6.1  Additional Important Components of the MEO’s Work Schedules

6.1.1  Staffing of the MEO during Weekends

During weekends, MEO RSAs will be managed and the work schedule dictated by Inpatient/Day Hospital Support Group Supervisor and Outpatient and Diagnostics Support Group Supervisors.  The MEO staff will be assigned on Friday to the unit locations where workload is expected. Unit Nurse Managers will be engaged to determine the genuine staffing needs over the weekend.  The Supervisors will inform the MEO’s RSAs of their assignments.  All needed changes to the assignments will be channeled through the MEO’s Supervisors.  During the weekend hours, the Group Supervisors will be on call to address any issues, such as the need for replacement RSAs for a shift, personnel problems, etc.

6.1.2  Staffing for Evenings and Nights: A Balance of Coverage and Efficiency

The MEO Team recognizes the work demands of the units can vary significantly from the busy periods during the day to the quiet periods of the nights.  The MEO staffing of many inpatient units reflects this known reality and is constructed to ensure the proper balance of efficiency and coverage.  This dictates work schedules.  Additionally, the MEO’s approach to covering these off hours is consistent with the current practices of the units. 

The choice for this approach is driven by the nature of the patient flow in the Clinical Center. The volume of calls, reception duties, and medical records duties are extremely low during the off hours of these units.  The MEO Team has confirmed this premise by observing the operations of units during the off hours.  The observations of these units permitted the MEO Team to determine how much staff time is devoted to PWS tasks (and hence is an MEO responsibility).  Volume III Appendices E and F show this calculation.  The hours for Patient Care Technicians (PCTs) are included in the MEO and all hours are accounted for as costs in the Agency Cost Estimate.  PCTs performing PWS tasks will be held to the same standards as other MEO staff.  The staff will continue to report to their respective nurse managers for managerial direction.  The MEO will utilize existing PCTs that are already physically present on these Inpatient units to cover the very limited type and number of PWS tasks that occur off-hours.  The units and the hours where this efficient approach will be employed are shown in Table 1 in Volume IV.  

7  VOLUME III, TAB 7: KEY MEO PERSONNEL RESUMES/ DESCRIPTIONS
The MEO Team has included a summary of the responsibilities of the Key Personnel: 

· Program Manager

· Patient Care Unit Clerk Supervisors (Inpatient and Outpatient)

· Team Leader

Full position descriptions are included in Attachment 5.
7.1  Program Manager

The Program Manager (PM) will play many key roles in the daily and long term management and direction of the MEO.  The Program Manger will have a detailed understanding of the goals and missions of the entire Clinical Center.   The PM will play the primary role in all of the responsibilities stated below that are initiated during the Phase-in period. 

Represent the PCUC MEO in the Clinical Center (CC) – The PM will attend and represent the MEO at meetings with officials from the CC and/or Nursing and Patient Care Services that involve discussions of patient care services and/or the duties and responsibilities of patient care unit clerks.  This includes matters related to JCAHO standards and policies.

Communications – The PM will be the primary spokesperson for the PCUC MEO.  The PM will communicate with officials from the CC and/or Nursing and Patient Care Services on such subjects as the priorities of the Clinical Center, the concerns of patients, the needs of professional staff, and the MEO’s general performance in meeting the needs of patients and CC staff.

Personnel Management – The PM will direct the MEO’s recruitment efforts and issues.  The PM will work with MEO Group Supervisors on: 1) scheduling requirements and issues, 2) review of workload volume and related resource requirements, 3) specific recruitment and retention actions, 4) personnel issues, 5) personnel evaluations, 6) training requirements and plans, and 7) all information security requirements.  The Program Manager will have a close and collaborative relationship with the Clinical Center Human Resources. 

Major Problem Resolution – The PM will become involved with the resolution of problems that cross IP and OP organizational lines and will monitor the implementation of corrective actions related to these problems. 

Quality Control Oversight – The PM will review all results and statistics generated by the MEO’s quality control program.  The PM will assess MEO performance against PWS standards, approve proposed corrective actions and monitor their implementation, and submit all requested quality control reports. 

Contract Management – The PM will function as the Project Officer for the MEO’s subcontractor involved in providing patient care unit clerk services.  The PM will meet periodically with the point of contact of the subcontractor to review the subcontractor’s performance.  The PM will respond to all requests from the Contracting Officer related to the subcontractor.

Budget Control – The PM will periodically review annual MEO expenditures (almost exclusively personnel costs) and provide information and input on all proposed actions that have cost implications (e.g., hiring a new employee, requesting additional support from the subcontractor).

Periodic Reports – The PM will direct the MEO’s preparation of all required reports and review the reports to determine that each report is complete and accurate.  Such reports include but are not limited to: Initial, Semi-Annual and New Employee Epidemiology reports, reports required under the System Security Plan and required subcontracting reports using SFs 294 and 295. 

The MEO Team expects that PM will spend approximately the following number of hours annually on each of the activities described above:

Table 8: Program Manager Hours by Work Category

	Category Of Work
	Estimated Amount of Annual Hours
	Pm Responsibility

	Represent the PCUC MEO at CC
	100
	Primary

	Communications
	400
	Primary

	Personnel Management
	375
	Joint with Supervisors

	Major Problem Resolution
	250
	Joint with Supervisors

	Quality Control Oversight
	200
	Joint with Team Leader & Supervisors

	Contract Management
	326
	Primary

	Property Control-Related
	25
	Joint with Supervisors

	Budget Control
	75
	Primary

	Periodic Reports
	25
	Primary

	Total
	1,776
	


7.2  Supervisors

The Patient Care Unit Clerk Inpatient and Outpatient Groups will incorporate five Supervisory positions into the MEO.  These positions will be the second level of authority within the PCUC MEO and will be dedicated to the Outpatient/Day Hospital or Inpatient Groups.  Each of the positions will report directly to the Program Manager.

Shared Responsibilities: The Inpatient/Day Hospital and Outpatient Supervisors will share overall responsibilities related to managing personnel and human resources matters for their respective Groups.  Each Supervisor will serve as the rating official for performance evaluations, the leave granting official, make recommendations for promotions and awards.  Supervisors will be responsible for identifying the Group’s specific personnel requirements, including interviewing candidates and hiring qualified applicants for lower graded positions including a Team Leader and Program Assistants.  Supervisors will create schedules for their respective teams and ensure that adequate coverage exists for all Clinical Center areas.  The Inpatient/Day Hospital Group and Outpatient Group Supervisors will provide assistance to the PM and will provide PM coverage when needed (leave, etc.)

Contract Management: Contract Management will also be part of the Supervisors’ duties. This will include frequent interactions with the subcontractor point of contact to ensure that appropriate numbers and types of contractor personnel are present for assignment, and to continually assess the contractor personnel performance.  Daily interactions and monitoring of contractors will be another component of their responsibilities.
Quality Control:  PCUC Supervisors will provide quality control and quality assurance overview of their Groups.  Volume IV, Tab 4 contains more details, but certain points need to be emphasized. The second level, and perhaps most important level, of the QCP will rest with the MEO Group Supervisors who have specific responsibility for ensuring the quality of work within the MEO. This will include implementing the Quality Control Plan and monitoring performance of the Group.  
Each Supervisor will be responsible for the performance of their respective Group. The Supervisors will use the processes detailed in this QCP for managing quality, as well as the criteria for evaluating performance of these processes, and the means to monitor them.  Supervisors will conduct and document reviews for measuring the efficiency and effectiveness of patient care unit operations. Each Supervisor shall be responsible for ensuring that staff members are knowledgeable of, and adhere to their individual performance plan elements, as well as any other applicable quality standards. 

Supervisors will implement corrective action items resulting from reviews of performance, identify and provide adequate resources, when resources are the issue.  Supervisors will analyze the data collected and will develop quarterly reports for presenting to the Program Manager and Project Officer.
Training: Training will be a major responsibility of the Supervisors.  Supervisors will identify training requirements and direct the accomplishment of training.  Supervisors will also serve as trainers.  Supervisors will interface with all Clinical Center education programs and quality initiatives, as well as actively contribute to and participate in all activities related to preparation for program review.

Communications: The Supervisors will also emphasize continued communications on policy issues, operational issues, planning, and organizational needs with Federal Management staff (e.g.; Nurse Managers, Physicians, etc.) in Units, Clinics, and Services. Communications will focus on the many clinics, clinicians, nurse managers with whom the MEO has daily contact with.

Below is presented a chart with the estimated number of hours spent by each of the PCUC Supervisors in each major work area.  The total equals 1776 hours in accordance with A-76 regulations.

Table 9: Supervisor Hours by Work Category
	Category Of Work
	Amount Of Hours

	Personnel Management
	450

	Hiring, Evaluations, and Recognition Related
	275

	Quality Control Activities
	250

	JCAHO Related Coordination And Activities
	175

	Training
	275

	Assuming PM Duties
	100

	Property Control-Related
	25

	Communications with Federal Management Staff In Units, Clinics, and Services
	226

	Total Hours
	1776


7.3  Team Leader

The Team Leader for the Imaging Services Support Sub-Team will also perform a number of activities to assist the Admissions and Voucher Processing Team Supervisor. The Imaging Team Leader position will report directly to the Admissions and Voucher Processing Supervisor.  The Team Leader will provide all required support services to its assigned functional area (i.e., imaging).

Responsibilities beyond Direct Support Services: As permitted by the workload on their assigned units, the Team Leader will assist the Supervisor with the overall administration Radiology.  The Team Leader will provide guidance and direction to lower graded Program Assistants (GS 05/06/07) and serve as liaison between administrative and medical staff.  The position will be responsible for coordinating work assignments for the assigned staff.  The Team Leader will provide back-up for troubleshooting front line problems.  The Team Leader will also assist in scheduling lunch breaks for assigned staff, resolve simple complaints and communicate the organization’s mission to the staff.

Training: Training will be an important responsibility for the Team Leader.  The Team Leader will serve as the preceptor, providing On-the-Job (OTJ) training to new employees.  The Team Leader will assist with the scheduling and accomplishment of overall staff training.    

Quality Control: The Team Leader will provide front line Quality Control by gathering necessary data and will ensure compliance with program procedures and other regulatory requirements. The Team Leader is responsible for the weekly, monthly, or quarterly gathering of supporting documentation in the specific functional areas so that the QCP can be documented.  

The Team Leader will gather documents in accordance with the sampling plan in the QCP, and consistent with the method of surveillance.  The documents will initially be reviewed for completeness prior to providing the documents to the Supervisors or the Program Support Specialist.  The Team Leader may also conduct periodic analyses of the program, and produce reports on the status and efficiency of program operations. The role will include the responsibility to identify ways to improve team efficiency and work products.  

The Team Leader will also play a primary role in identifying areas of training support for the program and for assigned staff.
Assistance: The Team Leader will assist the Admissions and Voucher Processing Supervisor with a range of human resources matters by providing input in Performance Evaluations (peer review).  The Team Leader will also coach team members, providing advice on work methods when necessary.

Table 10: Imaging Support Services Team Leader Hours by Work Category
	Category
	Amount of Hours

	Unit Assignment
	800

	Team Oversight, Monitoring, Work Scheduling, Etc
	250

	Monitoring and Providing Input on Work Products 
	100

	Quality Control
	250

	JCAHO-related Support
	75

	Training Activities
	225

	Providing Assistance to Supervisors on HR Matters
	76

	Total Hours
	1,776


These hours are flexible and will vary depending on individual assignments and the needs of the organization.  

8  VOLUME III, TAB 8: PERSONNEL MANAGEMENT
The following section illustrates the approaches, techniques, philosophy, and experiences for the MEO in regards to a broad range of personnel issues.  

The tab will include sections very specific to the MEO on:

· Recruitment Strategies

· Retention Strategies

· MEO Staff Training

· Management Controls and Supervisory Ratios
8.1  Recruitment Strategies
The MEO Team views recruitment strategies in a different manner than all of the private bidders.  The PCUC MEO starts from a very different perspective because it is a Federal entity. This perspective requires recognition of different rules, regulations, considerations, and policies.  The MEO Team is committed to using all of the available resources at NIH to have a fully operational staff in place prior to the start-up date.

· The recruitment approach makes a number of very important assumptions that need to be noted.  It is envisioned that the majority of MEO staffing will come from direct reassignments of existing staff, as is customary, and as has been executed in other NIH A-76 studies.  This assumption drives every activity, every timeline, and every approach that follows in this tab.  It also has many other ramifications that are discussed in other Volumes.

· It is anticipated that for new types of MEO positions that position announcements will be posted internally at NIH. Internal postings – generally the norm in these types of recruitment – would allow the MEO to capitalize on the skills of the existing employees and minimize the implementation time for the new organization.  

· It is assumed that the Program Manager, Group Supervisors, and Team Leader position will be competitive positions that will tap the pool of experienced individuals at NIH.  

· It is probable that existing NIH employees would occupy many of the higher end career ladder positions within the MEO based on their skills and experience.  

8.1.1  Strategy and Timeline

The strategy starts at the implementation of phase-in and continues throughout the phase-in.  Getting leadership and management in place early during the Phase-In period is essential for the implementation of the well thought-out recruitment strategy.  

NIH Human Resources will be engaged immediately to ensure all approaches and policies adhere to HHS, NIH, and OPM policies.  Since all of the hired staff will be federal personnel, the typical mechanisms of hiring must be used.  The nature of Federal hiring has the potential to adversely impact timelines. Prior to engaging current federal employees, Human Resources must execute a list of notifications and instructions to affected staff.  MEO management will supplement Human Resources in their job of transitioning current staff to the MEO.
Staff will be hired for MEO positions from the highest levels downward with an initial focus on seeking knowledgeable, progressive leaders for Program Manager, Group Supervisors and Team Leader.   By filling upper level positions with experienced and qualified staff, the MEO will become operational relatively quickly and effectively, and will be able to conduct all of the needed interviews and staffing decisions.

It is assumed that for the Program Manager, Group Supervisor and Team Leader positions will be competitive positions that will tap the pool of experience at the NIH.  The MEO anticipates receiving applications from current NIH and HHS management personnel. This wide variety of applicants would allow the MEO to select individuals with the right skill set to manage the new organization.  

Job announcements will continually emphasize experience in managing diverse staffs, scheduling, interacting with nurses, researchers, and understanding the unique demands of the NIH Clinical Center environment.  Acquiring these skills would provide knowledgeable staff to manage and critique processes, and provide supervisors needed time to focus on communications, personnel management, quality control and customer service issues.  

Approximately four to six weeks into phase-in, the focus will turn to the majority of federal employees who will fill the MEO.  During the Phase-In, attention will focus on educating directly reassigned GS-06 and GS-07 positions to the MEO.  [This would include Program Assistants, Clinical Support Assistants, Research Support Assistants, and Radiology Clerks.]  MEO management will begin to conduct information and training sessions for the new members of the MEO.    

These current NIH staff will be educated in what the MEO is about, its role, and its responsibilities.  Since most of the activities and responsibilities and duties will remain very similar to the current operations, this point will be emphasized to ease fears of change. The new demands of the job will be discussed so that all coming to the MEO understand the employee expectations.  

If the proposed MEO is not able to staff all available positions using existing NIH employees, then the remaining entry-level positions will be filled by other government or external candidates.  If this approach is employed, it is expected that these employees will need more training.
8.2  Retention Strategies
Strategies for MEO staff retention are multi-dimensional and speak specifically to the issue of retention with a primarily GS-05 through GS-07 Federal workforce.  In short, having both a definitive recruitment and a definitive retention strategy is central to the short and long term effectiveness of the MEO.  In the section below, the range of strategies that are proposed are discussed in detail.  

8.2.1  Retention Plan

Anytime there is a major disruption to the structure of an organization, (particularly a disruption to a relationship between an individual employee and a unit, clinic, or department), retention becomes a major challenge.  The MEO will face potential staff turnover after start-up in the first performance period and thereafter.  In this respect, it will be no different than any other Federal Agency or private contractor.  The MEO management will be mindful of the impact of disrupting an existing stable clinic/unit/service staff relationship.  

Historically, PCUC has retained personnel through a nurturing work environment, some career progression and some opportunities for personal growth.  The MEO will emulate the current organization with respect to retaining qualified and experienced staff and use other strategies, including adding further incentives for retention.  The MEO will use career ladders, the enticements of career development, communications strategies aimed at retention, part-time options, enhanced financial rewards, and other factors.  The MEO will also consider hiring staff at the lower grade levels in order to refresh the organization. The specific strategies are discussed below.

8.2.1.1  Career Ladders

The MEO Team has built the grade structures in the MEO to address one of the causes of turnover: lack of career progression and the desire for different and diverse responsibilities.   The Program Assistant position (RSAs and CSAs) has a career ladder from GS-05 to GS-07.  After a period of performance and with experience gained, there is a very clear set of rules to advance.  Management also has a career ladder from Group Supervisor to Program Manager.

The ladder with increasing responsibility will also provide staff incentive to build their own resumes for their own personal reasons.  Training opportunities and mentoring at all levels will be provided to each employee.

8.2.1.2  Part-time and Flexible Work Options

Another means of improving retention will be the opportunity for RSAs, CSAs, Program Assistants, and other positions to have flexible schedules and potentially part-time schedules.  This would not impact the total FTE count, but allow for partial FTEs where they are needed and where the workload permits.  This approach should lower the risk of “burnout” of staff and may increase the pool of employees (such as returnees to the workforce and those who aim for seasonal work only) from which the MEO could tap.

The MEO will use part-time positions and float staff to support the Inpatient and Day Hospital and Outpatient and Diagnostics Groups as appropriate.

8.2.1.3  Communication Strategies as Part of the Retention Approach

The MEO will implement a well thought-out, multi-element Communications Plan aimed at addressing a significant issue identified by the MEO Team.  Senior management will have the time and provide an emphasis on employee communications.  Federal staff may be disrupted by the creation of an MEO, so communications will be a primary tool to help with the transition.

After the Phase-In begins, communications will be the focus of senior management.  Developing communication avenues to assess the need for federal employee training, the human resource needs of new employees, and the concerns of re-located staff will be the focus.  This will carry over into the first performance period. 

The methods of communication to foster retention are:

· As part of the MEO management approach, have the individual Supervisor and Task Leaders directly address the concerns of staff that may be directly reassigned to the MEO.

· Using e-mail communications to advise the staff of training options, operational issues, and customer issues.  Use of a bulletin board in the MEO office to post information for staff in addition to placing information regarding training, operational issues etc in individual staff mailboxes. 

· Advising staff of human resource assistance and resources whenever appropriate.  

· Conducting monthly staff meetings to share new information and determine staff issues.

· Making daily rounds to meet with staff informally and determine their status.

8.2.1.4  A Fair and Equitable System for Staff Rewards

A clear system of reward is essential for retention. When the criteria for being rewarded are clear, this leads to staff satisfaction and improved retention. 

The MEO will reward high-performing staff by providing them with opportunities for advancement, time-off awards, and cash bonuses.  Since the MEO’s work will be closely monitored by the Program Manager and Group Supervisors , as well as by external evaluators, MEO management will be able to effectively use the NIH performance evaluation system that distinguishes between employees who are not meeting expectations, meeting expectations, and acknowledges employees who are exceeding expectations.  The structure will allow for credibility in awarding performance-based bonuses to employees.

8.2.1.5  A Range of Methods for Staff Recognition and Rewards

MEO staff will take part in all current NIH benefit and rewards programs.  As federal employees, MEO staff is entitled to take part in these agency-sanctioned programs.  However, a more targeted reward approach is envisioned.  It includes:

Individual Awards: The MEO Team envisions that metrics will be developed that reward individuals for their long-term performance of his/her respective assigned PWS activities.  This would encompass meeting the PWS timeliness and quality standards for assigned PWS tasks.  The details of individual award plans will be worked out with the assistance of NIH’s human resources staff during the Phase-In period.  A lump sum has been included in the ACE to implement this program. One and half percent of the wage base is the standard amount of funds set aside for employee rewards.

Team Recognition Awards: The MEO Team also envisions that metrics will be developed that reward team performance of their respective assigned PWS activities.  This would also encompass meeting the PWS timeliness and quality standards for PWS tasks.  The details of these plans will also be worked out with the assistance of NIH’s human resources staff during the Phase-In period.  The same lump sum included in the ACE will be used to fund this component of the award program. 

Special Act Awards: The MEO will also reinstate Special Act Awards, which will be distributed throughout the year.  The MEO Team envisions using special act awards and off-cycle rewards at the time when outstanding performance occurs.  Staff will be rewarded for providing documented and outstanding customer service or efforts above and beyond normal expectations, for example.  Special act awards recognize employees who take the initiative to make improvements to processes which save time or money, or are exemplary performers.  One hundred dollars ($100) per MEO employee has been included in the MEO cost estimates for spot recognition for performance. 
8.2.1.6  Expected Turnover

The MEO Team expects turnover to be in the 5% range, consistent with the assumed current NIH Clinical Center turnover.  If the turnover rate is above the expected historical levels, the Program Manager, Supervisors, and Team Leaders will convene to determine the root causes (beyond natural organizational turnover) of the turnover and address the causes.

8.2.1.7  Vacancy Coordination

The MEO senior management will also work closely with HR to fill vacancies promptly.  It is expected that the Group Supervisors and the Program Manager will coordinate with Human Resources to ensure access to on-going job announcements to fill MEO vacancies if need be.  The MEO will also seek to tap the existing contractor workforce at NIH if this is deemed a progressive and positive strategy.

8.2.1.8  Retention Summary 

The MEO’s atmosphere will offer opportunities for advancement, provide greater flexibility, and create an environment that will attract and retain staff.  MEO Management will continually look at ways to modify the organization to allow it to capitalize on any new retention initiative that is created.  Funding will also be allocated for staff training, including courses highlighting the latest technology, as well as for awards.  Ultimately, the MEO will create an organization that is progressive and a place people want to be associated with.
8.3  Training Plan 
Training approaches and plans will start as soon as MEO staff is identified and/or hired from external sources.  This section describes the MEO’s planned the steps to assess training needs and execute an effective and thorough training plan.   Training is important for the success of the MEO, for meeting performance standards, and for ensuring that the MEO workforce is effective and is retained.  With the implementation of the MEO, the need for training will be essential. 

The need for planning and training will occur at multiple levels of the organization, and by multiple staff.  The plan will consist of formal classes and on-the-job training.  Training will focus on basic administrative skills, customer service techniques, and technical skills, as well as specific NIH content suitable to the staff’s primary area (such as Outpatient, Inpatient, and Radiology).

A vital step in implementing the Training Plan is an assessment of individual training needs.  Experienced MEO management and senior leadership will identify and prioritize known training requirements.  The MEO Team has identified training targeted at NIH customer service, basic and advanced computer system training, and quality control techniques as the most pressing and immediate training concerns.

The MEO Team envisions an MEO continually utilizing “smart” and cost effective training and a targeted approach.

8.3.1  Development of Individual Skill Assessments

A major element of successful and cost effective training is targeting staff most in need of specific training.  This continual effort will begin during Phase-In.

Senior MEO leadership, specifically the Program Manager, the five Group Supervisors and single Team Leader will need to conduct a skill assessment of all federal staff transferring over to the MEO (This assumes that existing NIH staff will, to some extent, transfer into the new organization and have most of the skills necessary to accomplish the PWS tasks).  

Senior leadership will conduct surveys or use existing documentation of NIH staff to determine their actual level of skills and experience related to specific elements of the PWS.  Identification of staff skill gaps and recruitment needs will then move to the forefront for action and drive the details of the training plan. When new staff are hired, these individuals will receive a skill assessment.  While portions of the assessment will be conducted as part of the hiring process, understanding individual sub-skills will require additional surveying of staff.  Combined, these two elements of a skill assessment will provide requisite information for the training plan, determining where mentor relationships would be particularly beneficial, and how training resources will be deployed.

8.3.2  Segments of the Training Plan

The MEO will utilize all of the existing mandatory training at NIH plus specialized training provided by outside vendors.  The MEO will also rely heavily on on-the-job training activities as well as web-based and computer-based training.  This multifaceted approach will tailor training to fit specific individual needs versus a “broad-brush” approach.  
Table 11: Current NIH Mandatory Orientation and Training
	Mandatory Orientation (1 ½ Day Orientation In A Classroom Setting)

	· CC Orientation

	· CC Mission, Vision, & Goals

	· CC Orientation Requirements

	· Facility Tour

	· CC Core Competencies

	· Process Improvement, Customer Service; Diversity Appreciation; Age Appropriate Care; Infection Control; Universal Precautions; And Fire And Emergency Preparedness

	· Patient Confidentiality

	· Diversity Awareness

	· Patient Safety

	· Safety And Emergency Preparedness

	· Customer Service

	· Infection Control/Universal Precautions

	· Evaluation

	Mandatory Yearly Training And Competency Assessment

	· CC Core Competencies – Need To Be Assessed On These Competencies Yearly.

	· Safety And Emergency Preparedness

	· Diversity Appreciation And Communication

	· Process/Quality Improvement

	· Customer Service

	· Ethics (not Included In the PWS, but required of Federal staff)

	Training

	· Safety and Emergency Preparedness

	· Computer Security

	· Infection Control/Universal Precautions


8.3.3  Methods of Training

While staffing the organization is at its early stages, training will take the form of on-the-job and one-to-one or small group sessions with senior management, who of course, would receive any needed training up front.

By start-up, the training goals are for all staff to be proficient with the operating procedures and regulations governing the PWS work processes, the customers being served, and all specific NIH or Clinical Center requirements.  Training sessions on procedures will be delivered in small group forums and through e-learning, In addition to formal training sessions, time will be budgeted during the Phase-In period for Supervisors to provide staff with on-the-job training.  

All MEO personnel will be proficiently trained in all aspects of NIH procedures, applications and systems.  Current Federal staff that transfer to the MEO will be available for training during the Phase-In. Training costs have been figured into the Agency Cost Estimate for the MEO.

8.3.4  Training Approach after Start-up

As soon as specific MEO staff is transferred to the MEO from their existing Clinical Center sections or are hired externally, training shifts to the individual level.  During this stage – the first 90 days – stringent oversight of the MEO staff will drive the focus of immediate training needs.

The MEO supervisory and senior staff will already be on-board and will be able to identify any deficiencies in staff skill sets.  The MEO will integrate training needs for employees using the annual cycle of establishing employee performance and individual development plans.  Each group will have a portion of the training plan developed for each individual, and a tracking system to ensure that all training is accomplished.  Tracking training will be a shared responsibility of the Group Supervisors, the Program Manager and the Program Support Specialist. 

After start-up, any deficiencies in performance will be viewed from a training perspective in addition to the employees’ performance and quality control perspective.  Targeted classes will be offered on-line and at specific geographic locations to those staff who exhibit the need for specific content training.

8.3.5  Training Plan Philosophy and Examples of Content

The MEO will offer training in the NBRSS system, Cardio-Pulmonary Resuscitation, customer service and general mandatory training.  Certain members of the staff will receive additional CRIS training and other yet-to-be determined training.  Time has been built into the MEO operation for training time for all staff. 
8.4  Approaches to Address Personnel Performance
The MEO is in a unique position compared to private bidders concerning personnel performance.  Since the MEO is a federal entity, it must fully abide by all OPM, HHS, and NIH personnel policies regarding the evaluation and documentation of performance, and the remediation of unacceptable performance.  The MEO Team sees this as an advantage.

The advantages start with the guidelines themselves. All of the MEO’s federal employees understand the procedures for individual performance evaluations, the methods, and the timelines.  Managers understand the semi-annual schedule for evaluation, the required personnel documentation, the requirements of performance, etc.  Time has been built into all Group Supervisors’ staff hours specifically for personnel evaluation.  

The MEO has an advantage when it comes to supervision and ensuring personnel performance.  More reasonable supervisor-to-staff ratios and direct lines of authority from front line staff to the supervisor increase accountability and clarity around who will evaluate the employee’s performance. 

As part of training and orientation, the concept of performance measurement will be introduced to all MEO staff. This will start with education and a shared understanding with the Group Supervisors and the federal employees.  Senior management will drive home the point since the concept is central to not only individual performance, but also collective MEO performance.  The Quality Control Plan explains the emphasis on these indicators.  

9  VOLUME IV, TAB 1: INTRODUCTION TO MANAGEMENT PLAN
The following tab specifies the Management approaches, techniques, and issues that the MEO will employ to meet all of the PWS requirements and its performance standards.
9.1  Approaches to Communications
9.1.1  Communications between the MEO and CGA

Given the nature of the tasks in the PWS and the roles of MEO staff in units, clinics, and services, it is important to emphasize the essential nature of continual communications with the CGA, including the Contracting Office and the Project Officer. 

The Program Manager and the Group Supervisors will have the major responsibilities in interacting with the Project Officer and Contract Officer.  Since these positions can commit the MEO to a direction, control the staff resources of the organization, and have the broadest and most in depth understanding of the operations and its capacity, this approach makes sense. On a regular basis, the Program Manager will meet with the Project Officer and the Contract Officer to discuss performance, any issues that have arisen, MEO costs, any potential deviations from the scope and workload in the PWS, etc.  Meetings with the will be as frequently as the PO or CO determines is necessary.  Regular meetings monthly are anticipated, but all meeting schedules are in the purview of the Government.

Group Supervisors will be regular participants in meetings with the Project Officer or the Contracting Officer.  This is essential given their proximity to the MEO staff and professional staff, their knowledge, and their operational experience.  Communications will occur at other times, with knowledge of the Program Officer, who maintains the authority to obligate the MEO to a course of action. 

The communications will be ample via phones, e-mail, and in person, as well as specifically documented issues in monthly reports, quarterly filings, and the annual report on MEO performance.  

9.1.2  Interaction with the Continuing Government Activity (CGA)

The interaction with the Institutes is a central component of MEO management, its Supervisors, its Team Leader, and its Program Manager. The MEO expects to interact in a number of ways.

To understand the issues and concerns that are inherent with a change in operations, on-going and regular communications with the Institutes’ representatives will be key to determining that concerns and issues are addressed. 

Frequent and ongoing communications between MEO management and Clinical Center professionals is central to limiting the risk from changes in operations and changes in responsibilities.  Institute staff will receive an orientation on the MEO during the phase-in period to begin this communications process.     

As described in the description of the roles of five Supervisors, Project Manager, and Team Leader, they will have daily, weekly, and monthly interaction with the CGA, specifically Institute staff. Communications time is built into all of these positions.  This type of communications is required given the nature of the PWS tasks, and the fact that all of the PWS tasks ultimately require customer and patient information.  

MEO Management will have to engage Clinical Center staff and CGA to discuss methods to ensure high quality service for staff, patients, and all customers.  Regular meetings of MEO management will be forums to discuss internal strategies to improve operations and address specific CGA questions.  A constant flow of information - initiated by MEO management - is essential for the CGA as well as the MEO for smooth operations, quality control, and continual process improvement. 

9.1.3  Communications and Coordination with Institutes and Centers

Communications and coordination with Institutes will take the form of: 1) interaction with Supervisors for a broad range of reasons on a regular basis.  “Regular” is defined as monthly or more frequently as needed or as requested by ICs.  The needs of the ICs will drive the schedule.  Examples of potential coordination activities include, but are not limited to:

· When new or additional needs arise related to the ICs  administrative duties

· When new reimbursement requirements emerge from the ICs in regard to Vouchers, new medical records requirements arise, new safety or other regulatory needs arise, etc.

· When adjustments of staffing are required due to mission change.  

9.1.4  Role of the Supervisors in Communications

Based on the fact that the MEO staff’s primary function is to support the operations of the units and clinics, a heavy emphasis is placed on continual communications between Group Supervisors and nurse managers of every Clinical Center area.  One of the primary responsibilities of the Group Supervisors is to have continuous contact and communications with nurse managers to adjust staffing to meet needs, to address quality or timeliness issues, and to anticipate future needs of the individual clinics and units.   

9.1.5  General Communications as a Management Emphasis

Given the significant changes the MEO will bring to the Clinical Center support services, communicating the nature and extent of these changes will be imperative. Routine communications with senior Clinical Center management informing them of the planned changes, and providing ongoing status of the MEO will be critical to the MEO’s success.  Likewise, informing employees affected by the changes, as well as external stakeholders, patients, and customers who do business with the Clinical Center will be crucial to assuring a smooth transition and the achievement of anticipated efficiencies inherent in the design of the MEO.

A multi-faceted Communications Plan will be developed and refined with details as part of the phase-in period.  This will be a primary early Phase-in Period task.  

One of the primary responsibilities of the Group Supervisors is to have continuous contact and communications with nurse managers to adjust staffing to meet needs, to address quality or timeliness issues, and to anticipate future needs of the individual clinics and units.   Federal staff will be disrupted by the creation of an MEO.  Communications will be a primary responsibility of the MEO, but the communications role of the CGO – NIH Clinical Center and Agency Leadership, and other segments not part of the direct A-76 study cannot be forgotten either. While the MEO cannot dictate NIH’s communications policies and procedures, the MEO Team envisions that the Program Manager and the Group Supervisors will assist and supplement all NIH communication efforts.

After the Phase-In begins, communications will be the focus with Nurse Managers, Researchers, and the many other elements of NIH which the PCUC must interact with, such as Interpreter Services, Social Work, Travel Services, etc.  Developing communication avenues to assess the need for federal employee training, the human resource needs of new employees, and the concerns of shifted staff will be the focus.  

9.1.6  Communications Regarding the MEO with Employees

Current NIH personnel will be impacted by the implementation of the MEO.  As has been the case in other A-76 studies, it is expected that the Employee Assistance Program and the Transition Center will be tapped as the primary resources to facilitate the transition to the MEO.   The MEO will work in coordination with the Human Resources Advisor (HRA) and the Commercial Activities Steering Committee, if need be, to develop other avenues to address employee concerns. 

Issues relating to compensation and placement procedures for those who are displaced will not be handled by the MEO, and is in the purview of the CGA, specifically human resources.

Regardless of the choice of the CGA regarding a joint team approach, representatives from the MEO will begin to communicate in person, via e-mail, and via videoconference with potential MEO employees.  Dates of transition, locations, and changes to responsibilities will be major topics. Additionally, the MEO’s Phase-In leaders will conduct employee-briefing sessions to keep incumbents of the current organization informed of the status of the transition.
9.2  MEO Management of Government Property and Equipment
The PWS spells out clearly the expectations in terms of the role of the MEO management and Government-Furnished Property and Equipment (GFP&E).  PWS section 3.1.2 describes a joint inventory.  PWS section 3.13 describes the need for a Property Control Plan.  The MEO role in this phase-in and continuing task is discussed in this section.

All space and equipment needed to perform PWS tasks will be provided.  At this point in time, the specifics are not available for the MEO Team to speak directly to; however much can be said about the MEO’s approach, steps, and roles and responsibilities in regard to equipment and property. 

The process of property management will start very soon after Phase-in starts.  The specific space and equipment that will be designated for the MEO will be reviewed in careful detail.  This will begin to be accomplished as part of the Joint Inventory.  

With the Government Representative(s) (GRs), senior on-board MEO managers will conduct a multi-day inspection of all GFP and inventory within 30 calendar days of the start of the transition period.   The MEO has a vested interest in accurately recording the conditions of all property and equipment since this equipment and property will directly impact the ability of the MEO to perform the tasks in the PWS in a timely and efficient matter.  

To ensure that the MEO has adequate and useful equipment, the MEO will certify the GFE inspections and inventories prior to assuming accountability for all GFP. All problems with the inventory will be documented and submitted to the GR within the 5-day timeframe listed in the PWS. 

Physical moves are another GFE issue. The Program Manager will take the lead on these issues, assisted by other on-board staff, including Supervisors.

Ongoing activities regarding property control will be the responsibilities of a Team Leader, the Group Supervisors, and the Program Manager.  In the Program Manager’s Office, the Program Support Specialist will be the central point of contact regarding maintaining property records and the Program Manager and Group Supervisors will handle property issues and meetings with the CGA.  

As part of this process, a comprehensive GFE management plan will be developed by the Program Manager and the Supervisors during the phase-in period.  The staffing schedule for phase-in includes these positions very early in the phase-in period to ensure their availability for this report, as well as other reports. 

Initially, the Program Manager will prepare and submit a first Government Property Control Plan within 10 days after Award.  The senior management on board will play a primary role in developing a plan.  That plan is dependent on the actual list of GFP and GFF that is provided.  The MEO will use the list provided by the Government as the basis of its plan.  All property information and any changes to property status will be recorded by the Program Support Specialist and conveyed to the CGA. The plan will be updated whenever new space and equipment is provided to the MEO, and at a minimum annually.
9.3  MEO Improvements and Efficiencies
The overall management plan was designed to capitalize on consistent management expectations, standard, comprehensive, and complete training of staff, and supervisory oversight.  All of these are factors in creating an efficient organization as a starting point.  

It is anticipated that the expertise of experienced staff will yield process improvements. In addition, their expertise will yield opportunities for more centralized performance of services.  These types of improvements may generate “efficiency” gains.

As one of many entities in the Clinical Center, it is only logical that the MEO expects to build from NIH initiatives already underway, such as the Obesity Study and clinic reorganization.  It is reasonable to expect that the MEO will gain some efficiencies as a result of broader Clinical Center initiatives.  The exact types of efficiencies and locations of the efficiency gains cannot be specified at this time.  

Specific numeric efficiency goals for a new organization, with potentially new staff with different skill levels and skill sets, and with over 130 performances standards can only occur after all of these variables are understood.  It is logical to begin this assessment process as soon as operations are up and running and then quantify goals.  

9.3.1  MEO Efficiencies to be Achieved 

Efficiencies for the MEO can be viewed from multiple perspectives.  First, the MEO achieves efficiency by placing the proper number and type of staff at each clinic, unit, or service (Admission, Voucher Processing, and Imaging Services) location based on workload.  The analysis of workload, and most importantly, the rationalization of scheduling across all of the Outpatient clinics and the Inpatient Units allowed the MEO to reduce periods of staff overlap that contribute to inefficiency. [The schedules as shown in Volume II, Appendix A through D was built clinic-by-clinic and unit- by-unit based on covering specific sets of hours where PWS-driven needs were greatest.  It did not take into account the long standing schedules of current staff.] 

For Imaging Services, efficiencies were achieved in the staffing arena because of the analysis of customer flow.  The staffing in Appendix D reflects an hour-by-hour analysis detailing the average number of patients for each hour of the day for each day of the week.  Imaging staff is concentrated exactly in the periods where patients are most numerous. 

From another perspective, other potential efficiencies could be achieved after the MEO’s operations are underway.  Schedules will be shifted, no doubt, when the nuances of patient volume and clinic, unit, and service need are fully flushed out during the first periods of operations.  With more knowledge of the daily, hour-by-hour patient flow, efficiencies could be gained.  

Tasks may be shifted, or potentially centralized, depending on workload (e.g.; general duties such as checking refrigerators, mail distribution, or inventory checking).  As with any new organization, the MEO will focus on serving its given customer base first, orienting the customers to new staff, and then evolve to become more responsive and more efficient.  

9.3.2  Building on NIH Work in Process Management Approach

The MEO will build upon existing staff education initiatives and current cross-training initiatives at the Clinical Center. This is vital in order to have staff available to fill different slots at different clinic and unit locations and to achieve efficiency goals.  

The MEO will continually utilize its own data, as wells as the Clinical Center data, to improve the overall staffing scheme. 

The MEO will build upon existing technological initiatives to increase utilization of clinically-beneficial tools in the Clinical Center.  When additional training is required of MEO staff, this training will be built into the staff schedules and made a priority of management.

The MEO will build upon the existing Clinical Center Performance Improvement project related to medical records.

The MEO’s new approach to workflow and tasks management is consistent with the latest Clinical Center emphasis on re-examining broader workflow issues.  The MEO will be prepared to take part in these broader initiatives, too. 

The MEO’s overall staffing scheme contains enough available staff time to permit participation in all training initiatives and improvement initiatives.  These initiatives will begin during the second quarter of the first performance period so that the MEO can focus on human resource tasks, customer and staff orientation, and work processes during the first quarter.  
9.4  Management of Subcontracts
A specific approach and plan is required to ensure subcontractor accountability, performance, and daily management.

The MEO will utilize a subcontractor arrangement for staffing certain Inpatient/Day Hospital Support Group, Outpatient and Diagnostics Support Group, and the Admissions and Voucher Processing Team needs. All of these subcontractor positions will perform like activities to the current federal and contractor staff in the Clinical Center.  The initial contract will be a continuation of existing NIH contracts as specified by the Contracting Officer and the solicitation.  The contracts will be administered in accordance with all applicable FAR provisions.  

9.4.1  Subcontractor Specific Phase-in Issues

The Program Manager will work in concert with Contracting and the Contracting Officer to determine the potential subcontractors that can provide adequate and trained resources to the MEO.  The Program Manager will ensure that all of the specific PWS performance standards are incorporated into the negotiation and communication aspects of the transition of the existing subcontractor to perform PWS workload.

Using existing Clinical Center contracts to perform MEO-related activities is beneficial to the Clinical Center and its customers.  Using familiar contractors, and having familiar contractor staff, and a known relationship with the contractors’ companies serves to foster continuity of services during a period of transition.  

9.4.2  Subcontractor Monitoring

A major issue with the use of subcontractors is ensuring consistent quality performance. The Program Manager will be directly responsible, in coordination with the Program Officer and the Contracting Officer, for negotiating with the subcontractor after transition regarding the amount of services, the specific assignments, and the timing of services.  The Program Manager will need to sign off on all of these conditions.   To tap the front-line issues of patient care administrative activities, Supervisors will be consulted and be part of the acquisition process.

Following the transition of a subcontractor, the MEO’s senior management will first use the already existing subcontractor monitoring plan.  If it is necessary after start-up, the MEO’s senior management will develop a more detailed subcontractor monitoring program, which will include frequent meetings with subcontractor management. The monitoring program will encompass criteria for using subcontractor staff, the evaluation of subcontractor performance in meeting the PWS requirements, the methods of remedying any subcontractor deficiencies, the production of monthly status reports, etc. 

The Inpatient/Day Hospital Support and Outpatient Support Group Supervisors will also play a critical role in monitoring contractor performance on the front line, and on a daily basis.  The Group Supervisors will observe the daily performance and behavior of subcontractor personnel who will be working in either the inpatient or outpatient area. Clinical Center managers will also be queried regarding the performance of the subcontractors to get real time feedback to ensure satisfactory performance.  This information will be fed back to subcontractor management, the Contracting Officer, and the Project Officer regularly, and when corrective actions are needed.

Information security will be another MEO management responsibility. As is the case today, subcontractor personnel will have limited and restricted access to all of the needed NIH computer systems, and at the same level as is the case today.  All subcontractor staff with access to NIH’s computer systems will be required to receive all security clearances and approvals from NIH.  The Program Manager will be the point person on subcontractor information security issues.

9.4.3  Subcontract Oversight as a Quality Issue

The MEO will utilize Contracting Officer (CO) authority to exercise authority over the contract. The Government’s Project Officer will be responsible for providing technical direction, clarification, and guidance on the statement of work, ensuring work performance and monitoring, and tracking performance measures and incentives.  The Project Officer will establish, as approved by the CO, formal systems and processes to successfully execute these duties.

9.4.4  Subcontract Personnel Roles and Responsibilities

The MEO will use a subcontractor to augment Federal staff in providing services to meet PWS requirements.  Subcontractor staff will be assigned duties in the Inpatient/Day Hospital Support Group, Outpatient Support Group and the Admissions and Voucher Processing Team.  Subcontractor staff will perform many of the same tasks that Federal staff will perform.  Subcontractors will frequently work side-by-side with Federal staff.

As described in Vol. IV, Section 1.3.1, the MEO will acquire a subcontractor working in concert Contracting and the Contracting Officer.  The Program Manager will ensure that all PWS requirements and performance standards are incorporated into the subcontractor agreement. The subcontractor will provide staff with the appropriate skill sets to perform all of required tasks.  The MEO will provide training, as necessary, on unique Clinical Center processes and systems.

The MEO will work closely with the subcontractor’s company on assigning appropriate subcontractor staff and evaluating their performance as they perform PWS tasks.  Through discussions with and negotiations with the subcontractor’s management, the MEO’s Supervisors will assign the majority of subcontractor staff to specific positions but will also designate a limited number of subcontractor staff as potential floaters (i.e., individuals who are cross-trained and have the ability to temporarily backfill at units and clinics throughout the Clinical Center and perform all required tasks).

The subcontractor’s responsibility will include, but are not limited to:

· Responding to MEO staffing requests within the constraints of the contract

· Initiating necessary actions to correct identified problems and/or poor performance

· Performing all administrative activities associated with the subcontractor workforce, including maintaining personnel files with all required documents (e.g., CPR certification)

· Meeting all security and system security requirements 

· Responding to information requests within agreed timeframes

· Attending meetings with MEO management

· Maintaining a current roster of contractor staff available to the MEO 

Subcontractor staff will have responsibility for:

· Being knowledgeable of all appropriate Clinical Center policies and procedures

· Performing assigned tasks in accordance with appropriate polices and guidelines

9.5  Management Authority and Addressing the Complexities of the Clinical Center Environment
The MEO is uniquely positioned to manage the scope, complexity, and scale of the PWS.  

This is the scale and scope that is managed today by the probable management team throughout the Clinical Center.  The MEO front-line and management staff are fully aware of the scope of the PWS and the inherent complexities of tasks.  The current staff who will likely be directly reassigned to the MEO are effectively functioning and performing the tasks that are included in the PWS at multiple locations.  The philosophy behind the MEO’s management structure speaks to understanding the inter-relationships of the PWS tasks and the scale of the PWS activities.   The philosophy emphasizes the use of generalists, i.e.; RSAs and CSAs, when a broad range of general tasks need to be performed, as is the case in Outpatient Clinics and Inpatient Units.  Conversely, when the nature of the tasks requires specialization or a different type of skill set and training, the MEO is organized accordingly.  With Voucher Processing, Admission, and even Imaging Services, each team contains a cadre of specific staff, with specific front-line monitoring, and with specific training. 
9.5.1  Understanding Workload in a Complex Research Healthcare Environment
The MEO has been created with recognition of the unique complexities of combining a healthcare institution and a unique research environment.   Strict efficiency in staffing is balanced with the ability to react quickly to fluctuations in workload and increasing customer services and requirements. Appropriate flexibility in staffing the MEO was built into the staffing model.   

Because workload in Inpatient Units, Outpatient Clinics, Imaging Services, and Admissions is front-loaded to the first half of the week, the MEO staffing reflects this definitive trend; however, the MEO staffing still provides complete and more efficient coverage for the later half of the week and during off hours.  Additionally, surges in workload require staffing concentrated on tasks over specific hours or days of the week.  For example, hours of the 8 a.m. to 11 a.m. contain a high number of customer interactions in Admissions.  Staffing reflects this fact. 

The table below shows the average number of admissions per hour block by day of the week based on six months worth of data.  It clearly shows the uneven, but predictable pattern of admissions.  The MEO set its staffing schedules to be front loaded in the morning and for the early part of the week as a result.  

Table 12: Average Admissions by Day of Week and Hour

Yellow = less than 3 admissions per hour block;
Bold = peak periods with more than 7 patients per hour block; 

Light Blue = periods of 3 to 6.9 admissions in the hour block.
	Hour Block
	Sun.
	Mon.
	Tues.
	Wed.
	Thurs.
	Friday
	Sat.
	Mon.-Holiday

	6:00
	0.04
	1.45
	1.27
	1.69
	1.00
	0.73
	-
	-

	7:00
	0.37
	15.09
	6.85
	7.42
	6.42
	3.38
	0.25
	0.67

	8:00
	0.67
	14.00
	9.00
	12.65
	6.08
	5.04
	0.08
	0.33

	9:00
	0.81
	8.18
	7.65
	9.85
	5.31
	3.23
	0.13
	1.00

	10:00
	0.96
	6.00
	5.85
	5.54
	3.46
	3.27
	0.21
	0.33

	11:00
	1.19
	6.14
	5.65
	3.88
	2.73
	2.69
	0.17
	1.33

	12:00
	2.74
	7.00
	4.54
	3.81
	2.85
	2.15
	0.04
	-

	13:00
	4.15
	4.64
	3.27
	3.50
	2.54
	2.35
	0.21
	0.67

	14:00
	2.93
	4.73
	3.27
	2.42
	2.04
	1.46
	0.17
	0.33

	15:00
	3.37
	2.00
	2.73
	1.85
	1.19
	0.65
	0.08
	3.33

	16:00
	2.63
	2.86
	2.35
	2.73
	1.42
	0.50
	0.13
	1.67

	17:00
	3.41
	2.32
	2.23
	1.85
	0.88
	0.23
	0.08
	2.00

	18:00
	2.89
	1.18
	1.65
	1.04
	0.38
	0.35
	0.17
	1.67


This same dynamic holds true in Imaging Services and is accounted for in staffing.  The table below shows the average number of imaging patients each hour by day.  It shows that patients are concentrated in the morning hours, Monday through Wednesday.  Staffing mirrors this workload dynamic. 

Table 13: Radiology Patients by Day of Week and Hour  

Yellow = less than 2 patients per hour block; 
Bold = peak periods with more than 10 patients per hour block

Light Blue = periods of 7.5 to 9.9 patients in the hour block

	Hour Block
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	6 a.m. 
	0.4
	0.1
	0.1
	0.1
	-

	7 a.m. 
	3.4
	3.3
	4.1
	4.5
	4.5

	8 a.m.
	19.7
	17.1
	16.8
	11.4
	11.0

	9 a.m.
	11.5
	11.2
	11.8
	10.4
	6.7

	10 a.m.
	11.2
	11.2
	10.1
	9.9
	8.1

	11 a.m. 
	8.5
	9.2
	7.9
	8.9
	5.5

	12 p.m.
	8.9
	8.8
	7.5
	7.4
	5.7

	1 p.m.
	8.8
	7.9
	8.0
	7.4
	5.4

	2 p.m. 
	7.9
	6.3
	6.4
	5.1
	4.3

	3 p.m. 
	4.6
	4.8
	5.0
	4.6
	2.0

	4 p.m. 
	3.4
	3.4
	3.7
	3.2
	2.0

	5 p.m. 
	1.6
	2.2
	1.7
	1.6
	0.9

	6 p.m. 
	1.4
	2.9
	1.4
	1.0
	0.8

	7 p.m. 
	1.5
	1.6
	1.1
	0.9
	0.6

	8 p.m. 
	0.8
	1.0
	1.1
	0.4
	0.3

	9 p.m. 
	0.6
	0.9
	0.5
	0.3
	0.2

	Total 
	94.2
	91.7
	87.1
	77.1
	58.0


A portion of the complexity lies with the fact that frequent fluctuations workload occur in a healthcare environment.  The MEO takes this into account and is staffed to accommodate workload complexities due to census swings, seasonal patterns, unscheduled patients and variations in patient acuity.

A particularly unique component of developing the MEO lies with the nature of the Clinical Center research mission.  Certain inefficiencies are inherent to the Clinical Center. The needs and schedules of research programs lead to distinctive fluctuations of workload in the Clinical Center.  The MEO recognizes this complexity and balances this fact with efficiency. 
9.6  Managing, Evaluating and Mitigating Risk In A Complex Environment
The MEO understands the risk of introducing a new organizational structure, assigning new responsibilities to MEO staff, and a progressive, efficient staffing scheme.   Anytime change is introduced, risk management must be at the forefront of senior management’s mind. 
In regards to decisions with organizational structures and management authority, the MEO Team considered using the existing management structure and increasing duties and responsibilities.  Given the nature of the PWS and its many strict performance standards, this would have created an unacceptable risk of non-performance.  Instead, a more risk adverse approach was taken with the MEO’s organizational approach. 

Risk management with a focus on prevention will be a central component of the role and responsibilities of the Program Manager.  All lines of accountability lead to a single person ultimately. 

An adequate number of staff helps mitigate risk of non-performance. Staffing based on careful analysis and deliberation by experienced NIH MEO Team members reduces risk.

A first hand knowledge of current practices and procedures helps mitigate risk of sub-tasks “falling through the cracks.”  

Multiple avenues of formal and informal communications will help limit the risk of customer dissatisfaction.   

As another approach to minimizing risk, the MEO plans to continue to use all of the applications and systems currently being used to provide the services required by the PWS.  The MEO will be prepared in the future to use new systems as directed by the Clinical Center but does not propose to introduce new applications or systems as part of the Agency Tender.  

The MEO Team has developed a draft System Security Plan at Appendix A.  The MEO will revise and finalize this plan during the Phase-in period and implement all associated actions in order ensure a risk-free transition to MEO staff becoming users of the applications and systems now used in support of PWS tasks.
9.6.1  Evaluate and Develop a Risk Mitigating Plan

Determining and analyzing risk is based on a combination of knowledge and communications.  The expected knowledge of the senior MEO staff of the Clinical Center environment provides the first line of recognition where risk may exist.  This knowledge is a benefit when it comes to assessing the nature of the risk and developing a mitigation plan.  

Continual communications with multiple parties such as the CC Safety Officer, Nursing and Patient Care Services Quality Officer, and area managers is key to determining what risk exists. This is one line of protection from risk. Having familiarity with those individuals who can alter the Clinical Center environment and its priorities and those who comprehensively understand the regulatory, political, and budgetary environment of the Clinical Center is further protection. Quality monitoring, review of occurrences, and quick response to sentinel events will assist in reducing risk by identifying issues early. Managements’ ongoing communication with MEO staff on the front-lines, and continual communications among the Supervisors, Program Manager and area managers is another strategy to identify, analyze and ultimately mitigate risk.

The nature of the PWS creates a different dynamic in mitigating risk.  Management will engage Clinical Center staff and Government management to discuss methods to ensure high quality service for staff, patients, and other customers.  The regular meetings of MEO management will be forums to discuss internal strategies to mitigate risk.  

9.6.2  Managing the Risks of Customer Service

The MEO management will use existing mechanisms and its managerial approach to remain sensitive to customer dissatisfaction and ensure excellent customer service.  Supervisors will review occurrence reports and customer complaints and respond quickly to those related to the customer experience.  

Any existing survey mechanism in the Clinical Center that is related to customer service will be analyzed by the MEO Leadership Team on a regular basis and serve as a starting point to address any customer service issues, including the need for additional training or personnel actions.   Additionally, Team Leads and Supervisors will be asking nurse managers and other Clinical Center staff on a regular basis questions regarding MEO performance, to include the MEO staff’s performance in meeting customer needs and expectation.   This real time feedback based on independent observations of customer service performance is invaluable in order to gain a true understanding of potential problem areas. 

Evaluation of customer service will be based on the above mentioned observation, feedback from Clinical Center staff, and any customer feedback that the Clinical Center gathers on the customer experience related to the MEO staff.

The Clinical Center’s efforts to measure customer service should provide the MEO management with a good sense of customer service performance.  If this information is insufficient, the MEO may implement (with the approval of the Contracting Officer and other NIH officials) a customer survey on a quarterly or bi-annual basis to further provide data for the purpose of improving customer service. 
9.7  Managing Non-Typical Staffing Periods
9.7.1  Emergencies

The MEO is appropriately staffed over the weekend for the typical workload in Inpatient units.  The same holds true for staffing in the busier units from 5 p.m. until 11 p.m. during weekdays.  Based on the knowledge of the units and their patients, the staffing strategy and plan is tilted toward providing staffing resources to specific units for periods of time that are not covered today.  Volume III Appendices A through D show the specific staff assignments that will cover the high activity areas.  The majority of areas only have a single clerk covering their respective area.  The MEO has concentrated staff in units with traditionally high admissions, high acuity patients, units with challenging geographic layouts, and units with a known administrative need.

The MEO contains defined Groups for Inpatient and Day Hospital Support Services and Outpatient and Diagnostic Support Services.  These are the groups that contain the staff that could and would be shifted or re-assigned in the event of an NIH or federally-designated emergency.  Reassignment and shifting of staff speaks to the availability of groups of Outpatient and Inpatient staff that have like skills, like experiences, and like training to permit the shifting to different Clinical Center locations in the event of emergencies.  

If the staff is reassigned for an NIH-designated emergency, overtime of existing MEO staff, utilizing the flexibility of having some contractor staff, and potential additional staff would be required to cover PWS workload to the maximum extent possible.  By definition, an emergency that redirects large quantities of staff for any period of time will directly impact the ability to perform regular, expected workload. 

9.7.2  Certain Weekend, Evening, and Night Shift Coverage

The MEO Team recognizes the work demands of the units can vary significantly from the busy periods during the day shift to the quieter periods of the night shift.  The MEO staffing of many inpatient units reflects this known reality and is constructed to ensure the proper balance of efficiency and coverage.   Additionally, the MEO’s approach to covering the evening and night shifts is consistent with the current practices of the units by tapping existing, and assigned resources. 

For Inpatient units and Day Hospitals, the MEO will utilize existing Patient Care Technicians (PCTs) to perform PWS tasks that occur when MEO staff is not physically present in the area.  Patient Care Technicians are already physically present on these Inpatient units and Day Hospitals to cover the very limited type and number of PWS tasks that occur during the evening and night shift.  The units and the hours where this efficient approach will be employed are shown below in Table 2.  

PCTs performing PWS tasks will be held to the same standards as other MEO staff.  The staff will continue to report to their respective nurse managers for managerial direction.

The following units will be covered by existing PCTs:

Table 14: Coverage of Units and Day Hospitals by Direct and Indirect MEO Staffing by Day of Week and Hour

	Unit
	Day of Week
	Labor Hrs. of MEO Clerk Coverage
	Labor Hrs. of PCT Cover-age
	MEO Clerk Coverage Times
	PCT Coverage Time

	1NW (Pediatrics)
	Mon.-Fri.
	10.5
	13.5
	7 a.m.-5:30 p.m.
	5:30 p.m.-7 a.m.

	
	Sat.-Sun.
	0
	24
	None
	Fri. 7 p.m.- Mon. 7 a.m.

	1SE (Adult Behav. Health) 
	Mon.-Fri.
	8.5
	15.5
	8 a.m.– 4:30 p.m.
	4:30 p.m. – 8 a.m.

	
	Sat.-Sun.
	0
	24
	None
	Fri. 5:30 p.m. - Mon. 8 a.m.

	1SW (Peds Behavioral Health)
	Mon.-Fri.
	8.5
	15.5
	8 a.m.– 4:30 p.m.
	4:30 p.m. – 8 a.m.

	
	Sat.-Sun.
	0
	24
	None
	Fri. 5:30 p.m. - Mon. 8 a.m.

	3NE (Hematology-Oncology) 
	Mon.-Fri.
	16.5
	7.5
	7 a.m.-11:30 p.m.
	11:30 p.m.-7 a.m.

	
	Sat.-Sun.
	0
	24
	None
	Fri. 3:30 p.m. - Mon. 7 a.m.

	3NW (Adult Oncology) 
	Mon.-Fri.
	16.5
	7.5
	7 a.m.-11:30 p.m.
	11:30 p.m.-7 a.m.

	
	Sat.-Sun.
	0
	24
	None
	Fri. 11:30 p.m. - Mon.  7 a.m.

	3SW (Intensive Care)
	Mon.-Fri.
	24
	0
	All periods covered by MEO staff
	No hours

	
	Sat.-Sun.
	16
	8
	8 a.m.-12 a.m.
	12 p.m.-8 a.m.

	3SW (Intermediate Care)
	Mon.-Fri.
	8.5
	15.5
	8 a.m.– 4:30 p.m.
	4:30 p.m. – 8 a.m.

	
	Sat.-Sun.
	0
	24
	 None
	Fri. 4:30 p.m. – Mon. 8 a.m.

	5NW (General Medicine) 
	Sunday
	8.5
	15.5
	11 a.m. -7:30 p.m.
	7:30 p.m.-7 a.m. Mon.

	
	Mon.-Fri.
	15.5
	7.5
	7 a.m.-11:30 p.m.
	11:30 p.m.-7 a.m.

	
	Saturday
	0
	24
	 
	7 a.m.-11 a.m. Sun

	5SE (Medicine/ Telemetry)
	Mon.-Fri.
	10.5
	13.5
	7 a.m.-5:30 p.m.
	5:30 p.m.-7 a.m.

	
	Sat.-Sun.
	0
	24
	None
	Fri. 5:30 p.m. – Mon. 7 a.m.

	7SE (Adult Behavioral Health)
	Mon.-Fri.
	8.5
	15.5
	8 a.m.-4:30 p.m.
	4:30 p.m. – 8 a.m.

	
	Sat.-Sun.
	0
	24
	None
	Sat. 8 a.m.- Mon. 8 a.m.

	7SW (Neurology & Sleep Lab)
	Mon.-Fri.
	8.5
	15.5
	7 a.m.– 3:30 p.m.
	3:30 p.m. – 7:30 a.m.

	
	Sat.-Sun.
	0
	24
	 
	Fri. 3:30 p.m. - Mon. 7 a.m.

	Surgical Services Section 
	Mon. – Fri.
	8.5
	0
	7 a.m.– 3:30 a.m.
	None – SS has M-F hours only

	Day Hospitals &   
	Diagnostic Procedures
	 
	 
	 
	 

	1NW (Pediatrics)
	Mon.-Fri. 7 a.m.- 5:30 p.m.
	8.5
	2
	7 a.m.–3:30 p.m.
	3:30-5:30 p.m.

	3SEDH (Hematology - Oncology)
	Mon.–Fri. 

7 a.m.-7 p.m.
	8.5
	3.5
	7 a.m.–7 p.m.
	3:30-7 p.m.

	
	Sat.-Sun. 7 a.m.- 3:30 p.m.
	8.5
	0
	7 a.m.-3:30 p.m.
	All periods completely covered by MEO staff.

	
	Holidays 8 a.m.-4:30 p.m.
	0
	8.5
	8 a.m.-4:30 p.m.
	 

	5SWDH (Medical - Surgical)
	Mon.–Fri. 7 a.m.  7 p.m.
	12
	0
	7 a.m. -7 p.m.
	All periods completely covered by MEO staff.

	
	Sat.-Sun. 7 a.m.-3:30 p.m.
	0
	8.5
	 
	7 a.m. -3:30 p.m.

	
	Holidays - Closed
	n/a
	 
	Not Applicable
	Not Applicable- Day Hospital Closed

	3SW-N (Procedures)
	Mon.-Fri. 6:30 a.m.-6 p.m.
	8.5
	3
	7 a.m.-3:30 p.m.
	3:30-6 p.m. & 6:30 a.m. - 7 a.m.


For the Outpatient clinics, Imaging Services, and Diagnostics, the issue is providing coverage for PWS tasks during specific early morning and late afternoon hours in very specific locations.  The following approach is relevant for: 1st Floor Heart Station; 7SW Neuro-testing; 5NE-N Cardio-pulmonary; OP-3; OP-7; OP-8; OP-10; OP-11; OP-12; OP-12W; OP-13; Radiology; and Nuclear Medicine.  For the hours of operation listed in Appendix B and listed below, nurses will provide coverage for Outpatient Clinics, and a Radiology Technologist or an Office Assistant will provide coverage of PWS tasks for Radiology, the LDDR Lab, and Nuclear Medicine.  

Table 15: Coverage of Clinics, Diagnostic Testing, Radiology, and Nuclear Medicine by Nurse and Radiology Technicians for PWS Tasks

	Locations 
	Days of Week 
	Hours 
	Comments
	Total Yrly. Hrs. covered by Nurses(2) 

	Diagnostic Testing 
	 
	 
	 

	1st floor (Heart Station) 
	Mon. - Fri. 
	6:30 am - 4:30 pm 
	Nurses cover 6:30-7 a.m.  
	125.5

	7SW (Neuro-testing)
	Mon. - Fri. 
	6:30 am - 6:00 pm 
	Nurses cover 6:30-8 a.m. & 4:30-6 p.m. 
	753.0

	5NE-N (Cardio-pulmonary)
	Mon. - Fri. 
	6:30 am - 6:30 pm 
	Nurses cover 6-6:30 a.m. & 3:30-6:30 p.m. 
	878.5

	Outpatient Clinics 
	 
	 

	OP-3 
	Mon. - Fri. 
	7:30 am - 5:30 pm 
	Nurses cover 4-5:30 p.m. 
	376.5

	OP-7 
	Mon. - Fri. 
	7:00 am - 4:30 pm 
	Nurse covers 7-8 a.m. once per week 
	52.0

	OP-8 
	Mon. - Fri. 
	7:00 am - 4:30 pm 
	Nurses cover 7-8 a.m. 
	251.0

	OP-11 
	Mon. - Fri. 
	7:30 am - 4:30 pm 
	Nurses cover 7:30-8 a.m. 
	125.5

	OP12W 
	Mon. - Fri. 
	6:00 am - 6:00 pm 
	Nurses cover 6-8 a.m. & 4:30-6 p.m. 
	878.5

	OP-13 
	Mon. - Fri. 
	8:00 am - 5:00 pm 
	Nurses cover 4:30-5 p.m. op18c covers leave 
	125.5

	 
	 TOTAL OP & DIAGNOSTICS COVERED HOURS 
	3,566.0

	LDDR and Nuclear Medicine
	 
	 

	
	
	
	
	

	Nuke Medicine (1)
	Mon. - Fri. 
	7:00 am - 5:00 pm 
	3:30-5 covered by Rad Tech 
	376.5

	IS LL (LDRR Lab) 
	Mon. - Fri. 
	8:00 am - 5:00 pm 
	Covered by Office Assistant.  8 a.m.-4:30 daily 
	2,133.5

	
	 RADIOLOGY, NUCLEAR MEDICINE, & LDDR COVERED HOURS 
	2,510.0


9.7.3  Management of Weekend and Night Shifts Covered by PCTs

The MEO still remains accountable for all of the hours of operations in regards to the PWS tasks only.  This requires that the MEO have a method to react to unforeseen circumstances in the units.  If unforeseen circumstances arise where RSAs are required in the units during non- traditional hours, Nurse Managers will contact the Group Supervisors who will in turn call staff and ensure coverage in any units.

9.7.4  Management of MEO Staff during Weekends

During weekends, MEO RSAs will be managed by Inpatient/Day Hospital Support Group Supervisors and Outpatient Support Group Supervisors.  The MEO staff will be assigned on Friday to the unit locations where workload is expected. Unit Nurse Managers will be engaged to determine the genuine staffing needs over the weekend.  The Supervisors will inform the MEO’s RSAs of their assignments.  All needed changes to the assignments will be channeled through the MEO’s Supervisors.

During the weekend hours, one of the Group Supervisors will be on call to address any issues, such as the need for replacement RSAs for a shift, personnel problems, etc.   
9.8  Managing, Evaluating and Mitigating Risk in a Complex Environment
Risk management, with a focus on prevention, will be a central component of the role and responsibilities of the Program Manager.  All lines of accountability lead to a single person, ultimately. 

Any existing survey mechanism in the Clinical Center that is related to customer service will be analyzed on a regular basis and serve as a starting point to address any customer service issues, including the need for additional training or personnel actions.   

Team Leads and Supervisors will be asking nurse managers and other Clinical Center staff on a regular basis questions regarding MEO performance, to include the MEO staff’s performance in meeting customer needs and expectation.   This real time feedback based on independent observations of customer service performance is invaluable in order to gain a true understanding of potential problem areas.   

A first hand knowledge of current practices and procedures helps mitigate risk of sub-tasks “falling through the cracks.”  Additional sub-tasks are located in Volume II, Appendices A through D workload analyses.  The MEO will be prepared to use new systems as directed by the Clinical Center but does not propose to introduce new applications or systems as part of the Agency Tender.  The MEO will revise and finalize the draft System Security Plan, located in Appendix A during the Phase-in period and implement all associated actions in order ensure a reduced risk transition to MEO staff becoming users of the applications and systems now used in support of PWS tasks.
9.9  Management of Workload and Tasks throughout the Clinical Center 
9.9.1  Fluctuations in Workload 

The nature of the MEO’s organizational structure plus the knowledge that its management will have of Clinical Center operations provides a unique advantages in shifting staff to meet peak work periods. 

The MEO Team knows and the MEO management will know the typical ebb and flow of workload based on decades of experience.  For instance, through detailed analysis (shown as the justification for Admission and Radiology staffing in Volume III Appendices A through D), the MEO front loads staff to the beginning of the week (Monday through Wednesday) in both of these key service areas.  Additionally, the MEO further concentrates staff during the 7 a.m. to noon hours – the same period where the overwhelming majority of patients register and the period where the overwhelming amount of radiology appointments are planned.  

For example, with Admissions, a small surge in Admissions on Sunday afternoons is covered by an extra staff for a 6 hour period.  Another example is with Radiology.  A detailed analysis shows that nearly 30% of all Radiology appointments are scheduled during the 8 a.m. to 10 a.m. block.  Based on the analysis and the experience of the MEO Team, MEO staff are concentrated during these hours to meet these needs. 

The MEO further recognizes the efficiency issues with staff by adjusting CSAs to meet morning and midday clinic demands. 

With the Inpatient and Day Hospital Support Group, staffing is concentrated in units, such as Hematology-Oncology and Intensive Care with typically high census counts and high acuity patients.  

Conversely, the MEO is staffed and schedules are set to reflect the known typical slow periods in each area.   Every day the Admissions and Voucher Processing Team has less staff in the afternoon than the morning.  The same holds true for Radiology.
9.9.2  Task Management and Specialization of Activity

The MEO takes a more sophisticated approach to task management. The MEO staffing was developed to support all of the tasks within a unit or clinic or service and not in a manner that carves up broad tasks like reception, telephones and supply as a whole.  The notable exceptions to this rule are the Admissions and Voucher Processing Team.  Specific staff is dedicated to manage true admissions activities and a range of after-hours activities such as supporting travel services, taxi vouchers, and after-hours medical records searches.  Knowledge of the many different procedures and processes and a different emphasis and approach to customer service drove the decision to keep this group and its tasks separated from other MEO units. 

The Voucher Processing staff is dedicated to the specialized functions of performing, validating and documenting all of the aspects of voucher processing.  This arrangement is similar to current practice and made logical sense due to the required skill sets of these staff compared to most CSA or RSA staff.  

9.10  Performance Tracking Measures
The MEO is guided by the performance measures in the PWS, its standards for tracking quality and timeliness.  The MEO Team believes it is wise to continue with the many existing standards by which the MEO will be measured rather then create new ones.  Since the MEO will be measured on these indicators, and the indicators will provide a pulse on operation, they will be accepted as tracking measures in the new organization.

Consequently, the MEO identified the potential “leading” or primary indicators to continually assess the performance and health of MEO operations.  Those areas with 0% failure rates as listed in the PWS are highly emphasized, as expected, along with other customer-oriented tasks. The following standards were deemed the most important and can be found in the Quality Control (Volume IV) Appendix B.  

9.11  MEO’s Ability to Evolve to meet Changing Administrative Needs
It’s assumed that by the time of contract start-up certain clinics and units will change, close, combine, and generally evolve.  The organizational structure as described in more detail in Volume II, tabs 1 and 2, is built with the realities of the Clinical Center and ever evolving research environment in mind. The flexible organizational structure will be especially beneficial in times of constricting NIH overall resources. 
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