THE BOARD OF SUPERVISORS OF THE COUNTY OF STANISLAUS
ACTION AGENDA SUMMARY

DEPT: _Health Services Agency Jpiad BOARD AGENDA #__B-19
Urgent Routine AGENDA DATE _March 18, 2008
CEO Concurs with Recommendation YES NO |:| 4/5 Vote Required YES [] NO [m]

(Infoffhation Attached)

SUBJECT:
Acceptance of the HFS Consultants’ Final Report on the Health Services Agency Strategic Planning and
Financial Evaluation Project and Approval of the Recommended Reduction in Force of Five Full-time Filled
Positions and Five Vacant Positions Effective April 18, 2008

STAFF RECOMMENDATIONS:

1. Accept the final report from HFS Consultants on the Health Services Agency Strategic Planning and
Financial Evaluation Project.

2. Approve the reduction-in-force and deletion of five filled full-time positions and the deletion of five
vacant full-time positions, effective April 18, 2008, as outlined in Table 2 of this report.

3. Amend the Salary and Position Allocation Resolution to reflect the recommended
changes as outlined in Table 2 of this report.

Continued on page 2

FISCAL IMPACT:

As the Health Services Agency entered the third year of the Board-approved three-year Strategic Plan, it
faced a significant financial challenge, both in its operating budget and in its cash position. The
2007-2008 Proposed Budget for the Clinics and Ancillary Services Division reflected an unfunded shortfall
of $12.6 million for which funding was not identified.

Continued on Page 2
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STAFF RECOMMENDATIONS (Continued):

4. Approve an additional 5% license pay for registered nurses in a Management job
classification to recognize the ability to provide back-up nursing care to patients.

5. Authorize the Chief Executive Office and the Managing Director of the Health
Services Agency to fulfill the operational activities associated with implementation
of the above recommendations.

FISCAL IMPACT (Continued):

The final approval of the County’s application for Federally Qualified Health Center
Look-Alike (FQHC-LA) was received on September 24, 2007. The cost report provided
by HFS Consultants estimates that FQHC-LA status will provide additional revenue of
$6.4 million annually in increased reimbursements for primary care and urgent care
clinic services. In addition, initiatives presented and approved by the Board of
Supervisors on September 11, 2007 and October 16, 2007 are estimated to increase
revenues and reduce costs by over $6 million annually. The Health Services Agency
budget was adjusted as part of the First Quarter Financial Review to reflect the impacts
of receipt of FQHC-LA designation and approved initiatives. The following table (Table
1) includes initial annualized projections as well as the projected impacts assuming the
actual effective dates of initiatives and FQHC-LA enhanced reimbursement, which all
began after the first of the fiscal year, and reflects the additional General Fund
contribution authorized by the Board as part of the First Quarter Financial Report for
2007-2008.

Table 1

Clinic & Ancillary budget (includes 2007-2008 2007-2008

MIA) Annualized Projections -

Projections Prorated

Improvements

Estimated shortfall $17.0 million $17.0 million

Planned General Fund (4.4 million) (4.4 million)

contribution

Adjusted shortfall 12.6 million 12.6 million

FQHC-LA Net impact (6.4 million) (4.9 million)

Efficiency Improvements through (6.2 million) (3.5 million)

Initiatives

Necessary Additional General Fund 0 $4.2 million

Contribution
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Although the current estimated amount of additional General Fund contribution is less
than previously projected, the Health Services Agency budget was not adjusted in the
mid-year budget proposal, as the projections are based on a relatively short period of
experience in the fiscal year. Initiatives that are contributing to this optimistic projection
have been implemented between September and December. Additionally, these
projections do not include the impact of approved or proposed State budget cuts that
could potentially affect this Fiscal Year.

Cost savings from initiatives contained in this report that were not previously
recommended, are estimated to further reduce the operating loss by approximately
$600,000 annually. However, given timing of implementation of the new initiatives, it is
anticipated that any additional savings to be realized in this fiscal year will be minimal.

In future years, the on-going General Fund contribution authorized by the Board on
September 13, 2005 along with the additional revenues from FQHC-LA and the annual
savings associated with the recommended efficiencies should allow the Agency to
submit balanced budgets annually.

DISCUSSION:

Background

In September 2005, the Board of Supervisors adopted the recommended three-year
Strategic Plan for the Health Services Agency. This plan infused $16.7 million from the
County’'s General Fund into the Agency and recommended several strategies for
change to the clinic system and Medically Indigent Adult program in order to continue to
provide access to residents who rely on the Agency for their health care needs,
primarily those who are underserved and uninsured.

While some of the 2005 strategic plan initiatives have been achieved the Agency has
continued to struggle financially and required $9.5 million in addition to the $16.7 million
planned contribution in order to balance the budget through the 2006-2007 fiscal year-
end.

The most significant initiative within the Health Services Agency’s Clinics and Ancillary
Services Division Strategic Plan to achieve financial sustainability, was the pursuit of the
Federally Qualified Health Center Look-Alike (FQHC-LA) designation. The application
for that designation was submitted to the federal Health Resources and Services
Administration (HRSA) in August of 2006. On September 24, 2007, final approval was
received with an effective date of September 20, 2007.
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For Fiscal Year 2007-2008, the financial goal of the Agency’s Clinics and Ancillary
Services Division was to achieve a break-even position with a planned general fund
contribution of approximately $4.4 million. Projections submitted with the Proposed
Budget in June 2007 indicated that without the FQHC-LA designation or other
significant system changes, the Clinics and Ancillary Services Division would require
approximately $12.6 million in additional funding to achieve a break-even position.
Having received the FQHC-LA designation, the Agency estimated that the
corresponding net improvement would be $6.4 million annually, leaving a remaining
annual operational shortfall of approximately $6.2 million.

Based on the urgency and level of complexity regarding the Agency’s shortfall, the
Board authorized the engagement of external experts, HFS Consultants. These experts
have assisted the Chief Executive Office and Health Services Agency staff in the
development of policy recommendations to resolve the current fiscal crisis and to
implement sustainable solutions that seek to preserve services for the community within
limited available resources. The Board’s Health Executive Committee, comprised of
Supervisors Mayfield and Grover, has been deeply involved in these efforts through
regular meetings and continues to provide focus and direction to the Agency and HFS
Consultants as the initiatives are developed and brought to the full Board.

Given that both the FQHC-LA designation and the deficit-reducing initiatives approved
on September 11, 2007 and October 16, 2007, were not effective at the start of the
fiscal year however, the Agency will not have the full annual benefit of these changes in
the current fiscal year. A projected $4.189 million of additional General Fund was
projected to balance the Agency’s budget during this fiscal year, and was approved as
part of the First Quarter Financial Report for 2007-2008. For clarification, some of the
initiatives required a hearing and/or where a reduction-in-force was applicable, notice
periods were required in accordance with the County’s labor agreements. A public
hearing took place on October 16, 2007 and the related initiatives, including staff
reductions, were implemented effective December 1, 2007.

The Strategic Planning and Financial Evaluation Project Final Report

The attached final report provided by the HFS Consultants reflects a focused effort at
identifying and implementing change in the Health Services Agency’s Clinics and
Ancillary Services Division. Both the Health Services Agency and the Chief Executive
Office have worked in collaboration with HFS Consultants on this effort and have greatly
benefited from their expertise. The recommendations contained in the initial report
presented on September 11, 2007 and this final report are expected to allow the County
and the Health Services Agency to continue to provide clinical services to the
community, within available resources.
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This final report includes a summary of the scope of work provided by the consultants,
an update of the implementation progress on the initiatives approved in the initial report,
as well as an update and recommendation on additional initiatives. Work on additional
initiatives provided in the HFS Final Report has produced recommendations that are
projected to save an estimated additional $1.2 million annually. Two of these
recommendations require that a public hearing be conducted prior to Board
consideration that is scheduled for March 18, 2008 at 6:35 p.m. Other
recommendations would require notice periods pursuant to labor agreements, such that
if approved, the financial impact will be more important for the Agency's Fiscal Year
2008-2009 budget.

The status of initiatives, financial progress and current recommendations were outlined
for the Health Executive Committee of the Board of Supervisors at their meeting on
February 5, 2008.

Staffing Related Recommendations

The entire list of initiatives calls for many changes and efforts to redesign the Agency’s
Clinic system. As part of the initial group of changes identified for consideration, a
target goal of $500,000 was established based upon a general assumption that a 2.5%
reduction in staffing could be achieved. What followed was a study by HFS
Consultants, with input from Agency and Chief Executive Office staff, of the
management organization structure, as well as a staffing ratio study within the clinics.

Regarding the clinic staffing, the consultants focused on the benchmarking of staffing
ratios both internally and externally, based on the volume of clinic providers and scope
of service. The consultants’ review of the management organization considered factors
such as span of control, program complexity, and current and emerging issues.

The resulting recommendation is for the deletion of 10 full-time positions (5 filled, 5
vacant) and 4.25 Full-Time Equivalent (FTE) positions. The 4.25 FTE reduction impacts
eight individuals who work as extra help (2.55 FTE) or are Personal Services
Contractors (1.7 FTE). The total proposed FTE reduction is then 14.25 positions.

These changes are projected to provide annual savings to the Agency in the amount of
approximately $600,000. Not all of the 14.25 FTE positions contribute to this projected
savings figure as the salary savings from some vacant positions has already been
assumed by the Agency. The HFS Report provides additional detail on the work
conducted from which these recommendations were formed, including benchmarking
other county and non-county community clinic systems. One additional filled position is
recommended for deletion in the Indigent Health Care Program (IHCP) This was not
included in the scope of work of the HFS Consultants’ staffing study which focused on
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clinic staffing and the management organization structure. It is important to note that
these recommended reductions are in addition to the reductions that occurred as a
result of the public hearing held on October 16, 2007.

A separate issue regarding staffing and management that was not a subject of the HFS
Consultants’ review, is one impacting our clinical management staff. Several years ago,
on February 25, 2003, the Board of Supervisors approved a 5% license pay for Clinic
Nurse Managers who have a registered nurse license and the ability to provide nursing
care to patients on a back-up basis. This Board approval was specific to the Manager
IV job classification. Last year, to address the need in the Agency’s Specialty clinics, a
Manager Il was added to support and provide back-up to the Clinic Nurse Manager
(Manager 1V). Although this Assistant Clinic Nurse Manager is a registered nurse and
does provide direct patient care from time to time, the Agency was unable to offer the
license pay, as the Board’s prior approval was specific to the Manager IV job
classification. Considering the present shortage of nurses and the Agency’s need for
succession planning, the capacity and flexibility that working nurse managers offer the
clinic system, is valuable. If approved, this recommendation will achieve consistency
and support the needs of the clinic. Although as requested, the policy would apply to
any Management classification that serves in the capacity of Clinic Nurse Management,
presently it would apply to just one individual.

POLICY ISSUE:

Approval of this item supports the Board of Supervisors’ priorities of a healthy
community and efficient delivery of public services, by strategically focusing efforts to
preserve an effective clinic system within available resources.

STAFFING IMPACT:

The recommendations in this agenda item will result in staffing impacts to existing
contract, extra-help and full-time allocated positions in the Health Services Agency. it
is noted that 37 positions were eliminated on December 1, 2007, based upon the initial
phase of recommendations presented on September 11, 2007 and October 16, 2007.
This subsequent phase of staffing impacts will include the elimination of 10 full-time
allocated positions and 4.25 Full Time Equivalent (FTE) positions consisting of extra
help and personal services contract staff. Unlike the December 1, 2007 reductions that
were based upon the elimination of particular services, the reductions recommended
herein are based upon workload and process efficiency and upon staffing ratios present
in similar clinic systems.
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Reductions in full-time allocated positions include five unclassified positions in three
budget units (Administration, Clinics and Ancillary, and Health Coverage and Quality
Services), one classified position in IHCP, and four classified positions in the clinics. Of
the ten full-time positions, five are currently vacant. Table 2 reflects the details of the
positions recommended for deletion, as part of this item. It is recommended that the
Salary and Position Allocation Resolution be amended to reflect these changes effective
April 18, 2008. Staffs from the Chief Executive Office and the Health Services Agency
have initiated discussions with designated labor representatives regarding the projected
impacts of these recommendations on existing County employees. It is anticipated that
some of the impacted employees will maintain employment through transferring to
vacant positions within the Agency.

Table 2
Allocated Budget Position | Allocated Vacant/Filled Filled Recommendation
Unit Number Classification Classification
Clinic and Ancillary 3642 Account Clerk I Filled Account Clerk Il Delete
Clinic and Ancillary 3729 Medical Records Filled Medical Records Delete
Clerk Clerk
Clinic and Ancillary 6266 Licensed Vacant - Delete
Vocational Nurse |
Clinic and Ancillary 1049 Nursing Assistant Vacant - Delete
Clinic and Ancillary 1571 Manager IV Vacant - Delete
Clinic and Ancillary 10443 Manager IV Vacant - Delete
Clinic and Ancillary 6616 Manager IV Filled Manager IV Delete
8074 Associate Director | Vacant - Delete
Health Coverage and
Quality Services
Administration 1663 Manager lll Filled Manager | Delete
Indigent Health Care | 0838 Family Services Filled Family Services Delete
Program Specialist Il Specialist I
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HFS Consultants
Stanislaus County HSA

Final Engagement Report
February 14, 2008

L Introduction

Since the issuance of our first HFS Strategic Planning and Financial Evaluation Project Report in
September, 2007, we have continued to work on the two primary goals of the project which can

be summarized as:

1) Obtaining FQHC-LA designation and implementing the program throughout the
FQHC-LA approved clinics &

2) Implementing Revenue Enhancement and Cost Reduction Initiatives

In addition to these two goals twenty key objectives to be achieved during our work engagement
were articulated in the Scope of Service section of the Engagement Agreement between HFS and
HSA. In light of these goals and objectives HFS has prepared this final report that will cover the

following items:

e Provide a status report on FQHC-LA implementation efforts.

¢ Document Completion of Scope of Service Objectives.

e Provide Observations and Recommendations for the future.

e Present an Update on the High Priority Initiatives (Appendix 1).
e Present the HFS Staffing Study (Appendix 2).

e Present our Organizational Structure Proposal Report (Appendix 3).

It is our desire that this report provide both goal and objective status information and represent
the completion of our current engagement; Your satisfaction is important to us here at HFS so
we stand ready to answer any questions you may have upon your review of the document. We

hope you are satisfied with our efforts to date and look forward to working with the HSA again.
3




II. Status Report on FOHC-LA Implementation Efforts

Since the submittal of the first Strategic Planning and Financial Evaluation Project Report,
implementation of FQHC-LA related procedures across the designated clinics has gone forward.
With help from HFS, the HSA Administration has submitted the data, documents and forms
necessary to get enhanced interim FQHC-LA reimbursement. Sliding Fee scale adjustments
have also been made and implemented. At the February 5t meeting of the Health Executive
Committee of the Board of Supervisors, HSA’s Chief Financial Officer was able to report a
significant increase in our per clinic revenues as a result of these and other efforts. The next
steps in the FQHC-LA process are to a) submit a recertification application for the next year of
operation and b) strategize about how to approach the “base year” calculations that will go into
the determination of the final FQHC-LA reimbursement rate. Key considerations include:
programmatic changes, clinic site increases or decreases and capital expenditures (i.e.

implementation of Electronic Medical Records).

111. Progress meeting the Scope of Service Objectives

There are twenty Scope of Service Objectives listed as part of the Engagement Agreement

between HFS and HSA. HFS efforts to address each objective are listed below:

1) All day planning session with key staff.

As part of our Phase One Activities, HFS conducted an Initial Project Strategic Planning
Meeting with key members of HSA’s Administrative Team and with members of the CEO’s
Office. This initial effort led to the chartering of a Strategic Planning Team whose mission was
to work with HFS in obtaining Federally Qualified Health Center—Look Alike (FQHC-LA)
status; preparing for and implementing FQHC-LA throughout the selected clinics and developing
and implementing Revenue Enhancement and Cost Reduction Initiatives (commonly referred to

as the “High Priority Initiatives”).




2) Briefings/Discussions with the Health Executive Committee of the Board of Supervisors,
The Board of Supervisors, the Community Health Center Board, and as applicable

community meetings.

On numerous occasions during the course of this engagement HFS has provided updates, reports
and briefings to both the Health Executive Committee of the Board of Supervisors, the full Board
of Supervisors and the Community Health Center Board (CHCB). HFS has also participated
with HSA in making presentations at a Community Health Summit and a meeting of community

groups from the community around the Paradise Medical Office.

3) Discussion with Behavioral Health and Recovery Services for appropriate coordination of

community building.

HEFS has participated with HSA Administration in meeting with Behavioral Health and Recovery

Services to discuss issues of common concern.

4) Assist, comment or otherwise advise on the process management of the clinic system, to
include implementing new processes based on our findings and the findings of the
County’s internal audit team, review of financial statements, billing processes and
receivable and denial patterns, reimbursement arrangements, professional and support

staffing levels and arrangements to improve efficiencies and maximize revenues.

A number of activities have been conducted by HFS in addressing these items. First, as part of
the FQHC-LA implementation and the High Priority Initiatives effort we have helped HSA

initiate various changes with financial and billing operations (ex. Sliding Fee Scale changes;

Eligibility changes; FQHC-LA Reimbursement adjustment, etc.,). Additionally, HFS has made
recommendations that have had a significant impact on overall staffing levels (1.e. Closing
Laboratory and Radiology Services; prepared a Staffing Study with recommendations for

adjusting clinic staffing levels). HFS has also directed the development and implementation of




numerous ‘“High Priority Initiatives” that have improved efficiencies and maximized revenues

(i.e. Urgent Care Hours/Staffing changes; Organizational Structure Proposals, etc.,).

5) Explore opportunities to partner with other health care providers.

HFS helped HSA initiate a dialog with physicians and other healthcare providers at the HSA
sponsored Community Health Care Summit. HFS encouraged HSA and the Community Health
Center Board in its effort to start a dialog with the Board of Golden Valley Health Care.

6) Explore opportunities to substitute services using other, more cost-effective strategies, or

eliminate or reduce services.

As part of the High Priority Initiatives process HFS has made recommendations that have
resulted in the elimination of some services (i.e. Laboratory and Radiology services), and the
reduction of others (i.e. Urgent Care). These actions have reduced overall cost to the clinic
system while leveraging services within the community to provide for discontinued HSA

provided services.

7) Conduct a review of the organization chart and determine gaps in positions, leadership

and management.

An Organizational Structure Proposal has been developed and presented as part of this report that
addresses this item (See Appendix 3).

8) Explore the possibility of streamlining supervision of sites and staff using existing

positions.

As part of the Organizational Structure Proposal, the concept and implementation of the two

clinic, one manager concept has been refined and supported (See Appendix 3).




9) Assist with the provision of operational direction to the clinics.

In light of key upper level management positions being vacant at HSA during the time of this
engagement, significant operational assistance has been given to HSA Administration in various
areas (i.e. Project Management for proposed relocation of the Urgent Care Clinic to Paradise
Medical Offices (PMO) and the development of a centralized Medically Indigent Adult Clinic
(MIA) at PMO, etc.,).

10) Conduct productivity analysis for all providers, assess appropriateness of nursing support

to providers.

Staffing support for providers was assessed as part of the Staffing Study HFS conducted as a part
of this report (see Appendix Two). This report also looked at some provider productivity issues.
In recognition of some data gaps in this area, HFS has assisted the HSA Medical Director with

his focused efforts to develop additional data and appropriate productivity analysis tools.

11)Review all grants and contracts to determine the number of current positions can be
supported from external sources, such as grants from the State, private foundations or

federal programs.

Third Party Payor Contracts were evaluated as part of the “High Priority Initiatives” processes.
Contracts that had a negative financial impact on HSA were recommended for termination.
Most significantly, despite HSA efforts to negotiate better agreements, contracts with most
others commercial carriers were eventually terminated. With regards to grants, the Title X
Family Planning Grant was reviewed and renewed as part of the “High Priority Initiatives”

processcs.




12) Assess external factors impacting access, reimbursement rates, changes in demographics,

etc. that affect financial performance expectations.

HEFS has given advice and analysis about a number of external factors affecting HSA. Examples
include (but are not limited to) changes in service area demographics (advise given in the first
Strategic Planning and Financial Evaluation Project Report), and potential financial implications

of the proposed state budget cutbacks.

13) Model an efficient clinic system without the FQHC-LA designation, which considers

existing impacts and mandates, to project net income (loss).

Included in the first Strategic Planning and Financial Evaluation Project Report was an

evaluation of several FQHC-LA Models including a no FQHC-LA designation model.

14)Model an efficient clinic system with the FQHC-LA designation, which considers

existing impacts and mandates, to project net income (loss).

Included in the first Strategic Planning and Financial Evaluation Project Report was an

evaluation of several FQHC-LA Models including an approved FQHC-LA designation model.

15) Model an alternative(s) that achieves only the Medically Indigent Adult (MIA) mandate.

Included in the first Strategic Planning and Financial Evaluation Project Report was an
evaluation of several FQHC-LA Models including a Medically Indigent Adult (MIA) mandate

model.




16) Review the 2005 Strategic Plan to determine status of objectives in plan.

The 2005 Strategic Plan contained twenty different recommendations (labeled A-T). Reviewing
the recommendations and information available leads us to conclude that progress is being made
on most of the recommendations. In some cases the task has been completed (i.e. pursuing
FQHC-LA status). In other cases only preliminary work has began (i.e. exploratory meetings to
investigate alternative Medi-Cal Managed Care delivery options. In at least one case, a different
plan of action has been decided upon (i.e. It has been decided that the Medical Arts Building
would be vacated and made available for sale or other County use. The services that were
offered within the Medical Arts Building were absorbed into other existing sites to gain

efficiencies).

17) Conduct a SWOT (Strengths, Weaknesses, Opportunities and Threats) for the clinic and
ancillary system, including the MIA program.

As part of the Initial Strategic Planning Meetings between HFS, HSA Administration a SWOT

analysis process was used to help develop the initial list of High Priority Initiatives.

18) Develop policy recommendations for Community Health Center Board (as applicable)

and Board of Supervisors consideration.

On several occasions HFS has developed and presented recommendations in association with
HSA Administration that have been presented to an/or adopted by both the CHCB and the Board
of Supervisors. Key examples of recommendations made include the reduction in Urgent Care

Hours and closing of both the Radiology and Laboratory Departments.

19) Create Action Plan based on policy decisions, for effective implementation, including

action items, due dates, and person(s) responsible.




As part of the roll out of the High Priority Initiatives effort, individual initiative tracking grids

were created to facilitate tracking the progress made addressing the various action plan items

listed in each grid. Examples of these grids were provided as part of the Phasel Final Report.

20) Participate in Implementation Team meetings

HFS served as the facilitator for the monthly Strategic Planning Group Meeting (a.k.a.
Implementation Team). As part of the action plan tracking effort a summary grid of the first
group of Initiatives to have work initiated and completed (i.e. the first twenty “High Priority
Initiatives”) was developed and shared regularly with HSA Administration and the Chief

Executive Office.

IV. Observations and Recommendations

Significant progress has been made toward bringing the HSA to fiscal solvency. The two
primary elements in this progress have been the ability of the HSA to obtain FQHC-LA status for
its designated clinics and the effort of HSA Administration and staff to identify and implement
cost reduction and revenue enhancement strategies. Currently, all indications are that HSA is on
track with these two efforts toward balancing the agency’s budget. In going forward several key

actions will be needed to maintain the progress. These actions include:
1) Maintaining progress on implementing the various initiatives.
2) Supporting the efforts of HSA to redesign the patient care delivery process with an
eye towards increasing efficiency and reducing cost.

3) Implementing the Organizational Restructuring effort in a timely manner.

Key recommendations in support of these observations include the following:

10




1)

2)

3)

Identify one senior level executive to be responsible for overseeing the tracking and
implementation of the various initiatives. Likewise, involve the HSA Chief
Financial Officer (CFO) in monitoring the financial gains that are suppose to be

captured with the implementation of the each initiative.

Support Clinic wide efforts to implement process redesign. Significant synergies
can be created if improved means can identify ways for the clinics to work together
more closely. As part of the redesign effort, the impact that the implementation of
an Electronic Medical Record System will have on clinic processes and staffing

needs to be taken into consideration.

Implement the proposed structural redesign as quickly as possible. The key benefit
of the redesign project (besides administrative staff reductions) would be to
optimize clinic decision making for general operations at a level below the

Executive Director.

11
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HFS Staffing Study
High Priority Initiatives 2/14/08
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12




el

(092'816'2) ¢

(s99'681'%) ¢

0z0°sZ8'L_$ | ¥98'PL9°L  § | 02961 s PIIN pazijenuuy p3jaafoid
£ee'c9e - 000'08Z‘L - - SAAREINU) T 95EUd Woyj sBuy P foid Jo
80 gad VI Joj Aoewiieyd o sisAleue Ang/a)e e Pnpuod
000'052 - S yuow Jad 000'05$ - SBuines pajewnss|i ged 000'009 - sbuineg sbnig oway) - Aoewseyq
80 JEW Spasu PEAUD AUap! 'sibal yIne asinaymainal
‘sj000j0.d [eatuyD Juswaldw ‘uoleZINRN VI aZAjeuy
siskjeue ejep G pap ‘6utino20 smainal Hy] | 80 Je sjuaned v 1o} weiboid uswabeuew ases e dojaaaq
80 Qa4 papinoid ase swesbosd alaymeym ajenjeas
JeE JDBIUOD ‘A d
Aq xjw juaied 'Ayeoads Aq sojulp ds ie ajenjeAl
pauyas buteq pue padojanap [ 6 PUEB SS3UBAIORYS 30IN0S3)
§100} BuiyoeI] ‘3ARENIU} SS300Y UBDQ YNM pauiquio) azIuIxew o} Buy JOPINOI/)
199°9% z 'sBnip yyesy (e)uall LN [YJIBW Ul SOF O} [esodoid| | AeW 000°08Z weiboid VIW - siauag Jo adoas auyapay/ebueyd
"MalAa) [euonelado pajalduiod ypne Heys dsdd dSdO Buipnjoul ‘g0 sty YBIH Mainay
199'99 (4 yosew 1 SOg 0} [esodoid, | Rew| g0 Bunds 000'00% S3J|AI9S |EJURD JO UONEDO[A)
12piSu0d ‘|apow A1aAljap ‘adoos ‘sadines [ejusQ HSiARY
Aemiapun sisAjeuy Jo uoneIapISUOY JIPUN - 7 askUd
£60'288'2) § |(ss9'esi’'y) $ 020's¥S $ [ vog'yi9's ¢ [ocs'sl $ PaIN pazijenuuy pyaafoid
29.°19¢8'9 292'198'y$ 6 des-0z_[des-02 000'00%'9$ 000°00¥'9$ 000'00¥°9$ 3oedul| 3N VFOHDS
(sse'cez’s) $ [(21vivo’s) ¢ (086'vss’s) ¢ [(ost'ses'y) ¢ [(02v'0ss's) SIALEINU| | a5EUd J9YE Jlejlioys P3old
syl‘e9e'e £85'85S'S 005'8¥S  $ | 0Z0'shL'S v98'ri8’L  $ [ o0ts'6lz'e S9AlIEIIU| | 3SEUd WO} SBUL P foid jo
0 00528 n panuy [ 4 Bt 1 93@ 00005} 00005l $|000°0S} $JS00 J031ip 30NPaJ O} SAS JUSIOLYS JIOW YUM
J1 yoedw feoueuy aanebau aiqissod sajeoIpul MaIAaY JUa)sISUOD aq 0} Sa0Ias uonduosuel) (eaipay abueyd
- ssai60id ul suoge uoneuawdwyBuluueld
000'GE 005'v€ 9 1934 | uer 000'0L $ [ 000'69 000'69 sBuies Joa1ipuj
000'02} [] 1 994 000'09€ __$ | 000'0SS 000'09€ SOBHUOD [BIDIAWILIOD SjUIWIa | /3jeloBauay
- "HNouP aseq Japincld “Aemsapun uonejuawaldwifl g4 | uep - $ - - uonesuadwoo uewisyd
Jualaylp Japisuod-sjuaned v |le aAsas o} Jtuljo e ajeubisag
£ec'es 000'052 4 yosew ur jesodoid|i Kew | uer 000'00S $ | 000°00S $ { 000’005 $ sapuaa buyeis
000'0€ ov6'LS L 00022 @ sbAs isa Juaund :bullly aq jou M| | Inf 1 98Q 000'00} $ [ ooo'o0l $ ] 000°001 $ swejsAs Bupunoooe omy ojut 3ndu) jo uoieandnp sjeuluy3
Jey) sajpueseA g ‘go/e Buunal - pung Uiwpy|
000'0SZ €ee'ece v “souo buiutewsas o} Ino Buiiiol asojeq|t 1y 1L e 000°000'L $ | 000'000°L ¢ [ 000'000'L $ Juawabeuep
sanss) Bur Jo Buinjosay du ainpayog/bulinpayss Aeq awes/ssany uado Juawaidwy
aJe suotelado juapisal g A)noe} ONd
Syi'eLl 199'94 1 L ‘(ABojooug ‘oyo) Butobuo Buluiey) sapinoid| | PO L RO 000'00  $ {00000  $}100000C § 1EO-IP3N 0} UoIISUE} J3jsed -VIN
- Aemuapun Ajuesyiubls 1o pajuawsaidw Ajenieq
000°0¥ 4 199'0} ¥ pajuawaidwy Apeale - pund unwpy 1 98d 0000FL___ $ | 000°00L __ $ 00005 § (s)uoisod Jajiig sjeunuiz
000'05Z 0s.'e8l n ‘Juawdinba jo ajes:sbuines| 1 99g PEEN] 005'86 ${000'GIE  $ [ 000GIY $ [ooo'sie  $ (vIW 10} Anq) fBojotpey ajeuiin3
awiy auo ainynd ‘aya)d Apeau Buiuoissi a
{000'96) 9zL'8L) L ‘Juswdinba jo ajes :sbuiaes awn suo ammind[1 98Q [IEIYe] ooo'osy $|0e5'€0Z  $ | vos'siL ¢ [oes'coz (vIW 104 £nq) ge ajeuiwn3
'ME0Z-€41$ 0 sBuines [euoippe [eRusiod DI
000'0L 000°0L L siskjeue |eosy pajepdn|| 230 1 93a 000071 000'05} 000'0Z1 210 jJuabin ul uoneoyissep Bubueyd
000°009 00S'€6¥ L L28Q 1 98@ 000'9v8 000'9¥8 000'9¥8 sinoy sseg wabin aonpag,
eee'eyl €ee'evl A 80-£0 10} 06¥'292]} 220 1 93Q 06¥'292 000'952 000'952 %002
@® sisAjeue [eosy pajepdn - Bunjoesy sbuiaes Bul 0) 1dd JO %0SZ Woy VIW Jop Auiqibya I abueyd
000'09 000'09 8 “Bupjoes; sbuiaes Buiuawaidwi || AON | AON 000'06 $ | 000'06 $ | 000’06 $ VIW 1509 Jo 8.8YS 0192 0} Aedoa ppy
(000°00€) (000°s¥) 6 “Bupyoes sbuiaes Sunuaswaidwi| | 0 1 PO (000'09) $ | ooo‘ost $ |(000'09) $ ueld oi69jeNg Jad MalAa) lenuue ajmysul
‘ajeas Buipiis pue syunowe yses Aed |euosiad majnay |
000'v2€ 000'6.€ 6 yow 1ad 000'9€| L PO I RO 0002€¥  $ | 000°0SL $ [oo0'00s $ Kianoosl
® sishjeue |eosi4 pajepdn - Bunoey sBuiaes Bur di -3 9 (V1-OHO4 aouo) Ip GO¥E SSe00Y d
eee'eee’t €€e'ees [ sajewnsa [euibuof | des } dos 000'009'4 ${000°000't $[000000°}L $ Kiejnwiso} viW-AoeuLeyd
anoqe Bunoey sbuines - Sunjoes sbuiaes Bunuawaldwg
000'¥92 €EE'€0e 8 weiboid Aianooai] | AON L AON 000'96€ $ | oo0'0L2 $|oo0'0zs ¢ Buiyeis-Aoewseyd
-3 2y} Aq pajeasd peOpUOM 0} anp UoISod LIWPY Ue 3oeq
ppe 0} papaau ‘Janemoy ‘Bunpel} sbuines Sunuswajdw|
pojuawaldw| - SeAneRIU] ARiold UBIH - | 9seud
(0o00‘009'z4)  [(000°009'zZ1) (000°009°21$) {(000°009°48) [(000009°Z 18] yswanordwy KiessaoaN jo Junowy winwiuiw
000'00V'% 000°00%'Y 000°00F'v__$ | 000'00v'y _$ [ 00000t $ UOBNGLIUOD Pund [e13uag Josiaedng jo pJeog
(000°000°21)  [{000°000°24)
{000‘000°218) |(000'000'21$) [(000'000°21$) liefoys jeuonesado paioafosd 800Z-200Z Je2A 183sId
uopadfoig 80-20| SyuoW
8002 #0 Jspujewiay 80/71/L
~100Z PIsiAaY |4o4 uopasfoid eq aeg - sajewnys
{eulBuo sjuawwos| 3jebier| 3abBiel JANEAIISUCD I D
pasinay| lewBuo p N BBy| aaneasasuod saAneiu| pue suoloafold




Appendix 2

14




HFS Consultants
Stanislaus County HSA
Staffing Efficiency Study

February 14, 2008

15




Table of Contents

| IR 631540 76 181o] 5 [0 ) s DR 17

I1. EXternal ReVIEW . ...ovvoreee e et ean, 18

III. Internal ReVIEW. ....vvneeeeeee e eeeeeeeeeeeeeeeceeeee e 19

IV. RecoOmMmeENdationsS. . ...veveee et e eee et eeie e enenanes 23

16




I. Introduction

The purpose of the Staffing Efficiency Study is to identify appropriate levels of staffing for each
of the Stanislaus County Health Service Agency (HSA) clinics and make recommendations on
how to improve efficiency, productivity and reduce overall system staffing cost. To conduct the
study, we reviewed information from external sources for general benchmarking purposes and
reviewed internal site-by-site information to consider variables which impact appropriate staffing

levels.

II.  External Review

In order to develop baseline information, we gathered information on Community Health
Centers. Community Health Centers are clinics that generally provide care to underserved
populations in their services area, so this statistical source was considered to offer a better
comparative model than national medical group statistics. We reviewed both National and
California Community Health Center statistics. We attribute the 13% variation between the
National and California statistics to marketplace differences (regulations, payor rules, cultural
diversity, health trends, etc.) that contribute to the demand on manpower to operate a health
clinic. We also gathered statistics from four California County clinic systems, as well as from
two Family Medicine Residency programs. It is important to note that our review did not
compare program scope, financial performance, productivity statistics or quality indicators, so
the information is used as benchmark information, but should not be considered best practice

information. A comparison of these statistics is provided in Table 1.
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Table 1

Stanislaus County HSA
HFS Staffing Study
Staffing per Provider Comparison 2/14/08

National 2.93
California 3.37
Counties 3.63
HSA

Ceres Medi;:al Office ‘ 3.2
Hughson Medical Office 3.6
McHenry Medical Office 32
Paradise Medical Office * 4.3
Turlock Medical Office 3
Pediatric Center 3.5
Urgent Care Center 22

Source: Information from National Association of Community Health Centers, Solano, Santa Cruz,

Monterey and Santa Barbara Counties respective Health Departments.

*Principal Family Medicine Residency Program Site
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I11. Internal Review

In order to better understand the variability and contributing factors to staffing patterns, much
information was gathered on programs, staffing classifications, providers, and general operating
conditions. Not all programs create a significant staffing differential, while others do. For
instance, the Residency Program that accounts for approximately 35% of the patient visits at the
Paradise Medical Office (PMO) certainly is a contributing factor to the support staffing required.
For a summary of the program variability, see Table 2. It is important to note that the volume of
programs can vary widely from clinic to clinic. For instance, while approximately 35% of the
PMO visits involve a Resident Physician, less than 10% of the visits at the McHenry Medical
Office (MMO) involve a Resident Physician. The variation of programs is sometimes
attributable to the scope of the providers practicing at a given clinic. For instance, the only clinic
site with Pediatricians is the Pediatric Center (PEDS), so one would expect that the more
seriously ill children which qualify for the California Children’s Services Program (a payor and
case management program jointly paid by the State and the County) would be part of the PEDS.
Where the existence of a program required support staffing job classifications not required in the
absence of that program, we excluded that staffing in our comparisons. For example, the peer
provider counselors required in the Teen Clinic that operates at MMO and PMO only, were

excluded in the staffing statistics captured in Table 1.

The study captured the provider staffing variations to generally assess the possible impact to
staffing. These variations included the number of providers per clinic site, the percentage of
providers working full-time vs. part-time, and the frequency of clinic scheduling changes such as
when a provider will be unavailable for a clinic time with already scheduled patients. The study

did not include a review of productivity by provider due to a data integrity concern.
The study also reviewed clinic size in terms of patient visit volumes, program variations and

provider staffing levels. Each of these factors was a significant contributing cause of clinic

staffing ratio variations.
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Table 2  Stanislaus County HSA
HFS Staffing Study
Clinic Program Listings 2/14/08

Comprehensive
Primary Care
Low Risk OB
Perinatal
Education(CPSP)
Family Planning
Well Child Care
(CHDP)

Cancer Detection
Program (CDS)
Cervical Cancer
Program
Immunizations
Resident Training
California Children’s
Services (CCS)

High Risk Pediatrics
Teen Clinic X
Geriatric Clinic
Acute Care
Wound Care
Medications
Occupational Health X
Colposcopy X X
High Risk OB
Dermatology Clinic
BCCCP

Breast Cancer Early | X X X X
Detection Program
(BCEDP)
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Source: Stanislaus County Health Service Agency-Primary Care Clinics-November 2007
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The study also included process and programmatic discussions with each of the clinic managers,
including not only the primary care clinics but also Specialty and Rehabilitation clinics. Data
was captured to assess the types of support staffing used and additional review was done by
subtotaling clinical support staffing volumes to clerical support staffing volumes by clinic. This
was useful to identify potential process variations and create an opportunity to mirror best
practices within the HSA system. Further it suggests that in order to achieve a best practice goal
in each clinic, a process redesign is necessary to ensure that the most appropriate level of staff is
providing the most appropriate function. For instance, if a licensed Registered Nurse is
performing a clerical task, a process workflow redesign should be done to consider a more
appropriate assignment to the extent clerical capacity exists. This additional assessment could
indicate the need for job reclassification, which may result in incremental cost savings. To force
consistency without a process redesign could save staffing costs, while creating revenue loss or a

separate unforeseen operational expense. See Table 3 for the internal comparison by staffing

type.

This review did however suggest efficiency reductions that could be made before or in the
absence of an extensive process redesign. In some cases, the efficiency had been contemplated

previously and was the intended result of a process redesign that was already underway.
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Table 3 Clinical and Clerical Staffing Ratios Per Provider FTE

Clinics Clinical Staffing Clerical Staffing
per Provider FTE per Provider FTE

Ceres Medical Office 1.7 1.5

Hughson Medical Office 1.9 1.7

McHenry Medical Office (includes 2.1 1.1

OB/GYN)

Paradise Medical Office (includes 24 1.9

Residency)

Turlock Medical Office 1.6 1.4

Pediatric Center 1.9 1.6

Urgent Care Center 1 8

Specialty Clinics 49 1.4

Source: Data based on FY2006-7 clinic staffing numbers
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V. Recommendations

Based upon the scope of this review and discussions with HSA Management including Clinic
Managers, the following actions are recommended. = Where position reductions are

recommended, the corresponding clinic manager has been part of the research and findings.

1. Consider the following reductions:

Clinic Site Position Classification Quantity or
Percent of
FTE

Hughson Medical Office | Account Clerk II 1

Paradise Medical Office Clerical Community Aid I 8

Pediatric Center Licensed Vocational Nurse 5

(reclassify this FT position to a
PT RN for a .5 reduction of an
LVN)

McHenry Medical Office | Community Health Worker 111 5

Specialty Clinic Registered Nurse 111 2
Registered Nurse 11 45
Medical Assistant 75
Medical Assistant 5
Medical Records Clerk 1

Rehabilitation Physical Therapy Assistant 20
Occupational Therapy Assistant | .85
Admin Clerk (Temporary) .30

Total Staffing Reductions 7.05 FTEs

2. Examine process workflow in the best practice clinics, as defined by the most efficient
staffing patterns, and compare that work process to the clinics with higher staffing
patterns to understand the contributing factors and isolate controllable from

920}




uncontrollable variables. Create transition plans to resolve the controllable variables and
consider staff reductions and/or reclassifications as a result, that will not have a resulting
negative impact to revenue, quality or compliance (Note: Given the intended
implementation and transition to an Electronic Medical Record, this recommendation is a

longer-term activity).

Continue the internal effort to generate reliable, accurate and timely productivity reports
by provider. Add that data to a matrix that captures and compares staffing patterns
against productivity and financial performance measures. The outcome of this matrix
will be a more complex and comprehensive best practices model, to be used for on-going

quality improvement purposes, and budget and staffing management purposes.
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HFS Consultants
Stanislaus County HSA
Organizational Restructuring Proposal Report

February 11, 2008

L Introduction

HFS Consultants (HFS), working Stanislaus County Health Service Agency (HSA)
Administration and Staff from the Stanislaus County CEO’s Office (SCCEQ), have developed
the following Organizational Restructuring Proposal Report. The purpose of this report is to
identify the Organizational Restructuring Opportunities for the (HSA) [excluding Public Health],

and make a recommendation regarding which proposal we believe best meets the agencies needs.

The report will be presented in four sections. In section two, we present an Executive Summary
of the report along with key findings and recommendations. In section three (Organizational
Structure Redesign), we discuss the key considerations necessary to construct a sound
Organizational Structure. In section four (Proposed Organizational Structures Discussion) we
provide brief highlights of the proposals presented to the joint HFS, HSA, SCCEO team but
ultimately not selected for implementation. In section five (Selected Organizational Structure
and Recommendations), we’ll discuss the selected proposal and review ways to maintain the

momentum necessary to carry the initiative effort through to completion.
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1I. Executive Summary

Starting in September of 2007, an executive level team made up of representatives from HFS,
HSA and SCCEOQ (hereafter referred to as “The Team”), started meeting together to discuss how
to redesign HSA’s organizational structure. The purpose of this effort was to identify an
organizational structure for HSA that would be both a functional improvement over the existing
organizational structure and more efficient. Over the course of several weeks The Team
developed several different potential organizational structures (see Appendix 1). Ultimately HFS
made recommendations to the representatives from HSA and SCCEO who then met and selected
one proposal for implementation across HSA. The selected proposal provides several key

advantages including:

e Reduction of reporting relationships to the HSA Executive Director
e Reduction in HSA managerial positions
e Reorganization of service lines

e Provides clear senior management structure for the clinical service line
The key observations and recommendations are as follows:
e Given that most of the clinic managers may be retiring in three to five years, it is
essential to develop the RN III’s within the system as potential managers for the future.

e Given the new roles being undertaken by key members of the Management Team having

a retreat to focus on team building and planning could be helpful.

20




I11. Organizational Structure Redesign

1). Organizational Structure Basics

For any business enterprise its organizational structure is the means by which management,
employees and resources are linked together to achieve the business’s mission and goals. An
organization chart is the graphical manifestation of these linkages. Typically, the organization
chart will have boxes which represent individuals or groups of individuals tied together as a
business unit. These boxes are then usually organized into various groupings of boxes. These
groupings represent a higher level of control and management. Ultimately, a final set of boxes is

used to represent the top decision making authority within the business enterprise.

There are several different types of organizational structures. The different types allow for
organizations to exercises the flow of resources, communication, finances and decision making
in different ways. In the past, many organizations used a hierarchical organizational structure
as their model for operations. This structure is used to express different levels/layers of a
business in a vertical fashion with more power/authority located in each successively higher
box/grouping. Typically, this structure is used when authority is centralized and power flows
from the “top down”.  HSA’s current organizational structure is a good example of a
hierarchical organization (see Exhibit 1). Other types of business entities have found a “flat”
organizational structure reduces the layers of management necessary to make decisions. This
structure is typically found in businesses that are decentralized with a “bottoms up” orientation
for information flow. Matrix Organizational Structures represent situations where cross
functional responsibility requires dual reporting relationships. Deciding to use a hierarchical
structure, flat structure, matrix structure or something in between depends upon the Chief
Executive Officer and the organization’s Board of Directors determining how much authority

they wish to delegate to subordinate managers.
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2). Key Redesign Considerations

During The Teams discussions several criteria were selected for use in determining the utility of

a particular organizational structure to HSA executive management. Key factors included:

e Does the proposed organizational structure improve decision making within the
organization?

e Does the proposed organizational structure address span of control issues for upper level
management?

e Does the reassignment of individual managers improve the efficiency and effectiveness
of the organization?

e Does the complement of managers identified as being needed in a particular
organizational structure represents the best “mix” of talent necessary to run the

organization?
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Exhibit 1

Health Services Agency
Management Structure

December 2007
Medical Diractor: [ Public Heakth Officer .
I—Ass( PH Officer

Residency Director  HR/Safsty Manager |

Confidential IV -
[ T L
Vacant. CFO. ‘Associate Director | Manager - Mgd Care, Risk Mgmt,
Associate Directer ' Pubikc Health - Contracting
' Clinical Services L - Manager - Indigent Heakth

Vacant. = Assistant Dirsctor.

Care Program

Assistant Director
Clinical Services

Business Services

Controtier IT Manager
P CBO Manager (Billing)

Assistant Ditctor - " Assitard Diactor’ || PH Business Mgr
Director of Nursing (PH)| [ Chironitc Dis/injury Frav
| [ Heath Promo, HR. PIO

Materials Manager

MMO/CMO Clinical Mgr—k Business Dev/Program Mgr
Pediatrics Clinical Mgr Pharmacy Mgr

Urgent Care/Rad Clinical Mgr

Specialty Clinical Mgr

PMO Clinical Mgr Front Ofc Mgr (& CSU)

Asst Mgr - Speciafty Clinics
HMO/TMO Clinical Mgr
Rehab Manager

Volunteers Mgr-PT

Mgr - Nutrition Sves - WIC
HEAL-CHI

Coordinator

Mgr - Chronic Dis &

Injury Prev

Teen Preg

Prev Coord

Mgr - Comm Disease
Control & Prev

Mgr - Field Services
Other program coordinators.

Mgr - Medical Therapy Unit @ schools

Utilizing these criteria, the team reviewed each proposal with a bias towards achieving the best

combination of attributes possible.

As the review went forward the team took pains to try to

make decisions based on the positions under consideration and not on the individuals working in

them.

IV.

Proposed Organizational Structures

Appendix 1 contains examples of the non selected proposed organizational structure proposals.

Three different models of organizational structure were considered with two minor variations on

two of the models also considered. The primary services lines (Clinical, Financial/Support and

Public Health) remained the same in each of the models. The number of positions deleted was

also the same (four positions) except for one model where five positions were reduced. The key
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differences in the models was the number of positions that reported directly to the Executive
Director (Range 6-9), whether the Safety and Risk Management functions were reassigned to
another executive and whether a COO role was created. This last consideration was extensively
discussed but ultimately rejected because of a concern that the agency needed more individual
focus on each service line. Other considerations that were discussed as part of the review of

each model included funding sources, regulations, skill sets and opportunities for collaboration.

V. Selected Organizational Structure and Recommendations

The proposal that was selected for implementation at HSA offered a number of advantages over
the current organizational structure (see Exhibit 3). First, the new organizational structure
dramatically reduces the number of direct reports to the Executive Director. This will allow the
HSA Director to spend less time dealing with lower level operating issues and instead
concentrate on the strategic and external issues facing the HSA. The new structure also
establishes a single designated leader for the clinical service line. This change results in the
ability to eliminate a vacant Assistant Director position. Another advantage of this proposal is
the realignment of several functions and departments. Within the clinics, the management of
McHenry Medical Offices (MMO) is reestablished as requiring a full time manager. However,
the concept of having some managers of smaller clinics serving as managers of two clinics at a
time is also retained with the shift of the Pediatric Clinic Manager to shared status for both the
Pediatric Clinic (PEDS) and Ceres Medical Offices (CMO). The new organizational structure
also brings Managed Care Operations, Risk Management and the Indigent Health Program under
finance under the guidance of an experienced Assistant Director. This Assistant Director will
also absorb some additional functions that will result in the elimination of a Manager IV and a
Manager II. Overall the new structure achieves all of the key criteria identified as important by

HSA, HFS, and SCCEO and should promote more efficient operations.
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Exhibit 3: New HSA Proposed Management Structure

Health Services Agency
Management Structure
Proposed — January 2008

[
vaeant |
:Assticite Director:
- Clinical Services

PMO Manager
UCC/MIA Manager
MMO Manager
HMO/TMO Manager
Peds/CMO Manager
Specialty Manager

Mgr It - Asst Mgr
Rehab Manager
Phamacy Manager

i

Materials Manager
CBO Manager
IT Manager

Asgistant Diector i
Comphance Officer, IHCP,
Specal Projects

Mgr - Mgd Care, Contracting,
Risk Mgmt, Quality Improvement
Indigent Health Care Manager

- Associale Director.
. PublcHeath

PH Business Mgr

EP Mgr

CAPE Mgr

Volunteers Mgr- part time

Mgr - Nutrition Services - WIC
HEAL-CHI

Coordinator

Mgr - Chronic Dis/Inj Prev
Teen Preg Prev

REAL Coordinator

Foster Care

Mgr - Comm Disease

Control & Prev

Mgr - Field Services

Mgr - Medical Therapy Unit @ scheols
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HSA Organizational Structure Proposal 1:

New Associate Director of Clinical Services; Nine Direct Reports to Executive Director; Five Position

Reductions

CHANGES
2-ASST DIRECTORS (1 UNFUNDED)

1-CLINIC MGR
1-BUS DEV MGR
1-FRT OFFICE MGR*
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HSA Organizational Structure Proposal 2:
New Associate Director of Clinical Services; Eight Direct Reports to Executive Director; New CFO/COO

Role and 4 Position Reductions

CHANGES
1-ASST DIRECTOR ( UNFUNDED)

1-CLINIC MGR
1-BUS DEV MGR
1-FRT OFFICE MGR*

7




HSA Organizational Structure Proposal 3:

New Chief Operating Officer; Six Direct Reports to Executive Director and 4 Position Reductions

1-CLINIC MGR
1-BUS DEV MGR
1-FRT OFFICE MGR*

CHANGES
1-ASST DIRECTOR (1 UNFUNDED)
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