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VMC Master Plan - INTRODUCTION

INTRODUCTION
In 2008 the City of Valdez reconvened the Mayor’s Task Force to engage with a design team to develop
a Master Plan for the Valdez Medical Center (VMC) campus.
Through a series of community surveys, between 2007 and 2009, four critical program needs have
been identified for development in the Valdez community. These four programs have been deemed as
the most important services to be provided or expanded or in order to meet the growing health and
wellness needs of the community. With the knowledge of these critical expansion requirements, the City
has taken the initiative to look ahead and work with designers and financial consultants to devise a
development Master Plan that will serve the VMC campus long into the future.
The goal of the Master Plan is to provide the City and the Medical Center with a comprehensive guide to
developing their campus in both the short term, and for the long range. The plan will ultimately provide
the City with a road map for strategic and intentional development in order to achieve a unified medical
campus in which the services, and the buildings that house them, can work to support each other

.
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VMC Master Plan - EXECUTIVE SUMMARY

EXECUTIVE SUMMARY
SCOPE
The City of Valdez requested that a Master Plan Study be
executed for the future development of the Valdez Medical Center
Campus.

improved integration of a broader range of medical
services offered in the community

existing LTCU unit, or creating a new separate facility as
part of another enhancement.

Therefore the financial feasibility analysis component of this
Master Planning Study includes a comprehensive operational &
financial feasibility analysis, in addition to a projected financial
impact of each proposed concept option, and recommendations
for the optimization of the total VMC campus area and facilities
when all enhancements are eventually included.

Alternate concepts such as “Green House” type models are being
evaluated for each proposed ACLF and LTCU enhancement
3. Expansion and/or reconfiguration of the hospital footprint to
increase the area for rehabilitation services from 2260
square feet to a minimum of approximately 4200 square
feet. Analysis of variations proposed for this enhancement
includes: either adding additional square footage to the
existing rehabilitation unit, or creating a new separate 4200
square foot unit as part of another enhancement.

As part of the Master Plan study, The City of Valdez requested
that an economic feasibility analysis be conducted to examine
various operating scenarios that would not only promote a cost
and operationally effective delivery of health care services, but
also efficiently integrate health care services and facilities into the
Valdez Medical Center (VMC) campus.
VMC’s current designation as a critical access hospital (CAH)
provides the City of Valdez with many unique opportunities for
increasing its revenues through cost-based reimbursement from
Medicare and Medicaid, in addition to providing greater flexibility in
delivery of services. Most hospitals that elect to be a CAH have a
Medicare patient mix of greater than 60% and find that the
business has significantly shifted from inpatient to outpatient
services, hence, the cost-based reimbursement CAH program
provides an economic advantage to hospitals like VMC. Some of
the advantages of VMC maintaining and leveraging its CAH status
include:
• Cost-based Reimbursement provides opportunity for
increased revenues and operating margins, and greater
financial stability
• Opportunity to refocus efforts to meet more of the
community’s medical needs
• Increased flexibility with staffing and hospital programs
• Grants the ability to expense capital improvements and
equipment in Medicare cost report per CAH program
guidelines
• Exempt from capped Prospective Payment System (PPS)
reimbursement methodology
• Outpatient, including ER & Observation, related to inpatient
admission are separately reimbursable, unlike for PPS
hospitals where it’s bundled into the inpatient DRG
payment rate, as well as hospital-based professional and
value-added services
• Opportunity to recover costs of ER physician stand by time
• CAH grants are available for Tele-health support and
Electronic Medical Records Implementation
• Network development opportunities
• Increased hospital viability and patient satisfaction with

4. Expansion and/or reconfiguration of the hospital footprint to
include new space of approximately 800 square feet for an
Open Bore 1.5T or Extremity MRI Suite. The suite shall be
designed so that the hospital will have the option to acquire
and utilize an Open Bore MRI in the future. Analysis of
variations proposed for this enhancement includes: either
adding another 800 square feet to the existing hospital
footprint, establish the MRI suite within the existing
footprint in space vacated as part of another enhancement,
an MRI mobile Trailer and a Modular Building Addition.
In addition to the four primary programs/services the Task Force
identified several other potential needs requiring possible growth,
expansion or addition.

This Master Plan and economic feasibility study was coordinated
through the City Manager, and developed with the Mayor’s Task
Force. The study was focused primarily on evaluating variations of
the following four enhancement options to the VMC campus:
1. Construction and Operation of a 10-bed Assisted Care
Living Facility (ACLF). Analysis of variations proposed for
this enhancement includes: newly constructed ACLF
attached to the currently existing Senior Center, ACFL
attached to the current hospital, or ACFL developed as a
freestanding structure.
2. Expanding the existing Long Term Care Unit (LTCU) from
10 beds to 14-18 beds. Analysis of variations proposed for
this enhancement includes: either adding 4-8 beds to the
3
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Outpatient Clinic Services: There is a need for additional
physician office and exam room to accommodate a 5th
Primary Care Physician which will help to:
• enhance workflow and increase patient satisfaction
• reduce unnecessary use of VMC Emergency
Department
• provide a quality hearing assessment booth
• reduce out-of-pocket expenses to patients
Specialty Clinics: There is a need for additional exam
space, which will help to:
• increase quality and quantity of specialty clinics
• attract and retain specialty physicians
• reduce out-of-pocket expenses to patients
Sleep Center: Sleep Apnea affects 1 in 4 men and 1 in 9
women and if untreated can raise risk of heart disease,
high blood pressure and stroke. The VMC Sleep Center
currently utilizes visitor overnight rooms, which result in
scheduling and acoustical conflicts.

VMC Master Plan - EXECUTIVE SUMMARY

Public Health Nursing: The PHN is currently co-located
with Outpatient Clinic Services which is not conducive to
providing care. A separate PHN clinic will help to:
• enhance services with more optimal PHS Suite
• separate healthy and sick patients (by not sharing
spaces)
• Confidentiality
Retail Pharmacy: The private retail pharmacy in Valdez
currently does not provide services during the evening,
during weekend and holidays. This limits the ability of the
Valdez Medical Clinic to provide extended hours. After hour
Retail Pharmacy will help to:
• extend clinic hours which will help reduce ER
demand.
• Increase access to Primary Care and help reduce
cost of care
Service Corridor: Provide a controlled service access from
Dietary and Material Management within the hospital
directly to Acute Care to help minimize noise and traffic in
main lobby.
Misc. Services:: Increase space for:
• Employee Offices
• Storage
• Chapel

CITY OF VALDEZ MAYOR’S TASK FORCE
Mr. Bert Cottle – City of Valdez Mayor (2007-2010
Mr. Dave Cobb – City of Valdez Mayor (2010-2013)
Mr. John Hozey – City Manager
Mr. Sean McAllister – PVMC Administrator
Ms. Pauline Doucet - PVMC Assistant Administrator
Ms. Pam Shirrell – Valdez Health Center, Providence Valdez
Health Advisory Council
Mr. David Dengel – Copper Valley Telephone Cooperative CEO,
Providence Valdez Health Advisory Council
Mr. Jim Shirrell
Mr. Bill Conley – Seniors Center Board of Directors
Cindy Rymer
Dian Rhoden
Doug Desorcie
Dr. Kathy Todd
Dr. John Cullen
Eva Dunning
Joan Heikens
Lisa Sparrell
Lynn Chrystal
Joann Winney
Sister Marie Brent
Nancy Lethcoe

DESIGN TEAM
Architects Alaska - Architect
Financial Consultants of Alaska and Washington – Financial
reimbursement consultants
Wipfli Consultants
Dingus/Zarecor and Associates
DOWL/HKM – Civil Engineering
BBFM Engineers – Structural Engineering
PDC Engineers – Mechanical and Electrical Engineering
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VMC Master Plan - EXECUTIVE SUMMARY

Site Master Plan
Goals:
• Assess constraints and potential uses of existing site
• Develop a comprehensive guide for long range site
development
• Evaluate potential growth and locations for the four
primary programs and recommendations
Evaluation of Potential Strategies:
• SITE
o Current Service Programs
o Potential Future Programs
o Vehicular Circulation and Parking
o Pedestrian Circulation
o Snow Storage
o Landscape buffer and Green Spaces
o Climate
• HOSPITAL
o Service Program Relationships
o Patient and Staff Flow
o Logical expansion locations
• LONG RANGE PLAN
o Potential Service Program Growth
o Service Program Relationship
o Potential Relocation and Reconfiguration
Site Master Plan Growth Strategies:
• SITE
o Relocated Senior Center Carport to the North to
provide space for future growth of Long Term
Care Facility
o Realign access road and service drive to the
north to provide for growth and landscape
buffers (screen service area from LTC)
o Reserve open space to the West, North and
South of the existing hospital for potential
future growth needs such as ER, LTC,
Rehabilitation, PHN, Primary Care and
Heating/power plant.
o Reserve the south portion of the site for
potential Assisted Living Facility or other
Residential programs

Site Master Plan Diagram
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VMC Master Plan - EXECUTIVE SUMMARY

Facility Master Plan
Goals:
•
•
•

Assess constraints and potential growth opportunities
Develop a comprehensive guide for long range facility
development
Evaluate potential growth and locations for the four
primary programs and recommendations

Evaluation of Potential Strategies:
•

•

HOSPITAL
o Service Program Relationships
o Patient and Staff Flow
o Logical expansion locations
LONG RANGE PLAN
o Potential Service Program Growth
o Service Program Relationship
o Potential Relocation and Reconfiguration

Facility Master Plan Growth Strategies:
•

Facility Master Plan Diagram
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HOSPITAL
o Reserve open space to the West, North and
South of the existing hospital for potential
future growth needs such as ER, LTC,
Rehabilitation, PHN, Primary Care and
Heating/power plant.
o Maintain and promote separation of
Public/Patient traffic, ER traffic, Staff traffic and
Service traffic

VMC Master Plan - EXECUTIVE SUMMARY

Recommendations and Priorities
Based on the Community Need Assessment/Survey, Health Care
recommendations, Cost of Reimbursement and the needs of
Providers, the Mayor’s Task Force recommends the following
Expansion Facility Master Plan and 4 Primary Projects with the
order of priority as indicated.

Priority 1 – MRI

Pursue a Modular Building and MRI within the $1.5 Million CON
Threshold (2014)
Priority 2- Outpatient Services

Consolidate Outpatient Services needs of:
• Rehabilitation Relocation/Expansion (expanded program)
• Sleep Center (expanded program)
• Service Corridor (added function)
• Staff Offices (additional need)
• Storage (additional need)
• Chapel Relocation/Expansion
• Retail Pharmacy (added program)
Priority 3 – Long Term Care (LTC) Facility

Pursue CON to be prepared for desired Rebase Schedule
Priority 4 – Assisted Living Facility (ALF)

City of Valdez to encourage Privately Owned and Operated ALF

Facility Master Plan Recommendations
7
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VMC Master Plan - EXECUTIVE SUMMARY

Recommendations and Priorities
Priority 1 - MRI
Pursue Option 5 (Modular Building)-below $1.5 M CON Threshold (2014)

Priority 3 – LTC Facility
•
•
•

Priority 2 – Outpatient Services
•

Approx. Project Cost: $ 8,000,000

Outpatient Clinic (Expand Program)
• Increase Primary Care Physicians
• Increase of Out-patient Visits
• Audiology Booth

CON is required
Approx. Project Cost of $7,600,000
Recommendation: Pursue CON to be prepare for Rebase Schedule

Priority 4 – Assisted Living Facility (ALF)
•
•
•
•

Specialty Clinic (Expand Program)
• Increase quality and quantity of specialty clinics
• Attract and retain specialty physicians
• Increase Demand – 2007 and 2011 Community Health Needs Assessment

Current Private Model serving community
Potential Loss of $ 875,000 per year (City Owned)
Potential Project Cost of $ 7,600,000 (City Owned)
Recommendation: City to encourage Privately owned and operated ALF).

Recommended Schedule

PHN/WIC Relocation (Expand Program and provide for Outpatient Clinic Expansion)
• Enable physicians to lease additional clinic space and expand services
• Ensure Integrated Health Campus

Priority 1 - MRI
•
•
•

Rehabilitation Relocation (Expanded Program)
• Consolidate program spaces
• Approx. $240,000 loss/yr.
• Potential increase of Treatment Services

Procurement of Modular Building – Spring/Summer 2013
Design of Site work – Summer 2013
Construction – 2014

Priority 2 – Outpatient Services

Sleep Center Program (Expand Program)
• Anticipate increase in demand
• Untreated Sleep Disorders – raise risk of heart disease, high blood pressure/stroke

•
•

Service Corridor (Added Function)
• Controlled service access from Dietary and Material Management within the hospital
directly to Acute Care to help minimize noise and traffic in main lobby.

Program/Design – 2014/2015 (following completion of MRI)
Construction – 2015/2016

Priority 3 – LTC Facility
•
•
•
•

Office/Storage (Additional Need)
• Current Office and Storage needs have exceeded available space
Chapel (Relocated)
• Provide a larger Chapel space close to the facility entry for patient/visitor and staff use.

CON – 2017
Design – 2018
Construction - 2019/2020
Rebase – 2021/2022

or

CON - 2021
Design - 2022
Construction – 2023/2024
Rebase – 2025/2026

Priority 4 – Assisted Living Facility (ALF)

Retail Pharmacy (Added Program)
• Limited hours – No service during evening, weekends and holidays

•

8
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VMC Master Plan - THE MASTER PLAN PROCESS

THE MASTER PLAN PROCESS
Architects Alaska (AAI) together with Financial Consultants of
Alaska and Washington (FCAW) comprise the lead Design Team.
The design team has laid out a process for planning in three
distinct phases:

Phase A – Data Collection:
Architects Alaska and the Mechanical and Electrical Engineers
conducted on-site interviews with city staff, hospital staff, health
care providers, administrative representatives and task force
members in the first two weeks of August 2010, in order to
accumulate site, program and building infrastructure information
for evaluation.
Our evaluation of Existing Healthcare Departments/Programs;
Area and Program deficiencies; the impact of projected Program
Expansions and the potential for Future Programs is documented
in detail in the following pages.
Concurrently FCAW analyzed financial data from the operations of
VMC for the last four years.
FCAW’s has a comprehensive methodology for evaluating the
proposed facility enhancements to determine which options would
provide the most optimal potential benefit to the City of Valdez.
This Report is the distillation of the Data Collection Phase.

Phase B – Master Planning
Using the evaluations from this report, the design team engaged in
an intensive design period to develop Master Plan options and
perform initial Financial Feasibility Analyses of the different
programs
.

3. Financial Summary for recommended options.

The design team presented master plan options based on the
scope of work. Options and recommendations were presented,
evaluated, discussed, modified, and re-evaluated as an integrated
team.
1. LAND USE EVALUATION DIAGRAMS:

A series of drawings were developed to illustrate and
assess Current Programs, Future Programs, Parking
capacity, Snow Storage, Green Space, Landscape buffers,
Vehicular and pedestrian circulation, Future Land Growth,
climate impact
2. POTENTIAL PROGRAM EXPANSION EVALUATION
DIAGRAMS:
a) A series of drawings were developed to illustrate and
assess the advantages and disadvantages of different
expansion configurations.
3. POTENTIAL FACILITY IMPROVEMENT OPPORTUNITY
DIAGRAMS:
A series of drawings were developed to illustrate and
assess Program Relationships, Patient and Staff Flow, and
configurations to support desired Care and Staffing
Models.
4. FACILITY MASTER PLAN DIAGRAMS:
A series of drawings were developed to illustrate and
assess the Expansion, Relocation, and Reconfiguration of
the desired long range Program enhancements.

Phase C – Concept Design
Using the chosen Master Plan option, the design team engaged in
another intensive design period to develop Concept Design
Options and perform a final Financial Feasibility Analysis.
The design team worked through options based on the scope of
work. Options and recommendations were evaluated, discussed,
modified, and re-evaluated as an integrated team.
1. CONCEPT FLOOR PLANS:
a) A series of drawings were developed to illustrate and
assess Conceptual Enhancement Options and
corresponding Considerations
2. PRELIMINARY PROGRAM COST ESTIMATES:
For each Concept Option presented a corresponding
Project Cost was developed, consisting of: Construction
Costs, FF&E costs, Design Expenses, Project
Management costs, Administrative expenses,
Contingencies, and projected Escalation.
3. OPERATIONAL EXPENSES AND REIMBURSEMENT
MODEL:
An assessment of various financial indicators selected to
measure the potential operational & cost outcomes and
projected overall financial impact of each proposed facility
enhancement option considered.

Modifications, revisions and refinement of documents and
drawings incorporate Task Force review comments as directed.

Modifications, revisions and refinement of documents and
drawings incorporated Task Force review comments as directed.

Phase B includes:
1. Recommended Land Use plan (long range) including snap
shots of all options considered
2. Recommended Master Plan (short term and long range)
including snap shots of all options considered, and
workshop review comments.

Phase C includes:
1. Concept Design options snap shots including workshop
review comments and final concept recommendation.
2. Financial Summary
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VMC Master Plan - SITE CONDITIONS

SITE CONDITIONS
The P zoning district principal buildings and structures shall not exceed thirty-five (35) feet in height and
accessory buildings and structures shall not exceed sixteen (16) feet in height. The maximum lot
coverage for all buildings and structures shall not cover more than fifty percent (50%) of the total lot
area.

Location
The parcel is located within the City of Valdez located within un-surveyed Section 32, Township 8
South, Range 6 West, Copper River Meridian, Alaska. The current legal description is Medical Park,
according to the official plat thereof, filed under Plat Number 2006-2, in the recorded of the Valdez
Recording District, Third Judicial District, State of Alaska. The parcel consists of 29.03 acres and is the
current site of the Valdez Medical Center and is located at the intersection of Meals Avenue and
Hospital Drive.

Easements
An easement is an interest in land owned by another that entitles the easement holder to a specified
limited use or enjoyment on the portion of the land covered under an easement. The existing plat for this
parcel (Plat 2006-2) does list platted easements on the face of the plat. These are limited to a 30’ utility
easement that runs along the south and east property lines, and a 50’ CVEA easement running west to
east through the northern portion of the parcel and lying northerly of the north access to the existing
hospital. A study of the title report shows document easements currently exist on site for utilities and
other interests. These document easements are:

Zoning
The parcel is subject to the regulations set forth by Valdez Municipal Code (VMC), Title 17. The
Medical Park is zoned Public Lands District, (P). The intent of the P (public lands) district is intended to
contain major open space areas, watershed management areas and major public and quasi-public,
recreational, educational and institutional uses, including private lands and uses that are essentially
public in character and of specific value to the entire community.

1. Easement for Electrical Transmission and/or telephone distribution and incidental purposes,
including terms and provisions thereof, to the record of which reference is hereby made:

Hospitals are a conditional use in the P zoning district. Per VMC 17.50, conditional uses are considered
to be generally compatible within the district in which they are specified, but are of such character that it
is necessary to place additional conditions and safeguards upon these uses before permitting them to
be developed within the district. Conditional use permits are granted by the Planning and Zoning
Commission, which requires that the following general criteria are reviewed and satisfied: topography,
soils, drainage, probable effects of proposed development, utilities, lot characteristics, characteristics of
adjacent uses and districts, and community appearance.

•

Granted To:

Copper Valley Association, Inc.

•

Recorded:

July 9, 2003

•

Reception No.:

2003-000666-0

2. Easement for Electrical Transmission and/or telephone distribution and incidental purposes,
including terms and provisions thereof, to the record of which reference is hereby made:
•

Granted To:

Copper Valley Association, Inc.

P District

•

Recorded:

July 9, 2003

The P district is subject to Valdez Municipal Code 17.12. Currently, the P district zoning has an
unlimited lot width requirement, and the minimum lot area is determined by specific use and parking and
loading requirements.

•

Reception No.:

2003-000667-0

Hazardous Site Conditions

Per VMC 17.12.080, the minimum front yard requirement in the P district is 20 feet. The minimum side
yard requirement is 10 feet, while the minimum rear yard requirement is 15 feet.

Flood – The existing Providence Valdez Medical Center has a finish floor elevation that ranges from 98’
– 100’ above the level of the Port of Valdez. The site does not fall within a flood zone area.

10
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VMC Master Plan - SITE CONDITIONS
between 9.5 and 16 feet below ground surface. The water level will tend to fluctuate one to two feet seasonally, especially during periods of
heavy precipitation and spring “break-up”.
Utilities
Water and Sanitary Sewer are existing on the site. Water is taken from a main in Meals Avenue to the west, and also from a main running
east-west along the southern boundary of the property. Because of the slope of the property, sanitary sewer is discharged to the east into a
sewer main. Storm water/drainage – This site drains generally from the northwest to the southeast.

EXISTING
HOSPITAL
SITE

Site Access
The Site is located east of the intersection of Meals Avenue, and Hospital Drive. There are two access points, one at the entrance off of
Hospital Drive, considered the main entrance, and one to the north at Hanagita Street, which is used for the Emergency Room entrance, and
is also shared with the Senior Citizens Center located north of the Hospital.

Figure 1 – FIRM Map for City of Valdez
Seismic
There are 11 major active fault systems within 150 miles of Valdez
that are capable of producing earthquakes strong enough to affect
Valdez. After the 1964 earthquake, the City of Valdez was
relocated a few miles west of its original site. The new town site
was located on stable alluvial fan deposits and bedrock. These
soils withstand earthquake ground shaking better than the
saturated silty sands at the former site. The new location had the
added benefit of helping protect it from tsunami inundation. This
was the first time in U.S. history that a community had been
completely rebuilt in a new location after an earthquake.

Geological Considerations
Soils
The soils at this site are relatively consistent. In the undisturbed
areas, there is a layer of surface peat. The developed areas are
covered in a surficial layer of gravel fill. Underlying the fill and the
peat are native gravels (GP, GP-GM) and sands (SP-SM, SM) with
varying silt quantities. The fill material appears to be non-frost
susceptible. The native soils were generally dense to very dense
and also non-frost susceptible
Groundwater
During the time of drilling for preparation of the subsurface
investigation (DOWL June 2002), the groundwater did vary
significantly across the site. The groundwater was measured

Existing VMC Site
11
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VMC Master Plan - FACILITY CONDITIONS

FACILITY CONDITIONS (as of 2010)

The roof is performing well, and has experienced no problems.

ARCHITECTURAL:

All the windows are a custom aluminum frame assembly with most
of the windows incorporating a small awning type operable slot for
air transfer. In most respects the slots are too small to provide any
perceptible ventilation.

Hospital
Designed in 2003 and occupied in 2005 the Valdez Medical Center
is a new building that replaced the aging hospital dating from the
1970’s
Foundation
The building has a composite concrete on-grade floor system
supported on insulated concrete perimeter walls and interior
concrete piers.
Exterior Walls
The hospital building is enclosed by pre-finished aluminum panels
on 8” heavy gage metal studs. The walls have 8” of insulation
between the studs for an R-value of aprox 25. A layer of
gypsum wall board provides a thermal break between the studs
and the exterior cladding.
The remodeled
Medical Clinic has
retained its original
wall structure with
additional new
metal panels on the
upper half of the
wall to tie into the
aesthetic of the new
building.

Windows

Finishes
No significant wear of the overall interior finishes are detected.
Tile floors in the main lobby and primary east west circulation
corridor provide a durable long lasting surface. The tile floors have
been reported to be difficult to clean with the current EVS
equipment. In addition, as the primary circulation corridor also
serves the Environmental Services, Material Management, and
Dietary Departments, a significant amount of noise is generated in
the main public space due to cart wheels running along the tile
grout lines.
There is no permanent walk-off carpeting in the main public ER
entry resulting in wet floors during large portions of the year.
Laundry areas do not have wall protection wainscot. Wall
protection has been added to the janitor closets. The laundry
rooms could benefit from adding bumper guards along the outside
walls for wall protection against equipment and soiled carts.
The floors in the washer room are not sealed, nor do they have
floor covering.
Basic Code Information:
The new building is approx 56,600 sq.ft. not including the original
Medical Clinic area.

A general concern regarding the location of the ER and the
public’s ability to find the ER entrance in an emergency was
voiced. On numerous occasions the front door has been used by
the public in an emergency, and since there is not a staffed main
reception, this confusion has posed a challenge to providing
immediate emergency care.
Signage has been placed on site to direct traffic to the ER
entrance. The size and efficacy of the exterior signage could be
improved.
Additional interior signage is needed at the ER entrance to direct
the public towards the main nurse station down the corridor.
Valdez Seniors Center
The Seniors Center was constructed in the early 1980’s. Since
then the kitchen has been expanded, and the siding and roofing
has been replaced. The Center is in fair condition. General wear is
noted, as would be expected for a 25yr old facility. Most notably
the stair access to the mezzanine offices is not ADA accessible.
Foundation
The building is supported on 8” wide poured concrete walls on
10x18” poured concrete strip footings.
Floor System
The floors are ¾” plywood over 2x10” and 2x12” wood joists. The
ground floor is over a crawl space.
Exterior Walls
The Seniors Center has wood lap siding over ½” plywood on 6”
wood studs. The walls have 6” of insulation between the studs for
an R-value of aprox 19. The interior is finished with gypsum wall
board.

Roof Assembly
The roof is a flat trussed roof. The roof assembly consists of a
metal pan deck on bar joists covered by a layer of gypsum board
and a minimum of 4” of closed-cell rigid insulation for an average
R-value of 25, The roof is protected by an exposed 60 mil EPDM
roof membrane.

Occupancy Group:
I2
Construction Type:
Type IB – non-combustable
construction
Basic Allowable Area:
Unlimited, 4 Story
Constructed Area excluding Clinic: 56,600 sq.ft.
Smoke Compartments:
4
All Storage Area protected by 1 hour separation

The roof system incorporates two significant clerestory windows
over the main Lobby and the Day Room in the Long Term Care
wing. These windows enhance occupied areas by providing a
significant amount of daylight into interior spaces.

The exterior walls are non-bearing and non-rate
Way-finding
12
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Roof Assembly
The roof is a split pitched roof with a clerestory running the length
of the atrium. There are two roof assemblies. The roof over the
atrium consists of 2x12” wood joists with 3/4” plywood sheathing
and 9” of batt insulation for an average R-value of 28. The roofs
over the apartments and the common room consist of wood
trusses with ½” plywood sheathing and 12” of batt insulation for an
average R-value of 35.The original roofing material was metal,
which is currently being replaced.

VMC Master Plan - FACILITY CONDITIONS
STRUCTURAL:
Hospital
The existing Valdez Medical Center (VMC) is a steel framed
building originally constructed in 2004. It is purportedly designed
to the 2000 International Building Code but the Structural General
Notes refer to Seismic Zone 4, which ceased to exist as a
designation with that code.
Roof System
The roof framing is steel deck (either 1-1/2” or 3” deep depending
on the zone) spanning between steel joists and wide flange steel
beams. The joists and beams are supported by joists girders,
wide flange steel girders, and hollow structural steel columns.
Floor System
The floor framing at the elevated mechanical room is a concrete
slab on composite steel deck. It is supported by wide flange steel
beams. The beams are supported by wide flange steel girders
and hollow structural steel columns.
Seismic
The lateral load resisting system is ordinary braced frames using
hollow structural sections, rods, and single angles for braces. The
braces are chevrons, inverted chevrons, and two-story x-braces.
There have been significant changes in the detailing requirements
for braced frames in the recent past. It is unlikely that these
frames meet those requirements.

not have bracing or should be located and sized to not interfere
with the existing bracing.

tempering station which reduces the temperature to 120 for
distribution to the building.

Valdez Senior Center

The domestic hot water piping has developed pinhole leaks in
several locations from internal corrosion. The corrosion could be
attributed to several factors including the aggressiveness of the
local water supply. When water is as clean as Valdez’s, it can
tend to pull minerals out of the plumbing. Facilities have installed
a “Copper Knight”, a device that acts like a sacrificial anode, in the
water supply in an attempt to reduce further internal corrosion of
the piping. Another possible mode of failure is excessive use of
flux during installation in some instances. It was noted in one
section of failed piping that the original installer had failed to ream
the end of one copper pipe creating a future failure. Based on the
corrosion to date, it is highly expected that all of the domestic
water piping is significantly corroded and will continue to provide
problems.

The Valdez Senior Center is a split level wood framed structure
using stick framed walls and timber framed roof. There is a
clearstory, which might cause some drifting if the balanced snow
load was not as deep as it is in Valdez. The lateral load resisting
system appears to be plywood shear walls at the perimeter. Built
in the early 1980’s, it is unclear whether it was designed for
unbalanced snow at the ridge or has the seismic detailing for
shear walls required by current codes.
Structural Limitations
Any additions to the existing Senior Center should also be
seismically separated or the wall at the juncture should be
upgraded to accept the new loads. As with the PVMC, snow
drifting on the existing building should not be created by the
addition. Doors, hallways, or mechanical ductwork between the
new and existing structures should be placed so that they fall in
existing shear wall openings or the wall will have to be upgraded to
current code.

MECHANICAL:

Various locations would benefit from eye wash stations such as
the laundry area where bleach and chemicals are used.

Existing Conditions
The mechanical systems in the facility are fairly new, having been
installed in 2003, but are showing some significant signs of wear.
Plumbing

Foundation
The foundations system is concrete spread and strip footings. The
slab on grade is 4” concrete, except in three areas, where a 6”
concrete slab was used.
Structural Limitations
The existing framing of the PVMC does not have sufficient
capacity to support new vertical or lateral loads without
modification. Thus, any additions placed adjacent to the existing
facility should be kept seismically separate. In addition, the newer
structure should not be allowed to cause snow drifting to occur on
the existing structure, as that might overstress the existing
framing. Any doors, hallways, or mechanical ductwork between
the new and existing structures should be placed in bays that do

All plumbing fixtures appear to be operating correctly. There was
some functionality concerns noted during the site visit. There was
a request in the Emergency Department to have faucets that have
temperature control. This was to both provide cold water to
patients to take with medicine as well as temperature control for
casting materials. A sink was desired at the nurse station to allow
ER staff to wash their hands without having to go into a patient
room or public restroom.

The facility utilizes City of Valdez
water and sanitary sewer
systems. The storm drainage
system is locally discharged
below grade. The roof drains are
provided with heat trace. The
facility has two water services
with a redundant 4” water service
coming into the building on the
north side.
The domestic hot water for the hospital is provided by three
indirect fired water heaters located in the hospital penthouse.
One of the units provides 160 degree water to the laundry and
kitchen rooms and the other two provide 140 degree water to a
13
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Backflow preventers should be installed at any station that is
connecting potable water to a chemical distribution unit. This
would include soap dispensers in janitor closets and the bleach
unit in the main laundry.
Medical Gas
The medical gas system consists of
oxygen, nitrous oxygen, medical gas,
and vacuum and is adequate for its
current needs. The facility is host to
the first oxygen generator which is
directly hooked into the patient oxygen
gas system in the country.
There was a request to extend medical
air to the extended living care area.
The area currently is served with
oxygen and vacuum. It was noted that
it would be beneficial to provide medical
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air to some patients when receiving medication or inhalers.
Heating
The Hospital, Utility Building,
and Clinic are heated from a
central plant located in the
adjacent Utility Building. Heat
being sent to the Clinic is
tracked through a BTUmeter.
The heating plant consists of
three L.E.S. model HW-3350
horizontal steel firetube
boilers with modulating
burners and an output of
3,350 MBH each. The boilers are commonly vented but have
individual sealed combustion. It was reported that at least one
boiler was down for maintenance or failure every now and then but
that the facility was able to keep up to temperature with only two
boilers in operation.
The distribution system is a primary/secondary pumping
configuration with each boiler having a pump. There are two
primary distribution pumps operated in a lead/lag configuration and
with individual variable frequency drives (VFD).
The heating medium is water. There is no glycol system in the
facility. Having water in the system increases the possibility of
freezing as was discovered with the recent freezing of the heating
coil for AHU-2. The distribution piping system uses Victaulic,
grooved fittings. The gaskets in this type of piping systems have
had a history of failures on heating systems in other facilities. The
gaskets can leak if the system is left cold or drained down for too
long or if the chemical and Ph balance of the water medium is not
closely watched.
The occupied parts of the facility are heated with air except for
some finned tube at the main hospital entrance vestibule. There
are general complaints of temperature control of the facility which
is indicative of this type of system. The end of the north wing, the
long term care facility, noted that there are temperature control
issues in this part of the wing during the winter. It was noted in the
original balance report that there wasn’t enough air being sent to
this part of the building.
The bathrooms are noted as being especially cold during the
winter and windy conditions. There are no ventilation supplies into
the bathrooms and since it is an air heated system, heat can only
get to these rooms through the constant volume exhaust system.
If the tenant does not keep the door between the sleeping room

and bathroom open, warm
air doesn’t get into the
bathroom and it gets cold. It
was noted that radiant
ceiling panels would be very
beneficial in the restrooms
and the sleeping rooms as
well.

AHU-1 serves the Administration Area and has a return fan and
heat recovery system. Both the supply and return fans have
variable frequency drives. The unit has heating and cooling coils.
The heating coil had to be recently replaced because it froze.
Filtration consists of a roll pre-filter and 2” pleated filters.

Cooling
The Hospital, Utility Building, and Clinic receive mechanical chilled
water cooling. The cooling that is sent to the Clinic is tracked
through a BTU meter. The cooling plant is located in the Utility
Building and consists of a single 125 ton Trane rotary chiller with
remote, roof mounted, condensing unit. It was noted that the
facility had adequate cooling.
Chilled water is distributed to the facility through two pumps. In
order to keep the chiller from alarming and shutting down,
presumably from minimum flow requirements, both pumps are now
operated upon a call for cooling. The pumps are on individual
VFDs. While onsite, it was noted that both pumps ramped up to
100% speed upon call for cooling. The chilled water system has
taps for a bypass loop that would create the minimum bypass flow
that would be required for proper chiller operation without having
to send excess flow out to the facility but piping was never
connected.
The chilled water medium is 100% water and utilizes Victaulic
grooved joint piping system. These systems have had better
historic performance for chilled water (not glycol) systems and
there were no complaints of leaking at this time.
The elevated clerestory ceiling area in the Long Term care area
would benefit from temperature and energy conservation if a
commercial grade ceiling fan was provided in this space.
The existing window vents are very small. It is very difficult for
patients and exterior office spaces to get free cooling from the
small window openings. It was also noted that the aluminum
casing gets cold during the winter.
Ventilation
The ventilation system provides both outside air and heating to the
building. There are three main air handling units that serve the
building and are zoned to Administration, Treatment, and
Operating Room.
14
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AHU-2 has a similar setup
as AHU-1 except it does not
have a heat recovery
process and has an
additional 90% final filter.
This unit serves the
Treatment portions of the
facility. Facilities has had to
replace the fan motor and
bearings on the return fan
for this system.
AHU-3 serves the Operating Room. The air handler has supply
and return air fans, heating and cooling coils as well as a reheat
coil, and filter system that consists of a roll filter, 2” pleated filter,
and 90% final filter. This unit also has humidification.
As noted, several motors have needed to be replaced on the air
handling units in the last seven years. This is an unusually high
frequency and may indicate a larger issue. It was noted that the
facility power system is prone to brown-outs. It is also possible
that the high number of failures are related to VFD-induced shaft
currents. To minimize impacts from brown-outs or a loss of phase,
the Direct Digital Control system could be modified to monitor
phase loss and to add grounding “brushes” to the motor shafts.
The existing actuators on the smoke dampers are failing. Facilities
will need to complete a systematic inspection of the various
dampers after a power outage or when the fire alarm system is
activated in case a damper failed to open back up.
The outside air intake pulls snow into the ducts when the wind is
blowing from the northeast. A fix was in progress for this situation
that includes an installation of a hood where the existing louvers
are.
The ductwork has not been cleaned since original construction.
Industry standard is to clean duct systems every 10 years. Duct
cleaning could be completed on systems as they are renovated in
the facility.
The ventilation in the laundry area should be analyzed for make-up
air and temperature control. It was reported to be very hot in those
rooms.
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Fuel Oil
A double wall, exterior
above ground 10,000 gallon
fuel oil tank provides fuel oil
to the heating system and
backup generator. A
distribution piping system
fills a day tank for the
generator and a 275 gallon
day tank in the boiler room.
Controls
The facility has a Direct Digital Controls (DDC) system in place.
Controls are provided by Control Contractors, Inc., a well
respected state-wide controls company.
The facility is prone to brown-outs. Protection of the central
controllers and electronics be provided through high/low voltage
filters to protect the electronics from costly failure. As noted
earlier, phase loss monitoring and alarms could be added to the
DDC system as well as voltage level monitoring.
Fire Suppression
A sprinkler system is provided throughout the hospital. The fire
water service comes into the hospital on the east side of the
building.
A dry sprinkler riser is provided to serve the entries. Two wet
sprinkler risers serve the facility.
Expansion Capabilities
The existing mechanical systems were designed for the existing
building with no provisions for future expansion indicated on the
as-built documents. However, there are some systems that have
some ability to accept additional load.
Plumbing
As noted in the Existing Condition report, the domestic hot water
piping is experiencing severe corrosion. The domestic hot water
recirculation is also starting to show signs of failure. To reduce
future issues, the domestic water
piping including the domestic cold,
hot, and hot water recirculation
systems could be replaced with
plastic piping including CPVC for
the water mains with Pex tubing for
drops to fixtures. This could be a

phased replacement with new mains routed through the hallways
and branch pipes installed to fixtures as areas are renovated.
A significant amount of facility heat load is related to the
production of domestic hot water. There appears to be extensive
capacity of domestic hot water available for the facility. The
proposed expansions to the Long Term Care Unit, rehabilitation
services, and MRI Suite can be accomplished without impacting
the existing domestic hot water infrastructure. A 10 bed Assisted
Care Living Facility may require the installation of additional water
storage tanks to handle the additional load from this expansion.
The kitchen was noted as requiring extensive reprogramming
during the site visit. If this space is reorganized, additional hot
water load is not expected but extensive underground piping work
is. It is anticipated that an expansion of kitchen space to serve
meals to a 10-bed Assisted Care Living Facility will require the
addition of a 160 degree storage tank to handle the additional
water demand.
The original design for the
laundry wash area originally had
three washers. Only two were
installed, but the pad was
installed for three washers. A
third washer can be provided on
the existing equipment pad with
minimal impact to the existing
layout and infrastructure. An
additional 160 degree storage
tank will be required to handle the additional intermittent load from
the third washer.
Medical Gas
The existing medical gas system seems to be more than adequate
for the existing system. The north wing does not use its oxygen
and vacuum systems but did want to have medical air extended for
occasional use.
It is not anticipated that any significant changes to the medical gas
infrastructure will be required with the expansion of the Long Term
Care Unit, rehabilitation services, or MRI. If the 10-bed Assisted
Care Living Facility requires medical gases, then a more extensive
facility wide usage analysis will need to be completed to see if
additional storage space will be required for the installation of
additional bottles. “Green House” models that the design team
has worked on did not have piped medical gas but instead the
clients utilized portable oxygen bottles or generating systems.
15
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Heating
Based on the as-built
documents, it appears that
the existing facility has a
design heating load of
approximately 8,000 MBH
which includes heat to the
air handling unit, reheat
coils at the VAV boxes, and
a significant domestic hot
water heating load. Based
on the assumed heat load and square footage of the existing
facility, planning for future expansions should be conservatively
based on 100 BTU/sf.
The original heat plant was
designed around four 2680
MBH boilers. Through a
Value Engineering process,
three 3,350 MBH boilers
were installed. Based on asbuilt equipment loads, it is
not anticipated that the
existing heating plant has
much additional capacity
when taking into account
having one boiler down for maintenance.
There is still room for a fourth boiler to be installed inside of the
mechanical room between the day tank and the boilers. Another
option is to change out some of the existing boilers with larger
capacity boilers. Since these boilers are only 7 years old and have
significant life still left, we would recommend not changing them
out at this time. If room is not available to expand the heating
plant within the boiler room, there is an adjacent storage and
vehicle bay space that could be reallocated to install mechanical
equipment. New boilers would need to have secondary boiler
pumps to tie into the primary heating loop and individual flues
through the roof.
A fourth boiler, located next to the day tank, and sized for 1,340
MBH output (L.E.S. model HW3-40) would provide adequate heat
for an 13,000 sq ft of addition.
The distribution heating piping to the hospital is a 6 inch pipe. The
balance report notes that the original distribution pumps were to
provide 370 gpm but final balancing was capable of obtaining 600
gpm. A 6 inch pipe is capable of providing around 650 gpm so
there is adequate room in the existing piping distribution system
for the 13,000 sq ft expansion noted above. Depending on the
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location of the proposed expansions, a third pump might be
needed to handle additional head pressure. Worst case scenario,
a third base mounted pump should be installed and the existing
two base mounted pumps have their controls modified so that all
three pumps are staged in parallel. The third pump could be
sized smaller to conserve energy during the summer or ran as a
peaking unit.
As noted in the Mechanical Existing Conditions section, the
existing heating piping is Victaulic, grooved connection. The new
work should utilize welded or brazed fittings wherever feasible.
The facility is heated with air and there were several complaints
about temperature control and cold perimeter rooms. The planned
expansions should provide terminal hydronic heating units such as
radiant ceiling panels around the perimeter in addition to VAV
boxes with reheat coils to enhance client comfort. These type of
items would provide increased comfort in the existing north wing
as well.
A glycol system that just serves the air handling unit heating coils
should be looked into during a major renovation project. This will
provide freeze protection for the existing coils as well as allow the
units to have an increased overall outside air percentage.
Cooling
The existing 125 ton chiller plant is located in the Utility Building
and consists of an internal chiller and roof mounted condensing
unit. The sum of the as-built performance of the chilled water coils
in the air handling units equals exactly 125 tons. The cooling is
based on an outside air intake temperature of 74 degrees. Valdez
does get over 74 degrees for several days a year and weather
trends appear that this will increase in the coming years.
Therefore, additional cooling plant capacity will need to be added
for an expansion.
The existing distribution pipes from the Utility Building are 4
inches. The upper design limit for flows through a 4 inch pipe is
approximately 230 gpm. Balance reports note the two existing
chilled water distribution pumps were originally designed for 160
gpm but the as-builts have a connected load of 300 gpm. Balance
report shows them being balanced for 300 gpm. Therefore, there
is no room for expansion in the existing distribution system.
The options for expansion of the mechanical cooling system are
limited. It is unlikely that an additional chiller can be located next
to the existing chiller. Another unit could be located elsewhere in
the Utility Building, but the distribution pump and piping systems
would need to have significant upgrades. Other options would
include the use of a DX coil system in any new air handling units,

with the condensing unit located on the roof of the expansion or
the installation of an exterior chiller unit on the roof of the
expansion. If multiple air handling units are added, then the chiller
would be the preferred method.
Ventilation
The existing air handling units are already overtaxed. The balance
reports note that AHU-1 and AHU-2 were low on total airflow from
the beginning of the project. A new air handling unit would need to
be provided for an expansion.
The existing penthouse does
not have the room for the
installation of a new air
handling unit. It is
recommended that a new
penthouse be provided above
the expansion. This would
provide room for the
ventilation equipment as well
as other supporting
equipment. For planning
purposes, the ventilation load for an expansion could be
conservatively estimated at 2 cfm/sf. For the 13,000 sq ft
expansion available from the fourth boiler noted above, this would
require a 26,000 cfm air handling unit. This would be similar in
size to the existing AHU-2 which was designed for 25,200 cfm.
The cooling requirements for this unit would be 70 tons of cooling
from either a DX system or new chiller.
The existing laundry facilities appear that they could be expanded
in place. The dryers would need to be reconfigured within the
laundry space, moving them to the north of the lint interceptor.
Additional make-up air is not available from the existing system. A
new unit with independent temperature control will not only provide
additional make-up air for the third dryer, but also provide cooling
for the spaces.
Fuel Oil
The existing fuel oil infrastructure should be adequate for future
remodels to the heating system. If the generator is increased in
size, a new day tank may need to be provided in order to provide
code required minimum storage capacity.
Controls
Direct Digital Control systems are modular and are very easily
expandable to handle future additions or renovations. The
16
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systems are also capable of being setup to allow remote
monitoring or troubleshooting of systems. If there are concerns
about having to sole source to Control Contractors in the future,
the Owner could request to have Control Contractors install their
open system LON network that should be able to interface with
their existing system.
Fire Suppression
There are two wet sprinkler risers in place. NFPA 13 requires that
a separate sprinkler riser be provided for every 52,000 sf on a
floor. As long as an expansion does not expand the hospital and
clinic building first floor to 104,000 sf, then the existing fire
infrastructure should be acceptable.
Emergency Preparedness
The above noted systems were analyzed for their ability to operate
autonomously for 7 days in case of an emergency event.
The facility is fed from two separate 4 inch city water sources, but
there is no onsite water storage currently available if the water
infrastructure for Valdez is damaged. If a storage water system is
desired, additional information would need to be obtained to
provide an accurate estimation for the storage capacity required
for 7 days of operation.
Without onsite water storage and a fire pump, the facility would
have no fire suppression system in place if the water utility was
damaged. A minimum water storage capacity for a fire
suppression system is estimated at 25,000 gallons.
The facility has an oxygen
generator so the quantity of
medical oxygen should be
adequate during an emergency
condition. Medical air would be
generated onsite from the
existing compressor and medical
vacuum from the existing pump.
The heating plant has the
capacity to keep the facility up to
temperature and operational for 7 days. A reduction in space
temperatures will extend fuel usage. The ventilation system can
also operate for 7 days, but diminished operation would extend
fuel storage capacity as well as generator load. Examples of this
would be turning off the air handling unit serving the Administration
wing.

VMC Master Plan - FACILITY CONDITIONS
The existing fuel oil storage tank is 10,000 gallons. The existing
500 KW generator operating at 100% load, 24 hours a day, for 7
days is expected to utilize about 5,500 gallons of fuel. The current
heating system at its maximum operating condition, providing full
space temperatures during winter conditions, domestic hot water
load, and ventilation load, can burn 12,000 gallons of fuel in a
week. However, it should be noted that the facility has an
exceptionally high theoretical domestic hot water design load that
is equivalent to almost half of the total boiler capacity. Of the
12,000 gallons of boiler load, 5,500 gallons are attributed to
domestic hot water production. Even without any domestic hot
water, the existing 10,000 gallon tank will not be sufficient for 7
days during extreme winter conditions. To provide 7 days of
operation, a second above ground 10,000 gallon tank would be
appropriate. This takes into account the proposed expansions as
well as that the storage tanks will most likely not be completely full
at the time of an incident.
Strategies that can be implemented during an emergency that will
extend the fuel storage time includes frugal use of domestic hot
water, reduction in space temperature set-points, and turning off of
AHU-2 that serves the Administration wing.

ELECTRICAL:
Existing Conditions
The electrical systems within the PVMC facility are relatively new
compared to a typical system life of 20+ years having been
constructed in 2003. Communications systems have a shorter life
expectancy averaging approximately 8-15 years. The electrical
systems and spaces around them are well maintained. The
adjacent Senior Center’s electrical and communications systems
are generally further into their life cycle then the PVMC.
Information described in this document are from interviews and
brief examination of the electrical service and generator
equipment.
Electrical Service and Power Distribution
1. The hospital’s power connection is made at the maintenance
building with an incoming underground 480Y/277V service
provided by the Copper Valley Electric Association. The 750
KVA service transformer is located adjacent to the
maintenance building and is supplied from nearby pole with
primary service drop. Overhead power lines tend to have a
higher incidence of failure than entire underground systems.
The service equipment (MSB) is rated at 1600 Amps and
utilized fused main switch and circuit breakers supplying

2.

3.

4.

5.

6.
7.

loads within the maintenance
building, the original clinic
and hospital.
The adjacent Senior Center
is served from a 75 KVA pad
mounted
transformer
at
208Y/120V.
The main
disconnect is located on the
exterior of the building near
the transformer.
The Hospital’s power is
distributed
from
the
maintenance
building
at
480Y/277V to distribution
panels located in the penthouse. Utilization (208Y/120V)
power is supplied through distributed transformers supplying
local panelboards such as in the nursing wing. The electrical
connections are not routed through the utilidor connecting
the maintenance building and hospital.
The original clinic’s utility service was replaced with a pad
mounted transformer and supplied from the maintenance
building. The clinic’s power is metered by the hospital for
reimbursement from the clinic’s operations.
The previous 12 month’s utility records (8/2009 through
7/2010) indicate a peak load of 301 KW or approximately 450
Amps.
Distribution equipment is manufactured by Siemens.
The hospital recently completed a complete thermal scan of
the existing panels with satisfactory results.

Alternate Energy Sources
1. The VMC was provided with a 500 KW (625 KVA) Detroit
Diesel generator with 480Y/277V output. The generator
distribution switchboard (EMSB) is rated at 800 Amps and
uses fused switches. EMSB’s fused switches supply 4
transfer switches serving the Life Safety, Critical and
Equipment Branches as well as a separate UPS Branch.
The UPS and Equipment branches are set with a delayed
transfer connection to the generator. There is not a load
shed
system.
Records of peak
generator
loading
were not available.
2. No solar power is
connected to the
building’s electrical
distribution system.
3. No wind generation
is connected to the
17
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building’s electrical distribution system.
4. A Liebert 50 KVA UPS is provided in the main hospital’s fan
room. It currently is operating at a load of approximately
25%. Typical loading would be up to 50% of the design
capacity to assure available power for an extended run time.
Lighting
1. The light fixtures used within the facility are generally
fluorescent T8, T5 and compact fluorescent for good energy
efficiency. There are incandescent lamps used in exam,
darkroom and emergency fixtures as well as some down light
locations. The maintenance building and the ambulance
garage use metal halide lamps which is problematic for
switching the fixtures on/off due to extended restrike times
when accidentally switched off, following a power outage or
when initially switched on.
2. Exterior light fixtures use metal halide sources for higher
color rendering capabilities.
3. Emergency egress lighting is provided through the general
lighting fixtures except for mechanical spaces which have
battery operated “bug-eye” light fixtures. Exterior emergency
lighting outside the building’s exits is not provided. Note that
once power is restored, the generator area essentially is
without lighting for several minutes.
General
Power
receptacles
are
distributed to meet the needs
of the occupancies.
Heat
trace at the roof drains has
been provided for freeze
protection as shown at right.

Mechanical Equipment.
Fan and major pumps within the facilities are provided with
Yasakawa variable speed drives for energy and control
performance. Only a portion of the hospital’s ventilation systems
(SF-2 and RF-2) are supplied from the generator system which are
responsible for distributing heat SF-2 are able to distribute heat
during a power outage. It was noted that some of the smoke
dampers connected to the equipment power system have failed
recently.
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Telecommunications systems
1. The hospital’s telecommunication
connections (other than radio) are
like the power system connected to
the utilities at the Maintenance
building. This includes a 100-pair
copper service for telephone and
data connections, a new fiber optic
cable service which as of the visit
August 5, 2010 had not been
activated, and cable television
services as shown. A copper cables
“house” cable is then run to the main
telecomm
room
through
the
connecting utilidor to the hospital.
2. The main telecommunications
room, located in the hospital’s
penthouse includes the main
telephone equipment, copper
cable cross connects, fire alarm
dialing equipment, television
distribution, background music,
data networking equipment, and
patient monitoring system. The
space is extremely cramped
with access to back of 5
equipment racks impeded by
cables, power connections, etc.
as shown. The plastic visible in
the picture was installed when it
was found the main supply duct
which runs over the communications racks was leaking
melted snow onto the equipment. Category 5e cable is run
to data outlets and to distributed telephone patch panels
around the facility from the main distribution frame (MDF).
The cable plant as installed does not meet TIA/EIA or BISCI
guidelines topology.
3. There is a fiber optic backbone cable from the MDF to the
maintenance building because of distance limitations of
copper cables.
Nurse Call
A TekTone Tek-Care system was installed within the hospital as
part of the original construction. This system provides audio
communications to the patient/resident rooms to the central nurse
master stations. The system has at times been problematic,
especially during system’s device maintenance with system

failures when the system was not shut down.
Each
patient/resident room’s headwall unit has a patient station with call
cord and code blue switch as shown.

coverage. Door access controls have been disconnected. Has
been suggested that at least a dozen cameras need to be added
to the system to effectively

Fire Detection and Alarm

Expansion Capabilities

Detection and Alarm within the hospital is provided by a Notifier
addressable system. The system includes visual and audible
alarm devices, manual pull stations, duct smoke detectors,
sprinkler flow and tamper switches, and automatic smoke/heat
detectors in the corridors, patient rooms and at other specific
locations. The building is not fully covered with automatic smoke
or other detectors. Detection is generally provided by smoke
detectors in the air handling equipment and monitoring of the
sprinkler system.

Electrical Service

Patient Telemetry
The system is currently
provided by a Dräger
Infinity system of
antennas (as shown at
right) and central
equipment located in the
main
telecommunications
room. This system was
safety check in 2007.

1. As noted in the existing electrical system description, the
facility’s peak electrical load (301 KW) is less than 50% of
the service transformer and approximately a third of the
MSB’s 1600 Amp capacity. The current electrical load is
approximately 2 watts per square foot.
2. The basic enhancements including the 10-bed Assisted Care
Living facility, Long Term Care Unit and the Rehabilitation
expansion should follow the same general loading
requirements as the existing facility. This expansion is within
the current capacities of the facility services.
The
480Y/277 V distribution system’s electrical capacity could
also supply these expansions with the potential expansion of
the existing Normal and equipment distribution panels in the
Hospital penthouse. A separate assisted care living facility
could be supplied normal power from the maintenance
building directly.
3. The 800 square foot MRI facility would have a significant
electrical load for short durations. Even though it would not
follow the same 2 W/SF loading the rest of the hospital uses,
it could be accommodated as part of the existing electrical
service equipment MSB. Some modifications or a new
feeder supplied from the maintenance building would be
required.
Alternate Energy Sources

Wanderguard
The system has been installed to protect residents/patients in the
assisted living and acute care wing from exiting the wing without
nursing staff assistance and knowledge. The doors directly under
the penthouse fail to respond properly. While not verified the
manufacturer has indicated
the problem may be due to
interference from the variable
speed
drives
in
the
penthouse above.
Security
beyond
the
wanderguard
system
consists of some CCTV
cameras which have a limited
18
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Generator
i.
While no peak load information on the generator has
been collected, the existing generator’s capacity
exceeds the facility’s maximum normal service
demand.
ii.
Like the normal service there appears to be sufficient
capacity within the generator to supply the equivalent
capabilities (life-safety, critical and equipment power)
to all enhancements except the MRI. A separate
delayed transfer switch for the MRI facility could be
added as part of managed load system to be able to
supply power as long as there was capacity at the
generator. As part of the MRI solution would be to
include a UPS sized to maintain the MRI in operation
for the duration of any procedure. This will provide
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iii.

continuity during a brief outage such as the delayed
connection or load shed operation.
With some additional transfer switches, adjustment of
overcurrent devices (fuses or circuit breakers) and
addition of a load management system, the generator
could supply power for all of the existing facility in it’s
current configuration. A load management system
would be required in order to connect any loads not
currently allowed by the NEC or other requirements to
an emergency system.

UPS
i.
The existing UPS’s load could be expanded by nearly
100% of the existing load.
ii.
Enhancements except the MRI suite within the existing
facility footprint could be added to the existing UPS.
iii.
The MRI’s short term power consumption makes
operation through the existing UPS prohibited.
iv.
If a detached facility is constructed as part of any of
the enhancements a separate UPS to supply
communications and other needs within the facility
would be required,

2. The Assisted Care Living facilities’ needs for a nurse call
system should be provided with a standalone nurse call
system.
3. Rehabilitation expansion and the MRI suite include no or
basic support from the nurse call system and could be added
to the existing system.
Patient Monitoring such as installed in the existing acute care
areas should not have to be expanded under any of the
enhancements.
Wanderguard protection of doors will likely have to be extended
into any assisted or long term care enhancements.
CCTV monitoring of entrances and egress locations should be
considered as part of exterior location or interior boundary from/to
the long term or assisted living facilities or areas.

Telecommunication Systems
1. The existing system has several limitations including
additional rack space to terminate additional outlets, TIA/EIA
cabling distance and physical access. Consideration of
providing a new MDF should be considered as part of the
general project enhancements.
2. Any expansion beyond the current footprint of the building
should be considered to include a satellite communications
room with it’s own cable racks, power source supply and
separate backbone to the MDF.
3. Any of the enhancements to be provided in it’s own
standalone facility would need to be interconnected to the
main MDF with a fiber optic backbone cable or arranged to
have an independent communications service.
4. The MRI enhancement may be limited in the ability to
transfer data to remote locations. The current cable plant
likely would need to be enhance with either fiber or
augmented category 6 or better copper cables to provide
real-time processing and transfer of images off site.
Nurse Call Systems
1. The existing nurse call system could likely be rated to accept
expansion to any co-located enhancement, but issues with
complexity of programming and future support of the system
will need to be considered.
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Program and Services Evaluation
Department Index
Administration

Surgery

Acute Care

Seniors Center

Behavioral Health
Dietary
Emergency
Environmental Services
Imaging
Laboratory
Long Term Care
Materials Management
Medical Clinic
Morgue
Pharmacy
Public Health
Rehabilitation
Specialty Clinic
Spiritual Care
Sterile Processing
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Department Data
Department:

ADMINISTRATION

Description:

The
Administration
Department
encompasses administrative offices;
Admitting; Finance Offices; Medical
Records Storage and the Mail Room

Current Area:

Aprox 15,015 sq.ft.

Adjacencies:

Admitting to Main Lobby

Impact of four identified program expansions:
Administrative offices are considered
soft space and are the easiest program
element to be moved and/or relocated.

Main Lobby

Current Needs:
•
•

General Storage
At least one additional Office

•

At capacity for office space limits
growth

Current Challenges:

Future Considerations for Improved Services:
• None

ADMINISTRATION
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Department Data
Department:

ACUTE CARE

Description:

The Acute Care Department provides
inpatient medical care with a total of 11
beds. One bed is designated Intensive
Care; one bed is dedicated to Ob-Gyn;
and four beds are considered Swing.

Current Area:

Aprox 8,846 sq.ft.
ER Entrance

Adjacencies:

ER; Long Term Care.

Impact of four identified program expansions:
None
Current Needs:
• On Call Room
• Dictation Space
• Hand-wash stations
• Additional Storage
Current Challenges:
•

Lack of visibility to all the rooms
from the Nurse Station

Future Considerations for Improved Services:
• None

ACUTE CARE
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Department Data
Program:

BEHAVIORAL HEALTH

Description:

Behavioral Health provides a wide
variety of services, ranging from one-onone counseling, to crisis assessment, to
group therapy related to addiction or
behavior.

Current Area:

Aprox 3,180 sq.ft.

Adjacencies:

Admitting; ER

Impact of four identified program expansions:
The addition of an Assisted Living
Program would increase the case load.
Behavioral Health would need additional
staff to provide additional service.
Behavioral Health is already at provider
office capacity.
Current Needs:
•
•
•

Specimen pass-thru window in
toilet
Door between waiting room and
office corridor
Full kitchen for events

BEHAVIORAL HEALTH

Current Challenges:
•
•

Lack of sound isolation or privacy
between offices
UA’s are done in the offices

Future Considerations for Improved Services:
•

None
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Department Data
Department:

CHAPEL

Description:

The Chapel provides
administered spiritual
personal reflection.

Current Area:

Aprox 110 sq.ft.

Adjacencies:
Offices

Main

Entry;

Lobby;

a space for
care, and/or

Administrative

Main Lobby

Impact of four identified program expansions:
Currently undersized thus any expansion
will further tax the space
Current Needs:
•

Additional Area and Seating

•
•

Entrance to the Chapel is hidden
Area does not allow for
comfortable reflection space, nor
space for more than a couple of
people

Current Challenges:

Future Considerations for Improved Services:
• Providing adequate environment
for Spiritual Care and personal
reflection.

CHAPEL
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Department Data
Department:

DIETARY

Description:

The Dietary Department provides meals
three times a day for Acute Care
patients and Long Term Care residents,
as well as the occasional meal for
providers or guests. In addition the
kitchen prepares hot meals, soups,
sandwiches and a salad bar for
purchase in the cafeteria.

Current Area:

Aprox 3080 sq.ft.

Adjacencies:
Term Care

Loading Dock; Acute Care and Long

Impact of four identified program expansions:
Current par count indicates that the
kitchen can produce meals for another
10 beds, or another 30 meals a day, in
their current area.
Current Needs:
•
Current Challenges:

None
DIETARY

•
•

Distance to deliver meals
Delivery of meals through the
main hallway and main lobby

Future Considerations for Improved Services:
• Possible kitchen reconfiguration
to alleviate tight spot from one
side of dividing wall to the other
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Department Data
Department:

ENVIRONMENTAL SERVICES

Description:

The Environmental Services Department
handles
all
the
laundry
and
housekeeping services for the hospital. It
currently employs 2 FTE

Current Area:
Aprox
distributed janitor closets)
Adjacencies:

1360

sq.ft.

(not

including

Loading Dock

Impact of four identified program expansions:
The laundry area equipment can handle
double the current load (or through-put)
of laundry weight. The department
would, however, require at least 1
additional FTE to handle any additional
laundry load.
Current Needs:
•

More storage

•

Distance to storage areas of
certain products
Transport of laundry, refuse,
biohazard etc. through the main
hallway and main lobby

Current Challenges:
•

ENVIRONMENTAL SERVICES

Future Considerations for Improved Services:
• Modification of the Laundry area
built-in
casework
to
accommodate additional cart
storage for any future bed
expansion
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Department Data
Department:

Emergency Department

Description:

The
ER
Department
provides
emergency care for the community of
Valdez.

Current Area:

Aprox 2050 sq.ft.

Adjacencies:
and OR

Ambulance Barn; Acute Care; Imaging

ER Entrance
Ambulance Barn

Impact of four identified program expansions:
If the frequency of Specialty Clinics
increase, there will be more competition
for the exam/treatment rooms that ER
currently uses due to their favorable
proximity to the centralized Nurse
station.
Current Needs:
•

Gurney access to exam/treatment
rooms

•

Unclear Point of Entry from
exterior
Unclear way-finding at main
corridor in an emergency
Tight Ambulance Barn access
Difficult Heli-pad approach
Distance between Trauma Room
and Nurse Station
Small exam rooms being used for
Trauma. Doors to exam rooms
cannot accommodate a gurney
Impacted when Specialty Clinic is
using exam rooms

Current Challenges:
•
•
•
•
•
•

Emergency Department

Future Considerations for Improved Services:
• Better way-finding
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Department Data
Department:

LABORATORY

Description:

The Laboratory does blood draw and
handles both inpatient and outpatient
testing using 3 modalities. Lab employs
3 FTE

Current Area:

Aprox 1042 sq.ft.

Adjacencies:

ER; Acute Care; Medical Clinic

Impact of four identified program expansions:
The Lab can easily handle double the
volume of what it currently analyzes. The
key is to have modular casework that
can
be
reconfigured
when
instrumentation or processes are
changed.
Current Needs:
•

Additional refrigerator storage

•

Built-in casework is inflexible

Current Challenges:
LABORATORY
Future Considerations for Improved Services:
• None
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Department Data
Department:

LONG TERM CARE

Description:

Long Term Care provides
Nursing Care for 10 residents.

Current Area:

Skilled

•

36” wide doors are too narrow for
independent access

Aprox 6,515 sq.ft.

Adjacencies:
Acute
Center; Outdoor space

Care;

Rehabilitation;

Seniors

Future Considerations for Improved Services:
• Addition of beds
• Meals served buffet style in LTC

Impact of four identified program expansions:
Adding beds to LTC as an expansion in
its current location would have a
significant impact on the existing LTC
configuration due to site constraints and
building configuration. All the support
spaces for the program are at capacity,
thus adding LTC beds will also require
the expansion of support spaces.
Current Needs:
•
•
•

Additional Beds
Additional Storage
Hand-wash stations

•

Room Size and Configuration –
access around the bed, and to
the bathroom/closet is tight
Doors to the Dining Room are too
narrow for some wheelchairs
Dining
room
does
not
accommodate all 10 residents at
one time
Outdoor space with Northern
orientation provides little sunlight
Access to Tub Therapy Room
through the public toilet
Showering
in
the
resident
bathroom floods the floor
Resident bathrooms are not
adequately heated or exhausted

Current Challenges:

•
•
•
•
•
•

LONG TERM CARE
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•
•
•
Department Data
Department:

MATERIALS MANAGEMENT

Description:

The Materials Management Department
provides Receiving and Delivery for all
hospital departments with the exception
of Dietary and EVS. The main storage
capacity is taken up by disposable
products for programs like Long Term
Care, and paper products for the
cafeteria etc.

Current Area:

Aprox 2300 sq.ft.

Adjacencies:
Long Term Care

Receiving and Delivery; Acute Care;

Expanding the Loading Dock
Expanding the Storage Capacity
Providing a back of house
delivery corridor

Impact of four identified program expansions:
Materials Management is already at
capacity and any expansion on campus
will require MM to grow accordingly.
Expansion of Long Term Care has the
greatest impact due to the amount of
disposable product required to be
stored.
The Receiving and Delivery loading dock
is already too narrow.
MATERIALS MANAGEMENT

Current Needs:
•

Larger
Loading
breakdown space

•

All transport within the hospital is
through the main hallway and
main lobby which has a tiled floor.
The cart noise on the tile floor is a
concern.

Dock

or

Current Challenges:

Future Considerations for Improved Services:
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Program Data
Program:

MEDICAL CLINIC

Description:

The Medical Clinic houses the private
practice of four family practice
physicians. The building predates the
new hospital and was incorporated into
the overall design of new the facility to
retain the relationship and adjacencies
that benefit the patients, the hospital,
and the physicians.

Current Area:

Aprox 4,300 sq.ft.

Adjacencies:

ER; Imaging

Impact of four identified program expansions:
None
Current Needs:
•

Additional Office space

•

None

Current Challenges:

Future Considerations for Improved Services:
• None

MEDICAL CLINIC
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Department Data
Department:

MORGUE

Description:

The Morgue has two refrigerated units
for temporary corpse storage.

Current Area:

Aprox 160 sq.ft.

Adjacencies:

ER; Acute Care

ER Entrance

Impact of four identified program expansions:
The Morgue is already short on
refrigerated units, thus any inpatient
expansion would further tax the current
storage capacity.
Current Needs:
•

One additional refrigerated unit

•

Access to and from Morgue
through the main ER entrance
lacks appropriate discretion.

Current Challenges:

Future Considerations for Improved Services:
• Provision of a viewing area

MORGUE
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Department Data
Department:

PHARMACY

Description:

The Pharmacy Department dispenses
for Inpatient Services only. Pharmacy
currently employs 2FTE

Current Area:

Aprox 410 sq.ft.

Adjacencies:

ER and Acute Care

Impact of four identified program expansions:
Pharmacy may require a clean room for
infusions if Specialty Clinic services are
expanded with the addition of an
anesthesiologist to the facility.
Current Needs:
•

Private office space

•

Open door to main nurse station
is disruptive

Current Challenges:

Future Considerations for Improved Services:
• Expanding Pharmacy to a retail
service would contribute to the
community and alleviate some of
the limitations of only one retail
pharmacy with limited hours in
Valdez
• Pharmacy will need to expand if it
becomes retail

PHARMACY
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Program Data
Program:

PUBLIC HEALTH

Description:

The Public Health Clinic provides a
variety of health assessment, health
promotion, and disease prevention
services based on community needs.

Current Area:

Aprox 1370 sq.ft.

Adjacencies:

Medical Clinic; WIC

Impact of four identified program expansions:
None
Current Needs:
•

•

An additional exam room for
specialty clinics
Separate sick and well waiting
areas
Additional Storage

•

Lack of sufficient storage

•

Current Challenges:

Future Considerations for Improved Services:
• None

PUBLIC HEALTH
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Department Data
Department:

RADIOLOGY

Description:

The Radiology Department performs Xrays, CT Scans and Ultra-sounds. It
currently employs 2 FTE and is open 7
days a week for 10 hours a day.

Current Area:

Aprox 2625 sq.ft.

Adjacencies:

ER and Specialty Clinic

Impact of four identified program expansions:
MRI machine and service will require the
addition of another full time Tech.
Current Needs:
•

An Extremity MRI

•

None

Current Challenges:

Future Considerations for Improved Services:
• If a Pain Management Clinic is
added with the addition of the full
time
anesthesiologist,
then
current technicians will be
assisting with c-arm when
required.

RADIOLOGY
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Department Data
Department:

REHABILITATION

Description:

The Rehabilitation Department provides
Physical; Occupational and Speech
Therapy as both Outpatient and
Inpatient Services. Outpatient visits
account for roughly 80% of the volume.
Rehab currently employs 5FTE and
2PTE

Current Area:

Aprox 3450 sq.ft. in use throughout the
hospital

Adjacencies:

Parking; Long Term Care and Admitting

•
•
•

Insufficient gym space
Insufficient Storage
Waiting area is too small

Future Considerations for Improved Services:
• Outpatient access without having
to go to admitting first

Impact of four identified program expansions:
The addition of an Assisted Living facility
on campus will increase the patient
volume.
The addition of an anesthesiologist to
the facility could mean patients would
stay in the facility longer and require
Rehab.

Main Lobby

Current Needs:
•
•
•
•
•
•
•
•
•
•

One more FTE
Two additional Workstations
A dedicated OT training space
A dedicated walking path that is
not the main hallway
A wheel chair maintenance space
A dedicated Pediatric Room
A ceiling mounted swing
An adjustable wall mounted ballet
bar
Additional Storage
Hand wash Sinks

REHABILITATION

Current Challenges:
•
•

Patient has to go to admitting first
before coming to therapy
Staff workstations not in the Gym
Suite. Disjointed office/workspace
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Department Data
Department:

SPECIALTY CLINIC

Description:

The Specialty Clinic brings specialty
providers to the community on a
rotational schedule for patient evaluation
and treatment.

Current Area:

Aprox 2,020 sq.ft.

Adjacencies:

ER and Sterile Processing

Impact of four identified program expansions:
The Specialty Clinic in and of itself could
expand to meet the growing health care
needs of the community, and mediate
the need for residents to travel to receive
medical care. The expansion of other
departments or programs would put
pressure on Specialty Clinic to provide
more services in order to provide
patients with a continuum or care in
Valdez.
Current Needs:
•

None

•

Sharing Exam/Treatment Rooms
with ER

SPECIALTY CLINIC

Current Challenges:

Future Considerations for Improved Services:
• Casting sink in exam room #4 is
not used and could be removed
to provide additional space
• Expand the dental room to
provide anesthesia, and do oral
surgery
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Department Data
Department:

STERILE PROCESSING

Description:

The Sterile Processing Department
sterilizes all reusable medical care
instruments and equipment for the
hospital.

Current Area:

Aprox 720 sq.ft.

Adjacencies:

Acute Care; ER and OR

Impact of four identified program expansions:
Sterile Processing is sized adequately to
accommodate a significant amount of
expansion.
Current Needs:
•

None

•

None

Current Challenges:

Future Considerations for Improved Services:
• None
STERILE PROCESSING
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Department Data
Department:

SURGERY

Description:

The Surgery is configured for routine
general surgery.

Current Area:

Aprox 2,252 sq.ft.

Adjacencies:

ER; Acute Care; Sterile Processing

Impact of four identified program expansions:
The Surgery is adequate for a significant
increase in utilization.
Current Needs:
•

None

•

The second OR area is used for
storage. Access to the storage
area is through the sterile OR
which is a cause for concern in
terms of keeping the OR sterile at
all times.

Current Challenges:

Future Considerations for Improved Services:
• None

SURGERY
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PROGRAM AND SPACE
EVALUATION SUMMARY

Existing Program Areas that are impacted by future expansion
•

•

Pharmacy
-needs a clean room for Infusion to support any expanded
Specialty Clinic service and/or other services
- area is too small to become retail
Dietary – limited to approx 31 bed capacity for daily meals

Long Term Care
•
•

•
Current Needs
•
•
•
•

MRI
Outpatient Services and Rehabilitation Expansion
Assisted Living Facility
Additional Long Term Care Beds

Existing Program Areas that can support immediate and future
expansion
•
•
•
•
•
•
•
•
•
•

Acute Care
ER
OR
Administration and Admitting
Imaging
Laboratory - with more flexible casework systems to
accommodate improved instrumentation
Sterile Processing
Laundry - with additional cart storage space
Dietary - can accommodate another ten beds
Behavioral Health

Existing Program Areas that have current needs
•
•
•
•
•

Storage - 64% of hospital departments need additional
storage space
Morgue – needs another refrigeration unit
Medical Clinic - needs additional offices
Chapel – need additional seating/reflection space
Disaster Planning – needs an adequate triage location

Existing Program Areas that are impacted by the immediate
expansion of the 4 identified programs
•
•
•

Receiving and Delivery - too tight to take on additional
volume
Materials Management - already at capacity
Long Term Care – there are significant physical challenges
to expand in place

Existing Program Areas that face current physical space
challenges

•

Room Size and Configuration – access around bed, and to
bathroom/closet is tight
The size of the Dining Room does not support the number
of residents, and the access to the Dining Room is too
narrow for many wheelchairs
The outdoor space with Northern orientation does not
promote outdoor time
The access to the Tub Therapy Room is through the public
toilet or Acute Care adds complication to the process
Needs additional storage

Rehabilitation

•

•
•
•
•
•
•
•
•
•

Public Health

The gym space is Insufficient for current services
The provider office/workspace is disjointed
There is Insufficient storage space
Access/Check-in and Waiting is inadequate
Needs a dedicated OT training space
Needs a dedicated walking path
Needs a wheel chair maintenance space
Needs a dedicated Pediatric Room
Needs a ceiling mounted swing to alleviate the impact on
the floor space

•
•
•

Needs more Storage
Needs an additional Exam Room to accommodate
Specialty Clinic
Needs separate well and sick waiting areas

Receiving and Delivery

Pharmacy

•
•

•
•

Morgue

Needs a dedicated office for the Pharmacist
The current configuration with the main door open to the
main Nurse Station is disruptive

•

The Loading Dock is narrow
The main public corridor is used for all back of house
deliveries

Shared access with the ER entrance is indiscrete

ER
Potential Program Developments
•
•
•
•
•
•

•

The Point of Entry from the exterior is unclear
In an emergency the way-finding at the main corridor is
unclear
Access to the Ambulance Barn is tight for current
ambulance. Access is limiting service.
Heli-pad approach is difficult and is adjacent to the Long
Term Care beds
The distance between the Trauma Room and the main
Nurse Station limits service and communication.
Small Exam Rooms are being used for ER/Trauma as they
are closer to the main Nurse Station. The doors to these
exam rooms cannot accommodate gurneys
Trauma care efficiency is impacted when Specialty Clinic is
using the exam rooms
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•
•
•
•
•
•
•
•
•
•

Sleep Study Clinic – supported by tele-medicine
Expanded Specialty Clinic Services
A Resource Center
Adult Day Care
Playground
Adult Play Ground
On-call Room
Expanded Dictation space
Additional Transient Provider housing – one and two
bedroom apartments
Rehabilitation Therapy Pool

VMC Master Plan - FINANCIAL ANALYSIS

FINANCIAL ANALYSIS
PROJECT SCOPE
Financial Consultants of Alaska & Washington (FCAW) was
engaged to compile and analyze cost reporting and related
financial and statistical data to provide the City of Valdez and its
Master Facility Planning Task Force and PVMC management with
information focus on evaluating variations of the following four
enhancement options to the PVMC campus:
A. Expanding the existing Long Term Care Unit (LTCU)
from 10 beds to 14-18 beds.
Analysis of variations proposed for this enhancement
includes either:
1. Adding 8 beds to the existing LTCU unit, or
2. Creating a new separate 18-bed facility as part of
another enhancement.
B. Construction and Operation of a 10-bed Assisted Care
Living Facility (ACLF).
Analysis of variations proposed for this enhancement
includes:
1. Newly constructed ACLF attached to the currently
existing Senior Center,
2. ACFL attached to the current hospital, or
3. ACFL developed as a freestanding structure.
C. Expansion and/or reconfiguration of the hospital
footprint to increase the area for Rehabilitation
Services from 2260 square feet to a minimum of
approximately 4200 square feet. Analysis of variations
proposed for this enhancement includes:
1. Either adding additional square footage to the
existing rehabilitation unit, or
2. Creating a new separate 4200 square foot unit as
part of another enhancement.
D. Expansion and/or reconfiguration of the hospital
footprint to include new space of approximately 800
square feet for an Extremity MRI Suite, designed so
that the hospital will have the option to acquire and
utilize a whole body MRI in the future.

Analysis of variations proposed for this enhancement
includes:
1. Either adding another 800 square feet to the
existing hospital footprint, or
2. Establish the MRI suite within the existing footprint
in space vacated as part of another enhancement.

b. Preliminary Assessment of the effect that projected
patient utilization would have on revenue and expenses
for each proposed enhancement option considered.

Alternate type models will also be considered for each proposed
enhancement. Additionally, funding sources (such as grants) and
new revenue opportunities unique to rural health providers like
PVMC will be identified and included for all proposed
enhancements where applicable.

c. Preliminary comparison of the impact on facility
profitability of
(a) each proposed enhancement option considered,
versus
(b) maintaining the status quo.

By using statistical and financial trending analysis models
examining PVMC’s performance since 2007, initial analysis of the
data collected is designed to assist the Task Force in determining
which of the aforementioned proposed facility enhancements
would provide the most viable balance between meeting current
and projected community needs and optimal financial sustainability
under current and anticipated future reimbursement conditions.

d. Assessment of what effect facility and related service
changes
in
Medicare/Medicaid
reimbursement
methodology, including adjustments to patient/payer
mix and related geographic variations, and SNF-Swing
Bed Rates might have on PVMC’s financial statement
and whether or not such changes are significant in
considering each proposed enhancement option.

DATA COLLECTION & ANALYSIS
Data collected from PVMC analyzed in this phase of the feasibility
study included 2007-2009 Medicare Cost Reports, State Medicaid
Office of Rate Review (ORR) Rate Calculations & Medicaid Long
Term Care (LTC) Rate Letters, MRO14 & Year-end Conformance
(YEC) reports and PVMC budget & related patient utilization and
financial data up thru 7/31/2010.

The methodology for evaluating all proposed facility
enhancements to determine which options would provide the most
optimal potential benefit to the City of Valdez shall include:




Analysis Methodology


Critical Access Hospitals (CAHs) face a set of challenges
disparate from non-CAH hospitals, so the development of financial
indicators specific to their environment is critical in conducting this
feasibility assessment. Because these hospitals tend to have a
higher risk of financial insolvency, assessing financial performance
is key to ensuring the client’s long term financial survival. Our
proposed analytical study provides an assessment of PVMC’s
financial performance with a set of comparative financial indicators
designed specifically for small, Medicare/Medicaid cost-based
reimbursed hospitals.
Financial Analysis Core Criteria:
a. Preliminary Assessment of the projected changes in
patient service utilization for each proposed
enhancement option considered.
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Review & analysis of most current patient mix, utilization
trends and projections for all Valdez medical services;
Identify those new and expanded services reimbursable
under current rural health programs;
Review & analysis of most current PVMC financial
statements and Medicare/Medicaid cost reports;
Identification of appropriate costs used to calculate patient
encounter rates;
Identification of potential eligibility for special state and
federal rural health provider designations related to
proposed facility enhancements that may provide optimal
operational and financial benefit to PVMC, including colocated Long-term Care, Rehabilitation and Behavioral
Health facilities, MRI, reference laboratory and outpatient
clinic services.
Medicare/Medicaid Rate Forecasting and Extrapolation of
the financial impact of each proposed facility enhancement,
including cost reimbursed SNF-Swing bed versus RUGcapped reimbursed Long-term Care expansion, Rural
Health Clinic (RHC) designation, and other certifications
where applicable;

VMC Master Plan - FINANCIAL ANALYSIS
The financial impact analysis indicates a projected positive or
negative impact calculated for each facility enhancement option
proposed, as well as the recommended TARGET $$ that will
indicate what the profitability goal should be based on industry
best practice standards. The financial analysis indicators focus on
the following areas:
• Profitability
• Liquidity
• Capital
• Revenue & Reimbursement Rate Forecasting
• Cost
• Utilization
Revenue Indicators – measure the amount & mix of different
sources of revenue: see Glossary
Cost Indicators – measure the amount & mix of different types
of costs: see Glossary
Utilization Indicators – measure the extent to which fixed
assets (beds) are fully occupied: see Glossary
DATA ANALYSIS HIGHLIGHTS/SUMMARY OF RESULTS
ACUTE CARE:
•
•
•

•

Acute Care Utilization declined 88 patient days from
FY2008 to FY2009
Medicare was 27% of Total Acute Care Utilization
Acute Care beds were 20.3% occupied (assumes 7 of 11
total licensed beds are reserved for Acute Care, with
remaining 4 used as Swing Beds)
Average Length of Stay (ALOS) for Acute Care in FY2008
& FY2009 was extremely high
(Possibly due to lack of LTC beds available for qualified
patient transfers), but has steadily declined:
• range is 5—8 days
• 6.2 ALOS in FY2008
• 5.3 ALOS in FY2009
• 4.5 ALOS in CYTD2010
• 4 days is the maximum ALOS required by CMS for
Critical Access Hospitals

•
•
•

Medicare pays CAHs for most Inpatient, Outpatient and Swing-Bed services to Medicare patients on the basis of 101% of their
allowable & reasonable costs.
PVMC acute care Cost PPD in FY2009 was reported at $6,986.
Reimbursement Advantage by program depends on program utilization

STATISTICAL/PROGRAM COMPARISON
ACUTE
DAYS

2007

Medicare
Medicaid
Other
TOTAL

REIMBURSEMENT

2007 %
Utilization
184
35%
44
8%
296
56%
524
100%

2008

2008 %
Utilization
228
41%
181
32%
150
27%
559
100%

2008
$757,667
(B) $502,390
$1,260,057

Medicare
Medicaid
TOTAL

REIMBURSEMENT PER DAY
Medicare
Medicaid

OUTPATIENT REIMBURSEMENT
Medicare
Medicaid

2009 %
2010 (7/31
2010 %
Utilization Annualized) Utilization
140
27%
219
41%
(A) 85
16%
108
20%
294
57%
205
39%
519
100%
532
100%

2009

2009
$427,423
$768,724
$1,196,147

(C)

2008
$3,323.10
$6,610.39

2009
$3,053.00
$6,743.28

2008
$576,538
$895,035

2009
$794,423
$534,922

GREEN = PROGRAM REIMBURSEMENT BY AREA MOST ADVANTAGEOUS

FOOTNOTES:
(A) COST REPORT 85 DAYS YEC - MRO14 PAID 114
(B) MEDICAID DAYS DISAGREE WITH C.R.
(C) C.R. BEFORE SETTLEMENT
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PROVIDENCE VALDEZ MEDICAL CENTER
STATISTICAL/PROGRAM COMPARISON
SWING BED
DAYS

2007

Medicare
Medicaid
Other
TOTAL

574
40
19
633

2007 %
Utilization
91%
6%
3%
100%

2008
667
85
192
944

2008 %
Utilization
71%
9%
20%
100%

2009
257
(D) 230
233
720

2009 %
2010 (7/31
2010 %
Utilization Annualized) Utilization
36%
313
57%
32%
146
26%
32%
94
17%
100%
553
100%

Hospital Acute/Swing Bed Care Bed Days by Payor
FY2009
32.1%
Medicaid
42.5%
Other
25.4%

REIMBURSEMENT
Medicare
Medicaid
TOTAL

REIMBURSEMENT PER DAY
Medicare
Medicaid

Medicare

2008
$1,946,250
(E) $8,729
$1,954,979

2009
$1,028,507
$92,825
$1,121,332

2008
$2,917.92
$396.81

2009
$4,001.97
$436.64

Hospital Acute/Swing Bed Care Bed Days by Payor
FY 2010

20.2%

GREEN = PROGRAM REIMBURSEMENT BY AREA MOST ADVANTAGEOUS

38.2%

Medicaid

Other
41.6%

FOOTNOTES:

Medicare

(D) COST REPORT 230 DAYS MEDICAID YEC REPORT 91 DAYS
(E) MRO14 STATE PAID 22 DAYS COST REPORT 85

SWING BED:
•
•
•
•
•
•

•

Swing Bed Utilization declined 224 patient days from FY2008 to FY2009
Swing Beds were 49.3% occupied
(Assumes 4 of 11 total licensed hospital beds used for Acute/SNF Swing)
Swing Bed days increased slightly for 2010 (CYTD annualized) over 2009 days
Medicare patient days declined by 410 vs. FY2008
Medicaid patient days increased 145 vs. FY2008
Medicare Swing Bed Reimbursement = 101% cost
Medicaid Swing Bed Reimbursement is a Lower Flat Per Diem Rate = approximately $450/day
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100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

99.3%

FY2008 Occupancy Rates
Acute/Swing Beds vs. LTC
89%

90%

100%

89%

65%

76%

Appears there is a need for Additional LTC beds

PVMC LTC Cost PPD in FY 2009 was reported at $885, compared to an average of $724 PPD for similar other collocated LTC
facilities in the state.
PVMC Medicaid LTC PPD Rate in FY2009 was reported at $647 compared to a statewide average for Co-located LTC Facilities at
$601 (average LTC Medicaid PPD Rate reported statewide for Freestanding LTC Facilities for FY2009 was $403).

63%

18%

•

62%

41%

Co-Located LTC Medicaid PPD Rate Comparison
52%

$700

$647.38
$629.38

$650

$612.89
$600

Acute

$601.26
$550

$565.49

$504.65

Long Term Care:
In FY2009, Long Term Care was 99.4% occupied (LTC = 99.3%
occupied in FY2008)
• Medicaid makes up approximately 90% occupancy rate
• Medicaid reimbursement higher in Long Term Care
• State Regulations mandate that LTC operate at an 85%
annual occupancy rate to avoid a Penalty Reduction in
facility’s Medicaid Base Year Rate
• Waiting List currently running at 3-4 patients
• 10 currently existing Long Term Care beds = Total square
feet 6,515
• 651 square feet per Room is small compared to several
other LTC Facilities statewide
• Valdez has one of the lowest number of SNF beds per 100
population ratios compared to other small rural
communities statewide

$500

$450

$486.87

$521.77
$483.64

$479.19

$400

$350

-2%

-4%

17%

11%

8%

$300
Average Medicaid LTC PPD Rate Statewide (co-located facilities):
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From a reimbursement standpoint, in FY2009 PVMC reported a very low LTC ancillary charge of $17 PPD (less than half of the statewide average), compared to Providence Seward at $38 PPD and Providence
Extended Care at $54 PPD. Unlike other hospital-based LTC facilities in the state, it appears that PVMC’s charging practice has been to bill and charge LTC medical supplies and physical, occupational, speech and
respiratory therapy services as an acute care outpatient service as opposed to charging it as part of its LTC services. In order to enhance reimbursement, it is recommended that those ancillary services should all be
billed under LTC facility in order for PVMC to receive a higher ancillary reimbursement rate from Medicaid.

LONG TERM CARE /Implications/Recommendations

be prudent for Valdez to reexamine FY2009 reported costs and statistics in order to obtain the best rate scenario from all major payers.

EXPANDING THE EXISTING LONG TERM CARE UNIT (LTCU)
FROM 10 BEDS TO 14-18 BEDS

Medicaid rates for LTC in Alaska are the highest in the nation. An example of impact that PVMC Medicaid rates per occupied patient bed
day is provided to demonstrate potential financial impact of proposed LTC expansion:

1. LONG TERM CARE (SNF- Skilled Nursing Facility as
recognized by Medicaid)
Based on the reimbursement review for LTC over a five-year
period, some crucial facts become apparent:
• Long Term Care beds are completely full with
approximately four patients on the waiting list;
• Long Term Care beds in CYTD2010 annualized are
occupied by 99% Medicaid patients;
• Currently at 10 LTC beds, it appears that VMC needs to
expand LTC Beds. However a new Assisted Living
Facility (ALF) within the community of Valdez would
have an impact on the utilization of the LTC Facility. It
is recommended to observe any new ALF and evaluate
the impact it may have on the LTC occupancy.
• Expansion should be designed to add more LTC beds in
the future should patient occupancy rates consistently
exceed 95%; and
• Further evaluation of the number of LTC beds needed
depends partially on utilization, capital and operational cost
estimates and reimbursement rates.

Current 10 beds approximate reimbursement assumes rate of $650/day:
• $650/day X 365 days/year X 10 beds = $2,372,500 annual net revenue

Average LTC Ancillary PPD Charge
FY 2009
$80
$70
$60
$50

$56.68

$48.40

$40

$42.01

$43.87

$30
$20
$10

2. EXPANSION / OPPORTUNITIES FOR
CARE (SNF) BEDS

$77.84

$17.10

LONG TERM

VMC’s long term care cost per patient day (PPD) threeyear average (FY2008-2009) is $865.33. The FY2009
average PPD bed cost was reported at $890.63, indicating
that Long Term Care (SNF) charges need to be increased
as soon as possible to avoid the possibility that future
Medicaid reimbursement may be set lower than charges.
Medicaid rates are set on a four-year rebasing cycle with the base
year inflated for a subsequent four-year period. FY2009 was set to
be the base year for VMC’s Medicaid LTC PPD Rate; an inflation
factor would then be added to each of the next four years. It may

$0

$8.16
Providence Valdez Cordova

Ketchikan
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MEDICAID OCCUPANCY PENALTY
State Medicaid LTC regulations and Office of Rate Review (ORR) calculations require a minimum annual 85% occupancy level for all LTC facilities, otherwise the rate set for subsequent years may trigger a rate
reduction penalty for each year where occupancy levels fall below the 85% threshold.
Example:
New Total Licensed LTC beds =
Days per year =
Total Available Bed Days per year =
State LTC Occupancy Rate Requirement =

18
365_
6,570
85%_

Minimum Annual Occupied Bed Days =

5,585 = 15.3 beds on average must be occupied

In the event that VMC would have less than 5,585 total LTC bed days per year (based on total of 18 LTC licensed beds), the capital cost portion of VMC’s Medicaid LTC Rate would be divided by 5,585 days rather
than actual patient days that fall below the state’s minimum requirement.
EXAMPLE: SNF vs. SWING BED EXPANSION FOR MEDICAID PATIENTS
Assuming 5 of the Medicaid patients that are currently in long term care beds (SNF) were placed in acute care swing beds:
MEDICAID LTC PATIENTS
2010 ANNUALIZED
*based on 10-bed, 99% occupancy rate
5 PATIENT FROM LTC ASSIGNED TO
SWING BED
5 PATIENT REMAINING IN
LTC

Total PD
3,600

PPD Rate
$ 648.35

Total Reimbursement
$2,334,096

1,800 PD

$436.64

$ 785,952

1,800 PD

$648.36

$1,167,048
$1,953,000

LOSS IN REIMBURSEMENT BY UTILIZING SWING
BED =

($381,096)
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ACUTE SWING BED EXPANSION FOR MEDICARE/MEDICAID PATIENTS
•
•
•
•
•
•
•

Swing Bed days are counted as part of Medicare SNF benefit period skilled days;
Medicare will pay only 100 Total post-hospital Extended Care Days (SNF/Swing bed);
CAH-based Swing-Beds are Cost-Reimbursed for Medicare ; however
Only the 1st 20 days are paid-in-full by Medicare as primary payor;
Next 80 days paid as coinsurance and secondary to Medicaid, Private insurance, etc. = $137.50/day (2010 Medicare Part A
rate); however
Medicaid Swing-bed facility services are paid on a much lower flat per diem rate established annually by the Alaska
Department of Health and Social Services (DHSS), Office of Rate Review (ORR); and
Medicaid Per Diem Rates, in part, are set annually based on a LTC provider’s allowable capital and operational costs reported
for Medicaid patients in prior year.

STATISTICAL/PROGRAM COMPARISON

PVMC SNF Payor Mix 2008

SKILLED NURSING FACILITY
DAYS

2007

Medicare
Medicaid
Other
TOTAL

0
(G) 2838
567
3,405
(F)

REIMBURSEMENT
Medicare
Medicaid
TOTAL

REIMBURSEMENT PER DAY
Medicare
Medicaid

2007 %
Utilization
0%
83%
17%
100%

2008
0
2,340
1,295
3,635

(F)

(H)

2008 %
Utilization
0%
64%
36%
100%

2009
0
3,137
488
3,625

(F)

2008
$1,637,285
$1,637,285

2009
$1,955,280
$1,955,280

2008
$629.38

2009
(I) $647.38

2009 %
2010 %
2010 (7/31
Utilization Annualized) Utilization
0%
0
0%
87% (J) (K) 3600
100%
13%
0
0%
100%
3,600
100%

Oth
13.5%
Medicaid
86.5%

FOOTNOTES:
(J) 4 PATIENTS ON WATING LIST LTC

(G) COST REPORT FILED 2358 MEDICAID DAYS, STATE PAID 2838

(K) 3650 POSSIBLE DAYS LTC 98.6% OCCUPIED

Medicaid
64%

PVMC SNF Payor Mix 2009

GREEN = PROGRAM REIMBURSEMENT BY AREA MOST ADVANTAGEOUS

(F) -0- MEDICARE SNF DAYS

Oth
36%

(H) SNF(LTC) 99.3% OCCUPIED '09
(I) STATE PAID $623.46 A DAY RATE SET $647.38
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COST / CHARGES
PVMC SNF Payor Mix 2010

INPATIENT
ACUTE

Other
0.7%

Medicaid
99.3%

2008
AVERAGE
LENGTH
OF STAY % OCCUPIED

Assumes 7 beds
ROUTINE
ANCILLARY
TOTAL

6.17

% OCCUPIED

$1,525,802
$572,301
$2,098,103

(C)
(B)

COST

% OCCUPIED

$1,703,910
$883,220
$2,587,130
CHARGES

$1,796,290
$315,019
$2,111,309

(C)
(C)

COST

% OCCUPIED

$3,034,941
$21,363
$3,056,304
COST
$4,848,986

FOOTNOTES:
(A) D-1 Medicaid per day x Total days
(B) D-4 Medicare per day x Total days
(C) YEC SS1A
(D) LTC CON REQUIRES 80% OCCUPANCY
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$2,157,317 (C)
$580,309 (C)
$2,737,626
COST

CHARGES

(C)
(C)

$1,927,314
$44,371
$1,971,685
CHARGES
$4,861,908

(1.7%)

$1,833,364
$783,738
$2,617,102
CHARGES

(15.4%)
(B)

% OCCUPIED
(D)

(A)

OUTPATIENT

5.3
(B)

$494,272
$377,728
$872,000

99.3%

ROUTINE
ANCILLARY
TOTAL

AVERAGE
LENGTH FY2009 vs.
CHARGES OF STAY FY2008

49.3%
(B)

121.5

COST

% DECLINE

20.3%

64.7%

SKILLED NURSING

48

CHARGES

22.0%

% OCCUPIED

Assumes 4 beds S/B
ROUTINE
ANCILLARY
TOTAL

10 beds

COST

(B)

SWING BED

2009

$1,138,240 (C)
$255,418 (C)
$1,393,658
COST

$401,122
$71,649
$472,771
CHARGES

99.4%

120.8
(A)

$3,084,602 (C)
$153,453 (C)
$3,238,055
COST
$5,046,524

$2,016,560
$58,091
$2,074,651
CHARGES
$5,052,652

0.1%

VMC Master Plan - FINANCIAL ANALYSIS
Worksheet A to B Comparison
Highlights the Following Worksheet
•

All Administrative overhead costs stepped down to Patient Revenue Producing Departments/Services

•

All Non-Reimbursable areas allocated overhead costs
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Computation Ratio Cost to Charges
Highlights the Following Worksheet

ASSISTED LIVING HOME

Goals:
•
•

Expansion of certain high patient revenue producing service areas within PVMC Complex
Maximize All Cost to Charge Ratios to improve Future Reimbursement

CONSTRUCTION AND OPERATION OF A 10-BED ASSISTED
CARE LIVING FACILITY (ACLF)

Worksheet C, Part I
COMPUTATION OF RATIO OF COSTS TO CHARGES

Cost Center Descriptions
INPATIENT ROUTINE SERVICE COST CENTERS
25 ADULTS & PEDIATRICS
33 NURSERY
34 SKILLED NURSING FACILITY
ANCILLARY SERVICE COST CENTERS
37 OPERATING ROOM
39 DELIVERY ROOM & LABOR ROOM
41 RADIOLOGY-DIAGNOSTIC
44 LABORATORY
50 PHYSICAL THERAPY
51 OCCUPATIONAL THERAPY
52 SPEECH PATHOLOGY
55 MEDICAL SUPPLIES CHARGED TO PATIENTS
56 DRUGS CHARGED TO PATIENTS
OUTPATIENT SERVICE COST CENTERS
61 EMERGENCY
62 OBSERVATION BEDS (NON-DISTINCT PART)
OTHER REIMBURSABLE COST CENTERS
101 SUBTOTAL
102 LESS OBSERVATION BEDS
103 TOTAL

FY 2008
TOTAL
COSTS

FY 2009

INPATIENT OUTPATIENT TOTAL
COST OR
TOTAL
CHARGES CHARGES CHARGES OTHER RATIO COSTS
Col 7

Col 5

Col 6

3,322,092
70,136
3,034,941

1,407,914
40,157
1,927,314

Col 8

324,236
49,636
976,308
840,410
1,297,816
37,018
124,176
560,140
319,953

31,851
100,622
99,552
214,362
131,595
53,617
18,053
828,108
181,311

218,675
15,905
866,741
714,867
981,821
91,043
154,586
421,417
242,443

250,526
116,527
966,293
929,229
1,113,416
144,660
172,639
1,249,525
423,754

1,325,357
158,938

37,655
8,531

1,087,729
66,681

1,125,384
75,212

12,400,481
158,938
12,282,219

5,080,642
75,212
5,080,642

4,861,908

9,942,550
75,212
9,942,550

Col 9

1. Newly constructed ACLF attached
currently existing Senior Center:

INPATIENT OUTPATIENT TOTAL
COST OR
CHARGES CHARGES CHARGES OTHER RATIO

Col 5

Col 6

3,295,557
89,867
3,084,602

2,293,501
59,126
2,016,560

1.294221
0.425961
1.010364
0.904416
1.129084
0.255897
0.719281
0.448282
0.755044

336,453
62,137
894,379
942,483
1,160,557
71,674
130,886
593,365
525,812

62,366
179,982
130,365
196,601
45,020
9,400
21,100
144,956
167,733

210,457
18,390
992,027
891,659
994,919
163,700
138,680
94,532
298,507

272,823
198,372
1,122,392
1,088,260
1,039,939
173,100
159,780
239,488
466,240

1.233228
0.313235
0.796851
0.866046
1.115986
0.414061
0.819164
2.47764
1.127771

1.177693
2.1132

1,277,110
266,021

191,520
2,000

1,154,456
95,325

1,345,976
97,325

0.948836
2.733326

2.112402

12,730,903
266,021
12,464,882

5,520,230
97,235
5,520,230

5,052,652 10,572,882
97,235
5,052,652 10,572,882

2.733326

1,407,914
40,157
1,927,314

4,861,908

A feasibility evaluation on the construction and operation of a 10bed Assisted Care Living Facility (ACLF) is based on the following
three options being considered by the PVMC Master Facility
Planning Task Force:

Col 7

Col 8

Col 9

2,293,501
59,126
2,016,560

the

The reimbursement pros and cons of establishing a
new freestanding facility versus an ACLF attached
to the current existing Senior Center will be based
on the cost estimates and the location restrictions
that currently exist.
2. ACFL attached to the current hospital:
From a reimbursement standpoint, the assisted
living center should not be part of the existing
hospital or a department of the hospital. All costs
associated with the assisted care living facility
would be reported on the Medicare cost report as
non-reimbursable cost and reduce reimbursable
costs from other reimbursable hospital
departments.
3. ACFL developed
Structure:
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as

a

NEW

Freestanding

After contacting and surveying many other Alaska
assisted living home providers, reviewing several
state and national reports on this program, and
contacting staff from the Department of Health &
Social Services, Senior & Long Term Care Division,
and various other State Agencies, the following
summarizes current regulatory and reimbursement
scenarios (expected to change as soon as 2011) for
this option:
•

50

to

The Medicaid CHOICE Assisted Living
Program operated by the Division of Senior

VMC Master Plan - FINANCIAL ANALYSIS
•

•

•

•

and Disabilities Services (DSDS) has
published rates for basic “activities of daily
living” and personal care services. These
rates are based on day care and do not
include room and board. Attached in
Appendix F are the current ACFL provider
rates by regions that became effective July
1, 2009. Newly proposed regulations are
still in the review phase and do not have
rates included at this time.
In the various Assisted Living Homes that
were contacted, the standard billed amount
for the assisted living home apartments was
approximately $4700-$5000 per month.
CHOICE program reimbursement rates
were approximately $118/day or $118/day x
31 days = $3,658, where the non-covered
room & board portion was usually
supplemented by charity assistance from
either community or a health care entity. In
some cases, the state’s General Relief
program would reimburse a portion of the
room & board if the patient met the criteria
for limited assets and ability to pay.
Several homes received grants to assist
with facility planning and construction costs
through the Robert Wood Johnson
Foundation.
These grants were then
administered through the State of Alaska
Denali Commission.

Below is an example of a current Alaska hospital-based ACFL
provider’s reimbursement structure:
ACLF REIMBURSEMENT EXAMPLE (based on rates effective
January 1, 2010)
Apartment
ACFL Monthly Rate: $157.50 x 30 days/month = $4,725.00
$157.50 x 31 days/month = $4,882.50

ACLF Rate:
CHOICE Daily Payment Rate:
Non-covered balance =

CHOICE Payment Option
$157.50
$117.27
$ 40.23

(due from resident)
$40.23 x 30 days/month = $1,206.90
$40.23 x 31 days/month = $1,247.13 Charity

Cottages (Dementia Patient)
ACFL Monthly Rate: $240.45 x 30 days/month = $7213.50
$240.45 x 31 days/month = 7453.95
CHOICE Payment Option
ACLF Rate:
$240.45
CHOICE Daily Payment Rate:
$203.91
(due from resident)
$36.54
$36.54 x 30 days/month = 1,096.20
$36.54 x 31 days/month = 1,132.71 Charity

It became clear after interviewing several Assisted Living Home
Facilities that each facility had a charge structure somewhat based
on acuity of the resident. Dementia patients were charged higher
rates due to the extensive care that was required for their needs.
The State of Alaska currently has an alternative methodology for
reimbursing qualified ACLFs. This reimbursement methodology is
referred to as a COST-BASED RATE and is reimbursed and
administered through the Office of Rate Review (ORR). The costbased rate program, unlike the CHOICE payment option, requires
submission of an extensive provider application to qualify.
Detailed expenses for facility capital and maintenance costs,
staffing, utilities, food, supplies, etc. must all be included in the
application along with size and design layout of each resident’s
room. This compares to the more commonly adopted CHOICE
waiver program that does not require as much information to be
qualified as a licensed ACFL provider.
Information received in September 2010 from the director of the
ORR Cost-based reimbursement program indicated this alternative
reimbursement methodology is expected to be eliminated when
the newly proposed state Medicaid Home & Community-Based
Waiver Services regulations are adopted (still currently under
review as of May 2010 but expected to go into effect by July
2011). As a result, ACLFs may have to rely on the CHOICE
waiver program as the only mechanism in foreseeable future for
reimbursement for providing Assisted Living services in the State
of Alaska.
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REHABILITATION AREA
EXPANSION AND/OR RECONFIGURATION OF THE HOSPITAL
FOOTPRINT TO INCREASE THE AREA FOR REHABILITATION
SERVICES FROM 2260 SQUARE FEET TO A MINIMUM OF
APPROXIMATELY 4200 SQUARE FEET
PVMC’s Rehabilitation area was originally designed for 1,572
square feet. That space may have been adequate in 2002 when
there was 1200 physical therapy visits per year. Currently the
Rehabilitation Department is utilizing 3,446 square feet, having
since expanded into other hospital ancillary department space to
accommodate rapidly increasing patient demands for these
services.
In 2008 physical therapy visits was reported at 5,233, an increase
of 436% from 2002. The current square footage of 3,446 is still
inadequate for the department, and access for patients and their
wheelchairs, equipment and supplies, and registration is extremely
limited.
It is also difficult for the LTC patients and other
wheelchair patients to gain access to the area.
The PVMC Master Facility Planning Task Force requested an
evaluation on whether or not it was more advantageous to
reconfigure the existing hospital footprint and make room for more
space within the hospital or creating a new separate rehabilitation
facility with approximately 4,200 square feet as part of another
enhancement.
From strictly a reimbursement standpoint, whether or not the
rehabilitation unit is part of the existing main hospital facility or is
established as a new facility built and attached to another building
that is still designated as part of the hospital campus that meets
CMS collocation criteria for critical access hospitals is a mute
issue.
Both Medicare and Medicaid will reimburse the same for these
services. However reporting accurate square footage that is
actually being utilized for rehabilitation services on the Medicare
cost report and charging LTC rehabilitation services as a LTC
ancillary charge will help increase PVMC’s Medicaid LTC per diem
rate.
In reviewing PVMC’s recent cost report data, it is apparent that
charges need to be increased for all rehabilitation services in order
to achieve the maximum Medicaid reimbursement possible for
LTC patients.

VMC Master Plan - FINANCIAL ANALYSIS

Ancillary Departments

It also appears that attempting to find more space within the
existing hospital footprint is not viable and will only crowd out
other patient care departments that are also in need of more
space, many of which are already operating well beyond capacity
of the originally designed hospital footprint. If additional LTC beds
are added to a new attached building or breakout area, it will make
sense to build the new rehabilitation space within the confines of
the new LTC area or other newly enhanced location

MRI EQUIPMENT/SERVICES

Review for Feasibility Study

Rehabilitation Services - FY2009
Square feet Charges IP
3,446
75,520

PT/OT/ST

EXPANSION AND/OR RECONFIGURATION OF THE HOSPITAL
FOOTPRINT TO INCLUDE NEW SPACE OF APPROXIMATELY
900 SQUARE FEET FOR AN EXTREMITY MRI SUITE,
DESIGNED SO THAT THE HOSPITAL WILL HAVE THE
OPTION TO ACQUIRE AND UTILIZE A WHOLE BODY MRI IN
THE FUTURE
•

Since 2002, Physical Therapy at VMC has grown from 1264
patient visits to 5233 in 2008;

•

PVMC reported in January 2009 that staff physicians
referred 44 patients to Anchorage for extremity MRI
treatment.

•

In May 2009, VMC completed a comprehensive assessment
demonstrating an increased need for MRI services,
particularly extremity MRI, in Valdez due to consistent and
projected future growth in long term care and rehabilitation
services due to the community’s unique nature of business
and recreational activities.

The following provides a summarized statistical and financial
projections of proposed acquisition of a new MRI unit. These
projections were based on purchase and operation of a large fullscale MRI machine.
However, this assessment conducted by
VMC in 2009 recommends initially purchasing a smaller MRI
machine, as reflected by the estimated financial impacts and some
of the State CON reguirements. (see Appendix A)

Charges OP
1,297,299

Total Charges
$
1,376,265

Total COSTS
$
1,363,117

MRI machine

Power

Equipment Cost (new purchase) $ 300-$1 million
Construction suite
$700,000
Technologist salaries
$50,000
Service repair
-

1.5 Tesla

Revenue Potential: Average charge can generate $10,000 income hour depending on needs.
2008 National average utilization = 170 scans per 1,000 Medicare patients.

(A) Facility in Alaska with 11,000 patient days projects an estimated 3200 MRI patient visits generating MRI usage = 1,178 per
year. State of Alaska CON Review Standards: Alaska facilities must demonstrate at least a minmum annual need of 3,000 MRI
scans by end third year of operations.
(B) State of Alaksa requires a CON for MRI installations for communities with a population of 20,000 or more. CON will not be
granted for communities with less than 20,000 people
(C) The State of Alaska does not require a CON for an MRI if the total project cost of the purchase and installation of an MRI is
less that the $1.5 Million CON Threshold (year 2013). The CON threshold limitation is increased by $50,000 each year in the
month of July.
(D) Since the Community of Valdez has a population of less than 20,000 the total project cost of the purchase and
installation of a MRI must be below the CON threshold limitation.
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ALTERNATE OPINIONS
During the financial evaluation there was some concern with
the findings and outcome of the financial analysis for each of
the four program priorities. Therefore; Wipfli Consultants
were engaged to review the financial analysis presented by
Financial Consultants of Alaska and Washington (FCAW). For
the most part Wipfli’s analysis agreed with FCAW except for
the approach for the Long Term Care Facility.
• FCAW’s analysis indicated that the LTC Facility could
recognize a sizable profit with adding addition beds to the
existing program.
• Wipfli’s analysis disagreed with this approach and insist
that a profit cannot be recognized since the State of Alaska
reimbursement is on a Cost Bases only. (The negotiated rate
is based on actual cost of the Re-base years being
considered)

1

2
1

Since these 2 approaches are such a deviation from each
other Dingus/Zarecor & Associates were consulted for a yet
3rd opinion and recommendation.
• Dingus/Zarecor & Assoc also disagreed with FCAW’s

approach and concur that a profit over the Re-base cycle
cannot be recognized. However, since the negotiated rate is
based on previous years of actual cost and projected cost,
the rate may be slightly higher than the actual cost in the
early years of the 4 year re-base cycle. (It is possible to
make a small profit for the early years of the re-base cycle.)

2

2

3

LTC Facility
•
It is anticipated that the LTC Facility will operate at Break-even when fully occupied and when full
reimbursement rate is activated in 2019-2022.
•
The reimbursement rate is established for a 4 year period therefore; it is anticipated that a small
fluctuation of profit or loss will occur, depending on the year, but break-even on an average basis.
•
LTC helps offset OH Cost of Hospital of approx. $400,000 to $600,000 per year.
(Historically $200K-$400K with added projection of + $100K-$200K)
1.
2.
3.
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VMC Master Plan - FINANCIAL ANALYSIS
REBASING PROCESS
The State of Alaska re-assesses Medicaid reimbursement rates
every four years. This is referred to as Rebasing. During this
process the State of Alaska will review actual cost of operations for
the past 4 years of operation and assess probable operational cost
for the next 4 years. A negotiated reimbursement rate will be
established which will be utilized for Medicaid reimbursement for
the next 4 year Rebasing Cycle. The new reimbursement rate
cycle begins 2 years after the rebase year. (For instance rebasing
year of 2013 will take in effect reimbursement in 2015.
The following is a Rebasing Diagram/Schedule for the VMC
Long Term Care Facility
The diagram demonstrates options of rebasing in year 2013, 2017
and 2021. The VMC is currently undergoing a re-negotiation of the
base years. If VMC is successful then the base years will change
and the rebased reimbursement rate year will change accordingly.
The Cost shown are anticipated cost for rebasing year or 2013.
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•
Medicare CAH Swing-Bed provisions & regulations:
•
•
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•
•

Swing Bed is a term used to describe the use of an
inpatient hospital bed for either an acute or a skilled level of
care;
Applies to rural hospitals with fewer than 100 beds;
Included in the 25-bed limit for CAHs;
Swing beds need not be located in a special section of the
CAH;
Patient need not change locations in the CAH merely
because their status changes unless the facility requires it.
Change in status from acute care to swing-bed status can
occur within one facility or the patient can be transferred to
another facility for swing-bed admission.
Swing Bed days are counted as part of SNF benefit period
skilled days
20 days paid in full/80 coinsurance days
2010 coinsurance rate = $137.50/day
Skilled care must start within 30 days of qualifying stay
Medically predictable and appropriate delayed admissions
Readmissions to same or other facility
o If Returned to skilled care within days 1-30, No new
qualifying stay required;
o If returned to skilled care Days 31-60, new 3-day
qualifying hospitals stay is required.
CAH-based Swing-Beds are Cost-Reimbursed;
Exempt from Consolidated (Bundled) Billing provisions.
Swing bed provisions do not include a Medicare
inpatient Part B benefit;
Ancillary services may be billed & cost-reimbursed
under the hospital as Medicare inpatient Part B
services;
CAH swing beds exempt from SNF PPS;
CAHs will be paid 101% as long as patient is an outpatient
of, and receiving services directly from, the CAH.

Medicare Part A SNF – Criteria for Coverage:
•

Patient must have a qualifying hospital stay of at least
3 days, not counting the day of discharge or time spent
in an observation status.

Medicare Part A SNF – Qualifying Hospital Stay:
•

Patient must have been an inpatient of a hospital for a
medically necessary stay of at least 3 consecutive
calendar days;

•

3-day qualifying stay may be met by stays totaling 3
consecutive days in one or more hospitals;

•

Patient must have been transferred to a participating
SNF within 30 days after discharge from the hospital,
unless the patient’s condition makes it medically
inappropriate to begin an active course of treatment in a
SNF immediately after hospital discharge and it is
medically predictable at the time of the hospital discharge
that he/she will require covered care within a predeterminable time period.

Medicare Part A SNF – Reimbursable Services:
The following services are considered Medicare Part B
services and are excluded from SNF PPS only when provided
in a hospital outpatient department or CAH, NOT by
independent suppliers:
•
•
•
•
•
•
•
•

•

Preventive Services
o Services are covered as Part B benefits and are
not included in SNF PPS; and
o Services must be billed by the SNF for beneficiaries
in a Part A stay.

•

Therapy Services
o ALL Therapy services provided to residents must
be billed by the SNF.

Medicare Part A SNF – Readmissions:
•

•

•

If patient is discharged from a skilled level of care, and
subsequently is readmitted at a skilled level of care to the
same or another facility within 30 days, a new qualifying
hospital stay is not required.
If Readmission occurs more than 30 days after discharge,
a new qualifying stay is needed unless there is a medically
appropriate delay.
Patient’s care must be related to the prior hospital or SNF
stay.

Medicare Part A SNF – Benefit Periods:
•

Patient requires daily services meeting skilled level of care
requirements;

•
•

•

As a practical matter, Daily Skilled Services can be
provided only on an inpatient basis in a SNF;

•

•

Services must be reasonable and necessary for the
treatment of a patient’s illness or injury; and

•

Medicare will pay for 100 Total post-hospital Extended
Care Days (SNF and Swing bed)
1st 20 days paid-in-full
Next 80 days paid as coinsurance to Medicaid, Private
insurance, etc. = $137.50/day (2010 Medicare Part A rate)
Lifetime Reserve days do not apply to SNF or Swing-bed
stays
Dates of discharge, death or leave of absence are not
counted as SNF days
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Pre-admission, post-discharge and other Ambulance
services provided in conjunction with an excluded service
Emergency services
MRIs & CT Scans
Angiographies
Cardiac Catheterizations
Certain Ambulatory Surgeries that involves the use of an
operating room
Institutional Dialysis services & supplies
Professional services (physicians, physician assistants,
nurse practitioners, clinical nurse specialists, nursemidwives, psychologists, and CRNAs)

Medicare Part A SNF PPS Resource Utilization Groups
(RUGs):
•

Classification of patients into specific resource utilization
groups (RUGs) for payment purpose

•

Based on measurement of patient characteristics and
health status information to determine the type, amount,
and intensity of services needed to provide appropriate
care

•

Determines Medicare Part A SNF PPS per diem
reimbursement – DOES NOT APPLY TO CAHs

VMC Master Plan - FINANCIAL ANALYSIS
Alaska Medicaid pays CAH Acute Care Rates based on cost
from Base Year Inflated forward for 4 years. Acute Care
Reimbursement for CAH is not subject to lower of Cost or
Charges penalty.
ALASKA Medicaid SNF/Swing-Bed/LTC provisions &
regulations:
• Long term care (LTC) facility services are covered for
Medical Assistance recipients who need supervised
nursing care services of a certified and licensed Skilled
Nursing Facility (SNF), or an Intermediate Care Facility
(ICF).
• All LTC facility services require prior authorization by the
State of Alaska, Division of Senior and Disabilities Services
(DSDS).
• Recipients must be eligible for LTC Medical Assistance
services.
• Medicaid LTC and Swing-bed facility services are paid
on a flat per diem rate established annually by the Alaska
Department of Health and Social Services (DHSS), Office
of Rate Review (ORR).
• Rates, in part, are set annually based on a LTC provider’s
allowable capital and operational costs reported for
Medicaid patients in the base year.
• New Medicaid LTC Base Year Rates updated every 4
years. (subject to Lower of Cost or Charges)
Assisted Living Facilities:
• A congregate residential setting with personal & health
care services, including 24-hour supervision & assistance;
• Helps frail & cognitively impaired elders and people with
disabilities maintain independence & dignity;
• Provides a cost-effective alternative to nursing home care;
• Partially reimbursed under State of Alaska Department of
Health and Social Services (DHSS) Medicaid Home &
Community-based (HCB) Waiver and Division of Senior
and Disabilities Services (DSDS) Medicaid CHOICE
Assisted Living Waiver Programs.
Core Assisted Living Services: Assistance with Activities of
Daily Living (ADLs):
• Eating/Drinking
• Bathing
• Toileting
• Dressing
• Grooming
• Transfer
• Mobility

Other Required Services in Assisted Living Homes:
• Meals
• Housekeeping
• Furnishings/Towels and Linens
• Medication Assistance
• Emergency Response
• Health Promotion and Monitoring
• Social & Recreational Activities

Part A only) reimbursements along the same lines as a
traditional nursing home. If licensed as assisted living,
Medicaid reimbursement depends on the state’s assisted
living provisions.
•

In a letter issued 9/10/2009, CMS recommends that states
and LTC providers interested in pursuing special benefit
coverage provisions for The Green House Project concept
by considering a coordinated set of Medicare & Medicaid
demonstration waivers (e.g., Medicaid 1115 & Medicare
222 Demonstration Waivers), a special needs plan, or a
Congressional directed demonstration which could serve to
test this new delivery of care model.

•

Can be similar to the process used to establish the
Program of All-Inclusive Care for the Elderly (PACE)
program as a separate provider type.

•

Since 2006, several states have either received Medicaid
waiver approval from CMS and/or adopted new licensing,
reimbursement and benefit coverage regulations
expanding coverage to Green House LTC facilities.

Revenue Sources for Assisted Living Services:
• Services: Medicaid (under HCB & CHOICE Waiver
Programs), private insurance/private pay
• Room & Board: resident pays, but may be eligible for
rental assistance through state and other sources
Long Term Care (LTC) – State Certificate of Need
Requirements:
• New LTC units co-located with hospitals will not be
approved unless the applicant has demonstrated a need
for a minimum of 15 beds. DHHS may approve a smaller
number of beds if the applicant documents use patterns,
and submits data & analysis that justify a smaller unit.
• To be considered for approval to expand licensed capacity,
a co-located LTC unit must have an average annual
occupancy rate of at least 80%, during the preceding
three years.
• In the interest of serving individuals in the most costeffective, least-restrictive setting possible, there must be a
combination of at least one assisted living bed or adult
day care slot for each existing and proposed new LTC
bed. For a community with a population of 10,000 or less,
the department may approve beds on a case-by-case
basis.
Long Term Care – Green House Approach:
• The Green House model was developed by Dr. William
Thomas and is rooted in the Eden Alternative, an
innovative model for cultural change within LTC facilities to
build a new type of residence that is a more residentfriendly, cost-effective alternative to the traditional
institutionalized and often fragmented long term care
models.
•

Provides a home-like environment to the elderly residents
while meeting state LTC regulatory requirements.

•

Green House-type facilities can be licensed as traditional
nursing homes and eligible for Medicaid & Medicare (SNF
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Funding Sources for Development/Construction of new SNF &
New Assisted Living Facilities:
•

•
•
•
•
•
•

Alaska Housing Finance Corporation (AHFC) GOAL
Program
o HOME & SCHDF Grant Programs
o LIHTC Tax Credit Program
Community Development Block Grant (CDBG)
HUD Rural Housing & Economic Development Program
Alaska Mental Health Trust Authority (AMHTA)
USDA Rural Community Facilities & Community
Assistance/Section 515 Rural Elderly Housing Program
Denali Commission
Rasmussen, Robert Wood Johnson and Other Private
Foundations

VMC Master Plan - FINANCIAL ANALYSIS
Grants to States under the Medicare Rural Hospital Flexibility
Program:

Resources and Services Administration (HRSA) through
the Federal Office of Rural Health Policy.

•

Develops rural health networks to assist and support
CAHs;

The Flex Program, which was authorized by Section 4201 of
the BBA (Public Law 105-33), consists of two separate but
complementary components:

To receive funds under the grant program, states must apply
for the funds and engage in rural health planning through the
development & maintenance of a State Rural Health Plan that:

•

Develops and supports quality improvement initiatives; and

•

Evaluates State programs within the framework of national
program goals.

•

•

A Medicare reimbursement program that provides
reasonable cost reimbursement for Medicare-certified
CAHs (administered by CMS); and
A State grant program that supports the development of
community-based rural organized systems of care in
participating states, which is administered by the Health

•

Designates & supports the conversions to CAHs;

•

Promotes emergency medical services (EMS) integration
initiatives by linking local EMS with CAHs and their network
partners;
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VMC Master Plan – SITE MASTER PLAN OPTIONS

SITE MASTER PLAN OPTIONS
Master Plan
Goals:
•
•
•

Assess constraints and potential uses of the existing site
Develop a comprehensive guide for long range site development
Evaluate potential growth and locations for the 4 primary
programs

Proposed Plan:
• Developed 3 potential expansion strategies for
consideration

Master Planning Process
Evaluation of Potential Expansion Strategies:
• SITE








•

Current Service Programs
Potential Future Programs
Vehicular Circulation and Parking
Pedestrian Circulation
Snow Storage
Landscape Buffers and Green Space
Climate

HOSPITAL
 Service Program Relationships
 Patient and Staff Flow
 Logical Expansion locations

•

LONG RANGE PLAN
 Potential Service Program Growth
 Service Program Relationships
 Potential Relocation and Reconfiguration

Land Use
Goals:

Existing Site Plan Overview

•
•

Development of Site for Best and Highest Use
Enhance and Improve Traffic Circulation
 Clear and direct access to Patient Programs
 Separation of Patient, Resident, Service and Emergency
Traffic

•

Building Location and Orientation
 Maximize Views
 Solar Access
 Landscape Buffer and Green Space
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Existing Vehicular Circulation
North Vehicular Circulation:
•
•

Cross traffic of Ambulance and Service traffic
Cross traffic of Vehicular and Senior Pedestrian traffic

Potential Hospital Growth:
• Limited potential growth to the North due to location of
services road (close to north side of hospital) and limited
vacant land.
• Growth access to the West and South

Master Planning Process
Evaluation of Potential Expansion Strategies:
• SITE








Existing Site Plan
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Current Service Programs
Potential Future Programs
Vehicular Circulation and Parking
Pedestrian Circulation
Snow Storage
Landscape Buffers and Green Space
Climate

VMC Master Plan – SITE MASTER PLAN OPTIONS

Land Use Diagram
NORTH 1:

Goals:
• Development of Site for Best and Highest Use
• Enhance and Improve Traffic Circulation
 Clear and direct access to Patient Programs
 Separation of Patient, Resident, Service and Emergency
Traffic
• Building Location and Orientation
 Maximize Views
 Solar Access
 Landscape Buffer and Green Space

North 1 - Site Plan
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Potential Buildings Expansion
Diagram
NORTH 1:
•

•

North 1 - Site Plan
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Advantages:
 Expansion of LTC adjacent to Existing LTC and Senior
Center
 Expansion of LTC connected to Hospital
Disadvantages:
 Limited opportunities for future LTC Expansion
 Limited opportunities for future ALF Expansion
 Limited opportunities for future Hospital and Acute
Care Expansion

VMC Master Plan – SITE MASTER PLAN OPTIONS

Vehicular Circulation Diagram
NORTH 1:
•

•

North 1 - Site Plan
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Advantages:
 Good separation of Patient traffic
 Good separation of delivery traffic
Disadvantages:
 Congested vehicular traffic circulation on North side of
Hospital (Cross traffic of ER, Services and Senior
Center traffic)

VMC Master Plan – SITE MASTER PLAN OPTIONS

Land Use Diagram
NORTH 2:
Goals:
• Development of Site for Best and Highest Use
• Enhance and Improve Traffic Circulation
 Clear and direct access to Patient Programs
 Separation of Patient, Resident, Service and Emergency
Traffic
• Building Location and Orientation
 Maximize Views
 Solar Access
 Landscape Buffer and Green Space

North 2 - Site Plan
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VMC Master Plan – SITE MASTER PLAN OPTIONS

Potential Buildings Expansion
Diagram
NORTH 2:

North 2 - Site Plan
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•

Advantages:
 Expansion of LTC adjacent to Existing LTC and Senior
Center
 Expansion of LTC connected to Hospital
 Provides for potential future ALF Expansion

•

Disadvantages:
 Relocation of Power Utility
 Limited opportunities for future LTC Expansion
 Limited opportunities for future Hospital and Acute
Care Expansion
 Reduced views from Senior Center

VMC Master Plan – SITE MASTER PLAN OPTIONS

Vehicular Circulation Diagram
NORTH 2:

North 2 - Site Plan
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•

Advantages:
 Good separation of Patient traffic
 Good separation of delivery traffic

•

Disadvantages:
 Congested vehicular traffic circulation on North side of
Hospital (Cross traffic of ER, Services, ALF and Senior
Center traffic)
 Major re-alignment of Service Drive

VMC Master Plan – SITE MASTER PLAN OPTIONS

Land Use Diagram
SOUTH 1:
Goals:
• Development of Site for Best and Highest Use
• Enhance and Improve Traffic Circulation
 Clear and direct access to Patient Programs
 Separation of Patient, Resident, Service and Emergency
Traffic
• Building Location and Orientation
 Maximize Views
 Solar Access
 Landscape Buffer and Green Space

South 1 - Site Plan

66

Prepared for the City of Valdez, August 2013

VMC Master Plan – SITE MASTER PLAN OPTIONS

Potential Buildings Layout
Diagram
SOUTH 1:

South 1 - Site Plan
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•

Advantages:
 Utilization of undeveloped land available on site
 Reserve land adjacent to the existing hospital facility for
future hospital program growth
 Developed Residential Neighborhood (Buffer from
Hospital and Service)
 Potential Future Growth of LTC and ALF

•

Disadvantages:
 Future LTC development requires commitment to
detached facilities
 Short range plan: Separated LTC Program (North and
South)
 Short range plan: Separated Senior Center from LTC
(South)

VMC Master Plan – SITE MASTER PLAN OPTIONS

Vehicular Circulation Diagram
SOUTH 1:
•

Advantages:
 Improved traffic circulation (minimized cross traffic)
 Good separation of Services and ER traffic
 Good separation of Patient and Residents traffic
 Good separation of ER Helipad and Hospital

•

Disadvantages:

Major re-alignment of Service Drive
New Residential Program Subdivision Drive and
Utilities (up front cost)

South 1 - Site Plan

68

Prepared for the City of Valdez, August 2013

VMC Master Plan – SITE MASTER PLAN OPTIONS

Approved Site Master Plan
The approved Site Master Plan is a hybrid of the North
and South options.

SITE MASTER PLAN:

Recommended Site Plan`
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•

Advantages:
 Utilization of undeveloped land available on site
 Reserve some land adjacent to the existing hospital
facility for future hospital program growth
 Developed Residential Neighborhood (Buffer from
Hospital and Service)
 Future Growth of LTC attached to existing LTC facility
 Improved traffic circulation (minimized cross traffic of
Patient and Residents traffic with ER and Service
traffic)

•

Disadvantages:
 Long range plan: Separated Senior Center and LTC
Facility from ALF(South)
 High Density and Concentrated construction on north
side of property (congestion of programs and traffic)

VMC Master Plan – FACILITY MASTER PLAN OPTIONS

Existing Hospital Floor Plan

LIMITATIONS:
The existing Rehabilitation Department is located in the middle of
the existing hospital facility which limits the ability of expansion
without impacting adjacent departments. An option of providing
new space for the a comprehensive Rehabilitation Department will
provide open space for the addition and expansion of other
hospital programs which need to be closer to hospital functions.
Space and construction necessary for the remaining program
needs (MRI, LTC Facility and ALF) are best accommodated with
new additions to the hospital and free standing separate building
facilities.

Existing Hospital Plan Overview
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FACILITY MASTER PLAN OPTIONS

Hospital Floor Plan

Potential Hospital Expansion
Diagram
There is limited space adjacent to the existing hospital facility
which can accommodate future growth to hospital programs. The
diagram demonstrates area of potential growth of existing
programs or news programs. The following is a list of potential
programs identified with future growth needs.
•

CONCEPT DESIGN OPTIONS
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Potential Expansion Programs:
 Emergency Department/Garage
 Service/Delivery
 Rehabilitation Options
 Radiology Department
 Primary Care
 Public Health Services
 Pharmacy
 Long Term Care Facility

VMC Master Plan– CONCEPT DESIGN OPTIONS

Recommendations and Priorities
Based on the Community Need Assessment/Survey, Health Care
recommendations, Cost of Reimbursement and the needs of
Providers, the Mayor’s Task Force recommends the following
Expansion Facility Master Plan and 4 Primary Projects with the
order of priority as indicated.
This has deviated from the original thought of the initial programs
being considered. During the planning process it was discovered
that there were several other more critical programs which
requires modification and expansion to help serve the Health Care
needs of the Valdez community.
Priority 1 – MRI

Pursue a Modular Building and MRI within the $1.5 Million CON
Threshold (2013)
Priority 2- Outpatient Services

Consolidate Outpatient Services needs of:
• Rehabilitation Relocation/Expansion (expanded program)
• Sleep Center (expanded program)
• Service Corridor (added function)
• Staff Offices (additional need)
• Storage (additional need)
• Chapel Relocation/Expansion
• Retail Pharmacy (added program)
Priority 3 – Long Term Care (LTC) Facility

Pursue CON to be prepared for desired Rebase Schedule
Priority 4 – Assisted Living Facility (ALF)

City of Valdez to encourage Privately Owned and Operated ALF

Facility Master Plan Recommendations
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Priority 1 - MRI
The State of Alaska will consider granting a Certificate of Need
(CON) for the installation of an MRI only for communities with a
population of 20,000 or more. However; a CON is only required if
the total project cost exceeds the CON threshold of $ 1.5 million
dollars for the year of 2013. July of each year the CON threshold
will increase by $50,000/year.
Since the Valdez Service Area is less than 20,000 people, the total
project cost of an MRI installation will need to be less than $1.50
million dollars in the year 2013 for a CON not to be required.
The design team explored several options with the attempt to
develop a total project which cost less the CON cost limitations.
Option 1:
Remodel existing space to house the MRI
within the existing Imaging Suite
Option 2:
Remodel existing space to house the MRI
within the existing Imaging Suite
Option 3:
Building Addition adjacent to the Imaging
Suite.
Option 4:
Portable self-contained trailer located in
proximity of the Imaging Suite
Option 5:
Self-contained Modular Building located
adjacent to the Imaging Suite

•
•

•
•

Rebase year of 2017 sets reimbursement rates for 20192022
Since Medicaid will have little effect on the financial
outlook, construction completion is not depended on a
rebase year
Assumes 15 to 20 images per month.
5 Primary Options were considered (2- interior remodel
options, an exterior addition option a Trailer option and a
Modular Building Option). Project cost for each building
Option exceeds the CON limitation of $1.5 M (2013),
except for Option 4 and 5.

MRI – Option 1 (Interior Remodel)
The primary objective of this option was to utilize existing space
and attempt to avoid construction of new space or a building
addition.
Advantages:
• Utilize storage area for MRI
• Shared Control Room (MRI/CT Scan/X-ray)

MRI – Option 2 (Interior Remodel)
The primary objective of this option is similar to Option 1 with the
addition of improving the patient/gurney access to the existing CT
Scan Room.
Advantages:
• Utilize storage area for MRI
• Shared Control Room (MRI/CT Scan/X-ray)
• Improving access to existing CT Scan Room
• Increasing size of control room
Disadvantages:
• Patient access through Control Room
• Disruption to CT and Control Room during construction
Probable Project Cost:
• $ 1.75 million

Disadvantages:
• Patient access through Control Room
• Disruption to CT and Control Room during construction
Probable Project Cost:
• $ 1.68 million

Each of these options poses advantages and disadvantages with
regards to location, access, Mechanical and Electrical support, and
of the like. However Option 5 is the only option which has
potential of being accomplished within the CON cost limitation.
Therefore the Task Force recommends that Option 5 of a Modular
Building be pursued to house MRI imaging equipment.
Criteria Assumptions:
• Operation cost analysis is based from Original Hospital
2010 Cost Report of $12,414,000
• Inflation cost of 2% per year
• Reimbursement will be a mix of Medicaid, Medicare and
3rd Party Insurance
• Medicaid reimbursement is based on cost, which is
evaluated every 4 years
• Rebase year of 2013 sets reimbursement rates for 20152018.

MRI Floor Plan – Interior Remodel

MRI Floor Plan- Interior Remodel
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MRI – Option 4 (Portable Trailer)
The primary objective of this option is to provide new space
utilizing a portable self-contained trailer which could be located
directly adjacent to the existing imaging suite.

MRI – Option 3 (New Building Addition)
The primary objective of this option is to provide new space
constructed directly adjacent to the existing imaging suite.

Advantages:
• Minimal disruption to CT Scan and Control Room
• Self-contained/Turn-Key

Advantages:
• Minimal disruption to CT Scan and Control Room
• Controlled access to MRI Suite

Disadvantages:
• Separate Control Room
• Patient exposure to environment
• ADA Ramp or Lift required
• Standard Design
• Temporary Installation

Disadvantages:
• Separate Control Room
Probable Project Cost:
• $ 2.3 million

MRI Floor Plan - Addition

Probable Project Cost: $ 1.35 Million to $1.55 Million

MRI Building Elevations - Addition
MRI Floor Plan – Portable Trailer
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MRI Financial Outlook
MRI – Option 5 (Modular Building)
The primary objective of this option is to provide new space
utilizing a modular self-contained building located directly
adjacent to the existing imaging suite.
1

Advantages:
• Minimal disruption to CT Scan and Control Room
• Self-contained/Turn-Key
• Controlled patient access
• Custom Design
Disadvantages:
• Separate Control Room

2

Probable Project Cost: $ 1.30 Million to $1.45 Million
3

MRI Addition:
•
•

The MRI services should be profitable if construction can proceed without the necessity for CON
approval.
Reimbursement will be a mix of Medicaid, Medicare and 3rd Party Insurance

1.
2.
3.

Financial Consultants of Alaska and Washington
Wipfli
Dingus/Zarecor & Associates

Financial Analysis:
MRI Floor Plan – Modular Building

Both Financial Evaluations (1&2) show that the Addition of an MRI should recognize a profit based on the criteria established
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VMC Master Plan– CONCEPT DESIGN OPTIONS
VMC 2009 MRI Assessment Report
(From VMC MRI Acquisition Request, May 15, 2009)
VMC provides Physical and Occupational Therapy, Labor and Delivery,
Emergency services, extended care, Patient and Family Education, and
Behavioral Health. We believe that continued revenue growth will only be
realized by the extension of new services.
Since 2002, PT has grown from 1264 visits to 5233 in 2008.
MRI, for most applications, is far superior to other imaging tools in
providing noninvasive images (and even chemical information) at high
resolution. While X-rays remain useful for looking at bones, MRI scans
are the diagnostic tool of choice for soft tissue - organs, ligaments, the
circulatory system and the spinal column and cord. They help
physicians identify multiple sclerosis, tumors, tendonitis, strokes and
many other conditions.
There is an increased need for MRI services, particularly extremity MRI,
in Valdez due to the unique nature of business and recreational
activities. In January 2009, our physician staff referred 44 patients to
Anchorage for extremity MRI treatment.
Providence Valdez Administration
purchase of the Hitachi Airis II MRI device.

has

requested

the

The Unit:
A Hitachi AIRIS II is a complete orthopedic imaging solution that
provides a total body scanner (Spines, Hips, Shoulders and more).
Patient comfort is emphasized by the open-air design, and wide
patient table. Treatment sessions are kept short, typically lasting
45 minutes.
MRI scanners have been significant sources of revenue for
healthcare providers in the US due to favorable reimbursement
rates from insurers and federal government programs. Insurance
reimbursement is provided in two components, an equipment
charge for the actual performance of the MRI scan and
professional charge for the radiologist's review of the images
and/or data.
Option A: Mobile / Trailer unit
A dedicated mobile MRI trailer-unit, to be located adjacent to the
existing PVMC facility.

Considerations:
• Costs can easily approach the costs of new construction.
Unit costs are driven by
the need to build in significant structural, shielding, and
utility infrastructure.
• Environmental controls. MRI units have strict
temperature, and vibration requirements. Site
preparation will require foundational work, construction of
a snow shedding roof, and a sheltered pathway to and
from the main building.
• Patient comfort and satisfaction is not expected to be
as high as an internally housed unit.

•

o Repayment of $2,200,000 at 0% over 5 years $36,666 per month
o Support and Service - $4,800
o Utilities - $200
o Staffing - $8,300
Procedures per month required to offset monthly costs:
50

Option C: Construction
Expansion of the east wall of the facility of 960 square feet:

Financials:
• Initial costs:
o Trailer Unit - $1,200,000
o Site Improvements - $70,000
• Monthly Costs
o Repayment of 1,270,000 at 0% over 5 years $21,167
o Support and Service - $4,800
o Utilities - $300
o Staffing - $8,300
• Procedures per month required to offset monthly costs:
23

Considerations:
• This option could potentially consist of Modular
Construction to help minimize overall construction
cost.
Financials:
• Initial costs:
o Unit - $300,000-$1,000,000
o Site Improvements - $800,000
• Monthly Costs
o Repayment of $1,500,000 at 0% over 5 years $18,333
o Support and Service - $4,800
o Utilities - $200
o Staffing - $8,300
• Procedures per month required to offset monthly
costs:40

Option B: Internal remodel

Summary:

•

Rapid installation. Units can be readied for patient
visits within 6 months of project execution.

Relocation of the Anesthesiology workroom. Repurposing of the
film processing, and equipment storage rooms (-600 sq. ft.).
Considerations:
• Removal of existing sub flooring, and placement of 10"+
slab on grade to support weight of the 35,000lb unit.
• Common control room for X-Ray, CT, and MRI optimizes
workflow for imaging technicians.
Financials:
• Initial costs:
o Unit - $300,000 - $1,000,000
o Site Improvements - $1,200,000
• Monthly Costs
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Due largely to the current reimbursement rates for MRI
procedures; each of the 3 options may be fiscally viable,
however Option A and Option C are the only options which
appears to be able to be accomplished within the CON
Threshold of $1.5 million.
Option A:

Not recommended.

Option B:
achievable)

Exceed $1.5 Million CON Threshold – (not

Option C:

Should be considered

VMC Master Plan– CONCEPT DESIGN OPTIONS
Outpatient Services
Several Existing Outpatient Services are lacking adequate space needed for the existing and needed expanded programs/services. The most critical programs are the Outpatient Clinic and Specialty Clinics. Both are
lacking Exam Rooms and Physician Office needed to provide for the expanded population and Health Care needs of the community. Additional space will provide the necessary area for additional physicians and
additional specialty clinics. This will help provide additional services in Valdez, which will also help to reduce overall patient travel expenses. As included in the Needs Assessment it was established that the existing
Rehabilitation Program desperately needs additional space. There is not adequate space for the Rehabilitation Program to expand in place, therefore it will required new space to displace the program. When the existing
Rehabilitation Department area is vacated the existing space can be utilized for other needed Outpatient Services.

EXISITING HOSPITAL FLOOR PLAN
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VMC Master Plan– CONCEPT DESIGN OPTIONS
Criteria Assumptions:

Priority 2 - Outpatient Services
The Mayor’s Task Force determined that expansion of Outpatients Services has the 2nd priority of the programs considered. It was determined
that there is a high priority and need of expanding several of the Outpatient Services based on the criteria assumptions.

Priority 2 - OUTPATIENT SERVICE:
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Primary Objective:
• Expand Primary Care Clinic (additional physicians and
patient visits)
• PC- Specialty Clinic Expansion (additional patient visits
with PC clinic)
• Potential Retail Pharmacy (service PC and Specialty Clinic
after hours)
• Sleep Center Expansion (expanded service)
Required Projects to achieve Objective:
• Relocation of Rehabilitation (consolidation and provide
space for other services)
• Relocation of Public Health Nursing (expanded service and
provide space for PC)
Recommendation:
• Relocate Rehabilitation and PHN to allow for expansion of
other Programs
• Remodel existing Rehab space for other potential programs
• Expand Specialty Clinic and PC Clinic into vacated PHN
• Approximate Project Cost: $ 8 M (2013)

VMC Master Plan– CONCEPT DESIGN OPTIONS

Priority 2 - Outpatient Services
Outpatient Clinic and Specialty Clinic:
Criteria Assumptions:
Outpatient Clinic:
Need additional offices and exam rooms to help:
• Accommodate a 5th Primary Care Physician
• Enhance workflows and increase patient satisfaction
• Reduce unnecessary use of PVMC Emergency Department
• Provide a quality hearing assessment booth
• Reduce out-of-pocket expenses to patients
• Approx.1,100 sf/physician = 5,500 sf for 5 physicians
(current VMC + PHN space =5,300 sf
Specialty Clinic:
• Increase quality and quantity of specialty clinics
• PVMC currently host 14 different types of clinics
• Increased Demand - as per 2007 and 2011 Community
Health Needs Assessment
• Specialist stage clinics in PVMC hallways or ER waiting
Room and use PVMC overflow exam or dental rooms
• Specialty physicians prefer an outpatient clinic environment
• Numerous physicians have requested more optimal clinic
space
• Providing optimal clinic space will help attract and retain
specialty physicians
• Patients incur significant travel expenses and lost of work
time
Recommendation:
•
•
Proposed Expansion Plan

•
•
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Relocate Public Health Nursing
Use vacated PHN space for Out-patient Clinic and
Specialty Clinics
Construct a hearing assessment booth in VMC
Approx. Project Cost: $50,000 - $75,000 (2013)

VMC Master Plan– CONCEPT DESIGN OPTIONS

Priority 2 - Outpatient Services
Rehabilitation and Public Health Nursing Expansion:

Criteria Assumptions::
Rehabilitation:
•

•
•

Rehab is currently utilizing appox. 2,800 sf of Hospital
Space outside the Rehab Department (inefficient and using
space which Hospital functions should use)
Reimbursement will be a mix of Medicaid, Medicare and
3rd Party Insurance
Medicaid reimbursement is based on cost, which is
evaluated every 4 years
A Certificate of Need (CON) will be required

•
•
Recommendation:
• Displace Rehab to a new location
• Approx. Project Cost: $ 5,500,000 (2013)

Public Health Nursing:
• Co-located Public Health Nursing
• More optimal Medical Office space – Will enhance services
• Separation of PHN & VMC patient waiting room (separation of healthy and sick patients)
• Enable physicians to lease additional clinic space and
expand services
• Ensure all medical services are in proximity to each other
(integrated health campus)
Recommendation:
• New PHN Space - Construction as part of Rehabilitation
Expansion
• Approx. Project Cost: $ 1,375,000 (2013)
Proposed Expansion Plan
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VMC Master Plan– CONCEPT DESIGN OPTIONS
Rehabilitation Financial Outlook:

Rehabilitation Addition: 3
• The projections include increased cost for the addition of new space
• Utilization is not projected to increase significantly with the additional space
(potential increase of treatment services)
• The increase cost with no, or little, increased utilization will result in
incremental operating loss.
• Some rehabilitation services are reimbursed on a cost-basis therefore; the
incremental operating losses will be reduced. The reimbursement for the
cost-based Medicare and Medicaid services will increase to approximately
match the increased costs
• The rehabilitation services provided to other patients will be at a higher per
unit cost and therefore produce a higher operating loss for those services.
• Vacated Rehab Suite will provide needed space of other hospital program
needs
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Financial Analysis:
The Financial Evaluations shows that the Addition of a
Rehabilitation Department should recognize a loss based on the
criteria established. However the relocation of the Rehabilitation
provide vacant space which can be utilized to enhance patient care
service to the community of Valdez.

VMC Master Plan– CONCEPT DESIGN OPTIONS

Priority 2 - Outpatient Services
Criteria Assumptions::

Sleep Center/Retail Pharmacy /Service Corridor:

Sleep Center:
• Obstructive Sleep Apnea affects 1 in 4 men and 1 in 9
women = 736 of current population
• Kodiak Sleep Center (after 3 years of operation) – 156
studies/year = 1.2% of Population
• Valdez is conducting 20 studies/year = .5% of Population
(Assume the service will grow)
• Untreated sleep disorders – raise risk of heart disease, high
blood pressure, stroke.
• Currently using visitor overnight rooms, which result in
scheduling/acoustical conflicts
Storage:
• PVMC has exceeded its internal storage space capacity
• Numerous supplies/material which need to be readily
accessible are stored in connexes
Chapel:
• Provide a larger Chapel space close to the facility entry for
patient/visitor and staff use.
Retail Pharmacy:
• Limited retail hours – Service is not available during
evenings, weekends and holidays.
• Valdez Medical Clinic’s ability to extend hours – depended
on access to retail pharmacy
• Ability to increase VMC hours – help reduce ER demand,
increase access to Primary Care and help decrease cost of
care
Recommendation:
• Remodel existing Rehabilitation space in hospital to house
new/expanded services such as; Sleep Center, Service
Corridor, Office, Storage, Chapel, Retail Pharmacy.
• Approx. Project Cost: $ 1,050,000m (2013)

Proposed Expansion Plan
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VMC Master Plan– CONCEPT DESIGN OPTIONS

Priority 3 – Long Term Care Facility

Proposed Expansion

Criteria Assumptions:
•
•
•
•
•

Nearly 100% of Medicaid patients
Medicaid reimbursement is based on cost, which is
evaluated every 4 years
A Certificate of Need (CON) will be required
Revenue: Break Even.
Potential Project Cost:$ 7,600,000 (2013)

Recommendation:
• Proceed with CON process as appropriate for 2015, 2019 or
2023 construction start.

Proposed Expansion Plan
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VMC Master Plan– CONCEPT DESIGN OPTIONS
Long Term Care Facility Financial Outcome
•
•

FCAW’s analysis indicated that the LTC Facility could recognize a sizable profit with adding addition beds to the existing program.
Wipfli’s analysis disagreed with this approach and insist that a profit cannot be recognized since the State of Alaska reimbursement is on a Cost Bases only. (The negotiated rate is based on actual cost of the Rebase years being considered)

Since these 2 approaches are such a deviation from each other Dingus/Zarecor & Associates were consulted for a yet 3rd opinion and recommendation.
• Dingus/Zarecor & Assoc also disagreed with FCAW’s approach and concur that a profit over the Re-base cycle cannot be recognized. However, since the negotiated rate is based on previous years of actual cost

and projected cost, the rate may be slightly higher than the actual cost in the early years of the 4 year re-base cycle. (It is possible to make a small profit for the early years of the re-base cycle.)

1

2
1

2

3

2

LTC Facility
•
It is anticipated that the LTC Facility will operate at Break-even when fully occupied and when full
reimbursement rate is activated in 2019-2022.
•
The reimbursement rate is established for a 4 year period therefore; it is anticipated that a small
fluctuation of profit or loss will occur, depending on the year, but break-even on an average basis.
•
LTC helps offset OH Cost of Hospital of approx. $400,000 to $600,000 per year.
(Historically $200K-$400K with added projection of + $100K-$200K)
1.
2.

Financial Consultants of Alaska and Washington
Wipfli

3.

Dingus/Zarecor & Associates
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VMC Master Plan– CONCEPT DESIGN OPTIONS
REBASING PROCESS
The State of Alaska re-assesses Medicaid reimbursement rates every four years. This is referred to as Rebasing. During this process the State of Alaska will review actual cost of operations for the past 4 years of
operation and assess probable operational cost for the next 4 years. A negotiated reimbursement rate will be established which will be utilized for Medicaid reimbursement for the next 4 year Rebasing Cycle. The new
reimbursement rate cycle begins 2 years after the rebase year. (For instance rebasing year of 2013 will take in effect reimbursement in 2015.
The following is a Rebasing Diagram/Schedule for the VMC Long Term Care Facility
The diagram demonstrates options of rebasing in year 2013, 2017 and 2021. The VMC is currently undergoing a re-negotiation of the base years. If VMC is successful then the base years will change and the
rebased reimbursement rate year will change accordingly. The Cost shown are anticipated cost for rebasing year or 2013.
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VMC Master Plan– CONCEPT DESIGN OPTIONS

Priority 4 – Assisted Living Facility
CONSTRUCTION AND OPERATION OF A 10-BED ASSISTED CARE LIVING FACILITY (ACLF)
A feasibility evaluation on the construction and operation of a 10-bed Assisted Care Living Facility
(ACLF) is based on the following consideration by the VMC Master Facility Planning Task Force:
ACFL developed as a NEW Freestanding Structure:
After contacting and surveying many other Alaska assisted living home providers,
reviewing several state and national reports on this program, and contacting staff from
the Department of Health & Social Services, Senior & Long Term Care Division, and
various other State Agencies, the following summarizes current regulatory and
reimbursement scenarios (expected to change as soon as 2011) for this option:
•

The Medicaid CHOICE Assisted Living Program operated by the Division of
Senior and Disabilities Services (DSDS) has published rates for basic “activities
of daily living” and personal care services. These rates are based on day care
and do not include room and board. Newly proposed regulations are still in the
review phase and do not have rates included at this time.

•

In the various Assisted Living Homes that were contacted, the standard billed
amount for the assisted living home apartments was approximately $4700-$5000
per month.
CHOICE program reimbursement rates were approximately $118/day or
$118/day x 31 days = $3,658, where the non-covered room & board portion was
usually supplemented by charity assistance from either community or a health
care entity. In some cases, the state’s General Relief program would reimburse a
portion of the room & board if the patient met the criteria for limited assets and
ability to pay.

•

•

Several homes received grants to assist with facility planning and construction
costs through the Robert Wood Johnson Foundation. These grants were then
administered through the State of Alaska Denali Commission.

Site visits of several Assisted Living Facilities were conducted to evaluate the function and operation of
existing operational programs. It was found that the success of the ALF visited was due to low overhead
and operational cost of a privately owned facility. The facilities were managed and operated by the
owner, which keep the overall operation cost to a minimum. It appeared that the Privately
Owned/Operated Model is a successful model and should be pursued for the community of Valdez.
(Refer to ALF Assessment and Finding below for a recap of information gathered on facilities observed.)
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VMC Master Plan– CONCEPT DESIGN OPTIONS
Criteria Assumptions:
•
•
•
•
•
•
•

Current need is being addressed in Community by private model
Operation cost shall be separate from Hospital expenses/reimbursement
Medicaid reimbursement is based on a fixed rate per patient day.
Decrease in reimbursement is anticipated
A Certificate of Need (CON) is not required
City Owned ALF may result in potential losses of $ 875,000 per year
Potential Project Cost: $ 7,600,000 (2013)

Recommendation: City of Valdez to encourage and support Privately Owned and Operated ALF) within
the community

Expansion Option for Free Standing Resident Building

Expansion Option for Free Standing Resident Building
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VMC Master Plan– CONCEPT DESIGN OPTIONS

Alternate Expansion Option for Free Standing Resident Building
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VMC Master Plan– CONCEPT DESIGN OPTIONS
•

Assisted Care Living Facility Findings
Compiled by: Architects Alaska; Financial Consultants for Alaska
and Washington; and PDC Engineers
Architectural:
The following information was gathered from the Northern Living
Facility in Wasilla AK, during a site visit:
• The Facility has 11 rooms; and is licensed for 12
residents; 2 rooms have the capacity for double occupancy
• Licensure for over 12 residents kicks in additional FDA
food sanitation regulations
• The Facility has shared bathrooms with a roll-in shower;
toilet and hand-wash sink. Bathrooms have a varying use
ratio in different parts of the house – one bathroom serves 5
rooms; one bathroom serves 3 rooms; one bath serves two
rooms. Many residents use a bedside commode.
• The facility has yet to use double occupancy rooms for a
couple due to the nature of couples relationships once one
spouse needs that level of care
• They have a wide mix of acuity – one resident is 100%
assist. It has 4 hoyer lifts, only one was in current use.
• The home is of typical stick frame construction with a crawl
space that is used for storage. A concealed head Residential
type Sprinkler System is installed.
• Kitchen: 10x12’ high end residential style. Staff does all
the cooking; yet the facility purchases “super suppers” a
high end pre-prepared meal to reduce time staff is required
to be in the kitchen.
• Split Dining areas: a dining table in one room and a bar
counter adjacent to the kitchen accommodates residents that
may have personality conflicts.
• The Facility has one large Great Room area with lounge
and TV; as well as one separated den/TV area
• Staff Office
• No tub room
• In-floor radiant heat
• Rooms have built-in closets without doors for ease of
access – administrator recommends a small walk-in closet
as ideal
• Staff: 3 shifts – 2 on the day shifts, and one on nights, but
adding a second to nights for safety. Some CMA’s but not
always. Administrator is owner.

•
•
•

No on-call RN or MD - if a Resident needs medical care
they call 911.
No van or transportation
Residents can bring their own furniture, but there is no
storage space available to residents other than their rooms
Residents “lease to own” medical beds from Medicaid if
they need them.

•
International Building Code for Assisted Living:
•
•
•
•

Occupancy R-4, for more than five and less than 16
occupants as residential care/assisted living facilities.
3 stories and 13,000 sq.ft. allowed with Type VA
construction for R-4 occupancy.
Construction to be one hour fire protected or a sprinkler
system provided.
2 means of egress required.

AIA Guidelines for Assisted Living (Synopsis):
• Each Resident shall have access to a toilet room without the
need to enter the corridor area.
• Each Resident shall be provided an individual wardrobe
with min dimensions of 22” x 30”
• A minimum of one bathtub or shower shall be provided for
every 8 residents, not otherwise served by private bathing
facilities.
• Shall be a Barrier free environment
• Dining area shall be separate from social areas shall be
provided, natural light shall be provided in this area.
• Activity/Recreation/Lounge Areas shall accommodate both
group and individual activities.
• Food Area in the form of a country kitchen or great room
shall be provided. Area shall contain work counter; Fridge;
Sink; Range/cook-top; food warming and dishwashing
equipment. Food Areas shall support serving nourishment
between meals; food distribution from central kitchen
and/or cooking activities for residents.
• Ice for residents’ consumption shall be provided by icemaking equipment.
• Outdoor areas shall be provided.
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•

Facilities and equipment for resident hair care and
grooming shall be provided separate from the resident
rooms.

Financial:
Construction and Operation of a 10-bed Assisted Care Living
Facility (ACLF):
Our firm has contacted and interviewed several Alaskan Assisted
Living Home Providers. We have reviewed and spoken to several
state and national agencies regarding the assisted living home
programs. We have also contacted staff from the Department of
Health & Social Services, Senior & Long Term Care Division, and
various other State Agencies, the following summarizes current
regulatory and reimbursement scenarios (expected to change as
soon as 2011).
•

The Medicaid CHOICE Assisted Living Program
operated by the Division of Senior and Disabilities
Services (DSDS) has published rates for basic
“activities of daily living” and personal care services.
These rates are based on day care and do not include
room and board. Below are the current ACFL
provider rates by regions that became effective July 1,
2009. These rates are still in effect in as of February
2011. Newly proposed regulations are still in the review
phase and do not have rates included at this time. The
issue is being looked at by the legislature as an agenda
item.

•

In the various Assisted Living Homes that were
contacted, the standard billed amount for the assisted
living home apartments was approximately $4700$5000 per month.

•

CHOICE program reimbursement rates were
approximately $118/day or $118/day x 31 days =
$3,658, where the non-covered room & board portion
was usually supplemented by charity assistance from
either community or a health care entity. In some cases,
the state’s General Relief program would reimburse a
portion of the room & board if the patient met the
criteria for limited assets and ability to pay.

VMC Master Plan– CONCEPT DESIGN OPTIONS
•

•
Several homes received grants to assist with facility
planning and construction costs through the Robert
Wood Johnson Foundation. These grants were then
administered through the State of Alaska Denali
Commission.

Below is an example of a current Alaska hospital-based ACFL
provider’s reimbursement structure:
ACLF REIMBURSEMENT EXAMPLE (based on rates
effective January 1, 2010)
Apartment
ACFL Monthly Rate: $157.50 x 30 days/month = $4,725.00
$157.50 x 31 days/month = $4,882.50
CHOICE Payment Option
ACLF Rate charged by the facility: $157.50
CHOICE Daily Payment Rate:
$117.27
Non-covered balance =
$ 40.23
(Due from resident)
$40.23 x 30 days/month = $1,206.90
$40.23 x 31 days/month = $1,247.13 Charity
Cottages (Dementia Patient)
ACFL Monthly Rate :$240.45 x 30 days/month = $7213.50
$240.45 x 31 days/month = 7453.95
CHOICE Payment Option
ACLF Rate:
CHOICE Daily Payment Rate:
(Due from resident)

$240.45
$203.91
$36.54

$36.54 x 30 days/month = 1,096.20
$36.54 x 31 days/month = 1,132.71 Charity

The State of Alaska, until just recently had an
alternative methodology for reimbursing qualified
ACLFs. This reimbursement methodology is referred to
as a COST-BASED RATE and is reimbursed and
administered through the Office of Rate Review (ORR).
The cost-based rate program, unlike the CHOICE
payment option, requires submission of an extensive
provider application to qualify. Detailed expenses for
facility capital and maintenance costs, staffing, utilities,
food, supplies, etc. must all be included in the
application along with size and design layout of each
resident’s room. This compares to the more commonly
adopted CHOICE waiver program that does not require
as much information to be qualified as a licensed ACFL
provider.
This option is no longer available to new providers
•

Information received in September 2010 from the
director of the ORR Cost-based reimbursement program
indicated this alternative reimbursement methodology is
expected to be eliminated when the newly proposed
state Medicaid Home & Community-Based Waiver
Services regulations are adopted (still currently under
review as of May 2010 but expected to go into effect by
July 2011). As a result, ACLFs may have to rely on the
CHOICE waiver program as the only mechanism in
foreseeable future for reimbursement for providing
Assisted Living services in the State of Alaska.

Facts about Assisted Living:
• An Assisted Living Facility does not require a CON. It is
not considered a medical center.

Senior and Disabilities Services (DSDS), or the fixed daily service rates described below:
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•
•

•

•
•

•

•

Medicaid will pay for patients that meet the eligibility
standards.
Generally a couple would both meet the criteria. In the
event that one spouse does not meet criteria, that resident is
expected to pay for rent and upkeep. It is usually at a
reduced rate.
Residents are charged different rates depending on acuity.
Generally there are three levels of acuity with dementia
residents charged the highest rate.
For 10 Residents there will generally be 3 shifts with at
least 2 certified nurse assistants a shift.
There is no medical provider. In a case of a medical
emergency residents are taken by ambulance directly to the
hospital.
Some assisted living homes have a registered nurse or LPN
on duty during the day and on call during the evening.
The cost of the nursing staff:
HOURLY
ANNUAL
BENEFITS
Certified Nurse Assistant:
$16 - $19.
$15,808
$55,328
Licensed Practical Nurse:
$23 - $28
$23,296
$81,536

TOTAL
$39,520
$58,240

Overhead costs for operating an assistant living home are being
obtained for two or three different homes which will be shared with
the task force later this month.
Residential Supported Living Services: Providers of this service may choose to
be reimbursed according
To the methodology described under Direct Cost/A&G Rate Methodology, if
approved by the Division of

VMC Master Plan– CONCEPT DESIGN OPTIONS
CHOICE Assisted Living
Reimbursement Rates by Region, Effective July 1, 2009**
DSDS Planning
Region
Rates

Adult Day Care
Attendance Basic
Service Rate for a
client who’s
approved plan of
care includes
providing adult
day care at least 3
days in a 7 day
week.

Basic Service
Rate
For a client who’s
approved plan of
care does not
include providing
adult day care at
least 3 days in a 7
day week.

Augmented
Service Rate
Cost Factor for a
client whose
needs warrant the
hiring or
designating of
additional staff.
ADD:

Basic Service
rate Plus
Augmented
Service Rate

ANCHORAGE
(index 1.00)
Adult Foster Care
Adult Residential I
Adult Residential II
SOUTHCENTRAL
(Index 1.04)
Adult Foster Care
Adult Residential I
Adult Residential II
SOUTHEAST
(Index 1.00)
Adult Foster Care
Adult Residential I
Adult Residential II
INTERIOR
(Index 1.15)
Adult Foster Care
Adult Residential I
Adult Residential II
SOUTHWEST
(Index 1.33)
Adult Foster Care
Adult Residential I
Adult Residential II
NORTHWEST
(Index 1.38)
Adult Foster Care
Adult Residential I
Adult Residential II

$35.43
$47.90
$60.36

$47.90
$60.36
$72.82

$18.69
$18.69
$18.69

$75.89
$88.35
$100.81

$36.85
$49.81
$62.77

$49.81
$62.77
$75.73

$19.43
$19.43
$19.43

$78.55
$91.51
$104.47

$35.43
$47.90
$60.36

$47.90
$60.36
$72.82

$18.69
$18.69
$18.69

$75.89
$88.35
$100.81

$40.74
$55.09
$69.42

$55.09
$69.42
$83.75

$21.50
$21.50
$21.50

$85.89
$100.22
$114.55

$47.12
$63.70
$80.27

$63.70
$80.27
$96.84

$24.85
$24.85
$24.85

$97.86
$114.43
$131.00

$48.89
$66.10
$83.30

$66.10
$83.30
$100.49

$25.79
$25.79
$25.79

$101.20
$118.39
$135.58

In the various Assisted Living Homes that were contacted, the project choice rates of approximately
$118 a day or $118 x 31= $3,658 was supplemented by either charity from community or health care
entity. In some cases the state General Relief program would reimburse a portion of the room & board if
the patient met the criteria for limited assets and ability to pay. The charge per day for the assisted living
home apartment was approximately $4700-$5000 a month. FCAW obtained budget from various home
that are included in the appendix.
Several homes received grants to assist with building cost and planning through the Johnson Wood
foundation. The grants were then administered through the Denali Commission.
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VMC Master Plan– CONCEPT DESIGN OPTIONS
PVMC Mechanical:
For designing mechanical systems for facilities that have the
possibility of future expansion, there are some areas where long
term funding can be saved by installing infrastructure as part of the
first phase and other areas where it is best to wait.
Utilities: Due to the high cost and impact of replacing site utilities,
it is best to size site utilities for future expansions. There are no
significant detriments to having oversized mechanical utilities
installed.
• Domestic Water Service: These facilities may be fully
sprinkled, so a minimum of a 4 inch domestic water service
will be required. This size of service will be more than
adequate for the domestic water and sprinkler requirements
of the future addition.
• Sanitary Sewer and Storm Water: Both of these systems
should be sized for future expansions.
• Fuel oil: For both above and below ground storage tanks,
they should be sized for the heating load and reserve
storage capacity for the full anticipated facility. Until the
expansion is completed, the oversized tank would just not
need to be refilled as often as when the full facility is
constructed.
Plumbing:
• Waste and vent: The branch pipe to the future expansion
should be routed within the building to a yard cleanout
currently located outside, but would later end up inside of
the addition. This will help document the location and
invert of the branch pipe as well as eliminate interior
concrete demolition and foundation modification costs
associated with an interior connection. This is especially
important if in-slab radiant heat is used in the facility. Vent
piping should be routed separately.
• Domestic cold, hot, and hot water recirculation system: It
is recommended that separate piping mains be ran from the
mechanical room to a point near the exterior of the building
where the expansion will be located. This piping should
not be connected to the active system due to concerns with
bacteria growth in stagnant or dead-end water pipes.
Having the capped mains installed in the first phase will

•

reduce the cost associated with replacing the ceiling and
trying to route new pipes through an existing building.
Domestic hot water heaters: Extra water heater capacity
can be provided during the first phase to handle the future
expansion, but it is not necessary. It would be more cost
effective to leave room within the mechanical room for
future water heaters to be installed at the time of the
expansion.

Heating:
• Boilers: It is not recommended to oversize mechanical
heating plants for future expansions. It leads to cycling of
the equipment and a significant loss in energy efficiency.
Instead, it is better to provide space for future boilers within
the mechanical room.
• Circulation pumps and distribution piping: Similar to
boilers, oversized pumps are not energy efficient. Instead
provide a boiler supply and return header sized for the
complete facility, but install a set of pumps only for the
current project. Leave space for the addition of a future
separate set of pumps that serves the expansion. Similar to
domestic water distribution piping, route capped mains
from the location of the future pump set within the
mechanical room to the building perimeter.
Ventilation: The ventilation equipment and distribution systems
should be separate for each phase. These will most likely be heat
recovery units and they need to be uniquely sized for each
application.
Fire Sprinklers: Calculations should be based on and pipes sized
for the future expansion. The first phase piping main should be
routed near the expansion location and a capped tee installed for
the extension of the main into the future expansion.
Controls: Controls are very modular. The central equipment
should be designed so that it can communicate with the future
control panels installed in the expansion. If there are concerns
about having competitive bids for the expansion, the control system
can be specified around a non-proprietary, web-based BACNet or
LON open protocol system. The existing PVMC controls vendor,
Control Contractors Inc., can provide either system as well as be
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able to integrate those systems into the existing hospital Network
8000 system for remote monitoring.
PVMC Electrical:
With regards to the relative costs of providing infrastructure to a
single “detached” structure with a future possible addition or
expansion, the following electrical items have been considered
with a brief description of the recommended options to include:
Electrical Service: The most significant cost is providing the
underground electrical service to the new structure(s). For the
initial and final construction, we would install two circuit breakers
(normal and critical branch) sized for expansion to 20 beds, conduit
and wire from these to combined service (four disconnects) for
both buildings. Under an initial installation only, the circuit
breakers in the main facility would be downsized and wire and
disconnect for only one building would be installed, with empty
conduits left for the future installation. Future would replace those
circuit breakers at the existing facility, and install new wiring and
disconnect without any additional trenching or significant work
inside the building.
Telecommunication. The recommendation is for installing
conduit and fiber optic cables initially for two buildings, as both
can be handled over small number of fibers in <3” conduit. Would
likely recommend a slightly larger (16 sq.ft.) communications area
within the initial building to support the future horizontal
terminations and equipment for the second building.
Fire Alarm. A single sub panel should be able to support all
devices for both buildings. Installation of initial communications
loop as part of initial building is all that is required. Device loop
can be extended to future building.
Nurse Call. Infrastructure is not significant to build out separately
for both facilities.

VMC Master Plan– CONCEPT DESIGN OPTIONS
PROVIDENCE VALDEZ FEASIBILITY STUDY
QUESTIONS FOR ASSISTED LIVING INTERVIEW
(with User Group and Task Force responses)
1. How many rooms do you have? 11 – licensed for 12, runs
full
a. How many single versus double? 12x12 single and
15x16 double
b. What is the % breakdown of couples having an
apartment at your home where only one of them is
funded by Medicaid or other third party Insurance?
c. How do you charge for the spouse that resides but does
not require assisted living care?
2. What is your annual Budget?
3. Since your facility first opened, have you had to expand?
Do you have a waiting list?
4. Can you give us a breakdown by expense category: salary,
food, utilities etc?
5. How many residents do you average? Started at 5
progresses to 12
a. Can you give us a breakdown by payor type; Medicaid,
private etc.?

6. What average reimbursement do you receive from
Medicaid?
7. Have you had difficulty obtaining either eligibility or
reimbursement?
8. Do you have a breakeven number of residents?
9. What funding sources do you have?
10. Did you receive grant monies to build the facility or help
with ongoing operations?
11. Do you have fund raising activities throughout the year to
defray expenses?
12. What staffing per resident do you maintain? 1per 8, 2per12
13. Do you have a medical director on call? No - 911
14. What salary do you pay the medical directors and nursing
aides? CNA’s
15. Do you have a registered nurse on duty at all times? no
16. How difficult has it been to obtain and maintain staffing?
17. From an operational standpoint, have you used flexed
staffing depending on the number of residents you are
serving?
18. Have you required services from contract firms to maintain
staffing? No, sometimes hospice comes in.
19. What are the various expertise levels in your staffing?
20. Do you charge different rates for acuity on residents? no
21. What is your charge by acuity; Alzheimer, etc.?
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22. How many types of acuity levels do you care for?
23. Do you purchase supplies, insurance, pharmaceuticals in
bulk or as a package from another entity?
24. For administrative staffing; medical records, laundry,
housekeeping etc. what is your minimum staffing for those
positions?
25. What is the average number of hospital & clinic visits the
residents require in a 12 months period? Are those services
more hospital outpatient services such as X-Ray’s, MRI’s
or actual hospitalization?
26. Do you maintain a van service? What is the cost of those
services?
27. What do you see as the biggest challenge to providing
assisted living care?
Average length of stay – 2yrs
Purchase prepared meals Super Supers– maybe cost of food
per month is $3000
Over 5 – sprinklers required
DEC checks water
FDA – steps in over 12 res
State inspection every year for first 3, then every two years
after that

VMC Master Plan - APPENDIX A

APPENDIX A – Regulatory Overview
Critical Access Hospital (CAH) Designation
A hospital must meet the following criteria to be designated a
CAH:
•
•
•
•
•
•
•

Be located in a rural area or be treated as rural;
Be located either more than 35 miles from the nearest
hospital or CAH (or more than 15 miles in areas with
mountainous terrain or only secondary roads);
Furnish 24-hour emergency care services, using either onsite or on-call staff;
Provide no more than 25 inpatient acute care beds;
and
Have an average annual acute care length of stay of 96
hours (4 days) or less;
However, a CAH may also operate a distinct part
rehabilitation or psychiatric unit, each with up to 10
beds;
Distinct facilities/units (including clinics) are considered
“Provider-based” and Co-Located Facilities if the physical
area immediately adjacent to the provider’s main buildings,
other areas and structures that are not strictly contiguous
to the main buildings, but are located within 250 yards of
the main buildings, and any other areas determined on an
individual case basis, by the CMS regional office, to be part
of the provider’s campus.

Critical Access Hospital – Medicare Reimbursement
•

•

•

Medicare pays CAHs for most Inpatient, Outpatient and
Swing-Bed services on the basis of 101% of their
allowable & reasonable costs.
Under the Medicare ambulance benefit, if CAHs own and
operate the only ambulance service within 35 miles, they
are also paid based on a reasonable cost basis for
ambulance services.
CAHs are not subject to Inpatient Prospective Payment
Systems (IPPS) or Outpatient Prospective Payment
System (OPPS), except for services provided by distinct
part units, e.g., Inpatient Rehab or Inpatient Psychiatric
facilities that are reimbursed under PPS.

•

CAH Swing-Beds are not subject to Medicare Part A SNF PPS or certain Medicare Part B services furnished to SNF Part A
patients (including Preventive Services, CT Scans, MRIs, OP Surgery, and Physical Therapy).

•

Unlike Medicare, who pays cost, Medicaid reimburses SNF Swing-Beds on a per diem rate.

Reasonable Cost Payment principles that do NOT apply to CAHs:
•

Lesser of Cost or Charges (LCC)

•

Reasonable Compensation Equivalent (RCE) limits for hospital physician services; and

•

Ceilings on hospital inpatient operating costs or the 1-day or 3-day preadmission payment window provisions applicable to hospitals
paid under the IPPS & OPPS.

CAHs are Exempt from the 1- and 3-day pre-admission bundling window provisions that apply to PPS hospitals:
•

Outpatient CAH services are billed & paid separately from Inpatient services;

•

Pre-Admission Outpatient services (including clinic visits, diagnostic tests & observation) provided to a beneficiary who then becomes
an inpatient are not bundled to the inpatient bill, even if they are provided during the same encounter; and

•

CAH payment for Medicare outpatient hospital services is made on a reasonable cost basis at 101% of reasonable costs, after
application of deductible and coinsurance provision.

CAHs elect to be paid under the “Standard” Method I or the “Optional” Method II:
•

Method I: CAH must bill and are paid for facility and professional services (which are paid according to the Medicare
Physician Fee Schedule (MPFS)) separately.

•

Method II: CAH may formally elect an alternative payment methodology, under which the CAH bills and is paid by Medicare
for both facility & professional services.
Practitioners may bill directly for their own services or elect to reassign billing privileges to the CAH.

•

Health Professional Shortage Area (HPSA) Incentive Payments:
•

Physicians (including psychiatrists) who furnish care in a CAH located within a geographic-based, primary medical care Health
Professional Shortage Area (HPSA) and psychiatrists who furnish care in a CAH located in a geographic-based mental health HPSA
are eligible for a 10% HPSA incentive payment for outpatient professional services furnished to a Medicare beneficiary.
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VMC Master Plan - APPENDIX A
•

If the physician has reassigned his or her billing rights and
the CAH has elected Optional (Elective) Payment Method
II, the CAH will receive 115% of the otherwise
applicable MPFS amount multiplied by 110 percent,
based on all claims processed during the quarter.

•

If the service is furnished in an area that is on the CMS list
of Zip codes that are eligible for the HPSA incentive
payment, payments are automatically paid on a quarterly
basis.

Physician Scarcity Area Bonus Payments:
•

Primary care physicians who furnish outpatient
professional services to a Medicare beneficiary in an area
that has been identified as a primary care Physician
Scarcity Area (PSA) and specialty physicians who furnish
outpatient professional services to a Medicare beneficiary
in an area that has been identified as a specialty care PSA
are eligible for a PSA bonus payment of 5%.

•

If the physician has reassigned his or her billing rights and
the CAH has elected the Optional (Elective) Payment
Method, the CAH will receive 115% of the otherwise
applicable MPFS amount multiplied by 105%, based on
all claims processed during the quarter.

•

If the service is furnished in an area that is on the CMS list
of Zip codes that are eligible for the PSA bonus payment,
payments are automatically paid on a quarterly basis.

•

If CAH is located in an area that is both an eligible HPSA
and an eligible PSA and the Optional (Elective)
Payment Method is elected, payment to the CAH for a
physician’s outpatient professional service will be 115% of
the otherwise applicable MPFS amount multiplied by
115%.
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VMC Master Plan - APPENDIX B
•
Average Revenue per ER Visit

APPENDIX B – Glossary

Outpatient Revenues to
Total Revenues
Patient Revenue

Average Age of Plant
Salaries to Total Expenses
Full Time Employees (FTEs)
occupied bed

=

Total Inpatient Revenue / Total

=

Total Outpatient Revenue / Total

Patient Deductions
=
Discounts) / Gross Total Patient Revenue

Total ER Revenue / Total ER Visits

Cost Indicators – measures the amount & mix of different types of costs:

Revenue indicators – measures the amount and mix of
different sources of revenue:

Inpatient Revenues to
Patient Revenue
Total Revenues

=

(Contractual

Allowances

=
=
=

Accumulated Depreciation / Annual Depreciation Expense
Salary Expense / Total Expenses
(Number of FTEs / [((Inpatient Days - NF swing days - nursery days)
per adjusted (Total Patient Revenues / (Total Inpatient
Revenue - NF revenue - other Long Term Care
(LTC) revenue))) / Days in period]

+

Medicare/Medicaid/Insurance
Medicare/Medicaid/Insurance Utilization Indicators – measure extent to which fixed assets (beds) is fully occupied:
Inpatient Days / (Total Inpatient Days - Inpatient
Average Daily Census
=
Inpatient Acute Care bed days / Days in period
Payer Mix
=
Nursery bed days - Skilled
Acute
Care
beds
Nursing Facility (SNF) swing bed days)

=

Medicare/Medicaid/Insurance Average Daily Census
SNF-Swing beds
Total Outpatient Charges

Inpatient Cost to Charge
Charges

=

Inpatient

Outpatient Cost to Charge
Charges

=

Outpatient

Average Revenue per Day

=
Total Patient Revenue
/ (Total Patient Days Nursing Facility (NF) swing
bed days)

Medicare/Medicaid/Insurance
Outpatient Charges /
Outpatient Payer Mix

Average Revenue per
Average
Inpatient Revenue x Average Length of Stay
Inpatient Discharge

=

Costs

Costs

/

Outpatient

/

Outpatient

=

Inpatient SNF-Swing bed days / Days in period

daily

(ALOS)

Average Revenue per Outpatient
Visit (excluding ER)
=
Total
Revenue / Total Outpatient Visits – ER visits

Outpatient
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