
Figure A

GUIDELINE DEFENDANTS SENTENCED BY PRIMARY OFFENSE CATEGORY
(October 1, 1994, through September 30, 1995)

  Of the 38,500 guideline cases, 123 cases with missing primary offense category were excluded.  Of the 15,288 drug cases (including trafficking, 
use of a communication facility, and simple possession), 13 cases with missing drug type were excluded from the bar chart.  

SOURCE:  U.S. Sentencing Commission, 1995 Datafile, MONFY95.
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to their team leader.  However, team leaders often have
input into membersÕ performance evaluations.  While
some teams are functioning at the facility level, to date,
service line teams have not been found at the network
level.

RichmondÕs VA medical center, in the Mid-Atlantic
Network (VISN 6), created multi-disciplinary, service
line teams in primary care to provide continuous
patient care.  Three clinical chiefs coordinate and
manage the care teams that are referred to as Òprimary
care group practices.Ó  Members of the group practices
have a primary or Òsolid lineÓ relationship to their
traditional, discipline-based service chief and a Òdotted
lineÓ relationship to their group practice manager.

It is important to note that both teams and task
forces are matrix-like structures where members have a
primary reporting relationship to their traditional
service and facility and a secondary reporting relation-
ship to their team or task force.  Organizational theo-
rists would not characterize these arrangements as true
matrix organizations, for in the true matrix the report-
ing relationships would be dual (i.e. two solid lines
rather than one solid and one dotted line) and the
influence of the service lines and the traditional
services would be balanced and equal.

Service line divisions, in theory, contain all of the
key clinical and administrative functions needed for
providing care to the patients of the service line.  In this
model, service line managers hold full budget and
personnel authority, where traditional reporting
relationships are replaced with reporting relationships
to service line managers.  For example, nurses in this
model report to a nurse manager, who in turn reports
to a service line manager. In some cases new multi-skill
employee positions, consisting of responsibilities that
traditionally are part of several services, are created and
report also to the service line.

In practice, it is too complicated and expensive to
duplicate all of the functional departments needed in
each service line.  In addition, most health care leaders
do not want to lose all of the benefits and functions of
the traditional organization based on disciplines and
facilities.  So, variations to the model exist where an
individual or a group is assigned responsibility for
integrating specific functions across service line divisions
(i.e., a Nurse Executive or Professional Nursing Board is
appointed to oversee professional nursing issues).

Several VISNs and many medical centers have
implemented or are planning to implement service line
divisions.  The Upstate New York Healthcare

Network(VISN 2) is in the process of establishing net-
work-level Òcare lines.Ó  Each network-level care line
manager will establish a care line office and a
multidisciplinary team of advisors to the care line office.
Each of VISN 2Õs facilities will have similar care lines that
are managed by a local care line manager.  The local care
line manger will report directly to the network care
manager and will oversee the local care linesÕ day-to-day
operations.  Facility directors will become Chief Opera-
tion Officers (COO) who will be responsible for the day-
to-day general business activities of the medical center.
In addition, the COO will provide local leadership for
public relations, congressional and external affairs, and
related affiliation matters.

The VA Pittsburgh Healthcare SystemÕs three
facilities, which are part of the Stars and Stripes Network
(VISN 4), have organized patient care functions and
support into 13 product lines.  The 13 product lines were
further organized into four units: (1) Care Management
Organizations that include primary care, mental health
programs, and geriatrics and extended care; (2) Specialty
Care Organizations that include medical specialty care,
surgical specialty care, and critical care; (3) Patient Care
Support Organizations that include clinical support
services, patient care services, and community support
services; and (4) Administrative Support Organizations
that include facilities management support, business
service center and information management.

The multi-disciplinary staff within each of the Care
Management OrganizationsÕ three product lines are
responsible for ensuing quality care and managing the
health care needs of their patients. Each Product Line
Manager reports to the Director of the three facilities
that make up the VA Pittsburgh Healthcare System and
the Healthcare SystemÕs Operations Board.  By mid-to-
late FY 1998, all Product Line Managers will manage
their budget and staff, work with other product lines,
ensure that standards of care are met, and act in the best
interests of the VA Pittsburgh Healthcare System.  The
six product lines in the Specialty Care and Patient Care
Support Organizations will provide specialty and support
services to the patients of the three care management
organizations.

From the information gathered from just five
networks, it quickly becomes apparent that a myriad of
approaches are being taken to reorganize and integrate
health care delivery.  The study team expects to comlete
initial site visits by Fall 1997 and will continue to provide
additional information through Transition Watch on how
VHAÕs 22 Networks are organizing and implementing the
many facets of service lines.  ■


