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Objective and Contents

Objective: To create a strategic facility plan for the Orcas Island Clinic responsive to the district’s strategic
plan and supporting the projected healthcare needs of the community over the next decade.

Elements of the Plan and Subjects Reviewed

« Patient origin assessment and identifying the relevant patient populations for analysis

» Local demographic trends and population forecasts

 Clinic visit and ancillary volume baseline projections

« Estimated market share/Meeting the community need

« Growth and population driven opportunities — likely demand for specialist services

« Potential new services — Island Health “good partner” opportunities

» Projected provider and clinical capacity need to 2035

- Site and facility operational and adequacy assessment

« Preliminary expansion/renovation requirements, potential location, and high-level phasing plan

« Potential expansion/renovation and facility replacement costs (with many caveats)
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Patient Origin Assessment / Local Demographic Trends and Forecasts

Forecasting required clinical demand and capacity first requires identifying the relevant population
served. We used patient origin data to identify the proportion of patients listing Orcas Island,
Surrounding Islands, and Off Island as the relevant populations.

Current population and projected population were provided by Claritas, a national vendor, and by San

Juan County.

Use Rates (visits per population) for Orcas and Surrounding Islands were calculated.

Baseline visits were projected assuming use rates remained constant and population shifted according to
the two forecasts. The forecast provided by San Juan County projects more growth than the Claritas
dataset; we used the San Juan County forecast to calculate the clinic capacity and space needs.
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Historical and Projected Clinic Visits by Patient Origin

Internal patient data on unique patients was used to estimate the origin of historical and projected clinic
visits. About 88 percent of visit volume originates form Orcas Island, with another 2.5% from nearby
Islands and about 10 percent from “elsewhere.” Island visits are modeled based on demographic shifts,
elsewhere visits are added back as a fixed proportion of total visits.

Est. Visits by Patient Origin:
Island Primary Care — Orcas

Location 2023 2024 2030 2035

Unique Patients 3,653 3,812 4,000 3,955
Orcas Island 3,223 3,366 3,532 3,492
Shaw Island 18 22 23 23
Waldron Island 13 19 20 20
Lopez Island 36 55 58 57
Friday Harbor 16 23 24 24
Elsewhere 347 327 343 339

Total Visits 10,779 11,056 11,602 11,470
Orcas Island 9,510 9,762 10,245 10,128
Shaw Island 53 64 67 66
Waldron Island 38 55 58 57
Lopez Island 106 160 167 165
Friday Harbor 47 67 70 69
Elsewhere 1,024 948 995 984

88.3%
0.6%
0.5%
1.4%
0.6%
8.6%

88.3%
0.6%
0.5%
1.4%
0.6%
8.6%

Estimated Visits by Patient Origin: Island PC — Orcas, 2035

[ Orcas Island D Shaw Island 1 Waldron Island [ Lopezlisland [ Friday Harbor [Elsewhere
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Service Area Definition — Orcas Island — Claritas Projections

Y T Orcas Island Population Forecast  Growth %
< T =
Orcas Island hag four 13 — D Ace Group 2020 2025 2030 2035 '25-30 '30-35
ZIP Code§ and is home \\__f\b = S 017 835 704 628 571 -10.8% -18.9%
to approximately 6,200 | 18-44 1425 1478 1423 1383 -37% -6.4%
. <
residents. } 4564 1,747 1751 1675 1632 -4.3% -6.8%
- 65-74 1,265 1,346 1482 1453 10.1% 7.9%
Nearby Blakely, Shaw 75-84 607 779 918 983 17.8% 26.2%
85+ 121 168 187 237 11.3% 41.1%

and Waldron Islands
add another ~320 g
residents, some of ;&'\
whom to travel to Orcas
Island for primary care.

GrandTotal 6,000 6,226 6,313 6,259 14% 0.5%
% 65+ 33%  37%  41%  43%

N

The clinic also serves
some off-island visitors.

[Age Group

Orcas Island 6,226

Blakely Island 39 (o= =
Shaw Island 181 055 ;Io;)gla:ion
Waldron Island 100* ‘(’1’999 ReR
Subtotal 6,546 2,000 to 3,999
Friday Harbor 2,963 4,000 to 7,999
Lopez Island 8,850 e [ 8,000 to 11,999
Regional Total 18,359 I 12,000 to 19,999
Source: Claritas = ig‘ggg :Z ig’ggg
*Waldron population was 102 in the 2000 census, but was not included as a ZIP in the 2020 census Page 5 - 40,000 and above
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Population Growth — Claritas Projections
e
i e

Claritas projects the

primary service areato -
grow slightly (1.4%) over }

the next five years,
adding about 100
residents.

As the baby boomer age
wave begins receding in
the 2030 to 2035 period
Claritas expects the total
population of the island to
decline slightly.

Lol e
For i e sans Mo oo

Projected Population Change, / =
2025 to 2030 by ZIP Code % [
= Gain of 5 Residents
® = Loss of 5 Residents

- ¢ o
Orcas Island Population Forecast Growth %

2020 2025 2030 2035 '25-'30 '30-35
Grand Total 6,000 6,226 6,313 6259 1.4% 0.5%
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Service Area Definition — San Juan County Projections Compared

San Juan County uses and provided us with
their ‘'OFM Medium’ population forecast scenario
they use for planning. Orcas and Shaw Island Population (OFM Medium)

+ Claritas population forecasts closely align with the .

‘OFM Low’ population forecast scenario over the 000 6,826

10-year forecast period. 6485
* OFM Medium population forecasts are about 6,000 572 i

15.5% higher than Claritas in 2035.

» According to the OFM Medium forecast, Orcas
Island accounts for 32.4% of San Juan County
population in 2020 (adjusted census year) and 4,000
2035.

+ We used this OFM Medium projection to forecast
demand, capacity, and space for the clinic.

5,000

3,000

2,000

Claritas Population Data ‘OFM Medium' Population

Age Group 2020 2025 2035 2020 2035 2035 1,000
Or:cas Isllan: 6,000 6,226 6,259 5772 6,130 6,826 253 269 284 269
Shaw Islan 177 181 188 253 269 299 .
Total 6,177 6,407 6,447 6,025 6,399 7,125 0
Growth 25-35 0.6% 11.3% Orcas Island Shaw Island
2020 OFM Adj. Census 2025 m2030 w2035
Page7
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Seasonal Population and Seasonal Primary Care Demand

Orcas Island is known to have substantial tourism during the summer months, with at least one source
implying daily residents exceed 9,000 population during peak periods. That said, monthly volumes during
2024 show less extreme variation throughout the year, with two relative peaks in May and October.

We expected to see a corresponding summer peak, the data do not show such a peak. We
hypothesized that summer provider vacations may explain the “missing” visits, clinic management
reports this is not the case,
vacations are well spread
throughout the year.

Family Medicine Visits by Month (2024):
Island Primary Care - Orcas

We still suspect there may
be unmet summer needs,
the capacity and space
forecasts include capacity
to accommodate a future
summer locums provider.

JAN FEB MAR APR MAY JUN JuL AUG SEP OoCcT NOV DEC

Population source: https://wildlifecycles.com/orcas-island-facts/ Page8
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Clinic Visit and Ancillary Baseline Projections / Meeting Community Need

The baseline projections use historical volume data combined with future population projections to calculate the likely
impact of population growth on service demand.

The model assumes visits per population remain constant over the projection period, while population shifts.
We used the OFM Medium population projection to drive the demand model.

The Baseline Projection does not include new services, or changes in market share or services offered. These
“strategic shifts” are added in a subsequent phase of modeling.

We also estimate the proportion of community need that the clinic currently meets. This calculation is based on a
comparison between the theoretical total demand for care in the service area and the care provided by the clinic.

We calculate the theoretical demand by multiplying the island population by national use rates for primary care visits.
This gives us the denominator. Our actual visits provide the numerator, and we can calculate an estimated market
share or percent of community need currently met.

Page9
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Historical and Projected Clinic Visits by Specialty — Claritas Population
Using Original Claritas Population Projections Annual Clinic Visits by Specialty: Island Primary Care - Orcas
. . 14,000
Island Primary Care - Orcas had just over 11,050
clinic visits in 2024. Based on Q1 data for 2025, 12,000
we expect to see about 450 visits of growth in 10,000
2025 relative to last year w000
We expect primary care visit volumes to hover 6,000
around 11,600 over the next 10 years, with a
declining pediatric base offset by growth in older roeo
populations, assuming no change in service 2,000
offerings. 0
2023 2024 2025(A) 2030 2035
Island Primary Care - Orcas 2025 M Pediatrics W Family Medicine Women's Health
2023(A) 2024 2025(A) 2030 2035
Pediatrics 1,359 1,671 1,688 1,506 1,369 1
Family Medicine 9,124 8,966 9,358 9,634 9,639 4
Women's Health 296 419 448 462 462 1
Grand Total 10,779 11,056 11,494 11,602 11,470 6
*Providers, not
*2025 Annualized based on Q1 data, relative to Q1 in 2024 as % of total FTEs
*2023 Annualized based on Q1-Q3 data
After Hours Visits - 87 - 91 90
Telehealth Consults - 186 - 195 193
Page 10
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Historical and Projected Clinic Visits by Specialty — OFM Population

Using ‘OFM Medium’ San Juan County
Population Projections 14,000

Island Primary Care - Orcas had just over 11,050 12,000
clinic visits in 2024. Based on Q1 data for 2025, 10,000
we expect to see about 450 visits of growth in
2025 relative to last year.

8,000
6,000
We would expect primary care visit volumes to

grow to around 12,700 over the next 10 years, with
a declining pediatric base offset by growth in older 2000

4,000

populations, assuming no change in service 0
offerings.
Island Primary Care - Orcas 2025
2023(A) 2024 2025(A) 2030 2035 Providers
Pediatrics 1,359 1,671 1,688 1,571 1,516 1
Family Medicine 9,124 8,966 9,358 10,052 10,677 4
Women's Health 296 419 448 482 512 1
Grand Total 10,779 11,056 11,494 12,105 12,705 6
*Providers, not
*2025 Annualized based on Q1 data, relative to Q1 in 2024 as % of total FTEs
*2023 Annualized based on Q1-Q3 data
After Hours Visits - 87 - 95 100
Telehealth Consults - 186 - 204 214
Page 11

Annual Clinic Visits by Specialty: Island Primary Care - Orcas

2023 2024 2025(A) 2030

M Pediatrics W Family Medicine Women's Health

2035
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Estimated Market Share/Meeting Community Need

To estimate market share capture on Orcas Island, we have applied national use rates to the local

population. The Island Primary Care — Orcas Clinic appears to achieve full share capture for pediatrics

primary care, and about 80 percent for adult primary care. Adult women’s health (i.e., OB/GYN) appears
to capture about 1/3™ of total demand.

* Pediatric and adult primary care use rates were based on data from the 2019 National Ambulatory Medical Care
Survey (NAMCS), published in January of 2023—this provides the latest publicly available national estimates for
office-based physician visits.

* NAMCS studies from 2012 and 2016 were used to segment general pediatric and adult primary care from specialty
visits. Again, these are the most recent data publicly available.

Island Primary Care — Orcas Orcas Island Market Share
(Based on Orcas Island Patient Estimate:
Origin) Market Benchmark: Island Primary Care — Orcas
2025(A) 2030 2035 Primary Care Visits 2025 2030 2035
Pediatrics 1,491 1,330 1,209 141 visits per 100 children 150% 150% 150%
Family
Medicine 8,263 8,507 8,512 192 visits per 100 adults 78% 78% 78%
Women's 39 visits per 100 adult
Health 396 408 408 women 34% 34% 34%
Grand Total 10,150 10,245 10,129 80% 79% 79%
Page 12
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Growth and Specialty Service Opportunities / “Good Partner” Opportunities

We also explored opportunities to expand the service offerings at Island Health — Orcas. These opportunities fell into
four key buckets

Improved primary care access

Expanded primary care scope, which may be offered by current providers who want to expand their skill sets
and educations, by visiting providers, or by new providers

Expanded specialty care services offered by visiting providers
Expanded primary care opportunities provided by nurses or other allied health professionals

Expanded Primary Care Access: Over time, the population required to keep an FTE primary care provider busy has
been declining. The aging of the population is a key driver of this trend (older people have more complex needs, thus
a lower total population can keep a provider busy). Higher chronic disease burden also adds complexity, along with
an ever-expanding menu of potential treatments (there are about 20,000 approved drugs today, about another 50 are
added annually). Average visit length has also increased over the years, likely reflecting higher complexity of patient
conditions that providers must understand and treat.

Physician to Population ratios were used to estimate the number of FTE primary care and specialty care providers the
island population should be able to support. Based on these calculations, the population of the island should support
between one and two additional providers, especially if the population continues to grow and age as forecast.

In rural and isolated communities, primary care providers often manage conditions that a specialty provider would
consult on in an urban area. Clinic management indicated this is often the case on Orcas given the expense and time
challenges in reaching the mainland. This further reduces the number of patients a primary provider can effectively

care for. page 13
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Growth and Specialty Service Opportunities / “Good Partner” Opportunities

Expanded Primary Care Scope

“Primary Care” has grown in scope over the last decades as Family Practice physicians have added to their scope,
often by adding fellowship training to enhance their breadth of practice. Dermatology and sports medicine are the
most popular and would likely be well received on Orcas Island. The Clinic may recruit providers with these skills or
support existing providers with time and financial support to broaden their scope. These are optional approaches and
should not be seen as requirements for success.

Specialty Care Services

These opportunities were reviewed with current clinic leadership as well as our planning committees. The
recommended opportunities align with the needs of the population, programs that have been successful in other
similarly scaled clinics, and programs that align strategically with our Island Health partner.

As an example, cardiology outreach should be a supportable service based on mathematical modeling. However, it's
a poor strategic fit with Island Health’s priorities. Demand models indicate orthopedics should also be a good
opportunity, fortunately it is also a good fit with Island Health. Thus we recommend moving forward with orthopedics
but not cardiology.

The table on the second page following shows the calculation of all of the specialty providers and the fractions of each
that the island population should theoretically support.

Nurses or other allied health professionals

Nurse visits for Medicare wellness visits, diabetic education, and vaccinations all require time and space. We
recommend providing one exam room and supporting the clinic in creating opportunities for career advancement for
island-based RNs to offer these services. Page 14
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Primary Care Expansion Opportunities

Based on these data, we think some gap remains in
primary care that the clinic should fill:

is likely somewhat larger

Population-to-physician ratios indicate a shortage of
about one full-time physician on the island today

As the study was concluding, a new provider was
recruited, their arrival should resolve this issue.

Non-hospital district primary care practices will likely
struggle with succession planning.

Additional primary care scope could likely be
supported — family practice/sports medicine, and
family practice-dermatology would likely be well
received

In addition, a summer locums provider should also
be considered to support population growth,
additional urgent care need.

Page 15

Provider Need based on

Orcas Island Population
PRIMARY CARE* 7.4 7.3

Population-to-Provider Provider Demand
Age & FTE-Adj. Benchmark 2030 2035

Women'’s and general primary care visits are Primary Care (FM/IM) 1,000 6.3 6.3
“missing” from the island based on national use Pediatrics 12,400 0.5 0.5
rates. With an older than typical population, the gap S2LS¥" = 4o o=

b yp pop ’ gap SECONDARY CARE 7.9 7.8

Additional psychiatric coverage via telehealth
should be explored, whether using a psychiatrist or
a psychiatric mental health nurse practitioner
(PMHNP)

Primary Care support with incremental RN time to
provide Medicare Wellness visits should be
explored

RN provided diabetic support should also be
added. Access to fully certified diabetic educators
via telehealth may be augmented with local RNs
through a “Clinician, Non-Diabetes Care and
Education Specialist” Certificate Program

15
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Specialty Care Provider Demand and Service Expansion Potential
. s . . . . Population-to-Provider Provider Demand
Visiting specialty provider opportunities to explore: ge 8 ETE Adjl Benchmark
Cardiology (will want ability to do basic Emergency Medicine 9,100 07 0.7
diagnostics: EKG, echo; existing procedure room Psychiatry 9,400 07 07
ill K trat . ft ith Island Health Cardiology 9,400 0.7 0.7
will work, poor strategic fit with Island Health) Orthopedic Surgery 15,200 0.4 0.4
. . General Surgery 16,000 0.4 0.4
Orthopedics/sports — Island Health is already Hematology/Oncology 16,700 0.4 0.4
eXpIoring thIS opportunity, gOOd Strategic f|t Pulm. Disease & Critical Care 22,100 0.3 0.3
Ophthalmology 22,200 0.3 0.3
H H : ] Podiatry 24,600 0.3 0.3
Psychlatry,.through a comblnat'lon gf telemedicine o PR 02 o2
and potentially through a part time island based Gastroenterology 27,000 0.2 0.2
Psychiatric Mental Health Nurse Practitioner Depmatology ERALY ez @2
Nephrology 37,800 0.2 0.2
. . “ . Pathology (Anatomic/Clinical) 38,000 0.2 0.2
This would I|I.<ely be a long-term bglld your Phys Medicine & Rehab fenn e (]
own” effort with a current or potential future Urology 41,400 02 02
H _ H H e Otolaryngology 42,700 0.1 0.1
island pased recru!t.whf) attains additional i o 01 01
education and certification Plastic Surgery 56,500 0.1 0.1
Pain Medicine 71,900 0.1 0.1
Dentistry Rheumatology 74,000 0.1 0.1
Allergy/Immunology 104,000 0.1 0.1
Fortunately, dental equipment has become far
more portable. Two standard exam rooms
could be used plus a storage area
Page 16
16



12/10/2025

CONFIDENTIAL- NOT FOR DISTRIBUTION

Projected Clinical Capacity Requirements — 2035

The existing exam room complement of ten rooms

should be adequate most days but will not Providers in Clinic Monday Tuesday Wednesday Thursday Friday
AM PM AM PM AM PM AM PM AM
accommodate planned growth. Family Practice
H H H H . Karen Caley 1 1 1 1 1 1
Most Likely service expansions include: Jonnifer Simpson-Manske P )
One new recruit joining the clinic soon Jennifer Utter 1 1) 1)1 1
Robert Wilson 1 1 1 1 1 1 1 1
One additional full-time primary care New Recruit 1 1)1 1|1 1
provider (MD’ DO‘ PA’ NP) Incremental Provider 1 1 1 1 1 1 1 1
Summer Locums/Future Flexibility 1 1 1 1 1 1 1 1
Proposed orthopedics visiting provider pediatrics
3 Buxb: 1 1 1 1 1
An exam room to accommodate van Sndaum
scheduled nurse only visits W‘S’u“:: ;:dat'::m 1 3
(immunizations, allergy shots, Medicare — o
wellness ViSitS) Visiting Specialists
Robert Billow - Pain 1 1
Other potential expansions, based on availability, er’;’vaze"g’;”"*{’;z‘Hst 1.1 —
. . i 'ew Provider - Other !
interest, and/or ability to recruit: Potential Future Dental T 11
Potential dental clinic heduled Providers 7 717 6|7 717 7|6 6
Summer Iocums to fl” in for vacations and Required Exam Rooms @ 2.5/provider 17.5 175|175 150|175 175|175 17.5|15.0 15.0
accommodate additional walk-in visits Nurse Visits
Nurse Visits 1 1 1 1 1 1 1 1 1 1
Diabetic educator/psychiatric mental Total Required Exam Rooms 185 18.5[18.5 16.0) 185 185|185 185|160 16.0
health nurse practitioner, tele-provider(s)
Page 17
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Identified Gaps — Identified Needs vs. Existing Facility
Identified facility gaps
Wheelchair inaccessible toilets Ralalalalalatieiideis

Exam room count — 10 existing, short
two rooms on busy days, projected gap
of 8 to10 in future

Provider office/work-space (don’t need
private offices but do need functional
space)

Triage & Procedure Area- O2 and
suction should be easier to use,
enhance privacy, add storage and
private nursing workstation

Lack of vitals stations

MA station and medication storage

g & « [
rLoom pian q H & “.

General storage undersized

Lack of privacy at check-in/out Sy
Lack of dental equipment storage

Finishes/countertops/flooring/lighting

Page 18

Missing exam rooms
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Identified Gaps — Equipment or Other Issues

Triage & Procedure Area stretchers have limited vertical adjustment — shorter staff cannot effectively provide CPR
when needed

Storage Room, while well organized, is undersized for island needs, consider high density shelving until room can be
expanded and purchase of the shipping container as a short-term solution

Provider office/work room is appropriately sized, but modern modular furniture will improve aesthetics, ergonomics,
and efficiency by creating better auditory privacy (critical when documenting — most providers now use Al assisted
transcription services that need a quiet environment)

The lab door should be replaced (it was relocated to the entry to the clinic zone to prevent patients from just walking
into the clinic). The lab could benefit from being a negative pressure room; this is impossible without a door.

Page 19
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Identified Gaps — Short-Term Housing
Provision of short-term housing can assist with
Visiting specialty providers — providers with a Monday or Friday session may be allowed to extend their stay
over a weekend, encouraging more visiting providers
New employees — a temporary housing arrangement may help with recruiting
Summer locums provider
Ideally a partnership with other island-based institutions would be developed to provide workforce housing
Short-term rooms could be provided as part of a new development for locums providers and visiting specialty
providers.
Page 20
20
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Existing Clinic Space Table

The space table lists every space, its net square feet, and how
many of that room or space the clinic contains

Net Square Feet is the interior space of a room or the usable
space of a work area. It is less than the total space of the
building.

Net Square Feet excludes circulation spaces within an area — for
example the space to walk between medical assistant (MA)
stations and the medication storage area in the MA's work room

Net Square Feet also excludes corridors, the thickness of walls,
columns, and any shafts stairwells or elevators.

Note the current total NSF of 4,072 square feet

Page 21

Room
Patient Arrival Area

Waiting Room
Check-in
Toilet - patient/visitor
Vestibule
Front Office

Subtotal

Triage/Procedure Area
Triage Treatment Arez
Triage Storage
Nurse Workstation
Treatment Room
Toilet
Radiolography
Lab/Phlebotomy

Subtotal

Main Clinic Treatment
Exam Room
Consult/Telehealth
Patient Toilet
Storage/Janitor Closet
Office - Lead MA
Office - Manager
MA Workstation
Drug Storage
Shower

Subtotal

Staff Support Areas
Supply Storage
IT Closet
Staff Break Room
Provider Workroom
Provider Conf Table
Subtotal

Total NSF

Qty  NSF Total NSF

(SIS

(SIS

(S P A )

[T

360
35
50
50

275

o
88888

190,

100
100
P

100
P
50
2

225

110
a5
180,

Comments

360 Staff report more than adequate
70 Modern are 2x this size for privacy
50 Accessible

50

275 Was billing, med records, underutilizec
805

160
50
50 Should be sound screened
160 Testingand Minor Procedures
50
187

190_Ideal would separate phlebotomy

847

1,000
100 Should have assink for telehealth
50 Not handicap accessible, one for lab
45 Storage only, no sink
%
100
125 Ideally 40 NSF each
50 Ideally 80 NSF
25 Usedas storage
1,585

25
50
110
270 Total room is about 500 NSF

180

835

4,072
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Draft Proposed Clinic Space Table

Proposed future clinic grows to almost 7,000 NSF. Most of the new space is for direct patient care, but a new
conference room, larger provider work room, and a staff toilet are material incremental staff areas.

Room [213% NSF Total NSF Comments Room
Patient Arrival Area
Waiting Room 1 360 360 Staff report more than adequate Sz’::‘i:p;‘::a:'::’
Check-in 3 50 150 Modern are 2x this size for privacy :
h Office, Lead MA
Toilet - patient/visitor 1 50 50 Accessible Conference/Group
Vestibule ! = = Conference Storage
Front Office 1 0 - Wasbilling, med records, underutilizec supplyStorane
Subtotal 610
IT Closet
oo
Triage Treatment Rool 2 w0 280 Sized to Accommodate higher acuity
Provider Workroom
Triage Storage 1 % 8 Provider Conf Table
Nurse Workstation 2 50 100 Should be sound screened optotal
Treatment Room 1 160 160 Testing and Minor Procedures
Toilet 1 50 50
Radiography 1 187 187 Total NsF
Lab 1 10 180
Phlebotomy Area 1 60 60_Adjacent/connected to lab
Subtotal 1,097
Main Clinic Treatment
Exam Room 10 100 1,000
Consult/Telehealth 1 100 100 Should have a sink for telehealth
Exam - New 10 120 120
Dental Equip Stor 1 80 80 Near Dental Treatment Rooms
Patient Toilet (Exist) 0 25 - Repurpose
Patient Toilet (New) 3 50 150
Storage/Janitor Closet 1 45 45 Storage only, nosink
Office - Lead MA 0 %0
Office - Manager o 100
Vitals Station 2 15 150 Privacy Screened, wheelchair scale
MA Workstation s 25 125 Ideally 40NSF each
MA Workstation (new 4 40 160
Drug Storage 1 80 80 Ideally SONSF
Janitor Closet 1 25 25 Repurpose Shower Room (plumbed)
Subtotal 3115

Page 22

[T T

Qty  NSF Total NSF

Comments

100 100
100 100
400 400
50 50
250 450
50 50
150 150
70 70

50 450 Total room is about 500 NSF
180 180
2,000
6,822

Highlighted spaces reflect a change from existing
conditions, spaces not highlighted would be retained and
reused with a cosmetic upgrade.

22
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Expand/Renovate vs. Replace

When should you Expand and
Renovate? When should you Replace?

v Existing spaces are generally reasonably x Existing spaces are largely deficient

functional — we need more of what we have I . o
x Reuse of existing space will require significant

v Existing spaces can largely be reused “as-is” or renovation or relocation of infrastructure

repurposed with minimal renovation . . .
purp x The required expansion will be as large (or

Required expansions will be less (ideally larger) than the reused building

significantly less) than half the resulting building x Many complex phases required, resulting in

v Few, simple phases minimize disruption during disruption to operations
expansion/renovation x Land is inexpensive, accessible new site is
v Land is expensive, a replacement site likely hard available
to identify

v applies to our situation/criterion is met
x does not apply to our situation/criterion not met

Page 23
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Option 1: Replace the Clinic

Phase 1: New Parking and
Driveways are built

Phase 2: New Clinic Building is
Constructed — 11,000 square feet

Phase 3: Existing Clinic is
demolished and parking expanded Replac_efnent
closer to the new building Clinic

Phase 4 (optional): New housing is
constructed south of the parking
area

S 11T

A

Page 24
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Option 2: Upgrade and Expand the Clinic

Phase 1: Driveways rerouted and
additional parking developed

Phase 2: Clinic expansion of
approximately 5,000 square feet
added

111118
L
11T
I

Phase 3: Renovation to triage &
procedure area, procedure room,
storage room, office spaces, and
check-in/check out — approximately
3,000 square feet impacted

Phase 4: Cosmetic upgrades to exam
rooms, waiting area, all other areas of
clinic not previously renovated —
approximately 4,000 square feet
impacted

Phase 5 (optional): New housing is
constructed south of the parking area

Page 25

L e e e

—

Potential
Housing

-

MountjBaker Rd
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Option 2: Upgrade and Expand the Clinic

Expansion area includes

10 new exam rooms with ADA toilets and second
caregiver workstation

New office areas for providers and managers
A replacement Break Room _ o
Larger storage areas

Conference room that can be partly replaced by two
additional exam rooms

Renovations (shaded areas) include £ I ’{| }__1
% p: e
A back pathway to the triage & -l o5t o Rl 1
procedure area X ! &=
Improved check-in/out privacy |

New private patient vitals
station with wheelchair scale

Expanded triage & procedure area with private
treatment areas and improved staff work areas

Cosmetic upgrades to all areas not new or renovated

Page 26
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Option 2: Upgrade and Expand the Clinic

Rationale for this approach

Keep the expansion as simple as possible. One project, simple shape (no curves), limited impact on access,
flow, and operations of the existing clinic during the expansion

The expansion, when finished, creates new space that replaces all the areas that will be renovated in Phase 2
Existing parking lot remains in use with additions, no replacement

Driveways rerouted to move traffic to the perimeter of the site, no traffic through parking lots or between
parking lots and the building

Page 27
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Option 2: Additional Thoughts/Details
A single storage room would be more efficient, consider providing as an off-stage area and repurposing the existing storage room either
as a clinical space or to expand the existing caregiver work area.
New casework in the existing exam rooms may help by allowing a typical day’s supplies to be stored efficiently in each room,
allowing the single storage room to be efficiently located farther from the exam room clusters
The two offices may be repurposed as specimen collection, patient toilet(s), and vitals station with a wheelchair scale. This would allow
scales to be removed from exam rooms. Vitals station should be visually screened from corridors to provide adequate privacy
Either the existing lab or the triage/procedure area work station might be good access points to the new exam room cluster (or both).
This should be confirmed in conceptual design process.
The existing treatment room is adequate, however it may need to be relocated to improve access/flow to a larger triage/procedure area.
Higher acuity patients are often treated in this zone, enhanced privacy should be provided, along with the clinical capability to manage
a higher acuity patient when evacuation off the island is impossible due to poor weather.
Avoiding relocation of the x-ray room should be a higher priority due to the cost or uninstalling and reinstalling equipment and
radiation shielding requirements.
Page 28
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Capital Cost Comparisons — With All Caveats and Minimal Confidence

New Construction — 23,400 square feet (slightly more than 2x our total need; Dec. 2024) Pricing The only thing | can say
. . . Example 1 - with absolute
Primary care, radiology room, lab, primary care, urgent care, dermatology Urban confidence is

Rz E construction on Orcas

Island will cost more
than these projects.

$14.89 million or $636 / square foot — bid 2 years ago, location premium
Includes land acquisition, all fees and permits, site work, and all new equipment

Tenant Fit Out of Existing Building — 21,000 square feet (approximately 2x our total need; Sept. 2024)
Comparison

Primary Care, radiology rcom, lab Example 2 —

$7.35 million, or $350 / square foot — likely a reasonable approximation for the urgent care wing where ]

heavier renovation is recommended — bid over 2 years ago, larger location premium RIS
Tenant Fit Out of Existing Building — 20,700 square feet (approximately 2x our total need; June 2023)
G :
Primary Care, radiology room and mammaography, lab, urgent care E:::;:s:i

$5.65 million, or $273 / square foot — likely a reasonable approximation for the urgent care wing — bid Rural Maryland
almost 3 years ago, and larger location premium

Potential project costs for Orcas Island Option 2 Orcas Island Option 1 (Replacement)
5,000 x $700 = $ 3,500,000 (new construction) 11,000 x $700 = $ 7,700,000 (new construction)
3,000 x $375=$ 1,125,000 (heavy renovation) Demoliton = $ 250,000 (demolition)
4,000x $125=3% 500,000 (cosmetic upgrade)

$ 5,125,000 $ 7,950,000
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Next Steps in Planning

Operational and Space Programming — two or three User Group meetings
Agreement on the spaces to be provided in the new clinic (space table) — a draft has been developed as part
of this process that should provide a good start and should be 90+ percent accurate.
Agreement on key operating parameters of the new clinic. This is the perfect time to decide on operating
models different from “the way we’ve always done things.”

Conceptual Design and Initial Budget — one or two meetings
Develops zones of the new building, with slightly more detail than the Option 2 drawing in this report. Shows
location of exam room zone, circulation, office zone, and size and location of new building, entrances, parking,
etc. Some key rooms may be illustrated, and an initial phasing plan will be developed. An initial budget can
be developed after this step

Schematic Design and Refined Budget — two or three meetings
lllustrates the location of all rooms, corridors, door swings, and should include a typical exam room layout
(furniture, fixtures) and layouts of other key rooms (modular furniture in providers’ office, waiting room chairs,
etc.). Budget should be refined after this step

Design Development — two or three meetings with multiple groups depending on the room(s) under discussion
lllustrates the location of every element in every room. Light fixtures, ceiling tile layouts, casework, flooring,
light switches, outlets, IT plugs, literally every single surface and every object will be located and accounted
for. Budget will be refined and should be highly accurate after this step.

Page 30
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Next Steps in Planning

Other Tasks to Complete
Site Survey — a digital site survey will need to be provided to your architect.

“As-built” plans should be provided to your architect. An effort to track down a full set of drawings and ideally a
digital set of drawings should be undertaken.

Architect selection
Health Care only or health care heavy design firm
Need not be a large, national firm but should be health care specific or have a dedicated health care team

Design fees will likely be around $250,000; expect 6.5 to 7 percent of construction cost
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Next Steps
Incorporate feedback from tonight’s discussion
Prepare for Board of Directors meeting
Consolidate prior discussion guides and outcomes into a final report and submit final report
Page 32
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Appendices

Median Household Income and Median Home Price

Exam Room Utilization Modeling

Page 33
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Population Demographics — Median Household Income

T)\} e = 5 PWASHINGTON
e

The median annual
household income of
Orcas Island residents is
$58,980.

Median Household
Income by Census Tract
$0 to $27,999
| $28,000 to $39,999
| $40,000 to $49,999
[0 50,000 to $59,999
I $60,000 to $69,999
I $70,000 to $84,999
I $55,000 to $99,999
I $100,000 to $1,000,000 Page 34
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Population Demographics — Median Home Value
Y —X

Housing affordability is an S
issue on the island, with

the median home selling }
for $602,400, far beyond

the median income’s

ability to afford.

Primary Care - Orcas.

W
e
“ AN

%

Median Houme
Value
30 to $199,999

| $200,000 to $299,999
[ $300,000 to $399,999
[ $400,000 to $499,999
I $500,000 to $599,999
I $600,000 to $699,999

5

- $700,000 to $799,999
I $800,000 + Page 35
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Exam Room Utilization Modeling
The process traditionally usually used to forecast exam room need is fundamentally flawed.
For decades, industry standards of 2,000 to 2,500 visits per exam room have been used by consultants, operational
leaders, etc. The math seems to make sense — at 250 days per year, 2,000 visits per exam room works out to be
about one visit per room per hour — intuitively this seems like the bare minimum throughput that an exam room ought
to achieve.
Flawed 8 hours per 60 minutes/ SOl 50% Room 2,000 visits/
approach day X X hour / average patient X Sl | = | exam room/
Inroom year
The problem is, Halsa has never seen a practice (other than one allergy shot clinic) that met this standard without
creating a chaotic patient experience where everyone agreed the practice needed to expand.
So, why doesn’t the math work?
Page 36
36

18



12/10/2025

CONFIDENTIAL- NOT FOR DISTRIBUTION

Exam Room Utilization Modeling

To break down the process, we assume the following basic assumptions and operating steps:
Exam rooms are run on standard 4-hour sessions (typically 8-noon and 1-5)
Patient needs to be in the room ~10 minutes prior to seeing the provider

MA rooms the patient, interviews, takes vitals; enters data and prepares EHR;
patient gowns; patient may have mobility issues, need help undressing, may
have children or caregivers with them that slow visit initiation processes.

Provider sees patient, with visit length varying based on specialty and type of patient
(e.g., new patient versus established, initial neurological visit [slow] vs. post surgical
follow-up or well baby check [fast]). For this exercise, we assume a provider contact
time of 15 minutes.

Patient and MA require ~10-15 minutes to turn over the room after the provider leaves

After the provider visit a nurse or MA may return to the exam room to deliver
prescriptions, provide and review instructions for follow-up, inject vaccines,
perform a treatment, enter referrals, etc.

Patient needs to dress, collect their belongings; may be mobility impaired; room
may need cleaning or setup to prepare for the next patient

The model assumes sufficient MA staffing is available to room patients and assist with
room turnover (the green and the black) immediately upon provider exit.

Page 37

Example 15-minute
Provider Visit Requires
35-40 minutes of Room

Time

8:00 Patient
Rooming

8:10
Provider Sees

Patient

8:25 Patient Exit/
8:37 Room Turn

37
CONFIDENTIAL- NOT FOR DISTRIBUTION
Exam Room Utilization Modeling
If the goal is to maximize the efficiency of the exam room, then the most efficient 0":'5"?("" R&”: 'I’e'
. . rovider iViode!
model is to run one exam room per provider. 15-Minute Visit
In this ideal theoretical scenario (no patients are late for their appointments, no Theoretical Max
patients require much assistance getting to/from their exam room or g:00 [N
gowning/dressing, no patient requires longer than 15 minutes with the provider,
there are no late cancellations or no-shows, MA staffing is adequate to keep up with -
this pace):
The exam room can accommodate 7 visits per session or 14 visits per day 9:00 -
The provider can see 7 patients per session or 14 per day
The room is fully maximized, but the provider has ~22 minutes of downtime between -
each patient.
This 1-exam room process is essentially what'’s illustrated in the simple 10:00
mathematical model...but this isn’t how we practice because it's not an efficient way -
to practice.
L
Page 38
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Exam Room Utilization Modeling

Allocating multiple exam rooms dramatically increases provider productivity.

In this example, the 12 minutes it takes to turn over the room plus the 10 minutes it takes
to prepare the next patient to see the provider is longer than the 15-minute provider visit.

With three exam rooms available, the provider never waits for the room to turn over
between cases or for the MA to prep their patient — but since the green (rooming) and
black (exiting) occur at the same time, more than one MA is required.

The price of increased provider productivity is decreased exam room utilization.

The rooms can't all start at the same time, since the provider can only be in one
room at a time. This decreases the number of hours that each exam room is
actually available to see patients.

There’s a small gap between patients because the provider/MAs can’t quite keep

up with the turning over of the rooms.

Again, in this ideal theoretical scenario with very short and regular 15-minute appointments (and

no no-shows, no late patients, no snowstorms, etc.):

The provider can see 30 patients per day as opposed to 14 in the 1 exam room per
provider model

The exam room see a maximum of 10 patients per day (5 per session)

The exam room is empty 30 percent of the time even if it is maximally utilized — the gaps
between appointments and staggered starts/ends make 70 percent room utilization the

theoretical max.
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Exam Room Utilization Modeling
If only one MA is provided, using the same assumptions, the provider can only Two Exam Room Model
efficiently utilize two rooms, and sees fewer patients per session. 15-minute Theoretical Max
1 MA per Provider
Exam rooms are almost as well utilized as in the 3-exam room, 2-MA model,
! . - . - s00 [
with each room seeing 4-5 visits per session or 8-10 visits per day.
Providers see 50 percent fewer patients than in the 3-exam room, 2-MA model | ]
and have an average of 10-12 minutes of downtime between patients. [
This demonstrates is that exam room availability alone does not determine provider 9:00 L
capacity — it's a function of both exam room and MA availability. - |
Visit lengths (provider time) and availability of MA staffing tend to determine whether a I
provider can be efficient running two exam rooms or three. We want the right number [
of exam rooms to be available to keep the provider very efficient and the space .
reasonably efficient. 1000
|
.
.
1100 L
[
[
.
[
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Exam Room Utilization Modeling Example

ASSUMPTIONS
Factors Driving Visit Length
Time to Room/Prep Patient 12 include time to take vitals, MA interview, patient gowning - anything that happens before the patient is ready to see the provider
Time to Conclude Visit, Reset Room 15 include time for the patient to dress; meet with nurse or MA if needed for vaccine, prescriptions, etc.; exit room; room prep/turn
Provider Visit Length - New Patient 30 provider time with a new patient - will vary by practice/specialty
Provider Visit Length - Established 20 provider time with established patient - will vary by practice/specialty
Percent Visits New Patient 15%
Variability - Less controllable Factors Median is 70% of scheduled visits actually occur. https://healthcare.mckinsey.com/revisiting-access-imperative/
Schedule Fill Rate 90% AAFP study; some specialties might be higher or lower https://www.aafp.org/fpm/2004/0700/p27.html
No-Show / Late Cancellation Rate Varies by specialty; 5-30 is typical https://www.solutionreach.com/blog/which-wins-the-national-average-no-show-rate-or-yours-1

Variability - More controllable Factors

Exam Room Per Provider 3 More exam rooms per provider (to a point) improve provider productivity - Must be a whole number between 1 and 4
Session Length (hours) 4 assumes 4-hour sessions with a break for lunch
Avg. Full Sessions per Week 9 Allocation for inability to fully level schedules (tougher with many PT providers, proceduralists, strong outreach)
KEY MODEL OUTPUTS
Exam Room U tion Statistics
Visits per Exam Room per Year 1,466
Visits per Exam Room per Session 29
Visits per Exam Room per Day 5.9
Exam Room Utilization 59%

Provider Utilization Statistics
Visits per Provider per Session 8.5
Visits per Provider per Day 17.1
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Duration of Clinic Visits

Another dramatic change in exam
room utilization has been a significant
increase in visit length.

In 1973, half of visits were ten minutes
or less.

By 2016, half of visits were 16 minutes
or more, and the previously common
ten-minute visit was almost non-
existent.

These longer visits will have two
impacts — fewer visits per room, but
also fewer rooms required per
provider.

This aligns with anecdotal evidence —
clinic managers now most often
request 2 to 2.5 exam rooms per
provider, depending upon specialty.
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Proportion of Ambulatory Clinic Visits by Duration (in Minutes), 1973-2016
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